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THE TREATMENT OF SCABIES 


A great deal of confusion exists concerning, the best 
methods of treating scabies.* Every method has its advo- 
cates or detractors. Much of this confusion is caused by 
inaccuracies in diagnosis of infection and inaccuracies in 
assessment of cures. At the present time the disease is in 
the public eye, and many irritating skin conditions un- 
connected with Sarcoptes are apt to be diagnosed and 
treated as scabies, though, on the other hand, mild cases 
are often overlooked. Scabies can only be diagnosed with 
certainty when the mite Sarcoptes ‘scabiei can be demon- 


strated or, at least, an unmistakable burrow seen. Another ` 


difficulty arises in assessment of cure. Many treated cases 
still show signs of extensive secondary impetigo or eczema 
even though the primary scabies has been cured. In such 
cases mild applications may cure the secondary complica- 
tions and thus get the credit of curing scabies, which they 
are quite incapable of doing. 


It is commonly believed that a long soak in a hot bath, 
followed by vigorous scrubbing, 1s an essential part of any 
scabies treatment and that this soaking and scrubbing will 
in itself oftef? cure the disease. Results given below show 
that almost 100% of cases of scabies can be cured if efficient 
medicaments are used without any bath or scrubbing ať all. 
lf a well-established burrow is soaked and scrubbed, the brush 
can be applied vigorously. to the lesion for as long as ten, 
minutes without dislodging the parasite, and unless the 
scrubbing is severe enough to draw blood it is unlikely that 
many of the mites will be removed in this way. Really 
thorough scrubbing, often repeated, may sometimes cure 
scabies (Dixon, 1941), but this does not appear to be a-prac- 
ticable method for general use. Gordon and Seaton (1942a), 
from their work on Notoédres, suggest that scrubbing may be 
an important preliminary part of scabies treatment. Their view 
is in part based on an examination of the lesions produced 
by Notoédres ; these are covered with scabs and dry exudate, 
whereas in human scabies live mites are seldom so protected. 
In spite of this, however, it is desirable that before applying 
a parasiticide the body should be soaked in a hot bath and 
rubbed well with soap, as this may enable the medicament to 
penetrate the skin more readily. 

Jt is dangerous to assume that a patient has, or has not, 
been cureé mainly because of the disappearance or otherwise 
of sympt ops such as irritation. Some patients continue to itch 
for weeks after all parasites have been killed, while in other 


cases methods which we know to have practically no effect 


on the parasites will give at least temporary relief from irrita- 
tion, especially if the patient believes they are efficacious. Many 
writers state that the methods they advocate will cure 
“resistant” cases which have not responded to other treat- 
ments. We have found no jndication that the parasites are 
much more difficult to kill in some individuals than in others. 
There are, however, as stated above, considerable differences 





* A full summary of recent literature concerning treatment is given 
by Gordon and Seaton ('1942a). 
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in the rapidity with which symptoms such as itchıng disappear ; 
but a more potent acaricide does nothing tog allay these 
symptoms—it may easily have the opposite effect. 

In our experiments on the treatment o scabies we have 
assessed our cure primarily by an examination of the adult 
female mites removed from treated cases. We have developed 
methods by which we believe that over 90% of the ovigerous 
females can be detected. Samples totalling 1,200 mites 
removed from 441 cases suggest that about 90% of the 
ovigerous femalés seen on examining the skin are alive, the 
remaining 10% having died in situ. If only dead mites are 
found after treatment this suggests that the method is likely 
to be successful, but such results must be confirmed by a study 
of the relapse rate. Of 1,500 cases treated by us, approxi- 
mately 1.7% had a recurrence of scabies; but as only three 
individuals relapsed within ten weeks we are probably safe 
in assuming that the recurrences were mainly reinfections. 
(Incidentally, a further 2.6% of patients returned apparently 
‘uncured a few days after treatment, but these were found to 
have no living Sarcoptes and merely a persistent itching, which 
gradually disappeared without further scabies treatment.) If, 
on the other hand, it is possible to find any live mites 24 hours 
after completing a treatment, this leaves no shadow of doubt 
that the treatment has not been successful. Jt should be noted 
that if even one live mite is left a recurrence of the disease 
is likely.. It may take several weeks before the recurrence 
manifests itself fully, for this time must elapse before a reason- 
ably large mite population can be built up again. Our results 
are based mainly on examination of the ovigerous females, 
but preliminary experiments suggest that the medicaments which 
kill these are also reasonably effective agafhst the eggs. 
Incidentally, eggs killed with benzyl benzoate or sulphur seein 
to be “fixed” and remain normal in appearance when mcu- 
bated; we therefore find it difficult to interpret Gordon and 
Seaton’s (1942b) results, for they assessed the potency of drugs 
against Notoédres by the percentage of eggs which degenerated 
after treatment. Nymphs, larvae, and adult males occur more 
superficially than females, and it seems unlikely that they will 
escape more easily. Timoney (1924) finds, with the Sarcoptes 
attacking the buffalo, that eggs are only slightly more resistant 
than adult females ; all other stages are less resistant. We have 
also found that there is a very high mortality during develop- 
ment ; if a proportion of live eggs are left deliberately they sel- 


dom give a reinfection. The chances of a reinfection where; says- 


5% of the eggs survive are exceedingly remote in all but those 
cases with abnormally high populations of Sarcoptes. 
Several times the advocates of a new method have suggested 
that it is much simpler than the old one because fewer applica- 
tions of medicament are needed or because the bath and scrub- 
bing can be omitted. These statements have been made without 
testing the old method to see whether it might also work under 
the simpler conditions. The main errors in assessment .of 
scabies treatment have thus often led to an under-estimation 
of the efficacy of old methods, while at the same time the 
: efficacy of certain new methgds has’been greatly over-estimated. 
Details are given below of tests? with most of the treatments 
in common use. In many cases*the methods „have been tried 
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with and without baths and with and without any scrubbing 
of the usual sites of election. In all cases the whole body, 
from the neck down, has been treated with the medicament. 
The results~ are summarized in the Table. The numbers of 
mites found may require some explanation. We hope to 
publish elsewhere particulars of the numbers of parasites 
e 
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observed in cases of scabies, but may state here that on an 
average there were only 12 adult females. The majority of 
cases have less than this number, and a very small minority 
have over 50. The percentage of mites kiled by any method 
=i approximately the same whether only a few parasites are 


found on many patients or whether a large number of para- 


sites are found on a single patient. During the later part of 
the experiments certain substances which we knew to be 
effective—e.g., sulphur ointment—were frequently used on 
cases irrespective of the parasite population, so that only rather 
small numbers of mites could be removed ,after treatment. 
‘With other methods of less-well-established efficacy, cases with 
thigh parasite count were chosen in order to obtain results 
quickly and to avoid a mass of work in treating or re-treating 
cases. “All patients studied were adult males, but observations 
made on children apd fenidles donot suggest any considerable 
“differences. a . “ à f 
5: e 








Sulphur Preparations 

Sulphur Ointment (10% Sulphur)—Sulphur has been used 
since ancient times $ee Hebra, 1868, for details) for the treat- 
ment ef scabies, and sulphur omtment is a sarcopticide of 
proved efficacy. It has gained some notoriety because, when 
Over-applied, a severe itching dermatitis is produced which is 
often thought t® be due to a continuation of the parasitic ` 
infection. More ointment is then applied, with a further 
aggravation of the condition and, finally, disastrous results. 
The standard treatment consists in making three applications 
of fhe ointment, the first (and sometimes thesecond and third 
also) following a hot bath and scrubbing. Before our in- 
vestigation reached the present stdge, in which we can locate 
and extract most of the parasites, about 200 cases were treated 
by the above method without a single relapse being detected. 
In 147 cases since treated, the mites have been extracted after 
treatment. The results given in the Table show that a very 
high proportion of the mites were killed by one application, 
using approximately 3 oz. of sulphur ointment per patient. 
There is some indication here that the efficacy of the treatment - 
is slightly enhanced by bathing and scrubbing, although the 
difference between the results (% killed) from the two types of 
treatment? is not statistically significant. Even without bathing 
and scrubbing, very few mites survive, and two applications of the 
ointment have cured 100% of the cases. When skilled orderlies 
are available the disadvantage of the messiness of the treatment 
often outweighs the ease with which the medicament can be 
applied. We are of the opinion that sulphur ointment is 
likely. to give more satisfactory results than , other methods 
when used by the unskilled, for even if the ointment is care- 
lessly applied there are chances of its spreading over a wider 
area than was originally covered. Adequate warning should 
be given against over-treatment. We have seen cases which 
have not been cured after using sulphur ointment for many 
days ; these patients have been applying the ointment locally 
on the irritating areas. It cannot~be too strongly stressed 
that the whole of the body except the head must be covered. 

Sulphur Vanishing Cream.—In order to avoid the messiness 
of sulphur ointment and to economize in the paraffin base, 
vanishing creams containing sulphur, obtained through the 
kindness of the Cooper Technical Bureau, have been tried. 
The creams are very pleasant to use and do not soil the 
‘garments unduly. One containing 10% of sulphur appears to 
be as effective as the ordinary ointment. Furgher research is 
in progress to try to decrease the sulphur content; in 12 cases 
tregted with a 0.5% sulphur vanishing cream the majority 
of the parasites were killed. 

Marcussens Ointment—A commercial preparation of 
Marcussen’s ointment called “kathiolan ” was received through 
the kindness of Messrs. C. Zimmerman. It is claimed that 
this preparation will cure scabies within 24 hours, a contention 
which our experiments support. If applied as thickly as 
advised by the manufacturers, this ointment is even more 
objectionable in use than: ordinary sulphur ointment, but if 
employed more sparingly it is equally effective and no more 
messy than the latter. 

Flowers of Sulphur -—Flowers of sulphur dusted’ over a 
patient,are said to give a simple and effective cure. The Table 
shows that though this treatment does kill some of the parasites 
it is relatively ineffective į for after 24 hours very few mites 
have been killed, and even after 3 days one-third of them 
are still alive. ‘It should be noted that our patients have 
remained in bed in contact with the powder, 60 g. of which 
was used for each case.. It seems likely that treatments of 
this kind result in a race between the production of a 
dermatitis and the extermination of the parasite. There is a 
real danger that the dermatitis may develop firste 

Sodium Thiosulphate and Hydrochloric Acid—It has been 
thought that if the sulphur could be released in nascent form 
it might be particularly effective. In this method the patient 
is first paintgd with a strong solution of hypo, which is allowed 
to dry. Some acid (ie., hydrochloric) is then applied to the 
body; sulphur is released and conditions very harmful to 
Sarcoptes are alleged to arise. Tt should be noted that a patient 
who has been treated in. this way is covered with yellow 
powder. This shows tRat the sulphur is deposited in rather 


coarse granules and not in a finely divided state, for in the 


. flakes). The 
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latter condition the.deposit would be white and not yellow. 
We find that one application of these solutions is hardly more 
effective than’ dusting with flowers of sulphur, and even after 
three applications a substantial proportion of the parasites 
remain alive. This method is troublesome to use, and the 
results are so unsatisfactory that we can see no reason for con- 
tinuing with it. Moreover, it lends itself ® zealous over- 
treatment. - 

Sulphur Lather , Tablets —Sulphur lather preparations have 
been used with apparent’ success in America (Nolan, 1938), 
and samples of@a similar preparation (“sulfomil ”) 
received through the kindness of Messrs. Glaxo Laboratories 
Ltd. In preliminary tests appeared to give favourable 
results, for patients stated that the itching was greatly relieved 
and no sign of any dermatitise was produced. When, 
however, the effect of this preparation on the parasites was 
assessed with greater accuracy it was not found to be more 
effective in killing the Sarcoptes. than the other medicaments 
„which deposited sulphur powder on the skin. Even after three” 
daily applications a substantial proportion (about 50%) of the 
parasites were still alive. ; 

Sulphur taken {nternally—One of us has already reported 
(Mellanby, 1941) that sulphur taken internally appears to have 
no effect on Sarcoptes in the skin. Even if sulphur is taken 


in as large a dose as can be consumed without, causing severe: 


physical discomfort (10 'g. daily for 10 days) the * parasites 
appear to be entirely unharmed at the end of the period, and 
fresh mites can be induced to burrow normally. 


Derris Root Lotion.—Rotenone, which is one of the active 
insecticidal products from derris root and some other plants, 
is known to be very effective in killing many species of insects. 


We are informed by the Cooper Technical Bureau that tests’ 


of rotenone-containing preparations against scabies in animals 
have given unsatisfactory results, although these products are 
highly effective ‘against insect parasites on the same animal. 
Further, derris is notorious for causing dermatitis in man, and 
unless it has substantial advantages in the treatment of scabies 
its use is not one which recommends itself. The derris root 
lotion is essentially a suspension of derris root in water (4 oz. 
of derris root, 1 gallon of water, a small quantity of soap 
ults show that it is fairly toxic to Sarcoptes, 
but even after days 21% of the mites survived and about 
50% of the patients still harboured living Sarcoptes. This 
result is much inferior to that obtained by one application 
of sulphur ointment. Incidentally, we obtained derris root of 
known rotenone content through the Cooper Technical Bureau ; 
samples bought in the ordinary way. show considerable 
variations in strength. ` i 
Rotenone Emulsion—A 2% emulsion of rotenone called 


_“garevan ” advocated for the treatment of scabies was obtained 


through the kindness of Messrs. Evans Sons Lescher. and 
Webb Ltd. It is interesting to compare the proportion of 
rotenone in this product with that found in other medicaments. 
The usual strength used in animal dips in veterinary practice 


is 1 in 16,000 ; the derris root lotion mentioned above contains , 
approximately 1 part in 1,000; sarevan contains 1 part in 50! . 


Notwithstanding this relatively enormous concentration we have 
not found sarevan outstandingly successful. “A number of 
pati¢nts were treated with 4 applications, as recommended by 
.the, manufacturers, and a satisfactory cure was obtained, but 
some of them developed an intractable scrotal dermatitis. One 
application of sarevan still left about a quarter of the mites 
alive, so this method also was found to be much less tffective 


than sulphyr ointment. Ps a Zia 


. Benzyl Benzoate `- 

„Benzyl benzoate is by no means a new treatment for scabies. 
It is the main active ingredient in balsam. of Peru, which has 
been used for a very long time. Benzyl benzoate itself, in 
the form of “ pernol,” was advocated by Sachs and Juliusberg 
as long ago as 1900.' This thedicament was, however, first 
popularized by Kissmeyer, who in 1937 reported very favour- 
able results from its use. Our conclusténs support Kissmeyer’s 
results, but we find that im unskilled hands, with insufficient 
supervision, benzyl benzoate lotion may be appli¢d in such 


. : i 
e ` 


a way that some burrows are. missed and relapses are apt 
to occur. j 

Benzyl benzoate lotion (25% benzyl benzoate, 35% soft soap, 
40% spirit), the usual form in which this compound is applied, 
was found to be 100% effective, and equally satisfactory cures 
were obtained whether or not the patient was scrubbed. As 
‘there is some difficulty in obtaining soft soap and spirit, other 
benzyl benzoate preparations fave been tried. A simple solu- 
tion in methylated or industrial spirit was very effective, even 
as low a concentration as 10% benzyl benzoate killing 99% 


` of the parasites. A solution containing only 5% proved less 


satisfactory, though more efficient than any other anti-scabies 
treatment except sulphur ointment. A solution in spirit is more 
difficult to use than the benzyl benzoate lotion as it is not 
easy to distinguish which parts of the body have been covered, 

Results of benzyl benzoate emulsions in water have also 
been tried. Several different emulgifying agents, including 
lanette wax S.X., cellofas, and stearic acid with triethanol- 
amine, have been found equally’ effective. An emulsion con- 
taining 10% of benzyl benzoate appears to be on the weak 
iside, giving results closely resembling those obtained with a 
5% solution in spirit. It should be noted that the emulsion 
goes considerably further than the spirit solution, oply 2 fl. oz. 
being required to cover the-body, as agáinst 34 oz. of spirit 
solution. This means that approximately the same amount of 
benzyl benzoate is applied to the body with %. 10% emulsion 
as with a 5% solution. A 20% emulsion appears to be 
completely satisfactory. 

The National War Formulary gives a benzyl benzoate emul- 
sion containing 25% of benzyl benzoate and 2% lanette wax 
S.X. The formulf in the Appendix to this paper seems to us 
as efficient, and if many cases have to be treated it will effect 
important economies. , - 


Other Sarcopticides 

Dimethyl-diphenylene Disulphide (Dimethylthianthrene).— 
This substance, which was formerly marketed by Messrs. Bayer 
under the name of “ mitigal,” was obtained through the kind- 
ness of Imperial Chemical Industries Ltd. ‘It is normally used 
undiluted on the body; it does not seem to produce any 
dermatitis or discomfort, and kills 100% Sarcoptes after one 
application. ' Unfortunately the substance is expensive in 
normal times, and at present is practically unobtainable. 
Preliminary experiments suggest that even when diluted down 
to 5% in medicinal paraffin it is still efficient. Work on 
dimethyl-diphenylene disulphide emulsions. in water is now in 
progress. 

Lethane-——Organic thiocyanates, such as lethane, are very 
effective against lice, and it has been suggested that they will 
also kill Sarcoptes. A 2% solution of lethane in medicinal 
paraffin appears to kill only about two-thirds of the mites 
after one application. Stronger solutions (i.e., 10%) cause the 
patient very considerable discomfort, and still are less efficient 
than benzyl benzoate or sulphur ointment. 

Pyrethrum.—Various pyrethrin-containing substances have 
been tested. A cemmercial preparation containing pyrethrum 
extract in a petroleum jelly (“ A.200 ”) was ‘obtained through 
the kindness of Messrs. Mitchell Cotts and Co. Later, sub- 
stances of accurately determined pyrethrin content were 
prepared by Dr. $}. T. Martin of the Department of Insecticides, 
Rothamsted Experimental Station, Harpenden. These tests do 
not suggest that pyrethrum extracts are particularly valuable 
against human. scabies. 

Betanaphthol—Only two cases were treated with 10% 


betanaphthol ointment. Twenty-four hours after treatment 277 


mites were removed ; of these, 5 (18.5%) were alive. As only 
2 live mites were removed from the 225 cases treated with 20% é 
benzyl benzoate emulsion, it is clear that betanaphthol is a 


much less satisfactory medicament. 


Discussion 
The experiments described above indicate that of the treat- 
ments of scabies in common use two only, sulphur ointment 
and benzyl benzoate, are satisfactory. It is interesting to com- 
pare the in vitro reactions of Sarcoptes to these preparations. 
It is well known that the mite will survive for several days. 
when’ stuck in, sulphir ointments on a glass slide; we’ have 
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confirmed this observation. Sulphur ointment appears to be 
effective only when some active products due to the interaction 
of the sulphur and the human body are liberated. Benzyl 
benzoate, on the other hand, is rapidly lethal to the mites, 
which are killed within five minutes of contact away from the 
body. 

It should be noted that it is almost impossible for a patient 
to apply either liquid preparations or creams satisfactorily to 
himself ; therefore, if it is not possible to get another person 
(preferably trained for the purpose) to apply these remedies, 
it is better to use sulphur ointment treatment. 


APPENDIX : DIRECTIONS FOR PREPARATION OF 
BENZYL : BENZOATE EMULSIONS 
The following three emulsions containing 20% of ‘benzyl 
benzoate have been found satisfactory. If a 25% emulsion is 
preferred this can be made by increasing the benzyl benzoate 
and decreasing the water În e appropriate quantities. 


Benzyl benzoate .. 3 ; 200 mils 
Lanette wax S.X. ; ee 10 g 
Water 800 mils 


Melt the lanette wax on a 2 Scena, add the benzyl 
benzoate, and heat the mixture to a temperature of between 
60° and 70° C Pour the mixture into the water, previously 
heated to the same temperature, and stir until cold. 


Benzyl beffzoate 200 mils 
Stearic acid 20 g 

Triethanolamıne y ag 5 mils 
Water to produce $ we 1,000 mils 


Melt the stearic acid with the benzyl benzoate on a water- 
bath. Mix the triethanolamine with halé the quantity 
required of warm water, and pour into the stearic acid- 
benzyl benzoate mixture cooled to about 30°C. Shake 
to form an emulsion Add enough water to produce the 


required volume. 
Benzyl benzoate 200 mils 
1% solution of cellofas WEZ. 800 mils 
Shako together to form an emulsion. Put through a 


cream-making machine or homogenizer. 
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NARCO-ANALYSIS IN THE TREATMENT 
* OF WAR NEUROSES 


BY 
J. F. WILDE,- M.D. D.P.M. 
Major, R.A.M.C.; Psychiatric Specialist’ 


Many and diverse are the methods that have been used in 
exploring the meanderings of the neurotic mind. In the 


early days of psycho-analysis Freud (Breuer and Freud, . 


1893) employed hypnosis in overcoming tHe resistance of 
his patients, and, later on, in his dream analysis utilized 
the recurrerit narcosis of natural sleep. However, the 
methods of psycho-analysis and all its derivatives are intri- 
eate and require considerable skill, time, and special train- 
ing. In war the problem of having to deal with greater 
numbers of neurotics in the Services compels the profession 
to improvise less intricate and more rapid techniques. 
During the war of 1914-18 Hadfield’s (1920) technique of 
hypno-analysis was most effective. Since 1929, research 
in-the use of drugs as an aid to gaining insight into and 
rapport. with patients suffering from mental and nervous 
illness has been in progress. 
The drugs which are most useful for this purpose are the 
barbituratem Bleckwenn (Lerenz,%1930) of Wisconsin, in 1929, 
was the first to use sodium anfytal in fn endeavour to gain 


closer rapport with his psychotic and psychoneurotic patients. 
Nembutal appeared in 1930, evipan in 1932, and pentothal in 
1934, and these drug® have since been freely used. * Other drugs 
that have been experimented with include cocaine, hashish, 
and mescaline (Lindemann and Malamud, 1934), alcohol, and 
medinal and paraldehyde (Hauptmann, 1934), Workers in 
this field also inude Stungo (1938) and Campbell (1938), who 
employed evipan, Mallinson (1940)° who has published an 
account of its use in the Royal Navy,.and Dicks and Stungo 
(1940) and Sargant and Slater (1940), who have reported their 
experiences in the E.M S. e 


e term “narco-analysis ” was first devised by J. S. Horsley 
(1936) for the technique which uñli a narcosis artificially 
induced by a barbiturate for the express purpose of facilitating 
the analysis of a patient’se mental content. The barbiturates 
employed are those which have proved so useful as intravenous 
anaesthetics. When used as narcotics the dose is of course 
much smaller. In this respect it is of interest to note that 
hypnosis, which is the essential preliminary to hypno-analysis, 
was first employed in orthodox medicine as an anaesthetic by 
Elliotson, Esdaile, and Braid (Bramwell, 1913) for surgical 
operations before the discovery of chloroform or ether. 


The Present Investigation 


‘ Fifty soldiers suffering from neuroses were treated by this 
method. The drug used was pentothal sodium—sodium ethyl 
(i-methyl butyl) thio-barbituric acid. It is similar in action 
to sodium amytal and nembutal, but safer in that it is less 
toxic and more readily eliminated. It is a respiratory depressant 


- and lowers blood pressure temporarily, and is detoxicated by 


the liver, but has no effect upon the kidneys, so the only physical 
contraindications to its use are respiratory disease, low blood 
pressure, and liver embarrassment. These were rarely met with 
in healthy young neurotic soldiers. It should not be used in 
varicose veins if this can be avoided, because of the prob- 
ability of delayed phlebitis. 

Indications for Narco-analysis——When a neurotic is admitted 
to hospital it is first of all essential to take a complete psychiatric 
history. Next a physical examination is conducted and any 
necessary physical treatment given. Although this has usually 


` been done before the soldier reaches a psychological unit, it is 


surprising how physical signs are sometimes missed by physi- 
cians and surgeons of repute, doubtless beca during their 
examinations the display of some gross functional symptoms 
by the patient has biased their judgment against a physical 
diafnosis. Next follow several psychological interviews in 
which one endeavours to explore the motives behind the symp- 
toms. It is important to be in possession of all the facts of 
which the’patient is consciously aware. If an impasse is reached 
in which the patient, though trying his best, cannot honestly 
remember the painful matters that have been repressed, and if 
‘this repression remains impervious to all psychotherapeutic 
efforts quickly applied, then one resorts to narco-analysis. It is 
explained to the patient simply that he will be given an injec- 
tion to help him to get better. It will make him sleepy, but 
will have no untoward after-effects. Soldiers are at liberty to 
refuse injection, so it is necessary to win their approval by 
persuasion. At times all sorts of wild rumours have been 
current in the wards to the effect that (a) the injection will 
weaken the patient’s will power, (b) under it they will be forced 
to say everything they wish to keep secret, and (c) every word 
uttered will be taken down by a stenographer and afterwards 
used in evidence against them. At times such rumours have 
prevented me from having a case to treat in this way for 
months on end, and then a few successful cases make the 
technique popular again. 

I have found intravenous sodium pentothal of assistance in 
(1) hysteria in its various manifestations ; (2) anxiety states ; 
(3) the after-effects of head and spine injuries ; (4) borderline 
psychoses, mental deficiency, and epilepsy when the diagnosis 
was in doubt; and (5) simulation and malingering. i 

Administration of the Drug:—The time chosen for injection 
is about 2 hours after a meal. The patient is made comfortable 


on a couch or bed in a quiet room and is reassured. The collar 


and belt are loosened and the median basilic vein is prepared 
for venepuncture. An ampoule containing 0.5 g. (7.5 gẹ) of 
sodium pentothal is opened and dissolved-in the barrel of a 


` 


` 
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Taste 1—Patients in whom the Hysterical Reaction was Predominant 
Effect of Pentothal ‘ , Result 
Amnesia, dyspepsia, vomiting No euphoria. Dramatic abreaction ‘of war experience Revelation ‘of Daty 
` $ $ ed love affair prior to service m 
Vague pains left shoulder, hup, and leg No euphoria Very depressed reaction, though talkative Invalided 
Deafness and aphonia Marked euphoria. Relef of deafness and aphoni revelation of detailed history Duty 
Anxious about eyesight No euphoria. , Depressed and lacrimose Rev that the symptom complained A 
ex of was not real trouble g 
Amnesia Not euphoric, but loquacious. Memory recovered Motive underlying fugue ” 
: caled to be domestic worries \ 
Pain in back and insomnia No euphoria. Maniacal reaction to physical inyury received nine years ago i 
Sequelae of head injury No euphoria. Unemotional account of war experiences. No head injury FY 
e actually occurred. ‘Later wept bitterly 
Pain m back Euphoric ang talkative. Revealed domestic situation in civil jife as root of his Invalided 
trou , 
Amnesia following head“injury Euphoric; spoke freely, but in French Revealed that no actual head injury Duty 
Vague rheumatic pains‘ No euphoria. Vrvid revelation of war experiences i 
Depression with suicidal impulses , No euphoria. Unemotional revelation of domestic atuation When fully Invalided 
conscious, convulsive sobbing 
Head-wagging tic Not euphoric; serious. Revelation of fear of which he was unaware before, Duty 
> Head infury, amnesia, war dreams Euphoric. Memory restored. Sequelae relieved » 
Constant headaches i Not euphoric; lacrimose. Personal problems revealed å ” 
Not euphoric. Resistance not overcome Invalided 
Not euphoric, but uninhibited. A temperamentally unstable subject simulating Duty 
i amnesia 2 
about oyesight. Depressed and- ‘Not euphoric, but emotional. Family troubles revealed. Eyesight not yy 
i improved, but depression rebeved i 
Not euphoric, but emotional. Memory restored i 
. Persistent headaches, amnesia Not euphoric. Memory restored. Symptoms relieved ” 
tmares Noteenphorsx. Traumatic episode revealed » 
Euphoric. Domestic mtnation associated with tic brought to light a 
} Mere suggestion that injection could restore his memory caused him to reveal © 
that myury was conscioualy self-inflicted 
No,euphoria. Psychotic, but sensation of corneae restored é Invalided 
` 
l Taste [.—Cases in which Anxiety Predominated 
Symptoms Effect of Pentothal Result 
Insomnia, anorexia, trembling Euphoric, aggressive, communicative. Rewaled important personal and family Duty 
secrets ' 
Multiplo healed wounds and stammer Euphoric and loquacious. S clear. Revealed important nuclear incident " 
Morose and reti 5 ne euphoric; emotional and agitated. No new revelations Invalided 
Trembling and emotiosial ot euphoric. Revealed a stron: maternal attachment from childhood ” 
Palpitations. Pain in back | Not euphoric. Communicatrve about Quetta uake and instability at home m 
Confused, irritable, unable to concentrate Not euphoric, but agitated and expressed great feeling of guilt for shooting up Duty 
enemy 
General pains. Poor memory and lack of con- Not euphoric, Amnesia recovered Invahided 
Insomnia, anorexia, amnesia Not euphoric, Memory recovered. Revealed a fear of showing fear Daty 
Insomnia, war dreams, Not euphoric. Recorded all expersences for the first time » 
Fears Joss of vision. Amnesia Not euphoric. Revealed that real trouble was domestic worry v 
Frequency of Not conor Disclosed factors underlying origin of symptom 10 years ago and a 
, repeated now. 
Nightmares and nervoysness Not euphoric, Disclosed unsuspected emotional reaction to earlier incident and Invahided 
a fear of showing fear N 
Not euphoric. Conditions causing his anxisty shown to be unconnected with war Duty 












































Faints and palpitations 
Headages and insomnia ' 
Diarrhoea, blood in stools. Flatulence 


Enureas : ! 






Symptoms 2 
Chronic headaches, nervousness, irritability 





Symptoms 
Complete bilateral deafness > 


Hysterical ‘reaction to spinal injury 
E&cessive reaction to physical injury 
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Amblyopia right eye, blepharospasm left 
Severe stammer e 

Epilepsy ? ‘ ' 
Deafness (functiona) ' 

No symptoms , `e 







. Evidence of maternal a 


trauma 
Not Emotional and abusive, but freely informative about his war 


_ Not euphoric. Related with marked emotion important personal experiences 


prior to his war trauma 
Not euphofic. Personal experiences prior to war revealed as chief worries 


j Effect of Pentothal . 
Not euphoric. Unemotional account of war experience. No head injury actually 


Euphoric; spoke freely in French. Revealed that no actual head infury occurred 
Euphoric. cmoty tery ey Sequelas relioved F, 

Not euphoric; yed foar and anger, Seemed to be relleved of his fear of pain 
Not euphoric. ‘emory restored. fear of showing fear 


Not euphoric. Memory restored. Symptems relieved - 
Not cuphorw. Memory for events immediately following head injury recovered 
and later corroborated. Symptoms relieved 





Effect of Pentothal 





Deafness quite unaltered by pentothal 
Deafness not releved under pentothal. ELN.T. specialist decided ıt was nerve 


M 
implications 
Was able to re-experience the emotions associated with original injury 


Tase V.—Miscellaneous Group - if 


- Effect of Pentothal 


Euphoric, Blepharospasm relisved. Diagnosis of mental deficiency established 
Not euphoric. History obtained only a a of pentothal 
ttachments Suspected that he was making the 


most of his symptoms to obtain from the Army 
mpho revealed a history of depression with famıly history of suicide 
on sides A 


Noteuphoric. Story of war injury revealed to be false Imychopatulc persogality 


recovered under pentothal Further treatment refused because of its ' 



































—, 


6 Jury 4, 1942 


NARGOMNALYSIS IN TREATMENT OF WAR NEUROSES 


Barmisa 
MEDICAL JOURNAL 





10-c.cm. syringe in chemically pure water that Has been specially 
supplied in a sealed ampoule. This makes a 5 % solution. The 
injection is then administered very slowly, giving only 1 c.cm. 
per minute (checked by the second hand’ of a watch). The 
patient is asked to count -from the very first, and when he 
reaches 100 and is getting drowsy he is asked to count back. 
Very few pattents have required the full 10 ccm. This is in 
marked contrast with the amoynt required for anaesthesia,, in 
which the dosage ranges from 0.1 to 3.4 g. for operations varying 


in duration from 5 minutes to 4 hours or more. In no case 
have I used more than 0.5 g. In the earlier cases of this 
series my aim was to produce a very short period of un- 


consciousness. However, I soon found it preferable to give 
a much smaller dose, so that the patient did not get so far as 
unconsciousness, but was drowsy and had not quite reached the 
stage of incoherence, Anything from 0.25 to 0.4 g. was sufficient 
for my purpose, depending on the individual response of the 


_ Patient. e 


Com plications.—Central respiratory paralysis with subsequent 
circulatory failure, if threatened, should be dealt with by arti- 
ficial respiration, oxygen and CO, inhalation, and the admin- 
istration of coramine or picrotoxin. 


° Results 


The mortality and morbidity in my series of 50 cases was nil. 
Tovell records % fatalities out of 4,000 anaesthetic cases, 
Cameron had one fatal case in 225—that of a very fat diabetic 
negress who required amputation of a toe for gangrene. Our 
group, which was unselected, included every soldier that came 
under my care over a period of 13 months whose investigation 
was held up by resistance and who, at theesame time, was fit 
Physically to receive pentothal and could be persuaded to sub- 
mit to the treatment. 


Of these patients 35 showed predisposition to neurosis prior 
to service; 31 had suffered actual war trauma. Of the 50 
patients treated in this way 33 were rendered fit for duty and 
17 were invalided. About half those invalided were fit to 
return to good posts in civil life. In fact, ın some the pro- 
nounced secondary advantage of having a good position in civil 
life to which to return was a factor Mitigating against successful 
removal of the neurotic symptom. 


Lilustrative Case 


Case 26.—A soldier, aged 33, who had been in the service 
for 18 months, was admitted to hospital complaining of fre- 
quent nightmares associated with war dreams and general 
nervousness. Four months previously he had been exposed 
to bomb blast and had been rendered “unconscious” for 36 
hours. Amnesia for those 36 hours was complete. He had 
had a normal school and work record, was the second son in 
a family of 6 boys and girls, was happily married, and happy 
in his unit. No family history of mental or nervous illness 
was elicited” On clinical examination there were no physical 
‘signs of disease apart from coarse tremor of the limbs and 
somewhat exaggerated reflexes. He was considered to be a 
case of hysterical amnesia and suitable for Narco-analysis. It 
was thought essential first to relieve his amnesia. He reacted 


extremely well to a small injection of pentéthal (5 c.cm.), and 


me euphoric and excessively loquacious. Amongst other 
things he related how he had been on the verge of “a sensual 
indiscretion,” about which he felt extremety- guilty, immediately 
before the air raids in which he was injured» He recalled the 
bombing and recounted how he was thrown down violently 
and -covered with mud, how his friends came and had him 
admitted to hospital, and all the details of the way the nurses 
and doctors dealt with him on admission. Al this was con- 
ed later. He made an immediate improvement; he was 
able to recall all these experiences when he came round from 
the influence of the drug, and seemed to fear them no longer. 
. For the remainder of his stay in hospital he was symptom-free 
and a good advertisement for other similar patients, persuading 
them to submit to the same therapy. He returned to duty. 
The cases are presented in tabular form. Table I deals with 
the patients in whom the hysterical reaction predominated. 
Table II summarizes the cases in which anxiety states pre- 
dominated. Table IH deals with 7 cases with a history of head 
injury., Table IV deals with 4 patients whose illness was pre- 
dominantly physical, Table V contains details of a miscel- 
.laneous gaoup. The number in the first column refers to the 


` chrofological order in which they werd treated. In many of 


° 


ae 
the cases accurate diagnosis has been difficult, because it was 
found that for the most part they did not fit clinically the 
classical descriptions—e.g., patients predominantly hysterical 
if thejr reactions showed anxiety symptoms, and obvious anxiety 
neurotics at times displayed hysterical features. Again, apparent 
neurotics under narco-analysis revealed themselves as psychotics, 
and certain sugerers from physical injury displayed super- 
imposed neurotic features. . 


\ Discussion 

The advantages of this simple physical * approach to the 
intricacies of psychological mechamisms are that it is safe, rapid, 
and sure: the mortality, inside the wide limits imposed by 
contraindications and using the small doses of pentothal advo- 
cated, is nil. It is a much more rapid approach to the factors 
hidden behind neurotic symptoms than any other form of, 
Psychotherapy except hypno-analysis, and the necessity for the 
services of a skilled hypnotist is eliminated. It is a sure method 
of getting a patient into a narcotic state without unpleasant 
after-effects, and the required degree of narcosis can be achieved 
to a nicety with very little practice by giving the injection 
extremely slowly, as described, and conversing with the patient 
all the while. 

One disadvantage is that it is technically an operation: in 
the Army a soldier can refuse any injection or operation, and 
very often exercises this privilege. Rumours about the mysteries 
and dangers of narco-analysis are reminiscent of former out- 
cries against the use of hypnotism and anaesthetics. Another 
disadvantage of making a physical approach to a neurotic 
patient is that he may revert to the belief that some physical 
defect is still responsible for the illness and persist in avoiding 
the psychological issue in spite of all physical examinations 
having proved negative. 

Narco-analysis with intravenous barbiturates is not a method 
which at present is universally successful in overcoming resis- 
tance. There has been a good deal of irresponsible Press pub- 
licity, principally in the United States, about the use of intra- 
venous barbiturates as “truth serum,” but I have been able 
to trace only one scientific article on the subject in the medical 
literature. In this Lorenz (1932) refers to the undue Press 
publicity, and states that the medical profession, in its contact 
with the public, should seek to correct the misinformation that 
prevails. In the 3 cases he ‘quotes the paeen who were sus- 
pected of murder were, under the influence of sodium amytal, 
able to establish their innocence. 

Dr. Emanuel Miller in a private communication has informed 
me that he was called upon to give evidence before a court 
martial in defence of a soldier whom he had treated for a 
hysterical fugue. He had used evipan narçosis in his treatment, 
and the material obtained from the accused by this means was 
accepted as evidence by the court. It is debatable whether 
material so obtained should ever be accepted as evidence against 
any accused person. Though memory was restored under pento- 
thal narcosis in a number of my patients suffering from amnesia, 
and the material thus recovered was corroborated independently 
afterwards, I am not prepared to say that the truth is always 
revealed. The patients with whom I had success were co- 
operative so far as they could be, and had something to gain 
by being communicative when assisted by injection. No doubt, 
in time, this technique may be perfected so that one can be 
sure whether the truth. is being revealed or not, and this will 
be a great medico-legal advance, but from the psychotherapeutic - 
standpoint it is not so important to be sure that the repressed 
material is absolutely true. The hidden fears of the neurotic 
may Ue sheer fantasy and the wildest confabulations of 
imagination. They are none the less terrifying, pgrhaps more 
so than real dangers. Yet these fantasies are the phenomena 
with which we as therapists have to deal in helping our patients 
to adjust themselves to themselves and to their hidden fears. 

» The phenomena observed in the 7 cases with a history of 
head injury’ give rise to interesting speculation. Two of these, 
under investigation, revealed that no ‘head injury had ever 
occurred ; ‘but, even in those in*which there was no doubt about 
physical injury, restoration of memory and abreaction was fol- 
lowed by relief of the sequelae. It may be that in these cases 
there was no real brain injury and that they were similar to 
cases of other bodily injury followed by hysterically exagger- 
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ated symptoms. 
‘further exploration by this method. All these men were 
returned to duty. hg ä 

It will have been noted that a great number of these so-called 
~ war neuroses when subjected to narco-analysis revealed hitherto 
unsuspected data. In many of them the hidden worries brought 
to light had nothing whatever to do with th@ war, the trauma 
experienced in fighting being only the precipitating factor in 
predisposed subjects. Patients are often more ready to talk 
of their war experiences than they are to confide their personal 
and domestic werries. But it is usually the revelation of the 
things they least want to talk about that brings relief of neurotic 
symptoms. The clinical stfidy of these soldiers suffering from 
neuroses has exemplified that the factors underlying both war 
and civilian neuroses are similar. But the war has precipitated 
these neuroses, and we are faced with the problem of having 
to deal with great numbers of psychoneuroses in the Army, in 
which saving of time in treatment is very important. 

All sufferers from neuroses find it difficult to confide entirely 
in their doctors. For thosein civil life who can choose their 
own doctor this difficulty may be somewhat diminished, but 
for the hospital out-patient and the soldier faced with a medical 
officer in uniform there is virtually no choice, and thus treat- 
ment in the ordinary way tends to be either prolonged or 
ineffectual. The progress made in the Services towards per- 
fecting the technique of narco-analysis during the War will be 
invaluable when tackling the problem of civilian neuroses in 
the period of post-war reconstruction. 
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POSTURING IN BRONCHOGRAPHY 


BY . 


F. DUDLEY HART, M.D., M.R.C.P. 
Medical Officer, E.M.S.; Medical Registrar, Westminster 
Hospital 


In a study of the literature on bronchography one is struck 
by two things : first that methods of introduction of lipiodol 
into the bronchial tract are discussed at great length though 
little detail is given of posturing the patient to fill different 
areas of the lung ; secondly, that the radiographs illustrated 
often show large areas unfilled. If one is demonstrating a 
basal bronchiectasis it is essential to exclude the same dis- 
ease elsewhere if operation is contemplated. The right, 
middle, or left lingular lobe is also frequently unfilled, and, 
though all zones appear on rapid inspection of an A.-P. 
film to be filled, closer inspection will show that the middle- 
lobe bronchi are empty of oil, a fact brought out readily 
in a lateral’view. As bronchography is primarily an investi- 
gation to locate lesions and to define their exten? exactly, 
it is as i@portant to know what areas are normal as to 
know what areas are abnormal. To outline the bronchial 
tree completely on one side of the: chest is therefore 
essential, and to do this with certainty proper posturing 
is required as described by Erwin (1936). + 


Technique . 

It was found best to adopt a standard technique and vary 
it hardly at all. Assistant and radi®Sgrapher should be well 
acquainted with the diffesent stages so that the investigation 
gan be performed without any waiting periods. The patient 






should be prepared by posturing and/or premedication To 
necessary, and should have been tested for iodine and eoon o 
sensitivity. 

The Two-stage Method 

By this method- only one side of the chest is outlined at gns 
sitting. The patient lies on the x-ray couch» with head and 
shoulders raised approximately 30 degrees on several pillows; 
the chin elevated, and the héad thrown back. A bleb of 2% 
procaine is produced in the skin over the crico-thyraid mem 
brane: only a few minims (6 to 12) of local anaesihelik are 
required, as more tends to cayse haematoma formation. If 
cocaine is necessary some 5 minims of 5% cocaine bydro- 
chloride is injected rapidly into the trachea, the needle being 
rapidly withdrawn, The patient sits up, coughs several times, 
then returns to exactly the same position as before. He is 
cautioned not to swallow or cough from this time until the 
radiographs have been seen and approved. The iodized ġib- 
lipiodol (Lafay) or neohydriol (May and Baker}—is then in- 
jected through the anaesthetized area after heating it to just 
above blood heat in a water bath, the patient being rotated so 
that the opposite shoulder is raised several inches.. This pre- 
vents the oil from running into the opposite main bronchus. 
After some 8 to 10 c.cm. has been injected the patient places 
his two hands on the investigator’s shoulders, ufs himself to 
a sitting position, still leaning over to the affected side, and 
leans forwards and sideways so that his bod is almost parallel 
with the floor. The investigator is now kneeling by the side 
of the couch, the patient’s hands on his shoulders, the patient's 
face looking down into his. In this position 6 to § cem. of 
oil is run into the middle lobe. After 1 to 2 minutes the rest 
of the oil (6 to® c.cm.) is injected. The needle withdrawn, 
the patient quickly lies on the affected side, and the foot of 
the table is rapidly elevated. As his head sinks below his 
heels he moves half over on to his face, still lying on the 
affected side. 

In this way the lung has been filled in all its zones, the 
bronchi of the “four fundamental lobes dorsal, middle, 
upper, and. lower—being outlined on the affected side, H 
successfully done no oil has spilled over on to the opposite 
side and none has regurgitated into the mouth hough this 
cannot be prevented in all cases), Radiographs, BoP. and 
lateral, are now taken. If the upper zone is mainly gnie 
suspicion the patient is kept in this position, with the. 
low, and radiographed. If the middle lobes are stispected 
particularly, the foot of the table is depressed so that the 
feet are a little lower than the head. A lateral picture is taket 
in this position, the patient lying on the affected side, and a 
P.-A. film with the patient on his face. If it is required to 
outline the basal bronchi particularly, lateral and AP. pichures 
are taken with the patient erect. In all cases he is kept in the 
same position until the films have been seen and wed, 
further views being taken as found necessary.» Screening is 
then performed with the patient in the erect position, The 
opposite side of the chest is filed in the same manner some 
7 to 10 days later. 


e One-stage Methods 












posturing, I i ; 
advantage here lies in the reintroduction of the needle inte thee 


neck. 
2. Technique as above, one side being completely filled and 


films taken A.-P. and lateral in the required postion, If the 
patient has had the left side filled he turns on to the right, and 
the head of the couch is lowered for one or two minutes. The 
oil now runs from the left base into the right u 
bronchus. The couch is returned to its first horizontal p 
and the patient leans over the right side of the couch, with Dis 
body almost parallel with the floor, to fill the osiddie-lebe 
bronchus as described previously. In so doing some oil rugs 
also into the lower-lobe bronchus. He then.sits upright again, 
leaning slightly over to the gight side, and, more ob rome owe 
into the basal bronchi. Screening is now perfornfed, eject or 
prone, and if sufficient oil has n@t gassed over into ibe second 
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side the posturing is repeated. Itis necessary, however, to per- 
form the whole manœuvre with as little delay as possible, 
as the oil becomes rather more viscid as it cools. Alternatively, 
the oil may be rendered thinner by the addition of olive oil 
(4 to 6 c.cm. of olive oil to 20 c.cm. of neohydriol or lipiodol), 
it being introduced without any preliminary heating. This, 
however, does net always give satisfactory results, as the thinner 
oil runs in the smaller bronchi and is there retained. By this 
posturing the patient is spared rei&ttroduction of the needle into 
the neck, and excellent pictures can be obtained (Figs. 1 and 2) 
—A.-P. and lateral of the side first filled, A.-P. and oblique 
after filling of the second side. 

Subsequently, whatever metlfod is used, the patient is told 
to expectorate as much as possible and not to swallow any 
sputum. If necessary he should posture to get rid of iodized 
oil from any cavities where it may have lodged. Oil seen on 
screening in an iodine-sensitive patient’s stomach should be 
removed by stomach wash-out or administration of emetics. 
A patient who has receivéd cocaine should be warned not to 
eat or drink for three hours subsequently. 


Discussion 


The crico-thyroid route has been used merely because I get 
the best resylts with it, and because cocainization can be cut 
down to a minimum in all patients and omitted in many. 
Sensitivity below ghe vocal cords to injections seems to vary 
greatly, and many patients can control their cough reflex with- 
out cocaine anaesthetization (Jewesbury, 1939). Be that as it 
may, transnasal, translingual, or other routes may be used if 
preferred. The importance is stressed not of the site of intro- 
duction of the oil but of the areas reached after introduction. 
A lateral view of the affected side is essential®and, if posturing 
be faulty, oil on the opposite side will render this view con- 
fused, one bronchial tree being superimposed on the other in 
the film. To fill the middle lobe properly is also essential, 


Fic. 1.—Radiograph showing outlines of the left side of chest. 


and -lateral views are again necessary. The hard-pressed 
radiologist should be spared the pain of reporting yet again: 
“Those few basal bronchi outlined are normal.” 


f Summary 


The importance of adequate pogturing on bronchography is 
stressed, af a standard teehnigue is described which allows 
delineation of all parts of the bronchial tree. Without such 


technique, imperfect filling of the bronchial tree will be the 
rule instead of the exception. 


My thanks are due % Drs. W. E. Lloyd and W. H° Coldwell for 
their kindness and help, and to the Sister and staff of the x-ray 
department, Westminster Hospital. 





The 
oil from the left side has been made to run over and outline 
the right. 


Fic. 2.—Right side outlined by posturing the patient. 
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THE EFFECT OF BLEEDING ON THE 
BLOOD-SUGAR LEVEL IN 
BLOOD DONORS* 


BY 


B. J. LAWRENCE, M.B., Ch.B. 
AND 


G. PLAUT, M.D. 


The object of the present investigation was to determine 
whether the level of the blood sugar is related to the inci- 
dence of “ fainting ” in blood donors. The clinical charac- 
teristics of such faints have been previously described by 
Brown and McCormack (1942). Certain factors respon- 
sible have been analysed by a statistical survey (Greenbury, 
1942). In the latter it was suggested that lack of food 
might be a predisposing cause. If a constant low blood- 
sugar level occurred in donors who fainted, as opposed to 
those who did not, it would favour such a hypothesis. 


Method š 


In a series of 50 unselected donors blood-sugar estimations 
were made upon samples of capillary blood obtained from the 
ear immediately before and immediately after the withdrawal 
of between 400 and 450 c.cm. of blood by the Medical Research 
Council technique (Brown and McCormack, 1942). In a second 
series of 46 unselected donors®*blood-sugar estimations were 
made upon venous blood taken at the end of a routine bleeding 
from the antecubital veim In these cases a pressure of between 


* A report to the Medical Research Ceuncil from the N.W. L@ndon 
Blood Supply Depot. 





EFFECT OF BLEEDING ON BLOOD-SUGAR [EVEL 





Barnes F 
MEDIAL JOUNNAR 00" 





60 arid 80 mm. Hg had been maintained by a sphygmomano- 
-meter cuff on the arm for 3 to 5 minutes before the sample was 
obtained. During this period, in order fo facilitate the blood 
flow, the donor had continuously clasped and unclasped’a rolled 
bandage held in the palm of the hand. All samples were col- 
lected in small bottles containing dried oxalate (equivalent to 
1 com. of a mixture of 1.2% ammonium %xalate and 0.8% 
potassium oxalate). Owing to the nature of the transfusion 
service it was not possible to standardize conditions of tempera- 
ture, previous exercise, or the time of the last meal. The 
majority of dofiors had had a meal within 3 hours of yene- 
section. š 

The method used for the estimation of glucose was Harding’s 
modification of the Schaffer-Hartmann method as described by 
King, Haslewood, and Delory (1937). 





Results 
In the series of 50 unselected donors examined before and 
after bleeding only 2 fainted. Their blood-sugar levels were 
85.8 mg, and 98.6 mg. per 100 c.cm. before and 85.8 and 100.92 
after bleeding. The findings in the other 48 donors are sum- 
marized in Table I. No change in blood-sigar levelewas found 


Taste 1.—Capillary Blood-sugar Values 





p ar) 
Blood-sugar Values in mg. per 100 c.cm. 








i No. of 
Time 
Donors Range Mean 
Before bleeding. . “48 60-32 to 100-40 94-91 + 6-12 
After bleeding .. 48 67°30 to 147-32 100-67 + 6:56 








‘in 13 instances ; in 27 there was a slight increase after bleeding, 
the average figure being..16.34 mg., while in 10 therg was a 
decrease of the same order. In the second series of 46 un- 
selected donors in whom the level of the blood sugar in venous 
blood obtained at the end of bleeding was determined, 16 
fainted either while being bled, so that the full amount could 
not be withdrawn, or immediately afterwards. The results are 
summarized in Table H. Again the figures recorded reveal no 


Taste H.—Venous Blood-sugar Values 





Blood-sugar Values in mg. per 100 ccm, 


; No. of 
Donors. è . 
Donors Range Mean 
Group 1 (normals) 30 28-01 to 106-42 66:14 7-14 
Group 2 (faints) .. 16 50:11 to 100-33 TAT £590 





significant difference in the blood-sugar level of donors who 
faint and those who. do not. < 
There was no apparent relation between the age of the donor 
‘and the blood-sugar level. One extremely low figure of 28.01 
mg. occurred in an old man of 73 who had had a good breakfast 
-about 24 hours before bleeding and who felt perfectly well. 
No correlation could be established between the time that had 
elapsed since the last meal, the blood-sugar level, and the inci- 
dence. of fainting. 
Discussion 
The figures for the blood-sugar level recorded in the present 
investigation suggest that a low blood sugar is not a factor 
associated with fainting in blood donors, and that withdrawal 
of 500 c.cm. of blood does not result in any definite change in 
the blood-sugar level. “The level in the first series, made upon 
capillary blood, was higher than that in the segond serjes, made 
' upon venous blood—a finding in agreement with that of other 
workers (fonas, 1933; Himsworth, 1933; Shoji et al. 1938). 
Shoji and his. co-workers found that the contraction of the 
forearm muscles decreased the sugar content of venous blood 
considerably in non-fasting subjects. Such contraction of 
muscles occurs in all donors, as they are asked Jo clasp and 
unclasp their hands during the bleeding procedure in order to 
facilitate the blood flow. It is probably responsible for the 
rather wide difference observed’ . 


Summary * 


Tife blood. sugar was eftimated. in 96 donors, 18 of whom 
© fainted. No significant difference was found in the level of the 


blood sugar after bleeding. This level was without effect upon 





the incidence of fainting. 
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CONDITION OF RETAILED RAW MILK IN 
AN URBAN AREA 
BY 


C. A. GREEN, M.D., PhD, DPH. 
Surgeon Commande?, R.N.V.R. 





The incidence of tuberculosis of the bovine type in the 
human subject is regrettably high in this country. Bendixen 
et al. (1937) recorded aggregate figures which showed that «e 
the percentage frequency of this type in cervical gland 
infections at all ages was 46.2 and 52.3 in England and 
Scotland respectively. The corresponding figures in bore 
and joint infections were 22 and 29.8; in lung infections, 
0.9 and 5.5; in lupus, 48.6 and 53.8; in meningeal infee- 
tion, 25.7 and 29.8. Lesions due to the bovine type in 
the human subject result, in the majority of instances, from 
the ingestion of milk from infected cattle. It is diffioult 
to obtain exact figures as to the incidence of infection in 
dairy cattle, but approximately 40% react. to the tuber 
culin test and about the same proportion of cattle are 
found infected on slaughter in abattoirs. That raw milk 
should suffer as a result is a natural consequence. Thus 
Brownlie (1933) found that 10% of churn samples of 
retail milk in urban areas in Scotland contained tubercle — 
bacilli. 
Contamination of milk supplies by an organism, such as the 
tubercle bacillus, whose virulence. is capable of easy 
stration both in the experimental animal and in the wnforiúnate 
human patient, rightly has greater claim fo attention than the 
general cleanliness of the milk, by which term is meant freadorn 
from bacterial contamination, irrespective of the type of 
organism present. Nevertheless. questions of both ecosiamic 
and public health importance depend upon this latter quality. 
The following data were recorded as the result of an investiga- 
tion into the raw milk supplies of an urban community in 
which it was. estimated that 50%. of retailed milk was of this 


type. 
Methods 

A sample of milk measuring 300 cem. was taken into 8 
sterile container from the raw milk exposed for sale in. 
retailer's premises on the morning of delivery and _ 
immediately to the laboratory for examination. ‘Three 
cleanliness were then applied. Two of these were 
count and presumptive B: coli tests, recommended 
Special Designations Order, 1936, Scotland. The: t 
the methylene-blue reductase test; introduced under the 
Order, 1936, England and Wales, as a substitute for the pinte- 
count test. In addition, many of the milks were examined for 
the presence of tubercle bacilli. The methods used are, in brief, 
as follows: ESTA 


1. Plate-count Test—Decimal dilutions of mik im 
90 c.cm. of diluent were prepared. From the 1/100 and 
1/1000 dilutions three separate f-c.cm. volumes were plated 
in Wilson's (1935) yeastrel agar medium. After incubation at 
37°C. for 48 hours colonies were counted by means‘of a 
hand lens and tally counter. 
2. Presumptive B. coli Test---Three tubes of MacConkey’s 
fluid medium were each inoculated with 1 ccm. from the 
1/1000 dilution of milk. The presence of acid and. gas after ee 
_48 hours’ incubation at 37 * CL was noted. os 
The standard uponewhich the qfality of samples was padzed 
by the above tests was that demanded of standard milk: by the 
7 * 
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Scottish Order, 1936—i.e., fewer than 200,000 viable bacteria 
per c.cm. and no B. coli in 0.01 c.cm. 


3. Methylene-blue Reductase Test—The modified test 
described Wilson (1935) was adopted. To 10 c.cm. of milk 
in a standard sterile test-tube, 1 c.om. of methylene-blue 
solution was added. The tube was fitted with a rubber bung, 
placed in a water bath at 37° €., and inverted at intervals 
of 30 minutes, 


The standard upon which the quality of the milk was judged 
was that demanded of “accredited milk ” under the English 
Order, 1936—i.e., the milk must not decolorize methylene-blue 
within 44 hours if the sample is taken at any time from 
May 31 to Oct. 31; or within 54 hours if taken at any time 
from Nov. 1 to April 30. 


4, Examination for Tubercle Bacilli——100 c.cm. of each 
sample was centrifuged for 30 minutes at 3,000 r.p.m. The 
resulting deposit was then resuspended in 5 c.cm. of the 
supernatant fluid, and the entire bulk injected without 
further treatment into the inguinal region of a guinea-pig. 
Eight weeks later, if not already dead, the animal was killed. 
The macroscopic appearances of any tuberculous lesions 
present were confirmed by the examination of stained films. 
All animals were kept in separate cages, and in no instance 
were lesions of guberculosis. noted other than those resulting 
from the injection of the milk samples. 


Results 
Examination for Gross Bacterial Contamination.—The com- 
pleted examinations by all three tests for cleanliness are sum- 
marized in Table I. It will be seen that, irrespective of the test 


Taste I.—Examination of 116 Samples of Retailed Raw Milk 
by Various Tests fer Cleanli 











Result 








Test enn ~ S 
Passed Failed 
37° C. plate-count 61 (53%) 55 (47%) 
Presumptive B. coli .. 55 (47%) 61 (53%) 
Methytene-blue reductase 61 (532%) 55 (47%) 





used, approximately half the specimens failed to reach the 
desired standard. The highest proportion of failures—namely 
33%--was obtained by means of the presumptive B. coli test, 
which was included as an indication of excretal contamination. 
Of the 116 specimens examined, 60 were taken during the 
winter months and 56 in the following summer period. The 
influence of climatic factors on the condition of the retailed 
milk is indicated in Table II. Thus during the colder period the 


TasBLe I.—Comparative Results of Tests for Cleanliness in 60 
Winter ang 56 Summer Samples of Retailed Raw Milk 








Winter | Summer 

: Samples | Samples 

1. Failing 37° C. plate-counttest.. 12(20%) | «43: (76%) 
2. n presumptive B. coli test us 17 (2852) | 4. (7822) 
3. »  methylene-blue reductase test.. | 37 (66%) 


18 30%) © 








-percentages of failures in the plate-count, presumptive B.. coli, 
“and reductase tests were 20, 28, and 30 respectively. In the 
summer period these figures rose to 76, 78, and 66. The quality 
of raw milk could not be correlated with the amount handled 
by individual retailers. 
Examination for Tubercle Bacilli.—In all, 93 of the speci- 
Mens of raw milk were also examined for the presence of 
tubercle bacilli, and 19 (20%) were found positive. For interest, 
it may be noted that 5 of the positive specimens passed all 
three tests for general cleanliness, 11 failed all three tests, 
while the remaining 4 failed in one or more test. During the 
investigation. 16 retail shops were visited. 


Commentary 
These results serve to indicate the continued unsatisfactory 
condition of raw milk supplies. The proportion of tetailed 
milk of this class-varies greatly in different centres, but in the 
larger towng and cities the tendency is towards a gradual reduc- 
tion. «Nevertheless the untregted product is still widely used 
in rural dreas and in smalitr townships. As Griffith and Smith 
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(1935) have shown, it is- in such areas that the incidence of 
bovine tuberculosis ig highest. Little comment is necessary in 
regard to the demonstration of tubercle bacilli in one of every _ 
five speclmens in the series examined, save to mention a popular 
quasi-scientific criticism that pasteurization, resulting in the 
destruction of any tubercle bacilli present, may remove the 
stimulus te an acquired immunity. @part from the absence 
of any satisfactory scientific demonstration of this possibility, 
one may quote Bendixen et al. (1937), who ask, in referring 
to the fact that in 1931 about 2,600 persons died from tuber- 
culos of bovine origin in Great Britain, ‘“ Wh&t other method 
of vaccination would be tolerated thay exacted such a sacrifice?” 

The gross bacterial contamination found in so many of the 
specimens beyond the limits recognized for the lowest grade 
of milk under the Milk Ord@rs, 1936, also requires serious con- 
sideration. The question at once arises, To what extent has 
legislation influenced methods of production and distribution? 
No doubt much has been accomplished by these means, but 
there is still room for vast improvement. In fact, it must be 
considered whether the situation can be met only by the imme- 
diate institution of compulsory pasteurization. For a reasoned 
summary af the possible effect of the adoption of this measure 
the report by Bendixen et al. should be consulted. In this 
report the advantages of efficient pasteurization are adjudged 
to outweigh any possible disadvantages. A further criticism 
has been that pasteurization may result in the loss of certain 
growth-promoting properties of raw milk. Wilson, Minett, and 
Carling (1937) in a controlled experimental study found nothing 
to suggest that, for calves, the nutritive value of holder- 
pasteurized milk was in any way inferior to that of the raw 
product. 


Conclusions 

Of 16 specimens of retailed raw milk, the percentage failing 
the standard plate-count, presumptive B. coli, and methylene- 
blue reductase tests were 47, 53, and 47-respectively ; during the 
summer menths the corresponding percentages rose to 76, 78, 
and 66, respectively. 

20% of these specimens contained virulent tubercle bacilli. 

Compulsory pasteurization of milk is considered an essential 
measure, 


| Lancet, 2, 1339. 
Wilsop. G. S. (1935). Med. Res. Cnc. Sp. Rep. Ser., No. 206, p. 63, Tondon. 
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Obstructed Labour due to Conjoined Twins ! 


The following case report may be considered interesting enough 
to warrant publication. 


Case History 


A primigravida aged 25 was admitted to hospital at 5.15 a.m. 
on Sept. 8, 1941, as an emergency case. The history was that of a 
normal pregnancy, with an estimated duration of approximately 
38 to 39 weeks. Her general health was good. Onset of labour, 
occurred at 2 p.m. on Sept. 6 with slight pains; spontaneous 
rupture of the membranes took place at 6 p.m. on the 7th. .Two 
vaginal examinations were made at the patient's home. by the 
midwife, the second one at time of rupture of the membranes. 
The doctor called in on account of delay in the second stage 
ordered fhe patiënt into hospital with a provisional diagnosis - 
of persistent occipito-posterior position. ° 

On admission to hospital her general condition. was good, and 
the blood pressure 128/84. She was a healthy-looking woman 
of rather robust build. The uterus correspondéd in size to that 
of a normal full-term single pregnancy. © Pains were strong and 
very frequeny and the caput was well visible during pains. The 
foetal heart was regular: rate 132 per minute. 

Progress after Admission and Manner of Delivery In view 
of the normal size of the uterus and also (apparently) of the 
head distending the perineum, the possibility of twins was not at 
first. considered. Preparations were immediately made for con- 
ducting delivery, which seemed to be about to occur forthwith. 
One hour. after admission, however, the woman was still un- 
delivered, in spite of the fact that the head appeared almost 
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“ crowned ” during pains. 
came on in rapid succession. 





The pains were now very strong, and 
The foetal heart could be 


,auscultated onl? with difficulty, but was eWdently becoming, 


slower. At this stage the perineum was infiltrated with local 
anaesthetic and an episiotomy was performed. No further 
advance resulting from this, Wrigley’s short forceps were slipped 
on and the head delivered (in the occipito-antgrior position). 
The head did not, however, eome down fully, and the chin was 
freed with difficulty. The appearance was as if something 
were pulling the head back again into the vagina. There was 
no sign of respiration. By employing head traction and pressure 
on the fundus the a#ms were eventually and with great difficulty 
delivered. The trunk had not advanced during this manceuvre, 
and, the head and shoulders b@ing born, it was clear that some 
uncommon cause of obstruction must be present. The uterine 
contractions by this time were becoming dangerously tetanic, 
so that a speedy delivery was imperative. 

General anaesthesia having been started, a hand was passed 
into the vagina to determine the cause of the obstruction. 
Foetal limbs were felt in the region of the pelvic brim, tightly 
gripped by the lower uterine segment. Amyl nitrate was 
administered—effecting a slight degree of relaxation—but 
attempts to deliver the trunk again proved unsuccessful. The 
thorax was now opened and eviscerated. Exploration being 
thus rendered less difficult, the presence of twins wase estab- 
lished by the discovery of a third arm. A little later it was 
realized that some kind of double monster must be present, as 
foetal parts could be palpated without a break in cogtinuity 
from the arm of the second twin on to the trunk of the first. 
After this, delivery of what proved to be a double monster of 
the thoracopagous type was effected in a few seconds. The 
third arm, mentioned above, was pulled down, and after it 
the fourth, then all four legs in succession. Traction on the 
legs brought out the buttocks, and lastly came the trunk, 
shoulders, and head of the second half of the monster. 

The third stage was completed in a normal manner. The 
uterus was well contracted afterwards, and the general condition 
of the mother was good. The puerperium was quite normal, 
and the patient was discharged home on the 12th day. 

The Specimen.—The two halves of the thoracopagus were 
approximately equal in size, each having a normally developed 
head and limbs (see accompanying photographs). They were 
joined face to face, by soft tissues only, down the front of chest 





Fic. 2 
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and upper abdomen. The placenta was single, and there was 
a large common exomphalos, into which ran the single umbilical 
cord and inside which coils of intestine were visible. e The 
monster weighed 8 lb. 7 oz., and the length of each half was 
approximately®19 in. 


COMMENTARY 


Delivery was not difficult after crushing of the thorax of the 
first twin had allowed adequate access for exploration gnd diag- 
nosis. Had the monster been larger it would doubtless have 
needed dividing into its two halves to make delivery possible. 


~ The ventral connecting portion, béing of soft tissues only, was 


b 


lax enough to permit some movement of one twin relative to 

the other. At one point during the manipylations the two heads 

were str¢tched out so as to constitute the opposite extremities 

a the monster, with the two frunks and all the limbs between 
em. 
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In this connexion the following description from Whitridge 
Williams’s Obstetrics may be quoted: “ Thoracopagi are fre- 
quently so loosely connected with one another that considerable 
motility is possible. Indeed, it is not unusual for the two 
children to present in a different manner. When possible, it is 
advisable to bring down all four feet at the same time and to 
effect extraction in such a way that the posterior ‘head is first 
delivered. , In cephalic presentations the head and body of the 
first child is expelled and the second child is then born very 
much as in an ordinary twin pregnancy. If, however, the latter 
presents transversely, its delivery can be effected only by version 
and extraction.” s 

I am indebted to Dr. James Clark, medical superintendent, and Dr. 
W. J. Clancy, senior obstetrician, for permission to publish this case. 

Epwarp RIDEHALGH, B.Sc., M.B.. Ch.B. 

City General Hospital, 

Sheffield. 


A Case of Polyradiculeneuritis 


The following case seems to be interesting enough to merit 
publication. 
CASE REPORT 


The patient, a ham-curer aged 50, was admitted to the Victoria 
Infirmary, Glasgow, on Sept. 1, 1941, suffering from symptoms 
of polyneuritis which conformed very closely to the syndrome 
first described by Guillain, Barré, and Strohl (1916). The 
symptoms also closely resembled those describeg by H. Stuart 
Barber (1940). 

For some weeks before the onset of paralysis he had felt 
pain in the lumbar region. This was not very severe but was 
constant, and his doctor had given him some medicine for it. 
For a few days previous to the paralysis his urine was highly 
coloured ; he described it as being “red.” On Aug. 25 he had 
gone to work and had done his job as usual. The next morning he 
could not stand. He had no other complaints, apart from the 
slight pain in his back. He became very restless during that day, 
and did not sleep on the following night, an irritation of the 
skin causing him to scratch himself to the point of drawing 
blood. On Aug. 27 he had palsy of the left side of the face and 
some twitching of the muscles of the right side of the face. 

On admission there was double facial palsy, with inability to 
close his eyes, definite muscular weakness of both arms, and 
complete paralysis of both legs. The biceps and triceps reflexes 
were weak. Abdominal reflexes, knee-jerks, and ankle-jerks 
were absent. There was no loss of sensation either to super- 
ficial or deep tactile stimuli or to pain. Pronounced nuchal 
rigidity and Kernig’s sign were present. Sleeplessness was a 
marked feature of the acute stage of his illness, but headache 
was not complained of. The temperature was normal ; there 
was some tachycardia, the pulse rate being about 100 during his 
first week in hospital, later falling to 80. The urine was normal 
and contained no blood. Lumbar puncture revealed a normal 
fluid pressure. The cell count was 4 per c.mm. ; protein, 122 
mg. per 100 ml. ; chlorides, 733 mg. NaCl per 100 ml. ; sugar, 
84 mg. per 100 ml. The blood leucocyte count was 19.300 per 
c.mm. ; the sedimentation rate was not estimated ; the Wasser- 
mann reaction was negative. 

Dr. Conway, ophthalmic surgeon to the hospital, reported on 
Sept. 4 that the edges of the left optic disk were blurred. but that 
the condition was short of true swelling of the disk. The right 
optic disk was well defined but showed definite nasal pallor. 
There was no paralysis of the external muscles of the eye. 

The patient’s condition became worse for a few days after 
admission, and he was igcontinent of urine on several occasions. 
After a week improyement was noticed and he was able to move 
the legs slightly. The improvement continued without inter- 
ruption, and eight weeks after the onset recovery was almost 
complete, except for slight paresis on the left side of the face, 
and he was able to walk with assistance. The knee-jerks and 
ankle-jerks were still absent. 

Comment.—The features of this case are: the sudden onset of 
paralysis affecting the legs, arms, and facial muscles, distribu- 
tion being symmetrical ; the comparatively rapid and complete 
recovery ; the normal temperature throughout ; the tachycardia ; 
and the cerebrospinal fluid under normal pressure, with normal 
cell count but high protein content. These features are so 
similar to those described by H. Stuart Barber and others as to 
suggest that a specific virus might be the cause of this condition. 

ALEX. GLEN, M.D., 
Visiting. Physician, Victoria Infirmary, Glasgow. 
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PSYCHOTHERAPY 


e 
The Therapy oj the Neuroses and Psychoses, By Samuel Henry Kraines, 
M.D. (Pp. 512. 25s) London: Henry Kimpton: 1941. 


This book has the merit of concentrating on what most books 
tend to put into a secondary place—namely, treatment—and for 
this reason it should appeal especially to the practitioner and 
the student. The accountsef treatment with which it is mainly 
concerned are such as might, with a reasonable amount of time 
at his disposal, be used by the family doctor. The author’s 
chief methods might even be described as those of common 
sense, 

For a variety of reasons psychotherapy has tended to depart 
in recent years from the obvious. Much has been hoped for 
from psycho-analytic methods, and a good deal if not all 
that has been hoped has been fulfilled. To the uninitiated there 
is a promise in psycho-analytic methods of something like magic 
in the removal of symptoms by a performance akin to a surgical 
operation, with the minimum onus on the patient, and perhaps 
not demanding much more of the doctor than a capacity for 
sustained attention and some intellectual dexterity. They have 
the appearange of taking responsibility away from the patient 
and leaving the cure to the efforts*of the doctor, or at any rate 
to Nature, with the doctor acting as a kind of psychological 
midwife. But the unique suceess of the Freudian method in 
certain cases, as well as the vast panorama of psycho-analytic 
observation and theory generally, has caused the influence of 
factors other than complexes and the like in producing break- 
down to go out of fashion. The effects of pernicious up- 
bringing, of misguided types of education for life, and of the 
accumulation of faulty habits are unsensational, but they are 
probably more often the cause of psychoneurotic illness than 
is nowadays suspected. 

Dr. Kraines undertakes the task of treating his patients from 
this point of view, and seeks to retrain them in their habits and 
attitudes by teaching them to observe themselves, to control 
their more selfish or more primitive impulses, to adopt a rational 
rather than an emotional attitude, and to reorganize their lives 
in the light of an analysis of their character and behaviour. 
Conscious rather than unconscious factors are stressed through- 
out, although there is a purely descriptive chapter on Freudian 
theory appearing rather uneasily at the end of the book. 
Emphasis is. laid on the need for control rather than on 
emancipation through recapitulation and catharsis. It is true 
that some of the advice seems very obvious, almost distressingly 
so in the section headed, “ Therapy of Stress by Removal: 
Financial Assistance the Best Therapy, especially in the Case 
of Actual Want.” How often has even the novice had this 
glimpse! ° 


LEUKAEMIA IN ANIMALS 


Spontaneous and Experimental Leukaemia in Animals. By Julius Engelbreth- 

Holim, M.D. (Pp. 245; illustrated. 158) Edinbyreh and London: Oliver 

and Boyd: 1942. 
The monograph on Spontaneous and Experimental Leukaemia 
in-Animals by Engelbreth-Holm has begn written at the request 
of the scientific advisory committee of the Lady Tata Memorial 
Trust and is published under the Trust’s authority. The trans- 
lator and the scientific committee are to be congratulated on 
the lucid style of the English, while the Trust and the publishers 
are to be congratulated on the production of so well-printed and 


~—~well-illustrated a book at so reasonable a price. Its appearance 


at the present time is peculiarly appropriate because in more 
senses than one it marks the end of a period. It summarizes 
research which had gained a fresh impetus since the inception 
of the Trusts work in 1932, and it is characteristic of the truly 
international outlook of the Trustees that the book should have 


been written by ‘a Dane and produced in England with the 


support of a Trust founded by an Indian. That international 
outlook is for the moment obscured, but when it clears again 
this monograph will serve as an indispensable guide for the 
resumption of research on the leukaemias. It describes the 
occurrence and, morbid appegrances of leukaemia in a great 
nymbeF of birds and m@mmgls. It ig not generally known that 
leukaemia occurs wit sffficient frequency in fowls and cattle 
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to constitute at times a serious economic problem. Trans- 
mission experiments have shown that certain varieties of fowl 


E Bee 


eleukaemia can be transmitted by a virus, and there is suggestive a 


evidence that one and the same virus may under different con- 
ditions produce leukaemia or sarcoma. In mammals leukaemia 
can be transmitted only by transplantation of cells, but in the 
mouse pure Strains can be bred:in which the incidence of 
spontaneous leukaemia is 90%. Leukaemia may also be 
initiated by carcinogenic agents. Thus the same factors are of 
importance in leukaemia as in neoplasia—virus, heredity, and 
ghronic irritation. It is probable that refarch on leukaemia 
would have taken a more chemical trend under the stimulus 
of recent work on the chemistry of the viruses and the genes. 


For this we may now have to wait till after the war, but. 


veterinarians, haematolegists, and experimental pathologists will 
be permanently indebted to Engelbreth-Holm for his able record 
of the progress to date. i 


TREATMENT OF SHOCK 


The Treatment of Shock. By R. W. Raven, Major, R.A.M.C. Oxford 
War Manuals. (Pp. 96. 5s.) London: Oxford University Press. 1942; 


Shock,in its various forms is a central problem of war medicine 


and surgery. The intense interest of practical surgeons and - 


the zealous investigations of research workers in all branches 
of medical science have done much to advance our knowledge 
of this complex subject, both in the last and in the present 
war. It is eminently desirable that accurate and up-to-date 
information be made readily available to medical men serving 
on our various war fronts. Had this manual fulfilled’ these 
requirements it was assured of a warm welcome. Unfortunately 
these hopes are disappointed. 

Following a satisfactory introductory -chapter in which 
Blalock’s excellent classification of shock into neurogenic. 
haematogenic, vasogenic, and cardiogenic is quoted, the author 
lapses into the old unsatisfactory subdivision of primary and 
secondary varieties. The clinical description of shock is poor 
—e.g., the mental state is described as follows (p. 14): 
“ There is apathy, stupor, delirium, and unconsciousness,” Many 
incomprehensible statements occur such as, “Excessive pre- 
operative medication, especially in aged patients, may precipi- 
tate a condition of shock from which there may be no 
recovery” (p. 8). Misstatements are frequent even on 
important and crucial matters. : 
5.1% ef the total blood volume cause death ¢p. 20) is obviously 
incorrect, and even Keith’s finding that the patient’s condition 
ewas grave when blood volume was reduced to 85% (p.22). has 
been completely upset by recent work: Wallace and Schafer 
showed that blood loss in man of 1,200 c.cm. (25% of the 
total blood volume) was well tolerated. Brennan’s claim that 
plasma transfusion washes side-tracked corpuscles into ciréu- 
lation again is accepted uncritically. The section on oxygen 
therapy is confused by failure to comprehend the underlying 
physiological principles. | Haemoconcentration, which: only 
occurs in burns and crush injuries, is given. undue promi- 
nence in discussion. Even the available ‘case reports of the 
last war show that haemocongentration rarely occurs in the 
shocked patient. 

The technical details of transfusion 
described, and there is.a good bibliography. 


are adequately 


BORSTAL THROUGH AMERICAN EYES 
Criminal Youth and the Borstal System. By William Healy, M.D., and - 
Benedict S. Alper. (Pp. 251. 8s, 6d. net.) New York: The Common- 
wealth. Fund ; London: Oxford University Press. 1944. 

It takes a foreigner to appreciate our institutions to the full, 
and one of the best existing books on the Borstal system has 
now been written by two Americans, both with fong experience 
of practical criminology. It seems that the methods ‘used in 
the United States for dealing with youthful offenders leave a 
good ceal to be desired, Although in theory reformatory treat- 
ment is provided for younger criminals; American reformatories 
are orly prisons under another name, and the system has 
shown no appreciable success. Dr. Healy was convinced of the 
value of the Borstal system by an observation of it which he 
made in 1929. In 1938 he made a second study for the 


To say that losses of 4.5 of™ 
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American Law Instifute, and the war cut short a third intensive ` 


study financed by Mr. J. D. Reckefeller, in which Mr; Alper 
took. part. The authors are therefore well qualified to write 
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on the work of the Borstal institutions. They trace. the history 
of the system from its inception in a wing of Bedford Prison, 
through its est@blishment as a recognized fart of the penal 
system. after the passing of the Prevention of Crime Aet in 
1908, to the latest developments, a few years before the war, 
of North Sea Camp and Prescoed. They summarize the law 
and practice which govern committal to Borstal, &nd the system 
of allocation, and they go on to describe the general principles 
of the training, and especially its flexibility, so that the length 
of time each offender shall spend in an institution and that 
which he shall sperd on licence to the Borstal -Association arg 
made.to correspond with his individual requirements. 

The house system, the stead} balanced life, and the personal 
relationship, with the other essentials of this valuable discipline, 
are appreciated in detail. A chapter describes the recruitment 
of the staff from men of very varied types, having in common 
initiative, strength of character, and experience of life. Staff- 
inmate relationships, the training programme, and home and 
community relationships are studied in equally precise detail, 
and the special features of the different institutions are 
described. The authors’ remarks on weaknesses in the system 
are worth special attention, and the first which they indicate 
is the absence of any consistent attempt to apply psychélogical 
knowledge to the treatment of abnormal personalities. They 
also criticize gravely the existence of a legal maximum period 
of four years after which an offender may not be held.» While 
they do not advocate a completely indeterminate sentence, they 
agree with those governors who would have, for some youths, 
a longer time in an institution and a much longer time on parole. 
Their final chapter on the possible application of the system 
to American needs is rather for their own countrymen, but 
their masterly analysis will greatly assist English penologists 
and, no doubt, reformers in other countries. 





Notes on Books 


Prof. A. MUIR CRAWFORD of Glasgow has now produced a 
fifth edition of his little book Materia Medica for Nurses (H. K. 
Lewis, 4s. 6d.). Many changes have been made in the text, and 
the scope of the work has been enlarged to include descriptions 
‘of some of the newer drugs. There are additional chapters— 


™one on the sulphonamide group and one on the Dangerous 


Drugs Acts and the-Pharmacy and Poisons Act. 


© An illustrated pamphlet entitled. Some Emergency Anti- 
Malarial Measures, by Sir MALCOLM WATSON, director of the 
Ross Institute of Tropical Hygiene, has been issued by its 
industrial advisory committee. Copies may be obtained on 
application to the organizing secretary of the Ross Institute, 
Keppel Street, Londan, W.C.1. 
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-RECTAL ADMINIS¥RATION OF FLUID 


Mr. D. C. Corry, M.D., F.R.C.S., Surgeon to the Radcliffe 
Infirmary, Oxford, writes: 


After the mouth the rectum is the most ‘physiological route 
for giving fluid. J. B. Murphy (1909) was the great advocate 
of this method, and reported that he very often gave 15 pints 
of fluid a day by this route. The points he stressed were: 
(1) that the tube ın the rectum must be large enough for 
flatus to be passed ; (2) that the column of fluid must got be 
higher than 4 to 15 inches; (3) that the tube to the reservoir 
must have af internal diameter of at least 3/8 in. (1 cm.); 
(4) that the fluid be given mtermittently. He achieved this 
originally by a flat pan reservoir, and into this flatus and 
faeces were regurgitated. 

For the last year I have been giving rectal fluids, stig the 
same principles but utilizing a dripper with a side arm. By 
this method 2 to 8 pints can be given in 24 hours. Even if 
the patient takes only 2 pints this is a useful addition to his 
body fluids, and is an improvement on the cases we used to 
meet of which we were told, “He will*not retain any rectal 
fluids.” èe The side arm on the dripper allows flatus and fluid 
to escape, so that the patient is comfortable with the tube 


in the rectum. A glass T-piece ıs attached with one branch 
going upwards. This serves two purposes: it prevents a siphon 
effect from developing when the fluid from the dripper escapes 
out of the side arm, and acts as a vent-pipe for the flatus. 
A foot of rubber tubing is fitted to this upper lumb of the 
T-piece and is strapped to the adjacent tube. ‘Ghis prevents 
the ejection of faecal fluid from the top of the tube. The 
lower end of the T-piece goes {nto a receiver. A flatus-tube 
(No. 17 English catheter gauge) with end and side openings 
is used in the rectum. ‘This ıs jomed by a wide-bore glass 


‘connexion with 2 ft. 6 in. of wide-bore tubing the internal 


diameter of which, is.1 cm. This Îs connected to the dripper, 
which must not have too tapering a lower end. With a wide- 
bore tube and wide-bore connexion, flatus can escape freely 
back and the patient is comfortable. The height of the drpper 
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above the bed is 10 ın. It may be necessary to increase the 
height to 15 in. For acute appendicitis, when it is thought 
desirable to give fluid, I limit the height to 8 in. out of respect 
for the appendix stump. Before inserting the flatus-tube, fill 
the tubing below the dripper with fluid and then pass the 
flatus-tube below the thigh and 3 in. to 4 in. into the rectum. 
Strap the flatus-tube to both buttocks. 

For rectal drip, usually tap-water and 5% glucose is used 
as a routine post-operatively in any major case. I normally 
limit the fluid intake to 6 pints a day. On retum from the 
theatre, while semi-conscious, the patient will tolerate rectal 
fluid given by any method better than when consaious. The 


drip is therefore started at a rate of 80 drips a minute (half - 


a pint an hour) and slowed down to 40 drips after two hours. 
When the apparatus works unsatisfactorily it is usually due 
to atr-locking, which may occur in spite of the tube to the 
dripper being 1 cm? in diameter. Pressing the tube where it 
passes under the thigh may expel the bubble. If this fails, 
take out the rectal tube, allow fluid to run through till the 
tube fills, and re-inserf 

Apart from abddminal cases, it is useful in genito-urinary 
cases, especially after prostatectomy, in which it is desirable 
to keep the kidneys functioning adequately. In subtotal 
thyroidectomies it may help to lessen thyroid crises, as glucose 


and water are sometimes employed to treat these crises whe, . 


they occur. It certainly helps to make these patients comfort- 
able after thyroidectomy, saving the trouble of reaching out 


‘for frequent small drinks, which on account of the neck 


operation are painful to swallow. 

In addition to making the patient so much more comfortable 
and fit the next day, I consider it is possible that by the use 
of the rectal drip (plus sulphanilamide in infected cases) the 
incidence of pulmonary embolism may be lessened 


I wish to thank my house-surgeon, Mr. Peter Henderson, 
and Sister T. M. King for their help in the application of the 
apparatus. v7 
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DOES HEALTH EDUCATION HELP? 


Never perhaps has this country become so conscious of its 
health as in the, months that have passed since September, 
1939, A sick person means an inactive person, and the 
~output of work of aseman whose health is below par falls 
below that of which he is fully capable. After the fall of 
France we were brought face to face with the fact that this 
country was small and, compared with Germany and her 
satellites, numerically inferior in population. Each man 
and woman counted, and numerous agencies were set’ to 
work to keep the health of the country at as high a level 
as possible. Jn this the Ministry of Food has come out 
with flying colours, and its imaginative as well as its 
realistic handling of an activity that is more important than 
any other in maintaining and promoting health will, when 
the balance sheet comes to be added up after the war is 


over, be found to be very much to its csedit. Food propa- 


ganda—instruction in food values and in: cooking—is one 
aspect of health education. And the success of this is 
partly an answer to ‘those who doubt the value of such 
education. Dr. Donald B. Armstrong, Vice-President of 
the Metropolitan Life Assurance Company of New York, 
observes’ that in the U.S.A. “ there are-still those in public 
health who see little or no value or scope in health 
education.” And what is true of the U.S.A. is probably 
true here. It is indeed a matter in which it is easy to lose 
perspective, and to attribute to health teaching, say, the 
decrease in droplet infection and the increase in immuniza- 
tion against diphtheria, and the decrease in respiratory 
tuberculosis to the control of arbitrary spitting. 

Those who believe in the value of health education have 
been encouraged by the experience of the Metropolitan 
Life Assurance Company of New York, and it is this which 
makes Dr. Armstrong’s observations of particular interest 
and value. : His company has for years carried out an 
extensive ehealth programme among its industrial policy- 
holders. -It has employed every medium of propaganda, 
and those in this country who see the American weekly 
magazine Time have probably noticed with interest the 
advertisements of the Metropolitan Company in relation to 
health matters. The company has, of course, been able to 
follow up its general programme with ‘the special educa- 
tional efforts of its agents, who come into contact with the 
individual person in the home. Thaf a large business 
concern should undertake such a wide measure of public 
health education is an interesting commentary on the times 
in which we live. The company itself would probably be 


<- ~the last to claim that it did this work from philanthropic 


motives or from the reaction of an acute social conscience. 
It started, and has‘ continued, the work because it pays. 
Since 1911 the policy-holder group is estimated to have 
gained about 17 years in life expectation, as compared with 
about 10 years for the country’s population in general. It 
‘has been calculated that in 1939 alone the lives saved were 
approximately 112,000 in excess of those that would have 
been saved if the policy-holders had experienced only the 
benéfits shared by the general population of the country 
since 1911. Cleser analysis shows that since 1911 there has 
TEA, 1 J. Amer, med. Ass., 1941, 1€7, 2060. 
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. obviously be taken into account. 


aes 
been,a 92% improvement in diphtheria Mortality among 
the general population of the U.S.A., and a 95% improve- 
«ent in the industrial-policy-holder group—a 3% gain. In« 
pnefimonia there has been a 7% gain, in tuberculosis a 10% 
gain, in puerperal diseases a 17% gain. 

Both grougs have shared the influences that have led: to 
the general improvement in héalth. The insured group 
has been subjected to an intensive health education cam- 
paign. The matter is slightly complicated , among this 
group by the facts that the Metropolitan Life Assurance i 

mpany provides a nursing service for its acutely ill 
policy-holders, and that in this nursing service special 
attention has been paid to diseases of the puerperal state 
and to communicablé diseases’ such as diphtheria and 
pneumonia. So in attributing to health education any 
improvement in health and expectation of life among 
policy-holders this nursing factor is one that must 
Dr. Armstrong believes 
that a more sensitive index of the value of health propa- ` 
ganda is afforded by the attack his company made upon - 
the problem of appendicitis in 1934. The campaign was 
aimed at preventing unnecessary fatalities from this diséase, 
and was carried out by means of pamphlets and articles, 
advertisements, posters, lectures, and news releases. During 
this period appendicitis mortality improved by more than 
30%. This coincided with an improvement of 24% in 
the general population. During this period there were no 
important advances in the diagnosis or treatment of appen- 
dicitis, with the one exception of the quite recent use of 
sulphonamide drugs in‘the treatment of peritonitis resulting 
from perforation. Jt would, in fact, seem reasonable to 
attribute the improvement obtained to health education. 

But Dr. Armstrong, from his wide and unique 
experience, utters what is in effect a warning to health 
educators—namely, that they should not take themselves too 
seriously. At the moment attention is being focused on 
the results of examining large numbers of entrants to the 
fighting Forces in the U.S.A., and enthusiastic health 
educators are anxiously wondering whether the results will™ 
reflect upon the efficiency of the teaching for which they 
have been responsible. Dr. Armstrong suggests that health 
éducation is not the only or the most important factor in 
any rise or fall in the rejection of recruits. In the first 
place the experience of the last war and the advances in 
medicine made since have led to an altered conception of 
what we mean by fitness and of the medical standards of 
entry into the Services. Then again, there have been big 
advances in diagnostic equipment, in hospital services, in 
treatment, in knowledge of normal standards of nutrition, 
and changes in such fundamental matters as standards of 
housing and living. Health Ynstruction for the public at 
large has not been without effect upon the doctor himself. 
Dr. Armstrong in fact states unequivocally that some 
doctors first heard of the Schick test through “ lay contacts 
or through the perusal of literature primarily intended for 
lay consumption.” Some efforts have, ın his view, been 
misdirected, and he cites the fanatical outburst of tooth- 
brushing that went on 20 years ago, when “ whole schools ' 
and equads of children were mobilized in, playgrounds and 
elsewhere and exposed to toothbrush drilly thus over- 
emphasizing this already exaggerated point.” Parenthetic- 
ally he‘ observes that if the time and money that had been 
spent on this one aspect of health teaching had been 
devottd,, for example, to research on the relation of dental 
caries to nutrition or to, heredity, something more construc- 
tive might have emerged. , Since then the toothbrush has 
been blamed for injuring gums and eroding teeth, and 
health educators peghaps had better be warned now not to - 
swing over in the opposite direction of recommending no 
toothbrush at all. 
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, As a further corrective to an unbalanced attitude towards 
the virtues of health education, Dr. Armstrong: describes, 
fhe experience of Canada and the U.S.A. last year, when 
an “influenzal pneumonia outbreak” spread across those 
two countries’ from west to east. In most parts of both 
countries, in spite of an increase of infiu@nza and its 
accompanying pneumonia, the death rate from the latter as 
compared with 1940 actually fell, but ın Quebec there was 
a sharp rise in the mortality from pneumonia; this, he 
believes, was due*to the fact that medical’ practice and 
public health, procedures are backward there in comparison 
with other areas. The interesting point is that the Metro- 
politan Life Assurance Company ingures a larger percen- 
tage of the population in Quebec Province tHan elsewhere, 
and ‘it has there also concentrated on health teaching to the 
extent even of “ preparing health education material in the 
native language.” In an attempt to find the significance of 
health education in relation to the numerous’ medical, 
nursing, public health, and sanitary agencies, Dr. Armstrong 
likens it to an enzyme the function of which is to accelerate 
changes in a certain direction. ‘ 

” We believe that on the whole this country has been back- 
ward in enlightening the public:in health matters, artd also 
that in the future such teaching should play an important 
part in the new Britain which reformers do not altogether 
despair of seeing. But those who enter into this work must ' 
get the part they play in it into the right perspective. It is, 
for example, no good recommending what a‘ well-known 
Hyde Park orator used to recommend every Sunday to an 
admiring audience—namely, duck and green peas three - 
times a day—{1) if these delightful commodities are not 
available, (2) if people have not the money to buy them, 
and (3) if in practice one can have too much of a good 
thing. The health educator, in fact, must always be aware 


his immediate control. His efforts. may, too, be hindered 
by ‘inefficient or inadequate medical services, or by a 
medical profession apathetic because of an educational 
system that still lays too great stress on the end-products of 
disease—morbid anatomy and morbid histology. “But given 
every desideratum, there still remains one pernicious influ-, 
ence which will always work against health education, and 
that is the morbid interest in disease which is kept alive 
and inflamed by the advertisements of patent medicines. 
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FURTHER LIGHT ỌN HYPERTENSION 


Goldblatt and his co-workers” showed that in experimental 
animals the artificial production of rénal ischaemia by con- 


, striction of the renal arteries led to persistent hypertension. 


If the constriction was severe enough there was ‘a clinical 
picture of malignant hypertension, and widespread patho- 
logical changes were found in the arterioles. The kidneys 
themselves, however, escaped this change, as they were the 
only organs in which the effects of the hypertension yere 
not felt owing to the experimental conditions under which it 
was brought about. Wilson and Byrom? followed up Gold- 
blatts work and showed that in some animals, especially - 
the rat, severe malignant hypertension could be produced 
by constriction of the renal artery on one side only, aad in 
such cases the pathological changes were found mot only 
throughout the body, but also in the kidney the blood 
supply of which had not been feduced. In some further’ 
work these same authors’ describe the “ vicious circle” in 
1 J. exp. Med., 1934, 59,347, | 


° 2 Lancet, 1939,4 p 136. ‘ 
3 Quart, J. Med., 1941, 10,65. 
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chronic Bright’s disease—that is, hypertension caused by 
renal ischaemia leads to further changes in the blood 
vessels of the kidney itself; which in: turn increase the 
ischaemia and therefore the degree of hypertension. When 
one renal artery is partially occluded by a clampeand hyper- 
tension thus brought about, removal of the clamped kidney 
causes a return of the blood pressure to normal in a pro- 
portion of the cases only. Where the hypertension has per- 
sisted after removal of the clamped kidney, vascular 
changes have always been foung in the opposite kidney. 
Finally, evidence shows that the residual hypertension may 
itself give rise to further lesions in the remaining kidney, 
and so progressive renal destruction takes place. 

The clinical implication of these experiments is that 
malignant hypertension in man may þe looked upon as a 
syndrome which may result from any pathological condi- 
tion of the kidney giving rise to ischaemia. This explains 
why in patients suffering from benign hypertension, chronic 
nephritis, or chronic pyelonephritis there may be a sudden 
aggravation of their hypertensive state with retinal changes 


‘and deterioration of renal efficiency. The same malignant 


termination may be seen in cases starting as toxaemia of 
pregnancy or as lead poisoning. This conception also 
explains the histological finding of acute fibrinoid necroses 
of arterioles and glomeruli superimposed upon a variety of 
more chronic renal lesions. Malignant hypertension with 


, typical renal changes may also occur as a terminal stage 
‘in pituitary basophilism, in which the’ primary hypertension 


is probably not of renal origin at all. 

A number of cases have now been recorded in which 
unilateral renal disease has been the cause of hypertension 
in the human subject. In some of these the hypertension 
disappeared when the faulty kidney was removed ; but in 
others secondary vascular damage in the opposite kidney 
had already occurred and residual hypertension remained. 
In view of the experimental work of Wilson and Byrom it 
is important ‘in such cases that the damaged or functionless 
kidney should be removed as early as possible. Derow and 
Altschule,“ who come to the same conclusion about’ malig- 
nant hypertension as Wilson and Byrom, consider that the 
pathologists who in the past have thought it to be a specific 
disease have been misled by grouping together patho- 
logically- identical cases and finding that their clinical 
histories were similar. A more accurate characterization 
of malignant hypertension is obtained by the opposite pro- 
cess of examining the varied pathology of cases glinically 
identical in their final stages. These authors set out the 
conditions .in which malignant hypertension has been 
known to occur, and include in their list essential hyper- 


‘tension, secondary hypertension due to renal disease of 


various types, and “hypertension secondary to endocrine 
disease and to lead poisoning. 
‘Whether primary essential hypertension is always, or 


‘even usually, due to ischaemia of the kidneys in the first 


place is by no means certain. It is an attractive hypo- 
thesis in view of Goldblatt’s work and of the fact that in 
the majority of cases renal arterial changes can be found ; 


but Raab,’ in a recent article on the origin of essential~~ '- 


hypertension, recalls the experimental studies which show 
that hypertension can be produced also by artificial impair- 
ment of the cerebral blood supply, especially if the 
arterioles to the vasomotor centres are affected. He also 
gives clinical evidence that this may be the cause of many 
cases of hypertension in man, and concludes that the 
problem is not a simple one, and that in most cases three 
factors—hormonal, central, and renal—are probably 
operating. i . 





4 Ann. intern, Med.? 1941, 1g, 1768. © e 
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SURGERY IN LIBYA 


In dispatches from correspondents in Libya fitting mention 
has been made of the gallantry displayed by ‘the different 
units of the armed Forces, but, only rarely does one read 
of the part played by the medical services; which, in a 
campaign such as the recen? disastrous one, must have been 
taxed to the utmost. In preparations for the fighting in 
the desert the D.M.S., Middle East, had obtained extra 
transport so that the hight sections of certain C.C.Ss 
should be independently mobile, and the heavy sections 
at least more mobile than they had been in the past. 
Mobile operating theatres, each consisting of a sterilizer 
and an operating van, have proved suitable to desert con- 
ditions and “a great boon.” In the offensive which began 
in November last year it was not found possible to keep 
in constant touch with the surgeon, and the difficulties of 
travel for ambulance cars was, to say the least of it, con- 
siderable. Many of the surgeons in the battle zone were 
under fire, and some even worked in captivity for varying 
periods of time. In Libya, we are informed, “ the enemy 
appears to respect the Red Cross so long as it does not 
conflict with*his interpretation of the needs of the tactical 
situation.” 

There were certain obvious difficulties in the working 
of the forward surgical service. Delay in communications 
led to loss of touch between headquarters and the various 
units. Transport was not always available when it was 
wanted, and rationing of water made sterilization and the 
washing of towels difficult. Lighting was another prob- 
lem, some surgeons having to work in their operating tents 
with the aid of hurricane lamps. A familiar complaint is 
heard in the observation that records were bad and that 
“surgeons will not write legibly and print their names.” 
Evacuation by air was a feature of the winter campaign, 
and over a thousand seriously wounded cases were com- 
fortably transported by air from the battle zone either to 
forward aerodromes or to the base. Among the special 
centres there were five orthopaedic, two maxillo-facial, two 
neurosurgical, and two chest units with the Forces. There 
was apparently some opposition to the transfer of cases 
to special centres, but no doubt remains that the standard 
of treatment at them is very much better than at a general 
hospital. Cases not evacuated by air have taken as long 
as eight days or more to reach the base hospitals, and in 
spite of the increased mobility of the surgical units it took 
most of the wounded twenty-four hours or longer before 
they came under the care of a surgeon. But, in spite of 
these and other handicaps, results appear to have been 
highly satisfactory. By December 29, 1941, for example, 
there had been no case of tetanus. i 

Some observations from the base are of interest. “If,” 
we are told, “ the forward surgeons eould see the big differ- 


‘ence in the state of the excised wound as compared with 


that which had only sulphanilamide powder and dress- 
ing, they would realize how much the recovery time is 
shortened.” Again there is a certain amount of complaint 


+ ~~about record-keeping. For example, in several cases in 


which the wound had been enclosed in plaster, no mention 


_was made either on the plaster itself or on the card 


whether the wound had been operated on or whether a 
tube had been put in. The dosage and times of adminis- 
tration of sulphonamide were not always stated. There 
was a high proportion of wounds of the lower limb, and 
a high proportion in which wounds were complicated by 
fracture. Many wounds were operated on in thé for- 
ward area, débridement was carried out, the wounds were 
“ saucgrized,” sulphanilamide was dusted on the surface, 
and the wounds covered with a vaseline dressing or loose 
pack., Casgs, treated] in ‘this way do “extremely well.” 


: S . ° . * f 


With the exception of a very few cases, wounds which 
ahad been sutured were badly septic on arrival at the base, 
the, sutures cutting out and the patient being in pain from 
suppuration under tension. It was observed that drainage 
tubes have been found put in “ out of sight in the depths 
of wounds. Rubber tubes of tissue were found useless 
for drainage of wounds with established infection. When 
devitalized and infected muscle was excised, the wound 
was dusted with sulphanilamide, and a yaseline gauze pack 
provided drainage, the general condition of the patient 
improved and the infectior did not spread. Another 
observation is that early amputation of a mangled limb 
was not only well tolerated but produced “a dramatic 
improvement in the general condition.” Some points made 
about amputation were that the stumps were sutured far 
too often, and that cases in which complete skin closure 
had been done arrived at the base with the sutures cutting 
out and the skin sloughing. It is stressed that amputation 
under battle conditions should be planned to permit re- 
amputation at one of the sites of election, and that when 
possible some flap should be cut and allowed to fall over 
the end of the stump. A few loose sutures could be tied 
over 4 loose dressing after the stump has been dusted with 
sulphanilamide, and it is considered inadvisable to apply 
a plaster cover, over the stump at a forward operation 
centre. 

From experience at the special centres it appears that 
patients with uninfected haemothorax arrived in excellent 
condition, and that the condition of patients with open 
pneumothorax improved once closed drainage was estab- 
lished. It would be highly advantageous if some form of 
closed drainage during transport could be devised. The 
importance of the proper-treatment of wounds is again 
emphasized by experience of workers at the head centres. 
Those wounds which healed by first intention had been 
“thoroughly treated by excision and wound toilet,” and 
it is believed that if other cases which were badly infected 
had been so treated the incidence of infection would have- 
been less. A brief report of a case in which a brain injury 
had been packed, followed by cerebral abscess and death, 
eis accompanied by the injunction, “ Head wounds should 
never be packed.” 

* Two types of fracture of special interest are recorded. 
The first is compression fracture of the spine, which 
occurred largely in Naval ratings, who sustained the frac- 
ture by hitting their heels against the bilge rail when sliding 
down the side of a sinking ship. Compression fracture 
of a lower dorsal vertebra was also found in men swim- 
ming too near a depth charge, which blew them into the 
air. The second type is fracture of the os calcis,. which 
occurred, for example, in men standing on the upper deck 
and receiving a severe impulse from below as the result 
of a bomb exploding between decks. This type of fracture 
has been severe, often bilateral, and sometimes compound. 


DOCTORS AS POLITICIANS AND STRATEGISTS | 


If a, group of Army officers, or even the 1922 Committee, 
were to come forward as advocates of the immunization 
of children against whooping-cough, the nfedical profes- 


* sion, whatever its opinion of the’ merits of the advocacy, 


would wonder with what authority and on the basis of 
whatknowledge such groups of laymen might be presumed 
to act. * The world would be a livelier place if associations 
of men expert in one branch of knowledge were every now 
and then to tell other agsociations how to manage their 
affairs. The Beekeepers’ Association might like to be told | 
how to look after their bees by, say, a group of Conserva- 
tive engineers whose political views might impel fhem, for 
example, to protest against the premature extinction of 
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queen bees. Just as good as these hypothetical examples 
is the actual and recent resolution of the Socialist Medical 
Association, passed unanimously, “ indicating its desire for 
the immediate formation of a,second front,” and a further 
pronouncement that this body “ would urge that steps be 
taken to give effect to this policy without any dangerous 
delay.” Such ineptitude can perhaps bê excused on the 
ground of naivety, but one would have thought that medical: 
men had enough to do now in their own professional work` 
and in matte concerning the organization of their pro- 
fession, without wasting time in passing resolution on 
matters about’ which they are neither more nor less 
informed than any other reader of the daily newspapers, 
Even in the matter of the supply of medical personnel and 
equipment for an expeditionary force, we doubt whether 
the Socialist Medical Association has any information that 
is not available to the man in the street. If, however, they 
are speaking not as doctors but as politicians, and’ as 
Socialists feel bound to echo a cry that might be supposed 
to be welcomed by Moscow, then surely the grim realists 
who are courageously directing Russian policy must, if. 


. they have the time to spare, feel mildly amused at the 


picture of the English doctor turned strategist. 

Let us hope that the example of the no doubt earnest 
men who form the Socialist Medical Association will not 
be followed by ‘other doctors who hold other political 
beliefs. The public, we fear, would lose faith in the 
doctor’s good sense if, say, a Liberal Medical Association, 
a Conservative Medical Association, a Social Credit Medi- 
cal Association, perhaps a Fascist Medical Association—or 
even an Independent Medical Association—followed the 
lead of their prototype by offering gratuitous advice to the 


_ +, Government of the day on extramedical matters. Apart 


from the slightly ridiculous aspect of such sectional organ- 
izations ranged on lines of party politics, we believe that 
they do a disservice to medicine by weakening the influence 
of the doctor in public affairs. ~ 


A PURE PROTEIN FROM THE POSTERIOR 
PITUITARY 
Whereas the constitution of other hormones has, been 


. investigated with some success, that of the hormones of the 


posterior pituitary remains shrouded in mystery. Indeed, 
for many years it has been a matter of controversy whether 
the active ‘principles were separate: entities or represented 
different manifestations of the action of a single substance. 
In 1919 Dudley first achieved a partial separation of the 
vasopressor and oxytocic fractions. His observations were 
confirmed and extended by later workers, who, by using 
more drastic methods, achieved almost complete separation 
of the two fractions, though the commercial samples still 
lag behind somewhat in this respect. However, when 
reliable methods of assay were devised, it was found that 
in crude extracts the proportion, of, for instance, vaso- 
pressor to oxytocic activity was approximately constant for 
any given species. This led naturally to the suggestion that 
while it might be possible to separate the active principles 
artificially, yet they existed in the first place as single com- 
ponents of a large molecule. . 

The “vork of van Dyke and his colleagues’ has now 
furnished direct evidence of this hypothesis, They have 
extracted from the posterior lobes of frozen ox pituitaries 
a protein which contains all the active fractiongsand which 
they claim is pure, so far as their physico-chemical investi- 
gations allow. Its purity was demonstrated ‘by its constant 
solubility, and by examination in the ultra-centrifuge and 
in the Tiselius electrophoresis apparatus.‘ These methods 
and. -elementary chemical analysis agreed in giving the 
ae 1 J. Pharmacol. exp..Therap., 1942, 74, 190. 





protein a molecular weight of about 30,000, and the active 
principles were present in about the same proportions .as 
they are in crude extracts. This protein is by no means the 
most potent substance yet isolated. Thus, while 61 micro- 
grammes of solid are equivalent to one U.S.P. unit, previous 
workers have already isolated an oxytocic ďraction said to 
be thirty times.more potent. The prosthetic groups which 
constitute the active principles must therefore be far 
smaller and simpler than the parent molecule, a fact which 
makes their ultimate chemical identification more hopeful. 
It might be. suggested that these observations could be 
explained by the adsorption of the active principles by 
some indifferent medium. The experimental evidence 
renders this very improbable. But though we may there- 
fore visualize a single molecule which comprises all the 
active principles, it seems unlikely that it is released into 
the blood ‘stream as such, though there 1s as yet no direct 
evidence either way. So this discovery must lead to specu- 
lation on the purpose of the association of vasopressor, 
oxytocic, and antidiuretic activities in the same molecule... 
<Is it just ‘chance that these three hormones are linked 
together in the posterior pituitary, for storage purposes 
perhaps? Or has the association some deeper significance 
which we have'yet to learn? © 


GRAMICIDIN 
Readers of.this Journal have been given the opportunity 
of following the work of Dubos, who by a selective method 
of a tedious and ingenious nature bred out from soil a 
bacillus producing a substance highly toxic to certain other 
bacteria, mainly Gram-positive cocci. The crude extract 
from this bacillus is now known as tyrothricin, and is 
separable into two components: gramicidin, which acts 
‘powerfully but almost exclusively on Gram-positive bac- 
teria, and tyrocidine, which acts similarly but less power- 
fully on certain both Gram-positive and Gram-negative 
species. Although known from an early stage to be more 
toxic than penicillin, these substances have such remark- 
able properties—and, it may be added, are so much easier 
‘to produce—that much more will evidently be heard of 
them. It is clear from papers now being published in the 
U.S.A. that the manufacture of gramicidin has been taken 
up commercially, and quantities are available to a number 
of workers for various types of study. “Toxicity has been 
investigated further by H. J. Robinson and H. Molitor,” 
who confirm previous observations that, whereas local 
„application and oral administration even “in large doses 
are harmless, the intravenous minimum lethal dose is small. 
The site of the lethal effect is not clear from their studies, 
nor do they provide an answer to the question whether 
the haemolytie activity of gramicidin, recently restudied 
in vitro by D. Heilman and W. E. Herrell,’ has its counter- 
part in the living: body. This question is perhaps only of 
academic interest, because all authors seem agreed that 
local application is the only clinical use for which grami- 
cidin is suited. Heilman and Herrell* elsewhere point out 
an interesting parallel between the action of gramicidin and 
that of detergents: their selectivity for different bacterial 
species is similar—even extending to’ a closer parallel 
between gramicidin and anionic detergents and tyrocidine 
sand kationic—both are haemolytic, and both are rela- 
tively harmless to tissues. These authors have shown this 
parallel to be even closer by demonstrating that gramicidin 
and tyrocidine strongly reduce surface tension ; this effect, 
however, persists after heating, whereas bactericidal activity 
is thus destroyed. In all these studies the very low solu- 
bility, of gramicidin in water has presented difficulties ; an 





. Pharmacol. . w 
ea i NREN 
y 4Tbid., 1941, &, r: è 
š ” 


k a e bd s s 


18 Jury 4, 1942 a a 


~ 


e 
AIR DISINFECTION BY LIGHT 


e. ?’ J 
1 f 
BRITISH œ 


MEDICAL JOURNAL 





alcoholic solution added to water produces a suspension, 
and it is in this unsatisfactory form that gramicidin has 
chiefly been used; how such a suspension will behave in 
contact with infected tissue is not altogether clear. Herrell 
and Heilman’ have prepared a solution for clinical use 
by introducing.glycerin in addition to alcohol as a solvent, 
and used it in ten miscellaneous cases as a local applica- 
tion. Several lesions due to haemolytic streptococci appear 
to have cleared up under its influence; staphylococcal 
infections, on the other hand, are evidently almost wholly 
resistant. A. E. Francis* alse records the successful treat- 
ment of wound infection in which a sulphonamide-resistant 
streptococcus was concerned. Whether gramicidin or any 
other product of microbic origin will eventually be found 
to fulfil certain purposes better than either sulphonamides 
or any other class of ,antiseptic remains to be seen. 
That several classes of reagent should be competing for 
supremacy in different aspects of a task which not long 
ago was considered impossible of any real fulfilment is a 


e o truly remarkable position. 
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AIR DISINFECTION: BY LIGHT 


Only within the past few years have serious attempts been 
made to check the aerial spread of infection by disinfecting 
the air itself. Of the various methods by which this can 
undoubtedly be done chemical spraying has been most 
studied in this country, and an adequate basis for a 
practical campaign is afforded by existing data. In 
the U.S.A. more use has been made of ultra-violet 
light, and evidence is accumulating that where this 
method is employed continuously for: long periods the 
incidence of air-borne infections diminishes. Burners can 
be installed in such a position as to irrddiate only the upper 
layers of air in a room, and a non-reflecting ceiling ensures 
that persons in the room shall be unaffected, but convection 
currents bring the whole of the air within the light field. 
An exceptionally careful study of the effects of such an 
installation in a Philadelphia school is described by W. F. 
Wells, M. W. Wells, and T. S. Wilder.’ Their observations 
covered a period of several years, during which irradiation 
was maintained in some class-rooms and not in others, and 
careful records were kept of all infectious disease. _ After 
detailed analysis the results are expressed as the percentage 
of susceptible children in each group who developed 
mumps, chicken-pox, or measles when cases occurred in the 
same room. The differences in some epidemics were very 
striking, particularly during an extensive outbreak ‘of 
measles. In the “unirradiated” classes, consisting of 
older children, there were 141 (37.2% of the total) with 
no previous history of measles, among whom 88 cases 
occurred, an attack rate of 62.4%. Among the irradiated 
juniors there were 110 susceptible children (75.9% of the 
total), ef whom only 24 developed measles, gn attack rate 
of 21.8%: ıf home contacts were deducted from these total 
cases, the attack rates attributable to infection arising in 
school are 55.3% and 14.5% respectively, Although it has 
been claimed by others that radiant disinfection of air 
Tedtices the, frequency of colds, no such reduction was 
observed in this study, probably because the investigation 
was made in a day school, and frequent opportunities of 
infection with the common ‘cold occur ‘at home. It is 
argued that if the infection were usually acquired in school, 
and the incubation period is assymed to be two days, the 
number of colds with onset on Wednesday, Thursday, or 
Friday would be more than three-sevenths of the total for 
the week ; but records of many hundreds of colds show, on 
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the contrary, that they amounted to slightly less than this 
fraction.. This negative observation is nevertheless dis- 
appointing: colds and influenza—which may be expected 
to behave in the same way—are the chief scourges which 
air disinfection is designed to minimize. There have been 
several reports of success in preventing the spread of colds 
in residential inftitutions by ultra-yolet light. The latest 
of them is by L. N. Sauer, L. `D. Minsk, .and J. 
Rosenstern,” who compared the effect of simple air- 


“conditioning, a mechanical barrier, and an ultra-violet- 


light* barrier, in an elaborately equipped hospital for 
infants. By mechanical barriér is meant that ‘the 
infant was kept in a cubicle never entered by anyone, and 
attended to by a nurse ¢hrough a sliding glass shutter. 
Either this form of isolation or the use of ultra-violet light 
clearly prevented cross-infection: the merits of the two 
systems are discussed. The mechanical barrier is expen- 
sive to install, and after a few weeks “a certain lack of 
stimulation of the infant is occasionally apparent.” Ultra- 
violet light, on the other hand, although less costly to install, 
is much more so to run. 

Direct ultra-violet ‘irradiation of the operation field to . 
ensure surgical asepsis is a proceeding of which much has 
been heard in the U.S.A., and D. Hart, who has been its 
chief advocate, has recently with S. E. Upchurch,’ reported 
the results of five years’ experience with it. His figures, 
which in sum are very large, give the frequency of infection 
in clean operation wounds of various types before and after 
adopting this method, and the improvement is remarkable. 
Whether it is due, as Hart contends, to the killing of atmo- 
spheric bacteria is another matter. In referring on earlier 
occasions to the work of Hart we have pointed out that his 
observations on the atmospheric flora of operating theatres 
are vitiated by failure to apply the coagulase test to 
staphylococci, and in conflict with those of Devenish and 
Miles,'* who found the origin of staphylococcal infection in 
clean operation wounds to be glove perforations. Hart still 
makes no reference to these authors’ work. So to criticize 
his argument is not to question his results or the value of 
his method ; it is indeed possible that pyogenic cocci of 
whatever origin may be destroyed by ultra-violet light in 
the wound itself. Whether irradiation is capable òf this 
effect is a question which could presumably be decided 
readily by animal experiment. 


THE DRYING OF PLASMA AND SERUM 


The Trustees of the late Sir Henry S. Wellcome have placed 
a sum of up to £20,000 at the disposal of the Medical 
Research Council for research into methods of drying 
blood plasma and blood serum to'provide stable products 
for use in the transfusion of patients suffering from 
haemorrhage, shock, or other conditions calling for such 
treatment. By agreement between thé Trustees and the 
Council, this gift is to be applied to the purchase, erection, 
and operation by the Council of a plant which will make 
it possible to test and develop these methods on a sub- 
stantial scale. The need for the improvement of such 
methods i of particular importance at the present time, 
and the products will be made freely available efor the 
treatment of sick and wounded at home, at sea, and abroad. 
The Medical Research Council has therefore expressed 
its appreciation of this timely and public-spirited action 
on the pat of the Wellcome Trustees. 


Sir Charles Sherrington, O.M., G.BE., M.D., F.R.S. 
has been elected a Trustee of the British Museum. 
3J. Amer. med. Ass., 1942, 118, 1271. 


9 Ann Surg , 1941, 114, 936 e> ° 
10 Lancer, 1939, 1, 1088. 
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BLOOD TRANSFUSION 
e BY 
JANET. VAUGHAN, D.M., F.R.C.P. 


The problems of transfusion in wartime are inevitably 
different from those arising in peacetime: In wartime to 
a large extent we transfuse’ healthy individuals suffering | 
from sudden severe injury. In peacetime we transfuse 
sick people. The following discussion applies to wartime 
transfusions only. It must be remembered, however, that 
knowledge of the pathology of haemorrhage and shock is 
extremely limited, and that the-teaching of tojday must 
inevitably be revised as our understanding of the problems 
involved increases. 


Transfusion Fluids 


To-day the following fluids are available for transfusion: 
fresh blood, stored blood, plasma, serum, concentrated red cells. 


Fresh Blood-—This has proved impracticable for use under air- 
raid conditions. In the chaos of modern air raids or warfare it is 
impossible to call up and bleed donors. Transfusion fluids must be 
ready in store for. immediate use or be brought in from outside the 
danger area at short notice. Fresh blood is essential for only a 
small group of chronic cases that do not need immediate treatment. 

Stored Blood.—Experience has shown that blood taken into a 

I itrate mixture will store for-`fourteen to twenty-one days at 
low temperature (2° to 4° C.) without undue haemolysis taking place 
in vitro. The survival rate of transfused red cells is not apprectably 
lower than that of fresh blood. ' The reaction rate, provided the 
blood is warmed to 40° C. before use, is no higher than with fresh 
blood (Brewer, Mauzels, Oliver, and Vaughan, 1940). The diluent at 

. present in general use is 100 c.cm. of 3% sodium citrate-in distilled 

water, to which is added 20 c.cm. of 15% glucose in distilled water. 
-The resulting 120 c.cm. is mixed with 420 c.cm. of blood (M.R.C. 
War ‘Memorandum No. 1). 

Plasma.—This may be prepared in three different forms— 
unfiltered, filtered, and dried. Unfiltered plasma is prepared by 
siphoning the supernatant fluid off the red cells after sedimentation 
has occurred by standing or centrifugalization. It is a cloudy fluid 
which should be kept in the ice-chest. Filtered plasma 1s passed 
through a Seitz filter after separation. It is a clear fluid free from 
cell debris and the fatty content of unfiltered plasma. It must be 
kept at room temperature, as clotting will inevitably occur in the 
cold; unless great care is taken in filtration clotting is extremely 
likely to occur even at optimum temperatures. For the use of the 
Army, plasma is now being dred by a process similar to that 
employed for drying serum. The protein content of fluid plasma is 

only 4 to 5%, owing to the presence of glucose-citrate diluent. The 
protein content of reconstituted dried plasma depends upon the 
amount of fluid added. 

Serum—Serum is ‘also available in three forms—filtered, liquid, 
dry—and as serum citrate prepared from recalcified plasma (Clegg 
and Dible, 1940). Filtered serum is passed through a Seitz filter - 
after separation of the clots. It is a clear amber fluid with a protein 
content of. approximately 7%., Dried serum is prepared by a modi- 
fication of the method of Greaves and ‘Adair (1939). It is reconsti- 
tuted for use by the addition of either distilled water or normal, 
saline, and may therefore be given in varying concentratiqn, depend- 
ing upon the amount of fluid‘added. Serum citrate is prepared by 
the additi@n of calcium to plasma and filttation of the resulting fluid 
through a Seitz filter. 7 , 

Concentrated Red Cells —Yhis concentrated suspension is prepared 
by removing the supernatant plasma from the red cells so that double 
the usual amount of haemoglobin js given in the sarm@volume of 
fluid. It is no more difficult to administer than wholé blood, and is 
thought to give rise to fewer reactions (MacQuaide and Mollison, 
1940). oe. ; 

Before discussing the relative values of blood, serum, and 
plasma it is necessary to consider the types of case that will 
neeg transfusion. They may be divided into acute and chronic 
conditions. > 
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Transfusion in Acute Cases 


The acute group may be roughly divided into three types: 

' (1) patients with haemorrhage so severe as to result in anox- 
aemia ; (2) patients suffering from shock rather than blood loss ; 
and (3) patients with severe multiple injuries and considerable 
haemorrhage without obvious shock. s 


e 
1. Severe Haemorrhage 


In sudden severe haemorrhage there is a rapid fall in circu- 
lating haemoglobin, with resulting anoxaemia. It is then as~ 
essential to replace oxygen as ‘it is to restore blood volume, 
and transfusions of whole blood are required. This type of 
case has proved rare as a result of air raids. 7 


2. Shock 


Shock is a term that includes a variety of conditions which 
are still poorly differentiated. I use it here to cover those states 
in which circulatory collapse, lowered body temperature, and 
pallor occur. It is usually considered to be associated with a 
fall in blood volume (Whitby, 1941). Treatment must therefore 
be directed to restoring blood volume. This can only be done 
by the use of liquids of high protein content. Saline is useless. 
Gum acacia was employed for this purpose in the last war, but 
it is difficult to prepare and is apt to cause liver damage. More 
recently it has been suggested that isinglass fish gelatin) might 
be used (Taylor and Waters, 1941). Experimental work on the 
purification of animal proteins is in progress, but, so far, human 
plasma and serum have alone proved to be satisfactory for 
the purpose. 

The evidence aVailable suggests that fluid plasma, fluid serum, 
and dried‘ serum are of equal therapeutic value in the treatment 
of shock (Vaughan and Brown, 1941). There are as yet few 
data available as to the effects of dried plasma. In this country 
no greater reaction rate has been recorded with serum and 
plasma than with blood. This observation is of some impor- 
tance, as, with the exception of Levinson, Rubovits, and 
Necheles (1940), observers in the States regard serum as an 
almost lethal fluid. In this connexion it should be noted that, 
while we invariably pass serum through a Seitz filter, this is not 
done in the States. At the N.W. London Blood Supply Depot 
there are records of the administration of 147 pints of fluid 
serum with two mild reactions, and of 367 pints of filtered 
plasma, also with two mild reactions. Much larger quantities 
of both have been used in the area, but it is difficult to obtain 
accurate records under raid conditions. It appears reasonable, 
however, to conclude that if severe reactions had occurred they 
would have been reported. In addition to the cases already 
recorded by Brown and Mollison (1940) we have further details 
of thirty-four bottles of reconstituted dried serum given without 
reaction. | 

Serum would seem to have certain practical ativantages over 
plasma. It is easy to keep sterile, while plasma becomes readily 
infected. Serum does not clot, but hitherto it has proved ex- 
tremely difficult to prevent plasma clotting either during or after 
filtration. The protein content of serum is higher than that of 
plasma. Further, serum is easy to handle, store, and transport. 
Plasma has one advantage over serum—namely, that out-of-date 
blood can be used for its preparation. It therefore seems 
probable that there is a place for both plasma and serum in 
any transfusion service. 

For the purpose of discussion, cases of “shock” may be 
divided into three arbitrary groups: shock associated with 
multiple injuries other than crush injuries ; shock associated 
with crush injuries ; and shock associated with burns. "| "e 


Shock associated with Multiple Injuries other than Crush Injuries. 
—In this condition there appears invariably to be lowered blood 
pressure unassociated with haemoconcentration. The pulse may be 
either rapid or slow. The only reliable guide to the success of any 

erapeutic measure has proved to be a maintained rise of, blood 
pressure. It is impossible to- lay down any hard-and-fast rule as to 
the dosage required to produce such a rise in pressure. Every case 
must be treated on its merits. Enough fluid must be given to raise 
the pressure and to maintain it at a level above 100 mm. Hg. No 
patient should’ be allowed to go to the operating theatre with a 
pressure that is much below 100 mg.' It shéuld be remembered 
that three or four pints of fiuid, er more, ‘may rais@ the pressure 
when one or two Have failel. It would seem from, dur own 
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published figures that many cases‘ of circulatory collapse may be 
satisfactorily treated by blood derivatives, but whether, alone, they 
are preferable to whole blood remains to be seen. We have been 
struck by the occurrence of relatively low haemoglobin readings in 
patients with traumatic shock resulting from enemy action who have 
had no gross and obvious source of haemorrhage. Also, patients 
who have been „successfully treated with plasma or serum have ‘on 
subsequent examination shown haemoglobin readings in the neigh- 
bourhood of 60%. Such preliminary observations suggest that the 
ideal treatment for a patent suffering from air-raid shock may be 
one or two bottles of plasma or serum followed by one or more 
bottles of blood, the treatment being controlled by repeated haemo- 
globin and blood-pressure reagings. This procedure has beer 
carricd out successfully, in a large number of recorded cases. 

Shock associated with Crush Injury—A series of cases of crush 
injuries associated with renal failure have recently been described 
(Bywaters and Beall, 1941; Beall, Bywaters, Belsey, and Miles, 1941; 
Mayon-White and Solandt, 1941) The pathology of this condition 
is not for discussion here The treatment still remains uncertain and, 
with few exceptions, unsat&factory (Longland and Murray, 1941; 
Henderson, 1941). It is important to remember that haemoconcen- 
tration in this condition may be pronounced. Figures as high as 
160% have been recorded (Bywaters and Beall, 1941). It 1s obvious 
that in such a case serum or plasma should be used instead of whole 
blood. The amount to be given must be decided afresh for each 
case, the blood pressure and haemoglobin being used as the guide 
to dosage. The gross waterlogging of the tissues found at neci opsy 
in some of these cases after massive saline transfusions suggests that 
saline is to be avoRied. , ` g 

Shock associated with Burns—Shock associated with severe burns 
1s characterized by haemoconcentration, which may be severe. In a 
series of 13 cases of burns seen by Dr. Brown haemoconcentration 
was present in all those in which observations were possible, with 
one exception. In that case the patient was within twenty 
minutes of the injury. At this time both blood pressure and haemo- 
globin were within normal limits. Two pints of serum were given, 
and neither haemoconcentration nor fall of blood pressure occurred. 
It is, however, exceptional,to see a patient so soon after injury. In 
burn shock, ‘par excellence, there would seem to be a special call 
for the use of either plasma or serum, as fluid of a high protein 
content must be given to restore and maintain the blood pressure 
at a normal level. Repeated haemoglobin estimations may be 
impossible owing to the extent of the burnt area. If they can be 
done, however, they offer a valuable additional guide to dosage. 
Cases of burn, even if they have a normal pressure when first seen, 
should be immediately transfused; prevention is better than: cure. 
Transfusions should begin before the patient is taken to the operating 
theatre to be cleaned up, and if the burnt area is extensive should 
be continued throughout this process and, if necessary, when he has 
returned to the ward. Subsequently intravenous therapy must be 
determined by the patient’s condition. 


3. Severe Multiple Injuries and Haemorrhage 

Grant and Reeve (1941) described a group of cases in which 
there was normal blood pressure in spite of severe multiple 
injuries and haemorrhage. Out of a group of 100 cases 28 
presented this picture, and of these only 6 did not finally receive 
transfusion, fa 13 cases the blood pressure fell considerably 
and the pulse rose within four hours of admission. In most 
the collapse occurred before operation, in a few it was delayed 
until during or after it. Transfusion was followed by rapid 
improvement. In 9 of the patients transfusiom was started soon 
after admission, though the blood pressure was not low, and 
the condition remained satisfactory except when further bleed- 
ing occurred, As with burns, early transfusion prevents later 
collapse in severely injured cases. In other words, our guide 
in resuscitation work should be in the severity of the injury 
sustained and not the blood pressure or pulse level. Patients 
with multiple injuries and severe burns must be transfused as 
an urgent method of resuscitation. It is wiser to prevent circu- 


“latory collapse than to treat it. Patients in this group respond 


well to serum or plasma as an initial dose, but probably should 
receive blood in addition when it is available. i ' 


Transfusion in Chronic Conditions 


The following two groups of ‘patients require transfusions 
in the later stages of treatment: (1) those with burns, and 
(2) those with septic wounds. ü 

Burns—Localized oedema often occurs in the neighbourhood of 
a burnt area twenty-four hours after injury. There is some evi-_ 
dence that this may be reduced by the administration of twice- 
concentrated, or four-éimes-co traf d serum. It would appear 
wise ta continue to give conceptrated serum so long as oedema 
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persists, unless the patient becomes intolerant of fluid by mouth; in 
such cases normal serum 1s preferable. In the late toxic stages, 
when sepsis has me an important factor, whoJe fresh blood 


shauld be given, if necessary, ın large repeated doses by a drip ~- 


technique. Satisfactory healing is dependent to a large extent upon 
maintaining an adequate haemoglobin ievel. 

Septic Wounds.—Patients with infected wounds often show con- 
siderable anaemia@@ This is! unaffected by the usual haemopoietic 
remedies (Vaughan and Saifi, 1939). ° Plasma proteins are also 
usually low. It is essential to raise both the haemoglobin and the 
plasma protein level in such patients if satisfactory wound-healing 
is to, take place. This 1s done by repeated transfusions of 
fresh whole blood. These transfusions should am at raising the 
haemoglobin level to 100%. Several pints may be given by drip 
technique during twenty-four to forty-eight hours Having raised the 
haemoglobin ıt must be maintained at an optimum level. Concen- 
trated suspensions of red cells are useful for this purpose, especially 
in elderly subjects in whom ıt is important not to increase the blood 
volume. 


Some Technical Points in Transfusion ` 


Temperature of Administration—If cwcumstances permit it 
18 wiser to warm blood, plasma, or serum to body temperature 
before administration. This can be done by standing the blood- 
bottle in water at 40° C. for twenty minutes and mixing it gently 
at intervals. Under air-raid conditions it is often necessary to 
give the first bottle cold, but while this is being done the second 
can be waymed. ` 

Rate of Administration —With a young patient it is probably 
safer to give large quantities of fluid rapidly than it is with an 
older patient, but again it is difficult in dur present state of 
knowledge to lay down any hard-and-fast rules for guidance. 
When the patient fails to respond to two pints of fluid adminis- 
tered rapidly, a careful watch should be kept on the base of the 
lungs 1f further rapid transfusion is considered. In practice 
we give the first two pints rapidly, using a reversed Higginson 
syringe to apply pressure if necessary, and subsequent fluid 
more-slowly by drip technique. It should be remembered, 
when it is necessary to use the veins in the leg, that these are 
likely to be extremely collapsed, especially in the badly shocked 
patient, and that pressure is essential to start a flow of fluid. 
After the first pint the flow can usually be maintained by simple 
gravity. 

Fultration.—Stored blood and derivatives should always be 
passed through a filter before administration. The routine 
administering unit in this country is fitted with such a filter. A 
fatality has recently been recorded in the States from giving 
unfiltered plasma (Mayner, 1941). At necropsy fibrin plugs were 
found in the lung capillaries. 

Cross-matching.—It is the usual practice in this country at 
present to issue universal donor blood only. Theoretically, 
therefore, it should not be necessary to cross-match the cells of 
the donor with the serum of the recipient. When possible, 
however, it is wise to do this, as errors’in grouping cannot 
always be avoided and such a cross-match serves as a double 
check. In the case of serum and plasma no cross-matching is 
necessary. Both serum and plasma are prepared from pooled 
supplies, and it is found that as a result the agglutinin titre 
becomes either negative or so low as to be insignificant. Even 
in the early days of plasma transfusion in this country, before 
pooling was carried out, it was found that no ill effects followed 
the transfusion of a Group B donor, for instance, with large 
quantities of Group A plasma, and vice versa. Ë 


` 


` Transfusion Reactions 


The ideal transfusion should have no effect on the patient 
beyond improvement; reactions may, however, occur. They 
take various forms, varying considerably in sevegity. The 
mildest type shows a slight rise in temperature ; in others there 
is a severe rigor, often associated with a pain in the back, 
vomiting, and headache or generalized urticaria. In some 
instanceseig, which incompatible or grossly haemolysed blood 
has been given there is a haemolytic crisis, resulting, unless 
promptly treated, in death. When a severe rigor occurs, the 
question at once arises whether the transfusion should be 
stopped. Every case must be decided on its merits; in a 
severely anaemic patient,or a shocked air-raid casualty it is 
wiser to continue the transfusion in spite of the rigor. In the 
less acute case the transfusion may be stopped š 
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In the case of an incompatible transfusion, prompt measures 
_must be taken if the patient’s life is to be saved. It is essential 
to maintain anealkaline urine. Alkali shouldebe given by mouth 
and, if necegsary, by intravenous injection.’, The patient should 
be catheterized twice a day if there is retention. It should not 
be assumed that failure to pass urine-medns complete anuria. 
Fluids; especially glucose solution, should beegiven in large 
quantities, if necessary per fectum or intravenously. 


Summary 


. The use and relative value of whole blood, serum, and plasma 
for transfusion purposes are discussed. f 7 

-Whole blood ıs preferred in acute severe haemorrhage ; 

plasma and serum in conditions associated with haemo- 


concentration—i.e., burns and certain cases of crush injury ;*. 


and a combination of plasma and sefum, with whole blood, in 
patients with severe multiple injuries. . 

In the case both of burns and of injuries the severity of the 
injury and the degree of blood loss rather than the blood 
pressure and pulse should indicate the necessity for transfusion. 

No rules for the precise dosage of any transfusion fluid can 
be laid down. It 1s essential to raise and maintain the blood 
pressure over 100 mm. Hg. The dose required to do this is 
extremely variable. i ° 

Serum and plasma appear of equal clinical value, and both 
are non-toxic. Serum has certain practical advantages over 


plasma. s . 
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S ACCELERATED MEDICAL COURSE AT TORONTO 

The acceleration of the medical course at the University of 
Toronto to meet the shortage of doctors for thè armed Forces 
and for civilian needs was decided upon in the spring of 1941. 


The proposed curriculum consisted in lengthening the academic 


session from 74 to 10 months in all years of the course but 
the first, which is made up of pre-medical subjects. This pro- 
cedure will ensure that a class of students graduates every eight 
months instead of every twelve as at t. As it has been 
thought essential that each graduate should have a period of 
' 'interneship in a hospital in order to round off ‘his education, 
either to begin private practice or to become a medical officer 


in the Forces, the hospitals were asked if they would shorten - 


the interneship period from 12 months to 8 months so that 
medical officers might be made available for military service 
as -quickly as possible and at the same time provide far the 


University of Toronto Course: Graduation, Interneship, 
i as Military Service 
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. Available for Military Service 
1941-2 Graduation Toterneship Speeded-up Regular 
` ` Course :; Course 
ne te 
6th Year Apr. 30, 1942 | May 1, 1942 Jan. 1, 1943 July 1, 1943 
to 
Dec. 31, 1942 e 
Sth Year Dec. 31, 1942 Jan { to Sept 1, 1943 | July 1, 1944 
= eci Aug. 31, 1943 
4th Year . | July 30, 1943 | Sept.1, 1943, tc] May 1, 1944 July 1, 1945 
] Apr 30, 1944 
3rd Yoar Apr. 28, 1944 May 1 to Jan. 1, 1945 July 1, 1946 
Dec 31, 1944 
2nd Year Dec 31,1944 | Jan [to Sept. 1, 1945 | July 1, 1947 
Ge Aug 31, 1945 a” 








co-ordination of the interneship eriod with the, graduation ‘of 


' students every 8 months. Pr&vincial licensing bodies were 
requested to permit the medical curriculum to be completed 
in a shorter‘ time than their Fs, aoe required. Both the 
hospitajs and the - licensing, ies agreed to the proposed 
changes as a war measure. 


The accelerated curriculum at Toronto came into operation 

~ when the second- to*sixth-year classes registered on Aug. 25, 
1941, the effects of which are shown in the accompanying table. 
As the result of this speeded-up curriculum, the sixth-year class 
will take the place of the present class of internes in hospitals 
on May 1 instead of July 1, making them available for military 
service 2 months earlier than would ordinarily be the case. 
This present sixth-year class will be available for the Forces 
on Jan. 1, 1943, instead of Jilly 1, or 6 months sooner; the 
fifth-year class will be available 10 months, the fourth-year 14 


~ months, the third-year 18 months, and the second-year 22 


months earlier. The curricular changes in the courses of each of 
the years have been only of a manor character, the time-tables 
in each year consisting of the three terms of the present course, 
to which has been added the first term of- the next succeeding 
year, in the fourth term from April to June. The total length 
of the actual instruction is such that each student receives 
practically the same sound medical training as in the regular 
course, but in a shorter period: 
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Post-war Medical Reorganization 


Sm,—There are few members of the medical profession who 
will not have read, with interest and profit, thé Interim Report 
of the Medical Planning Commission, to which document you 
have so rightly given first place in your issue of June 20. Being 
‘an interim report, published for the purpose of stimulating 
discussion within the profession, it is not comprehensive, and, 
for the same reasom, the proposals contamed in it are capable 
of amendment. , 

Writing as a member of the public health service I should 
like to express the view that the fundamental principles under- 
lying the report, such as central control by the Ministry of 
Health or a similar body, and administration by enlarged locat 
authorities or ad hoc regional bodies, are sound and worthy 
of support by the profession as a whole, including those en- 
„gaged in the public services. It is, however, important, when 
thé scheme has been fully discussed by the profession and is 
presented in its final form, that we should make up our minds 
which of the various alternatives we wish to support. Should 
the scheme be administered ‘centrally by the Ministry of 
Health or by a specially appointed body, and at the periphery 
by local authorities or by newly formed authorities created for 
this purpose only? These points are not matters of detail, 
as the success of any scheme involving such a complicated 
issue as the integration of all the present medical services into 
one complete system depends largely upon the suitability and 
competence of the bodies chosen to supervise and administer it. 

The report itself suggests the answer to one of these questions 
when it emphasizes that “the system under which local 
authorities administer in detail a broad national policy decided - 
by the central Government is deeply embedded in the social 
fabric of this country.” This would seem to be a conclusive 
argument in favour of peripheral administration by enlarged 
local authorities appointed for all purposes, and there is the 
further reason that the present major authorities have already 
-co-ordinated some of the medical services which are referred 
to in the report,-inclutiing their hospitals, many of the personal 
health services, artd the services concerned with environmental 
hygiene. Moreover, the influences favouring a satisfactory 
condition of health within the community are by no means 
wholly medical. Apart from questions of - nutrition and 
standards of living, which are only slightly influenced by the 
action of local authorities, there are such matters as housing, 
education, the provision of baths and wash-houses, abattoirs, 
parks and recreation grounds, crematoria, etc., all of which 
in the hands of local authorities play a part in affecting favour- 
ably the health of individuals living in urban communities. On 
its merits the argument for allowing local authorities to take 
a share in the administration of the new medical service seems 
a sufficiently strong one ; but, apart from this, it would seem to 
be politically wise to enlist the support of the powerful influence 
of the local authorities in favour of the profession’s agreed 
«scheme rather, than to risk disaster by provoking their equally 


powerful opposition. On the Whole the major local avthorities, . 


if of sufficient size amd possessing adequate rateable value, 
t $ e 
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are efficient administrative bodies within the limits of their legal 
powers ; they possess other services, apart from those dealing 
with public health and hospitals, which are of great assistance 
to a medical department ; and their members, becoming keenly 
interested in health problems, form committees which, as a 
rule, are juste as efficient in discharging their duties as would 
be the theoretically more perfect regional councils suggested 
in the interim report as an alttrnative. 

I would emphasize that the essential things are size and 
rateable value. A drastic reorganization of local government 
areas is long overdue, but if the Government after the war 
performs this essential task “adequately the units thus formed 
should be perfectly capable of playing their part in the new 
medical organization. The medical services in each area would 
then, in some respects, be analogous to the education service 
of the present day. The local authority would provide, equip, 
and maintain health centres on the basis of a grant from the 
Exchequer just as it now provides schools on the same basis. 
It would possess a statutory committee, similar to the education 
committee or the public assistance committee, to which all 
questions relating to the public medical service would be 
referred. In the interests of the medical profession, arising out 
of the more important interests of the patient, the local 
authority would be strictly controlled by regulations made by 
the appropriate Government Department in regard to its 
relations with fhe medical personnel in its area. Under any 
scheme for improving the manifest inefficiencies of the present 
system some increased measure of State control is essential. 
If that control is directly exercised from Whitehall or indirectly 
maintained by regional offices under the Ministry there will 
ensue a full State Medical Service with all the manifold dis- 
advantages in loss of freedom to the profession which such 
a system entails. If, on the other hand, a less rigid system of 
control, designed to make the system work but not to cramp 
initiative, were entrusted to enlarged -local authorities under 
regulations framed to provide as large a measure of freedom 
as possible to the profession, the objective which the Medical 
Planning Commission has before it might be attained. Much 
would still have to be done by the central authority, and the 
interim report is by no means clear as to the machinery to be 
used by that body for the transfer of practitioners, including 
consultants, from one area to another, to ensure the provision 
of satisfactory hospitals in all parts of the country, to coerce 
backward or unsatisfactory local authorities, and to obtain 
consultation between neighbouring local authorities in regard 
to matters of common interest. It is certain, however, that the 
performance of functions of this kind, together with the control 
of the financial aspects of the new service, the issue of regula- 
tions, and the supervision of the activities of the major local 
authorities, would necessitate the formation of a strong division 
at the Ministry of Health administered by a priricipal assistant 
secretary agd a chief medical officer. ‘ 

In discussing or considering post-war medical reorganization 
one is always confronted by the problem of reconciling the 
increased measure of State control, which is essential if any 
comprehensive public medical service is introduced, with the 
freedom of the medical profession. Ordinary safeguards incor- 
porated into a Medical Services Act might be gradually relaxed 
in amending Acts as time went on. A safeguard of a 
permanent character, unlikely to be weakened so long as our 
political system remains similar to what iteis now, would be 
the placing of responsibility for the detailed administration of 
the co-ordinated medical services in the hands of enlarged 
major’ local authorities. Other but less effective safeguards 
would be the continuance of some voluntary hospitals and of 

~a limited amount of private practice and the survival of the 
General Medical Council in something like its present form. 


- I am, etc., 


Liverpool W. M. FRAZER. 


` “ Positive Health ” , 

‘Sm,—In the Medical Planning Commission’s Interim Report 
they put as a first aim of a medical service the “achievement 
of positive health.” The phrase is a little unusual and it is 
essential to be perfectly clear what it means. I take it to 
mean: a degree of health at or above the average, so that, 
for example, I may be said to be in a condition of “ negative 
heajth "*during the day followfng a night of hard work. If 
Iam right in this surmigg—eand if Iam fiot I hope some member 

. ʻo. 


CORRESPONDENCE 


„is unnecessary: 


MEDICAL JOURNAL 





e 
of the Commission will correct me—the phrase amounts to 
the promotion of personal hygiene. If this be so I am sure 
everyone will support the aim, provided the. idea is never 
carried to the length of any suggestion of Government inter- 
ference with personal liberty as, for example, in the prohibition 
experiment in America. 

But I woul submit that the subject of personal hygiene 
is still in the pre-scientific stage. We all try to inculcate it on 
our patients, incidentally often on the lines of “Do as I say 
and not as I do,” and it remains too true that in this respect 
“a man of 40 is either a fool or his own physician.” Personal 
hfgiene is the happy hunting-ground of faddists and fashions. 
It seems to me that before the aim becomes an achievement 


personal hygiene will have to be erected into something of, 


a science by the old methods of long, laborious, and completely 
unprejudiced research. 

Let us not lead the public to suppose that we can confer the 
great, gift of exuberant health.—I am, etc., 


Dover. A. R. JORDAN. 


The Pre-natal Clinic 


Sm,—The war is. sometimes blamed for conditions which 
might more correctly ascribed, at any rate in part, to our 
lack of enterprise. Perhaps it was inevitable in 1939 that the 
educational side of our health services should largely go to 
the wall, but the time has come when it is more than ever 
necessary to resume our health teaching. Pending the intro- 
duction of mothercraft classes in schools, it is important to 
concentrate upon the teaching of mothercraft in our pre-natal 
clinics. The young expectant mother is an exceptionally recep- 
tive subject for this teaching and welcomes it when it is 
provided. 

What is to be avoided is the “hospital atmosphere” still 
too often associated with the pre-natal clinic, and the handling 
of expectant mothers as though they were a pack of cards. 
What do we find but a Jong row of women waiting on benches 
“to see the doctor,” whispering tales of complicated confine- 
ments to each other, and exchanging accounts of their own 
symptoms which each tries to make more sensational than the 
last. The influence of suggestion is marked; on some days 
there is an epidemic of pain in the legs, on another frequency 
of micturition, and on a third abdominal cramp. Nearly 
always the attention of the woman is focused on a physical 
symptom rather than on the proud expectancy of childbirth. 
And the visit to the clinic is synonymous to her with getting 
on a couch to have her abdomen palpated “in case anything is 
wrong.” $ 

Surely the psychological effect of a clinic run on the above 
lınes cannot be right. Pregnancy is not a disease of nine 
months’ standing. It is a physiological condition and should 
not -be associated with the idea of illness. The expectant 
mother is not a case or a patient. From the moment the 
mother enters the clinic she should receive’ instruction combined 
with entertainment, the programme of training for her new role 
of motherhood being made as interesting as possible. Medical 
supervision is necessary and desirable, but should be carried 
out without ostentation and with a cheerfulness as far removed 
as possible from the “bottle of medicine” line of approach. 
The doctor must certainly examine to ensure that the mother 
is obstetrically fit ; although, once the pregnancy is found to be 
normal and the date of confinement confirmed, the frequency 
of abdominal palpation, so often purposeless, now in vogue 
The health visitor will help her to make 
arrangements for the confinement and the hospital sister will 
give the requisite instructions ; but these will be sandwiched in 
with the dressmaking stall, the cookery demonstration, and the 
class for physical exercises, the rhythmical dance music from 
the latter pervading the clinic and proving an excalent antidote 
to any thoughts of backache. 

Reformers are seldom appreciated in their lifetime, but we 
hope that an exception may be made, in the case of 
Dr. Kathleen Vaughan, whose book Safe Childbirth is such 
a valuabl® contribution. It is under Dr. Vaughan’s personal 
supervision that physical exercises to train expectant mothers 
for childbirth have been conducted at Paddington (L.C.C.) 
Hospital since last September, and are proving very popular 
The prospect of “ radiant motherhood” shown by these girls, 
laughing together as they swing their limbs in unison, to the 
gramophone, is one of the happiest sights imaginable. Further 
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classes are now being established as ancillaries to the clinics 
of St. Mary Abbots (L.C.C.) Hospital ae. to those of the 
„Kensington Borough Council. ‘ 

It is submitted that these classes in Sil exercises, in- 
cluding relaxation, mark a considerable forward advance in 
obstetrics. Hitherto there has been too much acquiescence in 
the increasing difficulty of labour. If our nation is to play 
a leading part in the world of the, future, it is necessary to 
produce a healthy and prolific post-war generation. This is 
not likely to come about if childbirth is regarded in the same 
light as a surgicalę operation. Why not determine to vang 
it back to the normal event which it still is m.races who 
women lead less sedentary lives? 

Physical exercises must, of course, be combined with proper 
feéding, and few would question the dggirability of food advice 
bureaux” at the pre-natal clinics. Here the expectant mother 
obtains advice on dietetics together with practical and topical 
hints on cookery. The pioneer of these bureaux was 
established at the Soho Hospital for Women in October last, 
where a cooking demonstration is held for the waiting out- 
patients. In the clinics of the Kensington Borough Council a 
trained dietitian of the London County Council working in 
co-operation with the Ministry of Food has kindly lent her 
services for this purpose and gives short demonstrafions to the 
mothers, followed by an informal discussion. At Paddington 
and St. Mary Abbots (L.C.C.) Hospitals such bureaux have 
been started in the ante-natal departments and the mothers are 
very appreciative of this service. A third point on which useful 
advice can be given to the expectant mother is in the matter 
of baby clothes. Wool, bought at a reduced price and ‘sold 
in the Kensington Welfare Centres, makes a useful opening 
for demonstration of the best types of infants’ garments and 
often develops into a knitting or sewing class. 

Clinics on such lines fill a definite need of the pregnant 
woman and afford the means of keeping her under unobtrusive 
medical supervision and guiding her into healthy ways of living. 
The health visitor and hospital almoner can help her in her 
troubles and get her into touch with any, organization whose 
assistance she may need. And the society of other young 
mothers affords the opportunity of lasting friendships. It is 
undoubtedly more trouble to organize a clinic on such lines 
in wartime, but the wives of our men in the Services deserve 
the best we can give them. Those of us who perforce have 
to remain at home have a duty in this respect. And is it not 
the best way to keep up morale of those at the front to give 
their wives a fair deal? It is to be hoped that all clinics for 
the expectant mother of the future, whether at hospital or healti? 
‘centre, will bè run in,a way which emphasizes the ideal of 
health and not the idea of disease and in which constructive 
hygiene as preached and’ practised by Dr. J. S. Fairbairn is 
‘given foremost place. In this atmosphere the doctor escapes 
from what Prof. Charles McNeil (April 4, p. 479) has so aptly 
described as “ the deadening effect of: the treadmill of clinics.” 
' The writers of this letter must add the usual disclaimer on 
behalf of their respective councils of any responsibility for their 
personal views. They would like-to express their gratitude 
to Dr.W. Allen Daley, Medical Officer of Health of the L.C.C., 
for his interest and granting facilities, and to Dr. James Fenton, 
Medical Officer of Health of Kensington, for his help and 
encouragement —We are, etc., š 

j WuLam C. W. NxonN. 
VIOLET RUSSELL. ' 


1 
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Medical Women im the Forces 


Sir,—Referring to my previous letter (April 18, p. 505) 
regarding the status of women doctors serving with $M. 
Forces, I stated that medical women volunteering for service: 
under the Army Council were offered two alternatives: (a) rela- 
tiye rank with the R.A.M-C. without commission, or (b) a 
commission in the Women’s Forces to serve with the R.A.M.C., 
‘and that in the circumstances the Medical Women’s F tion 
considered that “relative rank” only was preferable. 

The Federation has since been informed that medical women 
‘will not in future be permitted to choose relative rank without 
a commission, but must be given a commission in the Women’s 
Forces—ie., they receive a commission in\the Women’s Forces 
to serveewith the R.A.M.C. (@ medical man receives a com- 
mission in the Land Forces to serve in the R.A.M.C.). We 


. 


‘are open ethyl chloride or divinyl ether. 


shall be glad if publicity can be given to this decision in order 
to avoid further misunderstandings. 

The position as regards medical women sérving with the 
R.A.F. Medical Branch has also now been clearly defined. The 
women are obliged to accept commissions in the Women’s 
Forces to serve with the R.A.F.M.B. The appojntments are 
gazetted as “To be Medical Officers with: the relative rank of 


Flying Officer for employment with the R.A.F.,” and they are 


shown in the Air Force List as “ Women Medical Officers com- 
missioned for employment with the R.A.F.”—I am, etc., 


CLARA STEWART, 
Presidemt, Medical Women’s Federation 


Inhibition of Lactation 


. SR, —Drs. Macpherson and Haultain have done right to draw 
attention to their previous reports, which I gladly acknowledge, 
on the use of triphenylchlóroethylene ,and other oestrogenic 
substances for inhibiting lactation. In her paper on this subject 
(Journal, May 16, p. 601) Miss Barnes mentioned the first 
investigation by Macpherson and Robertson, and at the time 
of preparation the most recent work by Haultain and 
Macpherson had not been published. My letter was intended 
as an addendum to Miss ‘Barnes’s paper, and I therefore did 
not introduce new references, although I now regret the 
omission. 

Although in my experience the drug, when* injected in a 
single dose of 250: mg. in 5 c.cm. of sesame oil (first tried in 
a few cases two years ago and repeated again recently), has 
not given such good results as those reported by the Edinburgh 
workers, we all agree that oral administration in suitable dosage 
has an excellent effect. There is no doubt that the use of 
synthetic oestrogens for the inhibition of lactation has sup- 
planted the older. uncertain and painful methods of treatment. 
—I am, etc., 


Oxford CHASSAR Mor. 


Complacency in Anaesthetics ? 


‘ Sir,—Dr. E. C. Atkinson (June 20,, p. 774) has asked whether 
any large-scale statistics are available of immediate mortality 
under anaesthesia apart from any added factor such as the 
magnitude of the operation or the poor condition of the 
patient. In other words, he asks for the incidence of primary 
cardiac failure due to anaesthesia. 

It is now recognized that with a competent anaesthetist using 
modern techniques this event is sp rare that an immense 
number of cases must be handled to obtain any reliable figures. 
Anaesthesia for dental extractions has been studied from this 
angle, and at large children’s hospitals many thousands of cases 
are dealt with yearly without accident.’ The usual techniques 
One series of 
123,000 consecutive cases with the former drug,has been 
reported without incident,’ as has another of 125,000." 

The mortality rate of expertly given nitrous oxide and oxygen 
for dental ‘extractions is also infinitesimal. For example. 
1,161,820 dental cases were anaesthetized with this method with 
2 fatalities, a mortahity rate of 0.00017%. Another series of 
300,000 has been reported with no deaths.‘ 


`i J believe that the vast majority of primary cardiac failure cases 


are due to gross errors*in technique or to the employment of 
chloroform or a mixture containing it. With the advent of 


.trichlorethylene the number of occasions when chloroform is 


justifiable is almost zero.—I am, etc., 


St. Albans, Herts C., LANGTON HEWER. 
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Sm,—Dr. E. C. Atkinson (May 9, p. 595, and June 20, p. 774) 
appears to have laid himself out to criticize the McKesson 
machine. Why the machine? Surely he cannot blame a 
machine for any death. The machine is worked by someone, 
however incompetent, and the administrator is the „one to blame, 
if there is any blame. I am afraid that, when’ this machine 
came out a very large proportion, of men coffsidered R to be 
quite foolproof, and with’a certain nemer to-day that opinion 
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is prevalent. It is far from being foolproof ; I cannot conceive 
of any mechanical device being foolproof. I have seen a 
McKesson worked many times by men who were grossly incom- 
petent and who got into trouble. Recently I met a man who 
had been using a McKesson for several months and asked me 
where the bags were. During that period he had not even 
learned the mechanism. I should think he was about due for 
a death or two and then would promptly blame the machine. 

I have heard criticisms like Dr. Atkinson’s many times, but 
usually from men who either have never ‘owned a machine 
or only use one occasionally: never from men who use it 


‘constantly and are in a pdsition to criticize it. May I draw 


Dr. Atkinson’s attention to the very convincing letter by 
Dr. Freda Bannister (March 14, p. 367) and also the one by 
Dr. Massey Dawkins (May ‘23, p. 653)? I have used 
McKesson machines ‘since 1926 and my results are far better 
than they were under the “rag-and-bottle” regime. The 
“ rag-and-bottle ” method may be fairly safe on the table, but 
what about the after-effects? The opponents of the machines 
are usually silent on these matters. ` The McKesson is, to my 
mind, the Rolls Royce of machines, as stated by Surg. Cmdr. H. 
Parry-Price (June 13, p. 738), but it is ‘certainly not foolproof 
and cannot be blamed if it is used by incompetent people— 
I am, etc., 


J. B. H. Hotroyp, D.A., 
e Anaestheust, Sheffield Royal Infirmary. 


Vitamin B and Toxaemia of Pregnancy ' 

Sır —The article by .Prof. W. C. W. Nixon, Dr. Margaret 
Wright, and Mr. E. C. Fieller (May 16; p. 605) was of great 
interest to us in view of the following case. 

A primigravida aged 19, attending the ante-natal clinic of 
this hospital, was apparehtly normal until 33 weeks, when her 
blood pressure was 130/86, previous readings having been about 
120/70. She did not attend when requested, and her B.P. was 
found to be 190/120 at 37 weeks, and she had albumin + + 
in the urine. She felt fit and well, but came into hospital-on 
being pressed, afterwards admitting that her face, body, and 
legs had swollen noticeably. Conservative treatment as follows 
was started immediately: (1) Complete rest in bed, with a 
radiant heat bath for 20 minutes twice daily. (2) Nothing by 
the mouth beyond barley-water or marmite prepared as a 
beverage, pot. cit. gr. Ix four-hourly, and mag. sulph. 5ij twice 
daily. (3) Enemata as required to maintain frequent stools. - 
` After two days as above she was allowed sandwiches of 
marmite or grated raw carrot, first one of each per meal and 
later almost ad lib. A small amount of fish and chicken was 
then allowed to relieve the monotony. The main part of the 
food taken was marmite—i.e., vitamin B,—in one or other form. 
The result was surprising. The blood pressure fell from 
192/120 to 186/96 over-night, then to 166/110, 130/90, 130/86, 
130/90, 130/86, 130/84 on successive days, and the albuminuria 
and oedema disappeared completely. At her own request she was 
allowed home under medical supervision. When readmitted in 
labour her blood pressure was 144/90 and there was albumin + 
in the urine. Labour and puerperium were normal and she 
was albumin-free on discharge, with bloodpressure 112/76. The 
placenta incidentally had four white infarcts, two of which 
were over 2 inches in diameter, and the whole maternal surface 
was studded with pin-head size calcified punctations. 

The paper referred to above suggests that vitamin B, might 
be beneficial in pre-eclampsia. This case would appear to 
indicate that some part of the B complex is in fact strikingly 
beneficial, I have to thank Mr. R. Everett, F.R.C.S., MRCOG. 
for permission to publish this case——I am, etc., 

WALTER CALVERT, 
Resident Obstetrical Officer, Victoria Hospital, 
Blackpool. 


The Mesentery in Regional Enteritis 


Sm,—While the role of the mesentery in the development 
and dissemination of this lesion remains obscure, speculation 
is rife. Mr. Norman Tanner (June 13, p. 739) ranges himself 
beside those who regard the changes in the intestinal wall— 
ulcerative and hyperplastic—as secondary to lymphatic 
obstruction with mesenteric lymphadenitis; and he cites the 
oft-quoted experimental evidence of Reichert and Mathes in 
support of this theory of caushtion. These workers, it is well 
known, produced lympheedema (harly described correctly as 
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“elephantiasis ”) in the bowel wall of dogs by the injection 
of sclerosing solutions into the mesenteric lymphatics. When 
éhe animals were®killed some months later ne?ther the charac, 
Aeristic ulceration nor fibrosis of regional enteritis was found, 


‘and apparently they were driven to the assumption of a 


“chronic low-grade bacterial infection” to explain these fea- 
tures of the &uman lesion. All of which seems rather like 
begging the question of aetiology,’ inasmuch as not a tittle of 
evidence has been produced about the nature of the hypo- 
thetical infection, bacterial, protozoal, fungal, or viral. Each 
§pecies in turn has been incriminated asethe causal agent— 
viruses seem to hold the field at the moment—but no proof 
of any has been forthcoming. ° i 

Mr. Tanner also emphasizes the obvious importance of re- 
moving the thıckened mesentery and its glands along wıth the 
diseased gut. “The highest visibly affected segment” is an 
uncertain guide to ‘this, for we have no knowledge whatever 
of the earliest stages of the process such as are incapable of 
detection by the naked eye. In practice we have found great 
difficulty in determining the true extent of the affected bowel, - 
and believe that this failure to appraise accurately the limits 
of the disease at the first intervention is responsible for some 
of thesrecurrences after a “radical” operation. Even the so- 
called skip areas may be a snare, masking wide submucous 
extension of the condition beyond visible changes in the bowel 
wall. e 

En passant, has not the time arrived for the adoption of a 
uniform nomenclature descriptive of this clinical entity? ‘ Of 
the two titles used for it by Mr. Tanner, that which I have 
employed above seems preferable, though this is only a 
personal view. Eponyms abound in medicine, and it is un- 
fortunate that they do, for they are often inaccurately assigned 
and as often invidious in choice. One pertinent example of 
this may suffice. The fact that Crohn and his associates re- 
discovered in 1932 a lesion which Dalziel (Journal, 1913, 3, 
1068) fully described with a wealth of pathological detail in 
1913—-incidentally in a paper read at the Annual Meeting of 
the British Medical Association—is surely not evidence of the 
existence of “ Crohn’s disease.” In the interests of accuracy 
I think this term should be abandoned.—I am, etc., 

Ashton-onder-Lyne Š F. G. RALPES. 


Tetanus after Sulphonamide Treatment of Cavities 


Sir,—In view of the increasing application of sulphapyridine 
and sulphanilamide powder to septic and potentially septic 
éavities, and particularly to the peritoneum in peritonitis, I 
think I am justifled in drawing attention to an inquest reported 
recently in the Pharmaceutical Journal (May 30), which T have 
not noticed published in the medical journals. 

Briefly, a married woman of 34 was operated on for an 
unspecified pelvic inflammation on April 13. Free pus was 
found in the pelvic peritoneal cavity and sulphapyridine powder 
sprinkled therein. There are no details of what drainage was 
employed. On April 20 the patient developed tetanus and 
died the next day. The pathologist confirmed the presence 
of tetanus in the tissues. He examined the catgut, with negative 
results. In the cardboard of both containers of the sulpha- 
pyridine he found tetanus and in the actual powder from one 
of them. 

Further evidence called disclosed that the powder had not 
been sterilized, but handed to the surgeon in a sterile swab. 
The medical consultant to, the firm supplying the drug drew 
attention ‘to the fact that printed on the label of the container 
was the advice: “ The contents of this package have not been 
sterilized.” He recommended sterilizing at 160° C. for 20 
mintes. I believe, from the fact that in case reports of the 
use of this drug in operative surgery its sterigization is not 
stressed, that it is generally held that it is not necessary to 
sterilize it. I have seen it used straight from the packet in 
two or three hospitals and have used it so myself, believing 
that “Swing a mild antiseptic it would not contain viable germs. 
For its application in surface work—skin grafting and extensive 
surface lacerations, for instance—sterilization is probably un- 
Necessary, as tetanus rarely develops in_ such sites. But in ~ 
view of the above case its use unsterilized in deep cavities, the 
peritoneum, and the wound resulting from a perineal excision - 
of the rectum would appear to'he very dangerous, as these sites 
favour growth of anaerobes. 
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Apart from the possibility of tetanus, the other question that 
the report yaises is the use of the powdgr in the presence of 


= free pus. Apparently it is contraindicated in these cir@im- 


' 


1 


stances, because the chemical is inactivated by the pts. But 
is its use definitely harmful? One hears from time to time 
of -its successful use in apparently hopeless cases of fulminating 
peritonitis with much free pus present. Is it justifiable in these 
desperate cases to calculate a maximum dose, based on the 
patient’s weight and supposed tolerance under the circumstances, 


and put it in the peritoneum, assuming that half or more will > 


be neutralized by the free pus and the remainder be avaélable 
for action in the blood stream? If such a procedure‘is con- 
sidered justifiable a routine full “course of intramuscular 
pentnucleotide (Smith, Kilne, and French) might be started 
immediately. ' ° . : 

It, would be interesting to know whether any of the newer 
sulphonamides—succinyl-sulphathiazole ‘and sulphaguanidine— 
now recommended for intestinal conditions and considered very 
little toxic would be better received by the peritoneum and more 
effective, owing to their selective action on the harmful bacteria 
of the intestinal tract. ‘ i 


At all events, it is obvious that in future sulphonamide — 


powders must be sterilized carefully, and the statement in 
The Surgery of Modern Warfare’ attributed to J. H. Key and 
T. H. Burford that “ sterilization of the crystals does no harm 
but is unnecessary” must now be considered * obsolete.— 
I am, “etc., H 


St Ives, Cornwall E. C. ATKINSON: 
-Urethral Instrumentation 
“SR, —I wish-to support Mr. Clifford Morson’s plea for more 


efficient instruction in the use of urethral instruments (June 20, 


p. 771). There is, however, one statement in his letter which 
cannot, be allowed to pass unchallenged. Surely, it is not true 
to say that “a general practitioner will benefit his patient .. . 
by passing a catheter ” in a case~of acute retention. There are 
many dangers associated with this apparently simple procedure, 
not all of which will be obviated by efficient training. 

. Let us assume that the practitioner is able to avoid making 
a false passage and that his aseptic technique is above reproach, 
there are still the dangers of complete anuria and of 


_ haemorrhage, either from the kidneys or from the bladder, as 


the result of a too sudden decompression. It would probably- 


be of more value to teach senior students when not to pass 
a catheter ; acute retention “due to’an enlarged prostate would 
come at the head of the list. In my opinion such a case should 
be treated as an acute emergency and admitted immediately to 
hospital or nursing home before the retention is relieved. 

I can recall many cases, as no doubt can Mr. Morson, where 
catheterization has added very considerably to the difficulties of 
the surgeon. This is particularly true of cases that are suitable 
for the perurethral operation by the Thompson punch or 
McCarthy’s electrotome. In my experience this operation is 
not infrequently contraindicated as a result of interference by 
the practitioner—I am, etc., R 

Reading . GORDON L. BOIN. ` 
Bacteriophage for Bacillary Dysentery 

Sm,—I am very glad to observe- the satisfactory report by 

Dr. Arthur Compton (June 13, p. 719) of the bacteriophage 
treatment of bacillary dysentery in Alexandria. It is, however, 
perhaps unfortunate that his paper had to be abridged as a 
war economy, since it is evident both from the paper and from 
results achieved in this country that cespite earlier forebodings 
there is a future for this form of therapy. One would have 
liked more details of the actual form of administration and 
the sour@e and potency of the bacteriophage used to compare 
with those adopied here in Britain. A considerable number 
‚of cases for which I have prepared and, used both autogenous 
and stock bacteriophages in this country have obvjously not 
allowed ‘any number of dysenteries to be includeg#® in fact the 


, work has been largely carned out op staphylococcal, cases and 


some various toxaemias associated with intestinal bacilli. 

Suffice ıt to say for the ‘moment that the results are as 

satisfactorily significant and interesting as to be compared 

with advantage with those of modern chemotherapy with 

sulphonamicdes. . ` z : : 
1 Hamilton Bailey's work ; appendix at back. “ 


` 





Results such as are reported by Dr. Compton must be 
the greatest importance, and should be ‘emphasized as an 
effective and rational form of treatment, especially in view of 
the very large concentrations of men in the Forces now in 
that country and among whom such epidemics must be 
rapid!y controlled and‘ effectively treated.° To this end 
Morison even reports the prophylactic use of bacteriophage in 
well-water in Assam, and treatment by bacteriophage of cholera 
teduced the mortality in two series from 55% and 70% to 
23% and 21%.- Specificity and potency are two essential fea- 
tures, and we find that a phage lysate to be effective must be 
active in at least a dilution of 1 in 1,000,000. One wonders, 
therefore, what has happened to the unfortunate typhoid cases 
whose mortality is reported stationary at approximately 20%. 
It 1s as easy to prepare rapidly really potent specific bacterio- 
phage solutions to this group of organisms as to the dysenteries, 
so that one must reasonably look forward to a further paper 
from Dr. Compton reporting a similar significant drop in the 
mortality of the typhoid group in Alexandna:—I am, etc., 

London, W.1. Harry COKE. 
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Dr.. WILLIAM Henry Turton, who died at the end of April at 
the age of 79, had practised for many years at Heanor. 


. Derbyshire, the town in which he was born. He studi 


medicine at the University of Edinburgh, graduating M.B., 
C.M. with first-elass honours in 1886. He then began practice 
in Market Street, Heanor, and served for 54 years as medical 
officer of health for the Urban District, a post in which he is 


` succeeded by his son Dr. Philip H. Turton. In every depart- 


ment of the town’s life Dr. W. H. Turton used his knowledge 
and influence wisely and won the affection and respect of the 
whole neighbourhood. He was a man of many-sided tastes, 
with a deep interest in geology and zoology, on which he gave 
many public lectures. In Freemasonry he attained, high 
honours. He had been a Justice of the Peace since 1916; and 
for some years deputy chairman of the Heanor Bench; he 
had also been warden of the Parish Church, In 1888 he began 
to take an active and prominent part in the work of the St. 
John Ambulance Association, becoming divisional surgeon and 
„superintendent of the Heanor Ambulance Division, and after- 
wards county surgeon for the No. 5 District. He was appointed 
an officer of the Order of St. John after 32 years’ service, and 
in 1935 was promoted to the rank of Commander of the Order. 
During nearly half a century of ambulance work he trained 
hundreds of candidates in first aid and left a lasting mark upon 
the efficiency of the district. Dr. Turton had been a member of 
the B.M.A. since 1912. a 


We regret to announce the death of Dr. YILIAM GIBSON 
PARKER of Taunton, who was for many years assistant school 
medical officer under the Somerset County Council. He was 
born at Newcastle-upon-Tyne on July 30, 1878, the eldest son of 
the Rev. I. Parker, and was educated first at Wesley College, 
Sheffield; then at the Glasgow High School, and afterwards at 
the „University? of Birmingham and Guy’s Hospital. He 
graduated M.B.Lond. in 1901 and took the Cambridge D.P.H. 
some years later. His early appointments were assistant house- 
surgeon at Guy’s and assistant medical officer to the City Fever 
Hospital, Birmingham ; then for a year he was medical superin- 
tendent at the Birmingham City Smallpox Hospital. Dr. Parker 
joined the British Medical Association in 1905, was honorary 
secretary of the West Somerset Branch 1924-7, and president 
in 1930-1: During the last war he served in the R.A.M.C 


` 


«with the temporary ‘rank of captain. g 


Dr. Bernard Leggett writes: I read with the greatest regret 
the obituary notice of Mr. Georce Huppy, M.S., F.R.C.S." I 
was a student at the London Hospital when Mr. Huddy was 
registrar. At that timé the manner of a few house- 
surgeons, registrars, etc., whose experience of life was bounded 
by hospital medical experience only, was on some occasions 
very irksome. Huddy was the opposite and showed to all 
an unfailing kindness and courtesy. Among my contemporaries 
he was greatly liked and appreciated, and the dresser or clerk 
who sought information from him would be treated with unfail- 


. ing consideration and nothing was a trouble to him. Having 


attained the highest surgical distinctions,’a future®as a chief on 
“the London ” appeared assured until he went to the Ptovinces, 
where first-class ‘surgeons were oming» more in,demand. 
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UNIVERSITY OF CAMBRIDGE 


ow, H W A 


A. G Harold, P L. M. Hartley, D Hilson, T. S Hindle, R F 


Hollick S, C. H. Hood, P. H. S Hooper, E N M johnston, H R. Joly, 
Lancaster 


> F_K Lau, T L.T Lews, 
D I. Lishman, G C Lloyd R , J Lomas, T G E Loosemore, D 
McAnally, I. M. MacArthur, E. L McDonald, N M Mann, H E. S Marshall, 
P H. N Matthews, R M S. Matthews, H R. A Michelmore, P A. G 
Monro, W K. S Moore, J. M. Morgan, Y. H Ng, W. J L. Pam, J. S. 
Pegum, J A Peters, R V. Peters, H L. Pierce, R J F H Pmsent, B 


. W _ Squire, J H Steeds, J. P Stephens, H C. Suli, J R 


D J Wat, L. A S White, E Whitley, D. E. C Whitome, H I 
Winner. Women: F H Lomax, A. B. Wilcock. 


° ; 
UNIVERSITY OF LONDON v 


In a report on the work of the University of London the Actin 
Principal, Mr. Harold Claughton, states that the medica 
students in 1940-1 were nearly 90% of the number for 1938-9, 
whereas non-medical students were only 56%.. The proportion 
of men to women in the medical schools is 90%, again con- 
trasting with the non-medical schools, in which the sexes now 
The dispersal of medical schools, with the 
clinical students distributed throughout sector hospitals in the 
Greater London area, has had its compensations in the more 
varied experience of the students and their greater opportunity 
for practical clinical work. Reference 1s made to the offer of 
the Rockefeller Foundation, made to Universities of the United 
Kingdom in general, of a number of studentships to permit 
students to follow a two-year course in medical schools in the 
United States and Canada. Six London students have been 
awarded such studentships, and, to avoid a technical interrup- 
tion of their courses of study, the schools to which they have 
been sent have been recognized by the University for the pur- 
poses of the M.B., B.S. examination. The chair in radiology 
at Middlesex Hospital Medical School, which was stituted 
twenty years ago but to which no one has ever been appointed, 
is now to be filled. Regret is expressed at the postponement, 
owing to the war, of many university developments. This year 
four great buildings would have been opened, including the 
ceremonial hall. ~ 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting f Council on June 11, with Sir Alfred Webb- 
Johnson, President, in the chair, the award of the Blane Medal 
to Surgeon Commander E. R. P. Miliame, R.N., for his original 
work-“ A Hunterian Lecture on Blast Effects. in Warfare” was 
announced. A report was made of the election as Hunterian 
Trustees of Lord Moyne, Sir Cuthbert Wallace, and Sir Hugh 
Lett. Surgeon Rear-Admiral C. P. G. Wakeley was appointed 
representative of the College on the Court,of the: University of 
Bristol and Mr. Ernest Finch was appointed representative on 
the Court of Governors of the University of Sheffield. The 
Hallett Prize, granted on the-result of the Primary Examination 
for the Fellowship, was awarded to Miss Margaret Ruth Taylor 
of Manchester University. Examiners were elected for the 
ensuing year 


* Tnptomas of Fellowship were granted to the following candidates 
S. G French, G. N. St. J. Hallett, H. N. G. Hudson, A J. Wilson, 
H. A. C. Chalmers, A. N. Guthkelch, T. W. Rowntree, J. H Hicks, 
J M. Fitton, W I. Cawkwell, M. Gamal-el-Din, C. R. Salsbury, A. 
B Watson, S. C. Wihams. 

Diplomas of Membership were granted to Janet W. Shrimpton 
and ER Wilde 

Diplomas in Anaesthetics were granted, jointly with the Royal 
College of Physicians of London, to the followng candidates: 


Coleman, Florence K. Costello, J. P. Cuddigan, J H. Dixon, Lp: 
1 


S. F. Polley, Norah 
“T. Roche? G F. Smith, A. E. 


The A.F.C. hae been awarded to Air Commodore P. C. 
Livingston, O.B.E., Acting Wing Confmander R. H. Winfield, 
and Acting Squadron Leader E. B. Bright, R.A.F. 


The Efficiency Decoration of the’ Territorial Army has been 
awarded to Lieut.-Col. G. P. Crowden, Major (Temp. Lieut.- 
Col.) D. L. Kerr, and Major C. E. Fenton, R.A.M.C., T.A. 


The name of Acting Col. C. V. Thornton, M.C., R.A.M.C. 
(Reserve of Officers), attached to the Southern Rhodesia Medical 
Corps, has been mentionedein recognition of gallant and dis- 
tinguished services in the Middle East. 


The following officers haye been mentioned in dispatches by 
Aix Officers Commanding-in-Chief: Acting Group Gapi. J. G. 
Russell, R.A.F. ; Wing Commander D. H. Brinton, R.A.F.V.R., 
and Wing Commander J. H. Williams, A.A.F.; Squadron 
Leader Œ W. S. Marris, R.A.F., and Acting Squadron Leaders 
F. R. Buckler, R. Carpenter, D. A. Davies, D. C. Farquharson, 
G. R. Gugn, S. J. Hadfield, and D. St. C. L Henderson, 
R.A.F.V.R. ; and Flight Lieut. J. N. Loring, R.A.F.V.R. 


The King has approved the award of the George Medal to 
Acting Squadron Leader Robert Hill, R.A.F.V.R., Acting 
Flight Lieut. E. L. Williams, Leading Aircraftman. C. J. 
Boarman, and Leading Aircraftman H. Sumray. The citation 
in a Supplement to the London Gazette dated June 8 reads as p 
follows: : 

“ One night in March, 1942, two aircraft, carrying bombs, collided 
on an aerodrome in Malta and burst into flames. Squadron Leader 
Hill (the station medical officer), Flight Lieut. Williams, and Leading 
Aurcraftmen Boarman and Sumray immediately proceeded to the 
scene. Shortly afterwards the bombs began to eaplode and enemy 
aucraft be to bomb the area. Despite the great danger, Squadron 
Leader , assisted by Flight Lieut. Williams and the two airmen, 
successfully extricated four members of the crews from the wreckage 
The prompt and gallant action of theso officers and airmen un- 
doubtedly saved the four lives. Squadron Leader Hill has invariably 

rformed exemplary woik in dealing with casunlties during heavy 

ombing raids, and both he and Fhght Lieut: Williams have set a 
magnificent example which has done_much to maintain a hi stan- 
dard of morale on the station. The bravery shown by ding 
Aurcraftmen Boarman and Sumray has been an inspiration to others.” 


CASUALTIES IN THE MEDICAL SERVICES 


Surg. Capt. ALGERNON EDGAR PERCY CHEESMAN, R.N., who 
is included as killed in an Admiralty Casualty List published 
on Jtne 10, received his’ professional education at Guy’s 
Hospital and qualified MRCS, L.R.C.P. in 1909. He held a 
house appointment at Leicester Infirmary before entering the 
Royal Navy as surg. lieut in 1910. He was promoted surg. 
heut.-cmdr. in 1921, surg. cmdr. in 1923, and was placed on 
the retired list in March, 1941, with the rank of surg. capt., but 
was re-employed for service during the present war., He had 
been a member of the B.M.A. since 1931. 


Surg. Cmdr. DOUGLAS ARNOLD NEWBERY, R.N., who was 
reported massing in Dec., 1941, is now presumed to have been 
killed in H.M.S. Repulse on Dec. 10, 1941. He received his 

rofessional education at Guy’s Hospital, qualified M.R.CS., 

-R.C.P. in 1926, and immediately entered the Royal Navy as 
surg. leut., being promoted surg. lieut.-cmdr. ın 1932 and surg. 
cmdr. in 1938. In Sept, 1926, he was appointed to the flotilla 
leader Keppel, for duty with the destroyers of the 3rd Flotilla ; 
in 1929 he joined H.M.S. Iron Duke; and from 1930 to 1933 
he was stationed at Gibraltar Dockyard. After further service 
afloat in H.M.S. Renown and H.M.S. Terror he was employed 
at Haslar Hospital from 1934 to 1937, when he was appointed 
to H.M.S. Sussex. He leaves a widow. He had been a mem- 
ber of th® B.M.A. for 10 years. 


Surg. Cmdr. THomas CLOVER LARKWORTHY, R.N.VAR., who 
is now officially presumed killed in H M.S. Neptune, was 38 
years of age, the son of Mr. and Mrs G. Larkworthy. He 
graduated B.A. at Cambridge in 1924 and qualified M.R.C.S., 
L.R.CP. in, 1928, proceeding M.A. in the same year, also 
taking the Nhir degree in 1932 and the M.B. in 1937. He 
had been house-physician at the Brompton Hospital, resident 
obstetrical assistant, bestia on, house-physician, and 
casualty officer at St. George’s Hospital, and clinical assistant 
at the Hospital for Women, Soho Square. At the outbreak of 
war he was senior clinical assistant at Brompton, and clinical 
assistant at the Victoria Hospital for Children and the infant 
welfare department of St. George’s. e entered the R.N.V.R. 
before the war and in Sept., 1939, held the rank of surg. lieut.- 


-also increased from £136,000 to £250,000. 
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cmdr., being called up for service in December of that year. 


On Jan. 1, 1941, he was ‘promoted to acting surg. cmdr. and 


was mentioned in dispatches. He leavesea widow. — ‘ 


Surg. '‘Lieut.-Cmdr. HAROLD THEODORE LOGAN BROADWAY, 
R.N.V.R., 1s posted as missing, presumed killed in an 


Admiralty Casualty List publishéd on June 24. He received ` 


his professional education at St. Thomas's Mospital, qualified 
M.R.C.S., L.R.C.P. in 1932, and then held the house post at 
the Royal Victoria and West Hants Hospital, Boscombe. He 
had been in practice ın Dorchester since 1932, in partnership 
with Dr. T. B. Broadway, and was honorary anaesthetist to 
the Dorset Cofnty Hospital. He entered the ’R.N.V.Pa as 
temp. prob. surg. lieut- sgon after the outbreak of war and 
was reported missing in the Journal of March 21. He had 
been a member of the B.M.A. since qualification. 


Surg. Lieut. Jonn WENLOCK Asnfey, R.N.V.R. the elder son 
of Mr. and Mrs. L. Ashley of Tenbury, Worcestershire, is 
reported missing, presumed killed on active service last month. 
He was born on Sept. 27, 1914, and was educated at the Univer- 
sity of Oxford, where he graduated B.M., B.Ch. in 1939. He 
entered the R.N.V.R. soon after the outbreak of war and was 


injured while serving in a destroyer in 1940. He had also 


seen service in ,H.M.S. Hermione. 
Surg. Lieut. JAMES FREDERICK NEWMAN, R.N.V.R*, who was 


reported missing in the Journal of Sept. 21, 1940, is now pre- , 


sumed to have been-killed on active service when his ship, 
H.M.S. Esk, was sunk in the North Sea by enemy action in 
Sept., 1940. He was born on May 1, 1914, and was educated 
at Wycliffe College and the University of Birmingham, where 
he graduated M.B., Ch.B. in 1938. He had held hous¢ posts 
at the Staffordshire General Infirmary. In March, 1939, he 
entered the Supplementary Reserve of the R.N.V.R. and when 
war broke out he was mobilized with the rank of temp. surg. 
lieut., and saw service at the first Battle of Narvik and at the 
Dunkirk evacuation. He leaves a widow, Dr. Joan J. Newman, 
who is a member of the medical profession and who was his 
fellow student. 


R.N.V.R 


- Missing Squadron Leader J. A. MacCarthy, R.A.F., Capt. C. 
Rigby, R.A.M.C., Lieut. E. Snell, R-A.M.C. 

Prisoners of War—Litut. G. D. Cribb, R.A.MC., Lieut. H. 
Rosenberg, R.A.M.C. Í 


Wounded or Injured—Prob. Temp. Surg. Lieut. R. P. M. Miles, 





\ 


Medical Notes in Parliament 





s ` Health and Training of Youth 


On June 16 the House of Commons considered.the educa- 
tion estimates. Mr. BUTLER, President of the Board of Educa- 
tion, said that there was a substantial rise in the expenditure 
on education this year due, in part, to increased, provision for 
meals and milk. The sum set aside for the youth service had 
Over 700,000 
children now took their midday meals at schoo]. Last year 


` 1,733 proposals providing for 240,000 children were approved, 


and from Janu to May of this year the number sanction 

was 3,642, providing for over half a million children. He saw 
no reason now why the target already mentioned of one million 
meals a day for children should not be reached by the end of 
the summer.. He had consulted his medical advisers before 


‘making the statement that he believed the health of the 


children—largely thanks to these proposals and to the fact that 
some 3,250,000 children were now getting ‘milk at school—had 
positively improved and that in wartime. It had been decided 
to extend to all schools the benefits of the milk-in-schools 
scheme, now confined to grant-aided schools. The refult would 
be that school children would be able to get milk for drink- 
price of 4d. per one-third of a pint. 

With regard to the school medical and dental services, the 
volume of treatment given to school children in 1941 was almost 
as great as in 1940 and the years immediately preceding the 
war. . That was hot to say that everything was a t. The 
‘loss of doctors to the Services had been very severe, but the 
Board was doing its best to meet the situation. The Board had 
stimulated the formation of new nursery classes and play 
centres to look after the children ‘of women engaged in war 
work, and for this purpose a new department had been estab- 
lished in Kingsway. He was determined that the educational 


vah% of the wartime nurseries should find full scope. Perhaps. 
a more direct contribution by the schools to the war effort 


was the steady flow of quhlified recruits for the Services which 
came from the secondary schools. The technical colleges all 
over the country had been given over very largely to the train- 
ing of expert personnel for the Services. 


Youth Advisory Council 

Referring to the youth service, he said that®°every authority 
for higher education now.had a youth committee and a sub- 
stantial number of local organizers had been appointed. To 
help in the growth and expansion of the movement, he had 
felt the need for some closer contact with those connected with 
the actual work, and he proposed accordingly to appoint a 
Youth Advisory Council. Thig council was the first attempt 
to include in one body many types working among our youth 
administrators, members of youth committees, and younger 
people engaged in this work, whether in voluntary or pre-Ser- 
vice organizations. One member was a chairman of a Juvenile 
Court, and there would be those who could speak with know- 
ledge of the employers and enolase point of view. The 
chairman would r. Wolfenden, headmaster of Uppingham. 
The great mass of children broke off their education suddenly 
at about the age of 14, Parliament voted millions in the 
estimates, and then ceased to exercise a continued care and 
„supervision over adolescents. This loss would not be obviated 
merely by raising the age for full-time schooling to 15 or even 
to 16, though we should take the former step when we got 
the chance. The new registration scheme, had already recog- 
nized that up to at least 18 young people should be regarded 
as still falling within the province of the edutation service. He 
hoped the Youth Advisory Council would be an advance along 
the road to'a more integrated national service for youth. To 
do what was right by the health ‘and the welfare of the young 
people not only was continued supervision necessary, but the 
young people myst be treated as learners and not simply as 
earners in their first years in employment. In the interests of 
youth, as well as out of consideration for our future industrial 
and commercial welfare, the time had come to review the whole 
system of industrial and commercial training, including the 
apprenticeship systems. 

After debate, the discussion on the estimates was adjourned 


Committee on Child Welfare 


Mr. Ernest Brown told Miss Rathbone on June 11 that an 
advisory committee on the welfare of young children had been 
constituted. He would act as chairman, with Miss Horsbrugh 
as vice-chairman. The committee would advise him on any 
question affecting the welfare of expectant and nursing mothers 
and of children under 5 which are referred to it. It would do 
most of its detailed work through subcommittees appointed for 
the investigation of particular problems. The medical members 
of the Committee are Dr. Ethel Cassie, Dr. Letitia Fairfield, 
Dr. Dennis Geffen, Dr. William S. Macdonald, Dr. Alan 
Moncrieff, Dr. Annie Rowlands, Dr. Charles M. Smith, Mr. 
Arnold Walker, and Dr. Edith Williamson. 


Period of Clinical Studles 


On June 11 Sir E. GRAHAM-LITTLE asked 
address simultaneously and in the same terms h 
sanctioned by the General Medical Council, to all the medical 
licensing bodies in Great Britain so as to avoid the inequality 
of ifice which must result from sporadic action on the part 
of individual licensing bodies. Mr. BRown said the General 
Medical Council had communicated on this question with all 
licensing bodies and examining boards in Great Britain and 
Northern Ireland. ' 


g Psychoneuroses and Pensions 
Replying on June 11 to Lieut.-Comdr. Hutchison, Sir WALTER 
WOMERSLEY said the grant of pension for any disability, includ- 
ing psychoneurosis, depended on whether the condition was 
accepted as attributable to or materially aggravated by service. 


r. Brown to 
request, now 


It could not be assumed that a disability could be so accepted. 


simply because it led to discharge from the Service. The ques- ` 


tion must be determined in éach case in the light of the nature 
of the disability and the service and medical history of the 
claimant. Provision was made by the Ministry of Pensions for 
the treatment in special neurological centres under the E.M.S. 
of men discharged from the Services suffering from a condition 
of neurosis, provided they were likely to benefit by such treat- 
ment. This treatment was granted whether the condition was 
accepted by the Ministry or not. 


i Matemity Beds in Scotland 
On June 16 Mr. JouNSTON told Dr. Summerskill that 42 of 
the 55 Scottish local arthoritjes withe power eto provide 
maternity beds had done so -either in special maternity hospitals, 
of which there were 22 with 555 beds, or in general ‘hospitals, 
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where there were 400 maternity bds. There were also ın 
Scotland 700 maternity beds in voluntary hospitals, and 300 
beds in 10 maternity hospitals provided by the Government 
for expectant mothers who had been evacuated, but which in 
ractice were also used for other patients. There was, there- 
ore, a total provision of nearly 2,000 maternity beds in the 
country. Local authorities did not specifically allocate beds 
as free ones; they charged according to the patients’ means, 
and in necessitous cases no charge was made. 


Eye Injuries in Ordnance Factories 


On June 17 Sir ANDREW Duncan told Sir Francis Fremantle 
that returns of eye injuries at Royal Ordnance Factories had 
not hitherto been abstracted from case records, but arrange- 
ments had now been made to obtain these returns. Adequate 
preventive measures were taken by the provision of guards or 

oggles where necessary. Minor injuries were treated at the 
actory surgery, but where the injury was serious the employee 
was-sent to hospital. . 


Silicosis. Disablement 


On June 16 Mr. Ness Epwarps asked the Home Secretary 
the number of claims for silicosis certificates made by South 
Wales coal-miners to thé Medical (Silicosis) Board. Mr. PEAKE 
said that 658 applications for disablement certificates were made 
in 1939, of which 271 were refused; in 1940, 825 were made 
and 396 refused; and in 1941, out of 1,136 applications, 662 
were refused. ° 


Civilian Medical Services ' 


Mr. Duncan SANDYS, answering Mr. T. E. Harvey on June 
18, said the allocation of doctors for the needs of the fighting 
Services, ın relation to those of the civilian population, was 
based on a careful system of priorities worked out by the 
Medical Personnel Priority Committee set up by the Minister 
of Health, the Secretary of State for Scotland, and the three 
Service Ministers. Many medical officers had already been 
granted temporary release from the Army to meet civilian 
needs. This practice had been in force for over twelve months 
and the War Office would maintain it as fully as the needs of 
the Service allowed. ' 

Mr. BROWN announced on June 18 that the Secretary of State 
for War had agreed in principle to the temporary loan to under- 
staffed civilian hospitals of Army nurses who could be spared. 
Details were under discussion. There was a standing arrange- 
ment under which Army doctors would give all possible 
assistance to a civil hospital if required in an emergency. 
Medical Personnel Priority Committees in each Region had 
constantly under review the co-ordination of military and civil 
hospital services. ` 

Mr Ivor Tuomas, on the same date, asked Mr. Brown to 
undertake that, before any more general practitioners were 
released for the Services, the E.M.S. would be reduced to a 
size more comparable with proved needs. Mr. BROWN 
answered that a percentage reduction in the whole- 
time medical staffs of hospitals, including those enrolled in 
the E.M.S., was already being carried out in the light of the 
proved needs of the hospitals. In addition, the, period for 
which hospital appointments might be held by recently quali- 
fied doctors liable to military service -had been restricted. 
The reduction of hospital staffs was, therefore, proceeding con- 
curmeniy with the call for more general practitioners for the 

rvices. ? 
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Family Allowances 


On a motion by Wing Commander Wright, in the House of' 


Commons on June 23, commending for the Gaqvernment’s con- 
sideration a national scheme of allowances for dependent 
children, Sir KINGSLEY Woop said that even if the principle of 
family allowances was accepted there were a number of 
important matters which still remained to be decided: whether 


.8uch a scheme should be contributory or non-contributory ; 


whether its benefits should be extended to families of all in- 
comes or be confined to the poorer ones; whether it should 
be confined to the larger families by excluding the first eligible 
child or the first two eligible children in each family. There 
were also much wider and more important considerations about 
the effect of family allowances on the present wartime economy, 
particularly if given on a large scale and paid in cash If the 
motion were adopted, the Government would give full con- 
sideration to the matter in the light of the Beveridge report, 
the further conclusions of organized labour, and the financial 
It should be possible for all these matters adequately 
to be considered» in the’ autumn. They would be given 
immediate gttention, conclusions would be reached as rapidly 
as possible and communicatéd te the Hoyse. when, no doubt, 
there wotld be occasion fpr further discussion. 
Se 
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Medico- Legal 


A FATAL OVERDOSE -OF CARBACHOL 


Carbachol official in the Third Addendum to the British 
Phai macopoeia, 1932. Chemically it isecarbamylcholine chloride, 
the urethane of choline. It is sold in this country under the 
proprietary names of “ moryl” and “choryl.” A foreign pro- 
prietary of simular composition was formerly marketed here 
undgr the registered name “doryl.” , Carbathol ıs officially 
described as consisting of “small, colourless, hard, prismatic 
crystals, or a crystalline powder.” The dose by mouth is 0.001 
to 0.004 g. and by subcutaneous injection 0.00025 to 0.0005 g. 
It is soluble in equal parts pf water. The effects are like those 
of acetylcholine—that 1s to say, it is a powerful vasodilator and 
cardiac depressant. Carbachol stimulates the parasympathetic 
nervous system. It causes contraction of the intestinal and 
bladder muscle, and is used subcutaneously or intramuscularly 
to relieve post-operative intestinal atony and promote mictun- 
tion due to atony of the bladder wall. Its action by the mouth 
is less certain than by injection. In comparison with acetyl- 
choline the effects on the gastro-intestinal tract and the bladder 
appear toebe greater, and those on the cardiovascular system 
less (F. R. Fraser, Journal, 1938, 1, 1293). Its great value is in 
the relief of urinary retention not due to obstruction. 

The Oxford Mail of June 4 printed a full report of an inquest 
held by the city coroner, sitting with a jury, on Flight-Sergeant 
J. Simpson, R.A.F., aged 41, who died ın the E.M.S. department 
of the Cowley Road Hospital after an overdose of ** moryl.” 
The charge-sister said that on May 11 a representative of a 
local firm of chemists called as usual on his daily visit, and 
among other things she ordered ampoules of “ moryl,” but did 
not indicate any specified form. She expected it to be supplied 
as a liquid, with which form she was familiar. She opened 
the box on May 19 for the purpose of giving an injection to 
Sergeant Simpson on the instructions of Dr. Lovas. She noticed 
that the drug was in crystals and was a little surprised not to 
find it ın liquid form, though she had seen the erystal type a 
few days before when another sister bad asked for some 
“ moryl ” out of her store. She dissolved the crystals in the 
ampoule in sterilized water and gave the injection at 11.50 a.m. 


She did not then know that the dosage'of one ampoule applied 


only to liquid “ moryl” and not to crystal “ moryl.” There 
were no instructions on the box stating that crystal “ moryl” 
was not to be used for injection. Another sister gave evidence 
that a nurse whom she had sent to watch Sergeant Simpson 
immediately after the injection while she herself served dinner 
reported that he was breathing strangely. She found him almost 
pulsgless, very blue, gasping, and in a collapsed condition. She 
sent for the doctor and started applying oxygen, but the patient 
died at 12.5 p.m. before the doctor’s arrival. The manager of 
the branch pharmacy gave formal evidence of receipt and 
delivery of the drug. He did not know that “ moryl” was 
done up in both liquid and crystal form. When he ordered the 
drug from Savory and Moore’s Oxford establishment by tele- 
phone he was not asked if he required it in liquid, crystal, or 
tablet form. Evidence was then given regarding a patient in 
the same hospital who had an ampoule of “ moryl” on April 9, 
and collapred. but recovered after oxygen ; and another patient, 
who had had an ampoule of liquid “ mory! ” without ill effect 
on May 9, but collapsed after administration of an ampoule 
of crystal “moryl” dissolved in water’ ọn May 10 
and recovered from this under treatment. In reply to 
the coroner the sister said that she expected that one 
ampoule of crystals dissolved in sterilized water would be 
the same as one ampoule of liquid “moryl.” The factory 
manager of Savory and Moore’s said that bdxes of “ moryl ” 
in crystal form were sometimes sent out with instructions and 
sometimes without. The general practice with hypodermic 
injections was not to issue any instructions as to the way they 
were to Be injected. His firm had been making “ moryi” for 
two years and there had been no previous complaint about its 
use. Dr. A. Lovas, a medical graduate of Prague ‘serving in 
the E.M.S. department at the hospital, said that on the day 
after the operation on Simpson for haemorrhoids he gave 
instructions for an injection of one ampoule of “ moryl” to 
be given: Revera] months earlier he had read the instructions 
given on a box of ampoules of liquid “ moryl,” and being 
unaware that “ moryl” was supplied in crystal form he thought 
it sufficient to give instructions for a patient to have one 
ampoule of “moryl.” If he had known that in two earlier 


cases of collapse crystals had been used instead of liquid. that ' 


would certainly have put him on inquiry. Dr A. H. T. 
Robb-Smith, director of pathology at the Radcliffe Infirrfarv. 
who had conducted a post-mortem examination, gave the 
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that death was caused ly an overdose of the, drug. No. 23 


é- 
opinion 
The jury returned a verdict of death due to an overdose of 
“ moryl” acoidentally given, and added a sider: “ We consider 
that the method of handling the drug at the hospital and *the 
manner of labelling the drug by the manufacturers are both 


deserving of censure.” 











EPIDEMIOLOGICAL NOTES 


Discussion of Table 


In England and Wales during the week there was a rise in the 
notifications of whooping-céugh 213, diphtheria 54, and cerebro- 
spinal fever- 13 : and a fall in, measles 624, acute pneumonia 
107, dysentery 45, and scarlet fever 33. The largest rises in the 
incidence of whooping-cough were in Warwickshire and 


_London, where 51 and 41 cases more ‘than in the preceding 


week were notified. 


“` Diphtheria, with a rise of 54, due to the experience ‘of Wales ° 


and> Northern England,\reached almost the level of the last 


three weeks in May. The lower incidence of measles was more , 


pronounced than last week, although the decline was not general 
throughout’ the country. The largest decreases were those of 
London and Surrey, 157 and 140 less than the totals of the 
receding week. The high level of incidence in Kent and 
neaghire remained unchanged, whilst the notifications in 
‘Durham rose by 51. The lower incidence of scarlet fever was 
mainly due to the experience of London and of “Wales. In 
Yorks West Riding and Kent there was a slight increase in 
notifications. “Eleven more cases of dysentery were reported 
from Yorks West Riding, Wortley R.D., and this was the only 
outbreak of any. note during the week. ; 3 
‘In Scotland’a fall in the incidence of infectious diseases was 
reported, dysentery, with an increase of 9 cases, being the only 


. exception; 714 cases of measles, 186 fewer than in the pre- 


“1.8 below the five-year average. 


_ceding week, were notified in Glasgow. 


In Northern Ireland, in Belfast, the notifications’ of measles 
numbered 342, a decrease of 26, but as only the first case in 
a household has to be notified, unless two months intervene 
between cases, the actual number 1s probably larger. 


Quarterly Return of the Registrar-General for Scotland 


The report for the first quarter of 1942 shows that Scotland 
enjoyed a very favourable mortality experience, particularly 
from infectious diseases. The marriage rate of 10.3 per 1,000 
was the highest ever recorded for any first quarter in Scotland. 

Live births numbered 21,881 and corresponded to a rate of 
17.7 per 1,000 of the population, which was 0.1 below the 
average ‘for the March quarter for the five years 1937-41. The 
illegitimate births were 7.0% of the total and were 1.0 above 
the average. The infant mortality rate—90 per 1,000 live births— 
was an improvement on previous experience. is rate was 
19 below that for the firat quarter of 1941 and 7 below the 
five-year average. 
births—an increase of 0.4 on the 
years for the first, quarter. 

19,441 deaths’ were registered during the quarter, equivalent 


“average of the preceding five 


to a rate of 15.7 per 1,000 of the population. This rate was 3.2 ` 


below that recorded in the corresponding quarter of 1941 and 
There were only 411 deaths 
from the principal epidemic diseasesabout one-third of the 


~” number recorded in the first quarter of 1940. The death rate 


from these causes was 33 per 100,000 of the population—about 
one-quarter of the five years’ average rate for the March 
quarter. The death rates for all forms of tuberculosis were 57 


per 100,000 and 67, for respiratory: tuberculosis ; these rates , 


showed practically no change from the five-year average. 
Despite the severity of the winter the death rate for both 
bronchitis and pneumonia was only 89 for each cause as com- 
pared with 130 and 135 respectively, the average rate for the, 
first quarters of the five preceding years. ` 7 
. \ a 
° Returns for the Week Ending June 20 
‘The notifications in England and Wales during the week 


_included the following numbers: scarlet fever 1,317, whooping- : 
cough 1,389, diphtheria 660, measles 6,629, anon 9. 


593, cerebrospinal fever 104, dysentery 71, 


typhoid 9, 
typhoid 7. 


Outbreale of Small-pox 


According to statements in the Press there have been up to 
date 22 cases of small-pox in Glasgow. Of 7 patients from.a 
ship 2 have died ; 4 caseg of small-pox have also been reported 
in the Swindon area. i 


Maternal mortality was 5.3 per 1,000 live ` 


INFECTIOUS DISEASES AND VITAL STATISTICS 
We print below a summary of; Infec 


tious Diseases and Vital 


Statistics in the British Isles during the week ended June 13. 


Figures of Principal Notiflable Diseases for the 
: (a) Englan 


spondmg week last year, 


for 


London (administrative county). 


Figures 
are tor 


return available, 


d and Wales 


week and those for the corte- 


(Lotion included). (b) 


(c) Scotland. (d) Eme. (e) Nortbern Ireland. 


pinh and Deaths, and of Beat 
a) The 126 great towns in 
London (admmustrative county) 


hs recorded under each infectious disease, 
and Wales (including London). 


R (c) The 16 principal towns m Sı í 

The 13 principal towns in Eire. (e) The 10 prncpal rthern Ireland. 

A dash — denotes no cases ; a blank space denotes 
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towns in No: 
disease not notifiable or no 
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.- Medical News f 








Prof. Major Greenwood, F.R.CP., F.R.S., will give a public 
lecture on “ Civilian Hazard of Lıfe in thıs War and in the Last: 
A Profit and Loss Account for 1915-16 and 1940-1 ” at the London 
School of Hygiene, Gower Street, W.C., on Thursday, July 16, at 
2.30 p.m. ` 


The thirty-first Long Fox Memorial Lecture will be delivered in 
the Lecture Theatre of the H. H. Wills Physics Laboratory (Royal 
Fort), University of Bristol, on ‘Tuesday, July 7, at 8.30 p m., by 
Prof.. C. M. Yonge, D.Sc., whose subject is “ The Experimental 
Study of Development.” ' ` 


The London and Home Counties branch of the Child Health 
Planning Group will hold its inaugural meeting at 13, Hill Steet, 
Berkeley Square (British Dental Association headquarters), on Satur- 
day, July 18, at 2.30 pm. œ ' 


The name of Col. Robert Bruce, D.S.O., M D., Deputy Lieutenant 
for the'County of Aberdeen and chairman of the Territorial Army 
Association for the County of Aberdeen, was omitted from the list 

E of Birthday Honours published in the Journal of June 20. He 
received the C.B. (Civil Division). ' 


The Heberden Society has awarded the Heberden Medal for Re- 


search in Rheumatic Diseases for 1942 to Dr. Philip S. Hench of the 
Mayo Clinic, Rochester, Minnesota, in recognition of his dis- 
tinguished contributions to the subject over a number of years, and 
particularly of his most recent work on the effect of jaundice on, the 
course of rheumatoid arthritis. 


The 89th annual general meeting of the Governors of Epsom 
College was held on June 19 at 49, Bedford Square, London, W.C. 
In moving the adoption of the Council’s report,’ Lord Leverhulme, 
the President, congratulated the Treasurer, Council, headmaster, and 
bursar for the way in which they had tackled the burdens of an 
exceptionally difficult year, which showed a reduction in numbers 
and a financial loss. The report was unanımously adopted, and the 
Governors received the announcement of Foundation scholarships, 
peñisiona, and educational grants awarded by the Conjoint Committee 
in May. . ; 

The Queen has allocated £2,000 from the “ Bundles for Britain ” 


Fund to the Belfast Hospital for Sick Children towards the establish- 
ment of a child guidance clinic. i 
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All communications in regard to editorial business should be 
addiessed to THE EDITOR, BRITISH MEDICAL JOURNAL, B.M.A. 
House, Tavistock Squars, LoNpDoN, W.C.1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. y 

Authors desiring REPRINTS should communicate with the 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 .m.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 
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B.M.A. ScorrisH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Coltsfoot 
e“ Fussitaco ” writes: Can any colleague put me wise about colts- 
foot, said to be good for asthma? Should the leaves be young oi 
mature? How are they cured? I read that coltsfoot was smoked 
‘before the arnval of tobacco in this country, and that Pliny advised 
that the smoke from the burning leaf be inhaled through a reéd. 
Information about the manufacture would interest me. 


Blood Slides in Heat Pyrexia 

Wing Commander S. B. S. Smrra (R.A.F. Medical Branch) writes: 
I note that Surg. Lieut -Cmdr. Corr in hus article on treatment 
of heat pyrexia by lumbar puncture (June 20, p. 761) makes no 
mention’ of blood:slides being taken to exclude malana. Hyper- 
pyrexial alaria isẹ not uncommen when high atmospheric 
“tempeyature is combined with” high humidity. Were blood slides 
taken ata later date, and ifgo With what result ? 
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Income Tax 
Agsistant’s Accommodation e , 


D. $. pays his assistant a salary, etc, “ and £113 allowance for rent 
and rates of a furnished house which he has taken.” He under- 


stands that if he pays the rent himself the assistant would not have’ 


to account for tak on the £113; but could he (D. S.) continue to 
deduct that amo@nt as a professional expense? 


*," The reply cannot be given in quite such simple terms If 
D. S. had taken the furnished house and iequired the-assistant to 
live in it, he could have deducted the £113 as a professional 
expense and the assistant would not have been Kable to tax on it, 
as the benefit would not have been convertible by him into money. 
But as matters stand payment of the€113 is a monetary liability of 
the assistant, and if D. S. discharges that ability for him the effect 
is the same as if he had paid him that amount in cash. If the 
tenancy and service agreeménts are altered making D.4. the tenant 
and requiring the assistant to live ın the house provided, the 
assistant will cease to be lable to tax on the £113 as from the 
effective date of the change, and D. S. will still be entitled to 
deduct that amount as a professional expense: but until such a 
change 1s made no difference in the legal position with regard to 
income tax would be created merely by the rent and rates of the 
premises being paid by D. S. instead of by the assistant. 


LETTERS, NOTES, ETC. 


e A Family History of Intussusception 

Mr.-Joun J. Liston, honorary surgeon to the Royal Portsmouth 
Hospital, writes: In May this year I operated on Sylvia X, 
aged 4 months, for intussusception. It was of the ileo-caecal type 
and early. She was the 14th child of the family. The mother stated 
that several of her-children had suffered from the condition 
previously, On inquiry the following history’ was obtained. 
Reginald X died after operation for mtussusception; age and 
-date not known as the records have been “ blitzed.” Leslie X, 
aged 9 months, died after operation on April 5, 1930, for intus- 
susception. Kenneth X, operation for intussusception on July 
30, 1939, aged 3 years, alive and well. Ronald X, operation 
for intussusception on March 3, 1933, aged 5 months. Again 
, operated on for intussusception on July 7, 1933; alive and well. 
Sylvia X, case quoted above, alive and well. 


` Blood Groups in Nollity Suit: Correction 
We regret the clerical error by which, in the note under this title 
which appeared in our issue of June 20, p. 776, the child’s blood 
group was given as ABN instead of ABMN. The mistake did not 
contradict the double exclusion of the husband (OM) from 
paternity which was the outstanding feature of the case, but had 
the effect of also excluding the mother (BM). 





MEDICINE 100 YEARS AGO 
Extract from the Provincial Medical Journal of July 2, 1842: 


“The peaceful but arduous labours of the medical man render 
peculiarly obnoxious to him the heart-burnings, jealousies, and strifes 
engendered by the. present condition of medical affairs. To 
continus his way, quietly and respectably, in the exercise of his 
profession, benefiting mankind by his science, while he procures for 
himself and his family the means of honourable existence, is the 
main object of his ambition. To pursue this object in peace is 
impossible under the existing state of medical affairs. The conflicting 
interests of our rulers have entailed upon us the curse of the dis- 
obedient son; the hand of the medical man 1s incessantly raised 
against his brother; laws and regulations, with the enactment of 
which we have no concern, have created a diversity of mterests 
in our community, and introduced confusion and strife into a 
commonwealth where harmony of feeling and identity of interests 
should have prevailed; the character of the medical man is thus 
lowered in his own eyes, while the public estimation which ‘he 
enjoyed is*deteriorated ın a still greater degree. These facts are 
brought home to every member of the profession in all pgrts of the 
empire. At one time the demand for medical reform was but a 
low and confused murmur; it is now the voice of the many—strong 
in number, and confident in the justice of their cause. But what is 
the measuye of reform which’ we ask?—what the amendment which 
the enemies reform affect to represent as a destruction of ancient 
institutions, prompted by a vague and restless love of change? 
The majority of reformers—those with whom all prudent and true 
friends of the profession are prepared to act—require nothing very 
violent in action, or destructive in its effects; they simply ask, as a 
fundamental measure, the institution of an uniform qualification for 
all persons who shall hereafter enter the medical profession; and, 
as B necessary consequence, they demaiid an equality of pri es 
for all those who shall have thus obtained an uniform qualification.” 


e l e. Ld 


` 
= 


N 


€ 


D 
ii 


‘BRITISH MEDICAL JOURNAL 


e ` LONDON SATURDAY- JULY 11 1942 `. 





. . 
`y. 
‘ 


BY 


MEGALOBLASTIC ANAEMIA OF PREGNANCY AND THE PUERPERIUM 


L. S._P. DAVIDSON, M.D., F.R.C.P.Ed.&Lond. ° 
‘ i L. J. DAVIS, M.D., F.R.C.P.Ed., M.R.C.P.Lond. 


nN 


AND ~ 


` 


' JAMES INNES, M.B., ChB., M.R.C.P.Ed. 
j (From the Department of Medicine, University of Edinbw gh) 


{ 
Apart from the apparent anaemia caused by -physiological 
dilution of the corpuscles resulting from increased plasma 


volume in pregnancy (Dieckmann and Wegner, 1934) and 


the hypochromic anaemia due to nutritional iron deficiency 
which has been shown by Davidson, Fullerton, and Camp- 
bell (1935) to be of frequent occurrence in pregnant women 
of the poorer classes, it has been recognized since 1842 
(Channing, 1842) that a severe anaemia’ of the pernicious 
type may complicate pregnancy. Very occasionally it is 
of the classical Addisonian type, having antedated the onset 
of pregnancy, but more often it is an anaemia closely 
resembling Addisonian pernicious anaemia which develops 
during the course of pregnancy. Osler (1919) discussed 
this Jatter condition and pointed out that it differed from 
Addisonian anaemia’ in that recovery, when it takes- place, 


. is permanent. It should be noted, however, that the num- 


ber of cases upon which this observation was based was 
small and that the haematological data submitted were 
inadequate and unsatisfactory—for instance, two of the 
cases had a colour index of 0.6. i 


A number of cases of this type of anaemia have been 
recorded in temperate climates during the past 20 years, but 
most authors have stressed its rarity! Thus Evans (1929) states 
that not one case of macrocytic anaemia was observed in 4,000 
pregnancies. Whitby (1932), Wilkinson (1932), Bethell (1936), 
and Musser (1940) all indicate that the condition is encountered 
but seldom. On the other hand, Stevenson (1938) during six 
years studied 30 cases in Glasgow, which she classified as 
“pernicious, megaloblastic, or hyperchromic anaemia of 
pregnancy or puerperium.” It is significant to note, however, 
that of her 30 cases only 17 had,a colour index above unity, 
and that Price-Jones curves showed a shift to the right ın only 
6 cases. Leucopenia was-present in 8 cases only. She con- 
cluded, on the basis of the frequency with which polychromasia, 
nucleated red cells, and immature leucocytes were observed, 
that the blood pictures reflected greater activity of the bone 
marrow than is found if Addisomian pernicious anaemia in 
relapse, and that an added iron deficiency sometimés com- 
plicated theepicture. No observations:on the bone marrow were 
recorded by Stevenson or the other workers mentioned above. 
Another significant observation by Stevenson was that 
achlorhydria was uncommon, being present in only 3 of her 19 
cases. t a 


Investigation of 16 Cases ¢ - 


“In Edinburgh during the past two years we have studied 
16 cases. of this type of anaemia referred to us by our 
obstetrical colleagues. During this period there were approxi- 
mately 8,000 confinements in the maternity hospitals concerned, 
but a& no special study of anaemia’ in pregnancy was being 


undertaken by us, and as the cases were seen only. in the course 
of our routine work as hospital physicians, it 1s reasonable 
to assume that ‘many additional cases occurred during the 
period under review. Seven of the cases were seen by us 
prior to the use of liver therapy, but in the remaining 9 cases 
treatment had beeh instituted from two days to two months 
before we were called into consultation on account of their 
refractoriness to treatment. 


Age.—tThe ages of the patients are set forth in the Table. 


‘It will be noted that 9 were between 23 and 30, 5 were between 


30 and 40, and 2 were aged 41. It is evident that the ages 
are considerably lower than those commonly met with in 
Addisonian pernicious anaemia. 

Number of Piegnancies——Two of the patients were primi- 
gravidae, 6. were primiparae, 4 were in their seventh, and 
4 were in their third, fourth, sixth, and nmth pregnancies, 
respectively. It 1s commonly held that pernicious anaemia of 
pregnancy occurs mamly in women who have borne several 
children, but it will be seen that this is not supported by our 
experience. 

History of Anaemia——Only 2 of the patients were seen by 
us before delivery, but examination of case records revealed 
a history of marked pallor and dyspnoea during pregnancy 
in 13. In 8 of these cases haemoglobin figures were available, 
ranging from 18 to 52%, and more detailed haematological 
data available in 4 of them indicated a severe angemia of the 
pernicious type. 
became progressively more severe during the last two months 
of pregnancy. ‘ 


Peripheral Blood Findings 


The data recorded in the Table are those obtained when 
the patients were ‘first seen by us. It has already been noted 
that liver therapy hđd previously been instituted for varying 
periods of time*in 9 cases before they came under our 
observation. 

The red cell counts are seen to vary from 0.57 to 3.2 millions 
per cmm., being below 1.7 millions in 11 of the cases. 
Haemoglobin concentrations were estimated by the Haldang 
method, 100% being equivalent to 13.8 g. per 100 ccm. The 
figures ranged from 12 to 52%, being below 40% ın 12 cases. 
Ten of the patients had colour indices above unity. 
generally agreed, however, that the normal range ıs from 09 
to 1.09. On this basis the colour indices were greater than 
normal in only 6 cases, within normal |imits’im 8 cases, and 
below normal in 2. Of the 7 patients seen before beginning 
treatment, only 3 had colour indices above 1.09, while of the 
5 seen within a week of beginning liver therapy 4 had colour 
indices within the normal range. In view of the short time 
that had elapsed since treatment of these 
had been started, we coaer it eimprobdble 
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: previously displayed high colour indices, Of the 2 hypochrontic 
x ` cases, one (No. 9) was an unusual case, to which further refer- 
gt `~ ence will be made, while the blood picture of the other (No. 8) 

i ‘was modified by a blood transfusion given shortly before the 
t , recorded’ blood examination was made by us. : 

Anisocytosig and ovality of. outline of; the red’ cells were not 
considered by us to be so prominent in these cases of anaemia 
of pregnancy as we have been ‘accustomed to find in classical 
Addisonian anaemia of equivalent severity. 

Macrocytosis. —Price-Jones curves were not constructed, but 
the films were carefully inspected with a view to assessing the 
approximate frequency of cells of different sizes. We feel that, 


` 
1 


as ; —— =" 
(Davidson, Davis, and Innes, 1942). . The bone marrow in 
Case 13, which.gave a normoblastic picture, was examined two 
weeks after a response to liver therapy- had oocurred, so 

* Gastric Juice—It was practicable to carry out’ gastric 
analysis in only 11 of our cases „when they were first seen. 
Free hydrochloric acid was present in 7. In the ‘course of 
subsequent examinations free hydrochloric acid was found in 
3 of the cases that had not been ttsted previously. Thus of 
14 cases tested only 4 were found to have a histamine-fast 
achlorhydria. : 

* Sepsis.—Septic complications developed during the puerperium 
in 9 cases. The conditions were: mastitis in 4 cases, pyelitis _ 


i 


' Table showing Details of 16 Cases of PET MA Anaemia of Pregnancy i 
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with experience and using a constant magnification, a very fair 

` approximation can. be obtained by visual inspection. In 9 of 

the cases we noted’ numerous macrocytes, and formed the 
opinion that the mean cell size was greater than normal, while | 

bg in 7 the mean cell size did not appear to exceed normal limits. 

4 Leucocytes.—In 9 patients the white c@ll counts were within 

“or below normal limits.: A leucocytosis wa$ present in 4, all 

i of whom were suffering , from septic complications. ia 


, ‘Other Findings _ 
A Sternal Marrow—Sternal puncture, was performed ‘in 13 of 
the. cases. The resulting films with one exception showed 
numerous Primitive megaloblasts. In 6 of the 7, cases seen 
* before beginning liver therapy the qualitative and quantitative i 
erythroblast pictures were identical with those found in 
Addisonian pernicious anaemia in the stage of relapse. The 
pa _Terhaining marrow film, from Case 9,‘contained many megalo- ' 
f ` blasts, but the normoblasts were more numerous than we 
should expect to find in a case of Addisonian pernicious 
: anaemia at the level of 3.2 million erythrocytes per cmm. The 
e o marrow films from the cases seen subsequent to starting liver 
injections presénted the mixed megaloblastic and. normo- 
- blastic piétures that have beer previously described by us 
in Addisonian pernicious eanaemia responding ‘to treatment x 
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in 3 cases, and pneumonia in 2. In 3 of these patients 
a’ streptococcal stomatitis had also been present during, 


pregnancy: . 
Treatment and Progress 


All the patients were given liver extract parenterally, in ample , 
doses.: In 5 cases this resulted in a typical reticulocyte response 
within a week and a subsequent adequate rise in the red cell ' 
count. Ten patients were temporarily refractory to treatment 
for periods varying from eleven ‘days to several months. 
All réceived intensive parenteral liver therapy, ‘well-known 
preparations such as anahaemin, pernaemon forte, campolon, 
neohephtex, hagmex, and reticulogen, being used. In order , 
to eliminate the possibility of the failure to respoud being due 
: an inert batch, more than one brand was invariably 

istered to stich refractory cases. In addition to liver ` 
A all the refractory cases‘ were treated with ` iron, and 
many Dimthem also received yeast and ascorbic acid, . In spite ` 
of this trełtment 6 cases continued to be refractory.for a month 
or longer. In 12 of the severest cases life had to be sustained ' 
by. blood transfusion because*of the low blood level and the- 
unsatisfactory clinical state.- In some of the refractory cases 
blood had to be given repeatedly, sometimes over several weeks. 

In some cases liver therapy resulted in the same. dsamatic 
haematological and clinical improvement ' as: _is ‘seen in | 
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Addisonian .pernicious anaemia, but in others the response 
was delayed, and when it occurred the rise in red cells and 
haemoglobin Was gradual and protracted. Fourteen of the 
cases eventually made a complete clinical and haematological 
recovery. One patient (Case 16) died after a transfusion re- 
action ; another (Case 8) died six months after delivery, despite 
large doses of liver extract, iron, yeast, and as@rbic acid, and 
repeated blood transfusions ; death was attributed, to severe 
bronchiectasis and pyelonephritis. 

Since all these patients have been under observation for 
only two years, or less, it is impossible to make any statement 
regarding the permanency „of recovery. Four have been 
followed during periods.of six to twenty-four months and 
have maintained satisfactory blood levels without further 
treatment. ° 


Discussion 


Consideration of our own findings as well as those of previous 
investigators (e.g., Osler, 1919; Stevenson, 1938) reveal that 
a considerable proportion of ‘cases of “ pernicious anaemia of 
pregnancy” fail to satisfy all the criteria that are usually 
required for a diagnosis of Addisonian pernicious anaemia.. 
In our opinion, for the diagnosis of the latter condition the 
following features should be present: a blood picture dis- 
playing anisocytosis, macrocytosis, ovalocytosis, hyperchromia, 
leucopenia, and thrombocytopenia, and a histamine-fast 
achlerhydria. In none of our group of 16 cases were all these 
features present. Basing a diagnosis solely on the peripheral 
red cell picture, we should have. designated 5 of our cases 
as classical pernicious ‘anaemia, while 7 more would have 
required careful consideration, since the colour indices were 
considerably higher than would be expected in iron-deficiency 
anaemias of comparable severity. The outstanding features 
serving to differentiate many cf our cases from Addisonian 
pernicious anaemia were the presence of free hydrochloric 
acid in the gastric juice and a lower frequency and degree 
of macrocytosis and ovalocytosis. 

Examination of the sternal marrow obtained before and 
after beginning liver therapy revealed with one exception 
(Case 9) pictures identical with those found in Addisonian 
pernicious anaemia at equivalent stages, and clearly indicated 
that these anaemias have for their immediate cause arrested 
maturation of the megaloblasts. Accordingly we propose that 
the term “megaloblastic anaemia of pregnancy” should be 
substituted for the misleading name “ pernicious anaemia of 
pregnancy ” on the grounds that.the megaloblastic appearance 
of the bone marrow is characteristic and constant, while the 
peripheral blood findings are variable: The varying blood 
pictures are probably due to coexisting deficiencies of other 
haematinic factors, 

Owing to the varying peripheral blood picture it does not 
appear practicable to establish adequate. criteria for diagnosis 
without examination of the sternal marrow. 
anaemic patients with colour indices within or below the 
normal range may respond promptly to. liver extract it would 
follow that the institution of rational treatment is dependent 
upon sternal puncture. The alternative is the empirical ad- 
ministration to all such patients. of liver extract in addition to 
iron, Although manifestly undesirable, empirical liver therapy 
is perhaps. less deserving of censure in this instance than in 
the treatment of other types. of anaemia, since megaloblastic 
anaemia of pregnancy is of temporary duration, and the 
patient is accordingly -not permanently condemned to an 
expensive and tiresome treatment. 

The aetiology of megaloblastic anaemia of pregnancy is still 
unsettled. The most acceptable explanation is that the frimary 
cause lies ig a temporary failure of secretion of the intrinsic 
factor of Castle by the stomach during the later months of 
pregnancy (Strauss and Castle, 1933). That the secretion of 
hydrochloric acid may be temporarily impaired in a consider- 
able proportion of pregnant women has been estabłisħed by 
Strauss and Castle (1932). Other factors held “to be of 
importance are: (1) reduced intake of extrinsic factor con- 
sequent upon poor diet, caprkious appetite, anorexia, and 
vomiting ; (2) impaired absorption from the small intestine due 
to altered hydrogen-ion concentration of its contents secondary 
to redyiced gastric acidity ; and (3) increased demands by the 
foetus for haematinic principles. We are unable to express 





Since severely - 





























































any opinion on impaired production of intrinsic factor t 
stomach or failure of absorption by the small intestine, 


erythropoiesis. y 
Ten of our cases were refractory to treatment for jong 
or shorter periods before they eventually responded. Thus 
failure suggests the existence of a state of temporary- a 
of erythropoietic function consequent on the absence sO 
essential factor additional. to the liver principle. A 
state of affairs not infrequently occugs in sprué, in whi 
megaloblastic: marrow may fail to react to parenteral 
extract. One of us has previously noted (Davidson, 19 
in this condition a response may occur when 
supplemented by a high-protein diet, This would 4 i 
some factor in protein is necessary for erythrocyte production, 
possibly in connexion with stroma formation. 
An alternative hypothesis is that refractoriness to treatment 
is related to a: functional inability of the bone marrow te 
utilize the various haematinic principles: because of the pró- 
found strain of pregnancy and. the shock of labour occurring 
in a severely anaemic patient. In this connexion we wish to 
draw attention to the disastrous fall in the blood count which 
may result from a normal blood loss in such women during . 
childbirth. Data available to us show that a haemoglobi : 
of 30 to 40% before labour may drop to a figure of 1540 20% 
immediately subsequent to delivery. : 
The inhibitory effects of sepsis on liver ‘therapy have been. 
widely accepted. In 6 of our cases it is ‘possible that se 
played a part in this delayed response tô liver therapy, 
one of us has had cases of Addisonian pernicious anaeniia 
with severe pneumonia with blood counts of a million 
which responded promptly to liver therapy (Davidson, f 
Furthermore, in some of our present group of pregnanc 
refractory to treatment no sepsis could. be found. 


Conclusions 

The practical conclusions drawn from our experience on 
which we wish to lay particular emphasis may be stated as 
follows. 

1. It should be recognized that a severe megaloblastic 
anaemia may occur during pregnancy or the puerperium 
although the colour index may be unity or less. 

2. Despite the administration of large quantities of liver 
extract, iron, and yeast, no response may be obyined for a 
considerable time in a proportion of such patients. 

3. Our experience indicates that the great majority of 
refractory cases eventually make a complete recovery if ie 
is maintained by blood transfusions while persevering with 
vigorous haematinfe treatment. A study of the Table will 
show that, no matter how severely anaemic the patient, a good 
prognosis can be given if these measures are carried “out, 

4. The paramount importance of recognition of anaemia 
during pregnancy cannot be stressed too strongly, as only by 
this means can the acute exacerbations which tend to oecur 
during the last two months of pregnancy be prevented. 





Summary 
A severe type of anaemia associated with p megaloblastic 
bone marrow occurring during pregnancy and the puerperium 
has been defined and its points of resemblance to and distinc: 
tion from Addisonian. pernicious. anaemia considered. 
Sixteen cases have been recorded and their haematological, 
clinical, and therapeutic aspects discussed. 
Ten of the cases were temporarily refractory to trea 
with massive doses of liver extract, iron, and other haem 
Attention has been drawn to the vital im 
severance with intensive therapy in refractory tases and i 
necessity for sustaining life by blood trinsiusia 
response is obtained. . 
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On a basis of bone-marrow cytology, the term “ megalo- 
blastic anaemia of pregnancy and the puerperium ” has been 
proposed for this type of anaemia. 

aS We wish to thank our colleagues on the medical and Obstetrical 
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:ı The dangers of dental extraction in haemophilia are well 
recognized, and numerous cases of persistent haemorrhage 
are on record. The case here described is of interest on 
account of the anatomical extent of the haemorrhage, the 
‘extravasation of blood involving the deep cervical tissues 


of 


E as far down as the larynx, so that tracheotomy was 
Er necessary. 

Re , Case Report 

Wee. The patient, a man aged 35, attended the Eastman Dental 






Clinic on Oct. 14, 1941, complaining of pain for two days 
localized to“the right second lower molar tooth. He did not 
‘admit any previous history of bleeding, so that when dental 
extraction was performed it was not known that he was a 
haemophiliac. 

His history, which was obtained later, showed that he had 
in fact suffered from recurrent haemorrhages from the age of 
19. There was no abnormality of bleeding among his parents 
and six brothers. When 19 years old he was admitted to St. 
Bartholomew’s Hospital with a large ha&matoma of the thigh 
following a trivial injury, and was readmitted a year later for 
haemorrhage after dental extraction, when bleeding continued 
for one week and 550 c.cm. of blood was given. On this 
/ occasion the blood-coagulation time was 174 minutes; after 

the blood transfusion it was 8} minutes. At the age of 24 he 
. Was admitted to Guy’s Hospital with a haematoma of the 
rectus abdominis and haemarthrosis of the left knee. Bleed- 
ing-time was normal and coagulation time was 13 minutes on 
* one occasion (12/5/30) and 16 minutes on a second occasion 
(24/12/30) (control, 6 minutes). He was readmitted to St. 
Bartholomew’s at the age of 31 with a haematoma: of the 
forearm. The bleeding-time was then 2 minutes 10 seconds 
and coagulation time 3 minutes 30 seconds (27/8/37) (control, 

2 minutes 10 seconds) ; platelets, 244,000. 

When seen on Oct. 14, 1941, the patient had a tender loose 
second right lower molar, which was removed under gas 
anaesthesia. There was no undue difficulty or bleeding, and 
the patient went home. He retugned in the afternoon, 5 hours 

$ later, bl&ding from the tooth socket, which he stated had 
begun -on the way home, @he usual methods of control were 
attempted—plugging with dry gauze, adrenaline gauze, etc.— 
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without relief. The patient was kept in the casualty ward, but 
in spite of repeated packing slow bleeding continued. Early 
tke next morning® 18 hours after extraction, examination of 
the mouth showed that bleeding was proceeding from the gum 
at the site of extraction just behind the lower right first molar. 
Blood was welling up slowly from the depths of the socket, 
and there wasgno evidence of any tear of the mucosa other 
than at the actual situation of the extracted second molar. 
There was some swelling of the floor of the mouth just medial 
to the molar region, with the appearance of a submucosal 
haematoma. Two catgut stitches were introduced, closing over 
thg gum, and external bleeding ceased immediately. Bleeding 
returned after two hours, and a third stitch was put in; no 
further haemorrhage occurred feom this site. At this time, 
24 hours after extraction, it was noted that the submucous 
swelling of the right side of the floor of the mouth had in- 
creased considerably, ahd there was now in addition a 
haematoma of the right side of the tongue and swelling of the 
right submaxillary region of the neck. It was believed that, 
bleeding from the gum having been controlled, tension in the 
tissues would not have to be very great to check what was 
regarded as a capillary ooze. Blood transfusion was begun. 

During the next few hours the haematoma of the tongue 
spread to involve the whole organ, and swelling of the neck 
extendeé downwards, mostly on the right. During the course 
of the next day it became obvious that the larynx was being 
involved. Stridor was present and respiration was embarrassed, 
so that tracheotomy was necessary (54 hours after extraction). 
Actually breathing became extremely difficult on lowering the 
patient into the semi-supine position, and consciousness was 
lost just after incising the skin under local anaesthesia. On 
re-establishment of an airway with the tracheotomy tube, con- 
sciousness was recovered rapidly. The tracheotomy wound 
oozed continually and severe epistaxis started, and in spite of 
continued blood transfusion the patient died a few hours later, 
66 hours after the extraction. 
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1.—Specimen showing infiltration of blood into the 


Fic. 
mucous membrane of the larynx and upper part of the trachea. 


Necropy confirmed the presence of massive infiltration of 
the cervical tissues with blood, extending from the floor of the 
mouth and tongue down to the larynx and upper part of the 
trachea. The epiglottis and aryepiglottic folds were much 
swollen with blood and oedema in the submucosa, and the 
mucous membrane of the larynx and upper part of the trachea 
was infiltrated with blood, more marked on the right (Fig. 1). 
Careful search was made for F source of bleeding outside the 
gum, but none could be found. 
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Commentary 
Several pointg of interest. arise from congderation of this 
ease: . 


“4. Source. of Haemorrhage.—The source of bleeding seems 
to have been a capillary ooze from the mucoperiosteum of 
the alveolus. Although external haemorrhage was controlled 
‘by stitches, blood must still have been escaping into the 
submucosa of the floor of the mouth: Extraction had been 
simple.and trauma slight. ' 

2. Control of Haemorrhage in Haemophilia —lt is doubtful 
ifin the present state of knowledge it is possible to tak 
adequate pre-operative measures to control haemorrhage in 
haemophilia. The time-honoured premedications with calcium 
and other agents are recognized to be ,of little value, the only 
promising one of these, according to Mead (1940), being in- 
tensive feeding with citrus fruit. Tainter, Throndson, and 
Richardson (1939) after an investigation of various agents con- 
cluded that “the results of this study leave no doubt that the 
agents commonly advocated for oral administration as 
haemostatics in dentistry are not effective when so used.. The 
dental practitioner is advised to direct his efforts at controlling 
haemorrhage to local application of demonstrably effective 
agetits rather than to try to speed up the coagulation processes 
-by . systemic medication.” Perhaps the safest method of 
dealing with the problem is by slow exfoliation of the tooth, 
using a rubber band as recommended by Birch and Snider 
(1939). 

3, Path of Extravasation of Blood.—A. further point that 
ariszs is in connexion with the path of the blood down into 
the neck. It is quite clear that in this case blood extravasated 
from the floor of the mouth downwards through the base 
of the tongue in the plane above and behind the mylohyoid 
muscles and the hyoid, thus reaching the submucous tissues 
of the aryepiglottic region and 
thence the submucosa of the 
larynx. It provides an admir- 
able illustration of the path 
of spread of infection in Lud- 
wig’s angina. 

A most important! ana- 
tomical feature in the neck 
influencing the spread of in- 
flammatory fluids is the 
musculo-membranous layer 
represented by the mylohyoid 
muscles, the hyoid bone, and 
the thyrohyoid membrane 
(Fig. 2). Infections of the 
floor of the mouth and sub- 





MYLOHYOID MUSCLE 









PATH OF EXTRAVASATED BLOOD 





THYROHYOID 
MEMBRANE 


Fic, 2—Diagram showing 
the relation between the 
musculo-membranous ` layer. and 
a path takén by extravasated 

ood. 


situated below the mylohyoid, as 


maxillary region can be con- 
sidered’ clinically in two 
groups according to their ana- 
tomical relation to this layer, 
this being the most important 


. factor in prognosis and treat- 


ment,’ especially with refer- 
ence to involvement of the 
larynx. Cellulitis. primarily 
from a lymphadenitis of the 


submaxillary glands, if it extends downwards in the neck, will be 
superficial to the thyrohyoid membrane, and therefore does 


-not endanger the larynx. 


Infections which are primarily in 


the submucosa of the floor of the mouth above the mylohyoid 
may easily track downwards, and will then be deep to the 
thyrohyoid membrane, thus involving the submucous® layer 
of the larynx, this. path of spfead being well illustrated by 


the extravasation of blood 
(Fig. 2). 


in the case 


Oedema of the larynx is therefore a complication essentially 
to be expected in infections above the mylohyoid—i.g,, ef the 


floor of the mouth or tongue. 


It is true that oedefha of the 


larynx may complicate.a superficial infection of the neck by 
spread along the stylopharyngeus to the laryngeal submucosa 
as pointed out by Hamilton Bailey (1931), but this must be 
extremely rare. Oedema of the larynx is nearly always a com- 


5 plication 


of infection above the mylohyoid—that is to say, 
is to be feared in true Ludwig's angina, and not in the 





described above 


superficial infections of the neck below and anterior to the 
mylobyoid-thyrohyoid layer which are often incorrectly called: 
Ludwig’s angina. p 
It is fortunate, therefore, that most dental infections apei 
ing out from the lower alveolus reach the periosteurs of the 
labial border of the gum owing to the thinner layer of bone on 
this aspect of the alveolus (Hamilton Bailey). If infettion spreads 
downwards it will then be superficial in the neck. in the region 
of the third molar the alveolar bone is thinner-on the Lingual 
side, and dental infections may thus reach the submucosa of 
the floor of the mouth; spread downwards will then be above 
the mylohyoid, in the base of the tongue—a true Ludwig's 
angina. A 
Summary 
A case of asphyxia following dental extraction in a haemo: 
philiac is described. Obstruction of the airway. was due tò 
massive haemorrhagic infiltration of the floor of the month: 
Control of haemorrhage in haemopHfilia is briefly discussed. 
The path of extravasation of blood and inflammatory fuids 
into the neck is discussed, the importance of the mylohyoid 
muscle layer being stressed, Oedema of the larynx is essentially 
a complication of infections above the mylohyoid. and very 
rarely occurs in infections superficial to this layer. 


We are indebted to the Registrars at St. Bartholomew's Hospital 
and Guy’s Hospital for access to old notes. 
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INSULIN HYPOGLYCAEMIC COMA 
WITH A REPORT OF TWO FATAL CASES 
BY 
E. H. ROCHE, M.C, MD.Lond., F.RACP. 
Physician to the Auckland Public Hospital, New Zealand 


Before the introduction of protamine-insulin, deaths from 
insulin hypoglycaemic coma were very rare, and were cuti 
fined to cases of gross ovérdosage with insulin or cases in 
which the sudden onset of coma caused the patient to fall 
into water or sustain serious injury. The ordinary hypë- 
glycaemic attack was as a rule of short duration, and coma, 
if promptly treated, was practically never fatal. The 
records of the Auckland Public Hospital (800 beds) from 
the introduction of insulin to May 31, 1941, do not include 
a single fatal case. The possible effect of protamine- 
insulin, however,” upon the character and oytcome of 
hypoglycaemic coma has not yet been fully studied; com- . 
sequently, the occurrence within a period of six weeks of 
two fatal cases in which the usual treatment was of ne 
avail may be considered worthy of record. 


Case I 


This patient, a man*aged 50, was drawing a military pension 
for achlorhydria. *He had undergone ‘an operation for ischio- 
rectal abscess in August, 1937, but urine tests do not seem to 
have been made. . He was admitted to the Auckland Publie 
Hospital on May 5, 1941, with 6 moñths history of polyuria, 
thirst, and loss of weight and strength. His blood sugar was 
374 mg. per 100 ccm. This. and all subsequent blood-sugar 
estimations were made by the ordinary method of Folin and” 
Wu. He was quickly stabilized on a dict of carbohydrate 
200 g., protein 80 g; and fat 90 g., with a morning injection 
of zinc-protamine-insulin 20 units and ordinary insulin 16 unis. 
On this dosage he had for 11 days consistently shown a small 
amount of sugar in specimens taken at 9 and 11 aun. and 
frequently also at 4 pm, but those taken before breakfast and 
at night were for the most part sugar-free. To prevent this 
small daily loss of sugar the ordinary insulin was increased 
from 16 to 20 units on May 30, and the next day he was 
transferred to a Returned Soldiers’ Hospital for further 
observation. $ pee 

On June 3 he left the Soldie?s" Hospital at 40 a.m. aparently 
quite well, and at 12.20 p.m. Wag readmitted to the P 
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Hospital in de Thet 


all other-reflexes were brisk. 


Thereafter for the next 7 days hourly specimens were tested 
and the greatest care was taken to maintain an adequate blood- 
sugar level, in the forlorn hope that the cerebral depression 
might lift. Throughout this period small amounts of sugar— 
“green to yellow--were present in nearly every specimen of 
. Urine, but the Rothera test remained for the most part negative. 
‘By continuous intravenous drip an average g nearly 6 pints of 
5%. glucose-saline was administered daily, and small doses of 
‘insulin: were given when indicated. Details of this treatment 
‘together with the temperature are recorded on the Chart. By 
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5 
DAY OF ILLNESS 


Chart of Case I 





11 p.m. on June 7 he had recovered consviousness sufficiently 
to make some attempt at speech and to take 6 oz. of fluid con- 
‘taining. 25 g. of glucose by mouth. Next day he took 18 oz. 
Of fluid by mouth, and, though still sstuporous, had a few 
moderately lucid intervals. On the seventh day he took 24 oz. 
of fluid by mouth, but remained stuporous. At 8 a.m. on June 
10° he became ‘suddenly weaker, lapsed into deep coma, and 
vdlied:2 hours later: During the last 2 days approximately 0.5% 
‘sugar had been present in every specimen and the Rothera test 
had remained consistently negative. 

: "The necropsy. revealed a pancreas of normal appearance, as 
were all ‘other organs.except the lungs, which showed early 
< patchy. bronchopneumonia at both bases, and the brain, which 
< showed congestion: of. the surface vessels and, microscopically, 


rivascular softening in the thalamus. and caudate and 
lenticular nuclei. 
a Case I 

This patient, a man aged 55, was admitted to the Auckland 
. Public Hospital on July 3, 1941, with 3 years’ history of loss of 
weight, lassitude, frequency, and thirst. His urine gave-a brick- 
red Benedict and a negative Rothera reaction, and the blood 
sugar 3 hours ‘after breakfast was 328 mg. per 100 c.cm. He 

responded rapidi? to treatment®and was quickly stabilized. on 

` a moyning dose of 24 units df zinc-protamine-insulin. 
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ward and referred 
nic, where, however, 


ar. Arrivi 
1.30 p.m., he sat down heavily and announced 
hungry.. His wife hastened to prepare: lunch; but he had’ 
sgarcely begun to eat when he rolled of his ‘chair and: could 
not be roused. A doctor -who was called diagnosed diabetic 
coma and, finding in his room A. syringe and bottle of insulin 
(protamine-zinc), gave him an injection of 12 units, At 3.45 p.m. 
he was admitted to hospital in deep coma. The pupils were 
small and fixed. His throat was so thickly coated with mucus 
as to impede respiration and ‘cause cyanosis: 4 oz. of mucus 
was aspirated. The blood sugar on:admission was at. the very 
low level of 15 mg. per 100 c.cm. The temperature was 98.4", 
pulse 96, and respirations 16... Radiant heat was applied, and 
50 g. of glucose in normal saline was given at once intra+ 
yenously. There was a definite response, deep coma giving placé 
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to restlessness and the pupils dilating to a diameter of 1/8 inch. a 





and reacting sluggishly to light. 5 
intravenously and at 6 p.m. 25 g., but without further recovery 
of consciousness. At 8 p.m. a specimen was taken for blood- 
sugar estimation, but before the completion of this test the 
patient’ condition suddenly deteriorated, the respiration rate 

fell to 8 a minute, further mucus collected. and ‘cyanosis 

developed. Aspiration and stimulants met with no response, 

and death ensued at 9.15 p.m. The blood sugar at 8 p.m. 

proved. to be only 20 mg. per 100 c.cm. ; 

The post-mortem examination revealed a poorly nourished 
body with nomarks of injury. The pancreas was rather small 
but otherwise normal, and all the other organs except. the lungs 
and brain appeared to be normal. The lungs showed im the 
right upper lobe a primary caseous tuberculous lesion about 
half an inch in diameter, with. involvement of. the correspond- 
ing root gland. The brain was very oedematous, with. marked 
excess of cerebrospinal fluid upom its ‘surface. There was 
general softening, especially in the cerebellum. l 


At 4 pm, 50.g: was given 












Discussion 


A, Causes of Coma ` ; 
Both cases had been under observation in hospital. until 


3 days (Case I) and 10 days (Case ID before the ‘onset of © l 


coma. During that period they behaved as ordinary diabetic 


g home at, 
that he felt very: 
















patients of average intelligence and their response to insulin. 


and diet was normal. They had been carefully instructed as ` 


to their diets and were fully competent to give’ their own 
injections of insulin. © Further, the subsequent, necropsy failed 
to reveal any organic cause of hypoglycaemia such as tumour 
of the pancreas or pituitary or any disease of the suprarenal 
or thyroid glands or liver or pons: Our study of. these cases 
suggests that coma was at. least partly due to the following: ` 


1. In Case If the: full cumulative: effect of zinc-protamine- 
insulin may not have developed at the time of discharge from 
hospital.. When this: effect was obtained, perhaps on. the day 
after discharge, it may have been too great.” Š ` 


2. The shock of the ‘motor accident in Case II may have i 


disturbed the endocrine balance: in such a way as to increase 
sugar utilization. : ; 

3. Escape from Public Hospital discipline may have resulted 
in- considerable ‘increase: in bodily exercise with consequent 
improvement in sugar utilization. 
hanced in Case I by the small increase of/insulin (from 36 
to 40 units) which was ordered, inadvisedly, on the day before 
discharge. : i Eat Sg 7 

4, phe ever-present risk of an error in the measurement of 
insulin and the natural tendency of a. man feeling vaguely, 
unwell to prescribe for himself an extra dose of anything, that 
has previously done him. good. . Ss 


B. The Fatal Outcome’ doia 
Neergpsy revealed organic changes in the brain. consisting 
of perivascular softening in the thalamus and lenticular. and 
caudate nuclei in. Case I, and of an ‘abnormal amount of 
cerebrospinal: fluid and. gengral- oedema of ‘the brain: with 
softening, particularly in. the. cerebellum, in Case H. ‘These: 
changes, or their physico-chemical: precursors, were un- 
doubtedly the. cause- of death and must have been. responsible l 
for the continuance of coma in Case I when, 4} hours from 





This effect would be ens 
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the onset, the blood sugar returned to normal. Other possible 
causes such as encephalitis and head injury gust be excluded. 
In Case I the history is unlike that of encephalitis, and thè 
-pytexia’can be accounted for by the bronchopneumonia. There 
was no evidence of head injury in Case II. ` 
“ocThere remains only hypoglycaemia to acęount for the 
-cerebral damage. Pathological changes, including chromato- 
‘lysis, vacuolation of protoplasm, fragmentation of cell pro- 
‘cesses, pyknosis of nuclei, petechial haemorrhages, and. oedema 
widely and irregularly disseminated through the nervous 
system, have been described by Terplan (1932), Baker arfd 
‘Lufkin (1937), and many others, in fatal cases of pancreatic 
tumour and insulin hypoglycaemic coma in man. and animals. 
¿Baker and Lufkin, however,: being unable- to find similar 
changes in hypoglycaemic rabbits upon which necropsy was 
performed immediately after death, considered that most if not 
all the changes observed in their 3 human cases occurred 
post mortem. . They believed, further, that similar changes 
could be found in normal brains at the same period after 
‘death and doubted whether hypoglycaemia had played any 
part in their causation. Baker (1939), however, later ‘found 
incontrovertible evidence of hypoglycaemic cerebral damage. 
“Among his 26 rabbits 7 were examined after a single induction 
“of hypoglycaemia with convulsions. A great many petechial 
haemorrhages and widespread severe ‘demyelination and 
éncephalomalacia- were demonstrated. In these experiments 
the hypoglycaemia, though doubtless severe, was limited to an 
hour’s' duration, and only one. rabbit actually died in coma. 
Accornero (1939) and Ferraro and Jervis (1939) present 
corroborative evidence. 
Tyler (1941)-confirmed the presence of hypoglycaemic brain 
` damage in cats even when convulsions were prevented by 
sodium pentobarbital (nembutal. He made the important 
observation that a fall of body temperature and the adminis- 
tration of drugs such as nembutal, which depressed cerebral 
metabolism, gave an appreciable measure of protection against 
brain damage. He attributed the damage to inadequate 
cerebral respiration, in which glucose plays a vital part. We 
cannot escape the conclusion that severe hypoglycaemia as 
a cause of cerebral damage and death is now well established. 
But hypoglycaemia pushed to.the stage of convulsions is a 
common and comparatively safe method of treatment for 
schizophrenia. An interesting study of therapeutic hypo- 
glycaemia in 25 cases of schizophrenia has been made by Day, 
‘Niver, and Greenberg (1938). After shock-doses of ordinary 
-insulin, estimations of glucose in the blood and cerebrospinal 
fluid were made by:Benedict’s method. The Folin-Wu method, 
“which I used, is sensitive to many. non-glucose-reducing sub- 
“stances equivalent to 20 to 27 mg. of glucose per 100 c.cm. 
“of blood ; the Benedict method is insensitive to all but a few, 
equivalent. to 4 to 8 mg. per 100 c.cm. of blood. It follows, 
therefore, that when comparing the results obtained by these 
different methods a correction of 15 to 20 mg: per 100 c.cm. 
of blood must first be applied. Out of 28 inductions. of 
hypoglycaemia by Day and his colleagues, in one case the 
blood sugar. remained. for 2} hours between 5 and 20 mg. 
sper 100 c.cm. (Benedict). In every, case consciousness. was 
“promptly restored on thé administration of 15 g. of glucose 
intravenously, and no. after-effects were observed. 
- The lowest. blood sugar recorded in my two cases was lower 
than that present in any of the’schizophrenic cases, allowing for 
the effect of the non-glucose-reducing substances, In fact, with 
the correction for the Folin-Wu method there was apparently a 
complete absence of glucose from the blood. This aglycaemia 
‘may have lasted from 1 p.m. till 3 to 4 p.m. (2 to 3 Rours). 
In Case I! the duration of aglycaemia was about.4 hours, and 
this implies that at sometinve during that. period there was 
free insulin in the blood with no glucose upon. which to act. 
In Case I also the same condition was almost certainly present. 
‘The effect of such a glucose vacuum may well be emore 
destructive to the nervous tissues than any degreefof mere 
hypoglycaemia in which the blood retains a reserve of glucose, 
however small. In view of Tyles’s work previously mentioned 


` it is probable that the destructive effect of aglycaemia was. 


< increased in both our ¢ases:by the application of radiant heat, 
It is pgssible that the tissues of diabetics, inured to a raised 

-< blood sugar, would be more susceptible than those of normal 

persons to damage from ‘sudden extreme hypoglycaemia. . 
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Conclusions 
Too much must not be deduced from evidence based um 
limited clinical material, but we venture to draw fie follows 
tentative conclusions : 
1. Zinc-protamine-insulin, while constituting ag advance in 
the treatment of diabetes and while diminishing the frequency 
and in most cases the severity of hypoglycaemic symplons, 
adds seriously to the gravity of hypoglycaemic coma when 
established. < 
2. Patients who are exposed to 
treatment with zinc-protamine-insulin may: develop profound 
hypoglycaemia of rapid onset and fatal ‘outcom 
3. Patients who. develop hypoglycaemic. coma while under 
treatment with zine-protamine-insulin should be treated m 
more vigorously than is necessary for similar cases 
ordinary insulin. We suggest the follewing measure 
cases: g ` 
(a) An immediate: intravenous injection. of 100 g of 
glucose (400. c.cm. of 25% solution) by syringe or cannulas 
the same dose to be repeated within half an hour if 
‘necessary. In the absence of immediate intravenous facilities 
a still larger dose should be administered by storiach tube, 
(b) An immediate subcutaneous injection of adrenaline 
15 minims and. pituitrin. 1 “ccm. e 
(c) Except perhaps. in. cases of extreme fall in body 
temperature no warmth should be applied and no cerebral 
stimulants given. Í 


shock and strain while uncer 


Summary 

An account.is given of two cases of insulin hypoglycavitic 
coma which failed to respond to prompt and moderately 
vigorous treatment. In each case there was a period OF 
aglycaemia with probably excess of free insulin in the blood. 
The damaging effect of ‘aglycaemia upon the broin and. the 
relative safety of insulin-shock treatment for schizophrenia. ar 
discussed. Attention is drawn to the gravity of hypoglycae 
coma in diabetic patients under treatment with zinc-protamine= 
insulin, and measures which should proveeffective are suge ied 
My thanks-are due to Drs. W. H. Jackson, R. Ropers 
Tuck, house-physicians, for constant vigilance and: unr i 
in the treatment of the cases, and to Dr, W. Gilmour and H 
for biochemical and post-mortem examinations. 
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‘A CASE OF HUMAN ISO-AGGLUTININ - 
ANTI-M 
a . ‘ BY : 
J. L. HAMILTON PATERSON, M.D. 
R. R. RACE,* MRCS. L.R.CP. 
. AND D : 
_G. L. TAYLOR* M.D., PhD, MRO 
(From Redhill County Hospital, Edgware, and the 
Laboratory, Department of Pathology, Cambri 
Antibodies for diagnosing the M-N biood-group factors 
have to be made by injecting appropriate red blood cells 
into an animal—nearly always a rabbit—and later absorb- .- 
ing suitably the rabbit serum to remove unwanted species 
antibodies. Because anti-M and anti-N do not occur nattir- 
ally in man serum, and because M and N do not seem 
to be antigenic for man, the M-N groups can be negl 
almost entirely in considering compatibility in blood tr 
fusion. Wiener (1941) wrote : “Only 3 individuals 
been observed to date with natural isoagglutinins anti-¥,. 
housands 
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of indivi uals tested.” He had previo ly (Wiener, 
mentioned three cases of anti-M and had given refe 


939) 
to two of them. The first had been reported, without 
details being given, by Wolff and Jonnson (1933, p. 84), the 
second ‘by Friedenreich (1937), and another case, which 
may be the third one referred to by Wiener, has been 
described by Moureau and Lambert (1939a, 1939b). 







Details of the Case 


. Recently, as a result of- testing, against the red cells of 
potential donors, the serum. of a woman (M. W.) who might 
: have needed a transfusion in connexion with parturition, an 
antibody, apparently anti-M, has been discovered. No trans- 
fusion was ‘given. M. W. was 28 years of age and pregnant 
for the fourth time. Her blood group was ON and she was 
Rh-positive. Friedenretch's case. was. that of an infant aged 
24. months, of group ON, whilst Moureau and Lambert’s case 
- was that of a man of ‘group A,BN aged 35. Friedenreich 
intended to. find out what became of the anti-M as the child’ 
grew up, but it died of an epidemic disease when 9 months old. 

Serum obtained from M. W. four ‘months after her confine- 
“ment was. tested against the red cells of 20 persons belonging 
to. group O. Equal volumes -of serum and cell suspension— 
about 5%, whole blood, as judged by eye—were mixed in 2 in. 
¿ by 1/4 in. precipitin tubes; readings were made after the tubes 
< had stood at room. temperature for two hours. Undoubted 
nd clear-cut agglutination was found in 14 of the mixtures ; 
im some the reactions were seen by the naked eye, in others 
“by using’a microscope (see Taylor,’ Race, Prior, and Ikin, 1942). 
The 14 lots of cells which were agglutinated all contained 
the agglutinogen M ; 5 were OM and 9 OMN. On the whole 
. the ‘reactions given by the homozygous M cells were stronger 
» than those given by the hetetozygous MN cells. The 6 donors 
whose cells did not react belonged. to group ON, and so lacked 
the antigen M. When the reactions given by a known and an 
unknown antibody and the same panel of red cells are 
identical the odds in favour of the two antibodies being the 
same can easily be calculated. The probability that the apparent 
identity of the two antibodies is due entirely to chance is given 


by the formula alib! 





,* where n is the number in the panel 


and-a and b the numbers of positive and negative reactors. 
14! 6! 1 


À lying the present figures, w t ———— » See 
Applying the p gures, we ge or 55565 


301 , as the 


probability that the identity of the results is due merely to 
chance ; in. other wards, the odds in favour of the antibody 
in M, W's serum being anti-M are 38,759 to 1. After absorp- 
tion of the serum in the cold with OM cells the reaction, both 
‘in the cold and at room temperature, disappeared, while 
-absorption,with ON cells did not remove the antibody. 


T: able showing Titration of Serum of M. W. 
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“wee Definite weak reaction in which there is a uniform distribution of very small 
chumps of about 6 to 8 celis. r: 7 


Titration. of the antibody in M. W.’s serum, detailed in the 
Table, showed that. it was most active in ‘the cold, less active 
at room temperature, and undetectable at 37° C.; the 
homozygous M wacted better than the heterozygous MN cells. 


# We are indebted to R. A. Fisher for this formula. (6!= “ fac- 
torial six” = §%5x 4X3 x2X1=720) eS, juin ERGs 








This iso-agglutinin anti-M, like those described by Friedenreich 





and by Moureau and Lambert, had some of the characteristics 
of a celd agglutinin. Wr TP eh oy oad 

Both Friedenreich; and Moureau and Lambert, examined the 
relatives of their patients, but found no. evidence th 
currence of tle iso-agglutinin. anti-M was familial: M. 
father is dead and her mother. arfd one sister are OMN; ‘a 
second sister belongs to group ON, but anti-M has not been 
discovered in her serum. The husband of M. W. is OM and 





































gested that the anti-M in M. W.’s.serum:r ¢ 
stimulus provided by the antigen M; ‘present in the cells of 
all her foetuses, but there is no evidence to: support this 


possibility. Her four pregnancies were: 1935, female, 6 Ib., . 
-alive and well; 1937, male, 6 lb, alive and well: 1939, 


miscarriage, 3/12; 1941, female, premature,’ alive and well. 
No chiid.has shown any signs of erythroblastosis foetalis. The 
anti-M was not the result of a previous transfusion, for none 
had been given, ` $ 


Summary and Conclusions 


Iso-agglutinin anti-M has been found in the serümof a woman: 


as the result of tests made to obtain a suitable blood transfusion 
donor for her. ee N nena RE E 
Althgugh the occurrente of iso-agglutinin ‘anti-M: must be 
exceedingly rare, the case here reported shows that its presence 
may interfere with the selection ofa suitable blood transfusion 
donor for a person in whose serum this antibody appears. 
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FURTHER DATA CONCERNING HUMAN 


FERTILITY = 
: j BY Os ot Pi 
G. PUGH SMITH, BSc, Ph.D. 
University College of South Wales and Monmouthshire, Cardif 
Recent contributions to knowledge concerning the period 
of ovulation and successful fertilization in the human 
female (Weinstock, 1934) have thrown some doubt upon 
the validity of Knaus’s theory of the relation between the 





“dates of ovulation and onset of ‘menstruation, and upon 
the deductions which may be made concerning the existence 
and duration of a pre-menstrual “safe period.” Data quoted: _ 
by Pryde (1941) and by Fleck, Snedeker, and Rock (1940), 
however, tend, within limits, to substantiate Knaus’s views. _ 

- Further data given below support the following hypotheses: 


(i). if fertilization does not occur menstruation follows 
approximately 15 days. after ovulation ; (ii) within limits 


there is a “safe” or infertile period a few days before the 





onset of the next menstrual cycle; (iii) an average “ safe : 


period ” can be predicted with fair accuracy by a sufficiently 


extended study of the individual's menstrual. periodicity. - 


é t 
è _The Present Investigation ae 
The data concern all the acts-of uncontraceptfve intercourse 
during 34: menstrual cycles after which pregnancy did not occur 
and one cycle which was followed, as intended, by pregnancy. 
Pregnancy intended -in -cycles 30 and 31 was. not. fulfilled 
owing t the intermittent absence of one partner. There were 
no other acts in which contraceptive methods were. used: An 


accurate record was kept of the dates and duration of each © 


cycle, and the dates on which intercourse took place: A table- 


was drawn up with vertical.columns for the. individual ‘days 
of a cycle, starting with the first-day of menstruation, data for 
successive cycles being recorded horizontally. (see. Ch&rt)... As 
each cycle. was completed the last day was marked, and. also 
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hypothetical day of ovulation, assuming it to be 15 days 
the first day of the next cycle. A box, was drawn round 
upposėd fertile period of each cycle, assuming it to be 
lays before and 1 day after the hypothetical day of ovulation: 
was assumed that the maximum period for which sperma- 
tozoa were able to withstand the body temperatyre of 98.4° F. 
“and still-remain active enoyggh to penetrate the ovum was 72 
hours, and that the viability of the ovum after shedding was 
‘up. to 48 hours. 
28-day cycle ran from the 16th day onwards. However, 
“owing to variation im cycle length this assumption could. net 
be applied as a generalization,to all cycles. Therefore, before 
ting, uncontraceptive intercourse the variation in length 
‘the menstrual cycle of the same partner was ascertained by 
“recording. the lengths of .21  succesfive cycles {Chart -and 
Table D. It was decided. that in her case,: iE. Knaus’s theory 



















Taste 1.—-Duration of Cycles 





Duration (Days) 












; Total No. 
Period 
25 |26 |27 |28 | 29 |30 | 31/32 |33 |34|35]36]37 of Cycles 
1937-8 tt] a} 2} 9t tl) 4} 2 0. o p o z 
1938-41 “| 0] of 4il s| 4] 1h 2 a) 3i 
|, Total .sA TL 4] 6/19] 9] 8] al 2] 52 





a“ correct, and th spite of one longer cycle ‘on June 27, 1937, 

* safe period” would be assumed to run. from the 20th day 
w the end of any cycle, and that intercourse before this and 
‘later ‘than thé 9th day would invite fertilization. Guided by 
this assumption, during-a further 29 cycles sexual activity was 
largely avoided between. the 9th and 20th days. On certain 
occasions this practice was deliberately discarded; As pre- 
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Chart. showing distribution of uncontraceptive acts o% inter- 
_, course throughout 32 menstrual cycles, the variation in length of -` 
“which and. of 21 other cycles. “is - illustrated: The narrower 
assumed limits of the fertile period, in each cycle are rete shown. : 


: viously stated, sexual activity in cycles 30 and 31 was intended y 


“to fall within the hypothetical fertile period, but this arrange- 
/ ment wds not fulfilled. In cycle 32, however, pregnancy ensued, 
details are sh graphically i in the oat i 






-into account, it is difficult to generalize by indicat 


On these. premisses the safe period for a. 





most convenient way is to count from the atahis 
If, however, the dates of ovulation and onset of the d 
menses are more closely related than the date of the p 
menses is to ovulation, then, taking variation of 


period ” in terms of the beginning of the cycle. 
are arranged as tabulated by Pryde—i.e., assumi 
period always. to occur fiom the- 10th t 13th day 





TABLE I —Distribution of Acts of Intercourse 
ception, shown according. to- Date fram. Beg 
š _ Menstrual: Cycle kf. Pryde, ddy 
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there was intercourse on some of the days of this very period; 
although it happens that in cycle 32, which was followed by. 
pregnancy, there was intercourse on all days of the fertile 
period except the 12th. 






Time Relation between Menstruation and Ovulation 


However, in considering the: period of fertility in the Hghtof 
Knaus’s views—i.e., the relation between the onset of men- 
struation and ‘the ‘nymber of days prior to it when ovulat 
occurs—it is more appropriate, in arranging the d te 
the date of intercourse’ to the date of onset of the folloy 
cycle (Table HI). + 

The data in the Chart and Table IHI show that in ¢ 
ticular case during 31. cycles there wasa period of infertility 
up to a maximuny tof: 13 days KIA A fie: conse! of the 2 


course, ee ‘the Semen sbriormally lon 
ning on August: 19,1940; would suggest ‘that the 
more appropriate. The occurrence of such a long 
‘a succession of shorter ones may- explain the fa 
predictions of infertile periods (Fleck ef 
“escape,” however, in the case cited, the 20th day 
assumed ‘to be the beginning ofthe infertile peri 

nate that there- is no record whether any 
ete.) occurred: during the earlyepart ‘of the cycle be 
August 19, 1940, that might be cansjdered a pos 
the postponement of ovulation, 








From Table Il it is clear that. in the- 32nd (fertile) cycle 


fertilization occurred ‘between the 9th and 16th days. 


The foregoing ‘conclusions depend upon the assumption that, 
throughout, the: “spermatozoa were capable of fertilizing. There 
_ Was ‘along period of abstention from regular sexual activity 


_ TABLE Il. —-Distribution of Act? of Uncontraceptive Intercourse 
shown on Days i the Onset of the Next Cycle 





Days before Next Cycle 
started 


‘Total No. of Uncontraceptive Acts 
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between the onset of. menstruation and the 20th day of each 
Both partners. were young and healthy, and in a good 
state of nutritional well-being: 


cycle. 


Summary 


Data are given showing the variation of 52 menstrual cycles 
in the same individual, and the relation between an assumed 
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‘fertile. period and the beginning and end of each cycle. 


Ovulation is assumed to occur 15 days before the onset of the 
. following menses. 

‘Records of uncontraceptive intercourse during 31 infertile 
“cycles show that there were occasions when intercourse took 
place as much as 13 days béfore the beginning of the next 
.cyele. without ensuing pregnancy. 
= quent-up to 10 days. before the next cycle without pregnancy 
Ca resulting = o 

“Intercourse which took place on the 9th, 10th, and 13th to 
16th. days after the beginning’ of a cycle was followed by 


pregnancy.. * 


It is concluded that prediction of the narrower limits-of the 
fertile period of an individual can only be made by counting 


back from the beginning of the next cycle. 


Only the wider limits of the fertile period may be predicted 
by. counting. from the beginning of the same cycle, requiring 


Intercourse was most fre- 


a knowledge of the variation of menstrual periodicity. 


Fleck, S., Snedeker, E. F.; 
British Medical J. ourn 
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W. M. Fowler and Adelaide P. Barer (J. Amer. med. Ass., 
115, 421), investigating the rate of Tegeneration of haemoglobin in 
blood donors, found that the average drop in blood haemoglobin 
+ was 2.3°g. after the removal of 555 c.cm. of blood, and that the 

average time needed to replace this amount of haemoglobin was 
Longer recovery periods. were. associated with a steeper 
fall in haemoglobin. and could not be correlated with initial blood 
Hb. was. regenerated in man at the rate of’- 
0.049: g; per 100 c.cm..of blood a:day, and in. women at the rate of 
0.040 g. The administration of: 1- g: of iron and ammonium citrates 
a day increased the daily- haemoglobin regeneration by 49% and 
shortened the recovery period from 49.6°to 35.2 days. 
noticed during the first period, but the effect after subsequent blood 
donation» became “progressively Ids. 
donor is- nòt regularly estingatéd: the authors consider that three P 


49.6 days. 


haemoglobin values. 


months should be plowed’ between ‘donations. 





“If the haemoglobin of the 
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Medical Memoranda 








“Scabies in an Army Unit 





It has been held that. blankets and clothing play an important 
part in the spread of scabies in the Army. . Mellanby (1941a), 
on the other hand, from recent. experiments. with volunteers 
and other considerations, believed that fomites are unimportant 
ingthe transmission of scabies, and that many cases are sequined i 
on, leave, from wife or child. 
The following is an account 8f 39. cases seen in one unit 


during 7 months. 


Of these, 36 were carefully investigated in 


an attempt- to- find* out how the disease’ was acquired.. The 
number of cases is small, but the series is thought to be interest- 
ing in that the conditions in the unit ‘remained unchanged during _ 
the period and the circumstances were such that men rarely ` 
slept out except. when they returned home on privilege leave. 


l Week-end leave did not complicate: the picture. 


THE INVESTIGATION 


Our methods of control consisted of monthly skin inspections 
of the’ whole unit, inspection of each man. when he. returned. 


from leave, and the immediate hospital treatment of each case ~~ 
when detected, together with disinfestation of. bedding and 
clothing. When a man reported sick with scabies he was ques- 
tioned as to possible contact with other.cases both within and 
outside his unit, as to the date when he la 


returned: from. 


leave, whether he was married or single, about: children; and 


the unit (i.e. 


as to the whereabouts of his home. 
obtained. of spread within the unit by means of blankets: In 
only 2 cases. was'there any connexion with another case within 
sleeping in the same hut or guard-room). In 


Little evidence was 


several cases it was evident that scabies had been. present for 


at least 14 days..before being ‘detected, and 
of other men of. the. hut failed to disclose 
cases occurred at an even rate throughout the 7 months; there. 
were no little epidemics confined to one hut ‘or one company.) 


et skin inspection: f 
ther cases. The... 


such as readily occur in pediculosis, which is “undoubtedly 


spread by fomites. 


Direct evidence of scabies acquired on leave was ‘difficult to 


obtain. To contract scabies is considered by the men. to 





disgrace, and as they are not willing to: admit that their’ families 
could ig the disease, great tact is necessary in questioning 
them, In 5 instances, however, clear evidence that there was 


scabies et home was ‘obtained. 
36 cases 14 (399; 


Tt was. found. that. oùt of. the 
6) developed the condition within a week; 


2 (5.5%). within 2 “weeks, and5 (14%) within 3 weeks of return- 


ing from: leave. 


Thus 58.5% developed scabies within 3: weeks 


of returning. The leave rate during this time was about 6.4% 
a week, so in a normal group of men only. 19% could. have 


been expected to return from leave. within 3 weeks,- 


If 


Mellanby’s views are correct a higher proportion of married - 
men in. the series was to be expected: actually it was found 
that 74% were married. In a control group of men from the. 
unit only 51% were married. The towns where the men had 
been op leave were those of the industrial. North:and Midlands: .’ 
No particular town was found to be associated with an undue 
proportion of these cases. 
Mellanby (1941b) estimated the incidence of scabies in the ; 
general population as about 25 per 1,000. In the. period under 
review there were 39 cases, and 1,700 men went on leave and 


were in contact with their homes. 


If 60% of cases are due: to 


infection from home then a rough approximation of a scabies 
incidence in the, genergl population. of 16 per 1,000 is arrived 


at. If -it is believed that a higher. proportion than: 60%. are. 
infected at home, then the figures rise to. 23 per 1,000. : 
therefore. the incidence of scabies inthe unit is compar 
Mellanby’s figures for’ the. general population it is. no 


“When, 
with 
con- 





sistentgto” hold the view that the majority- of cases” were © Hfected $ 


on leave. ` 


. CONCLUSION `. 


. 


Consideration of the cases of ‘scabies occurring in an: ‘Army 
unit over a period of 7 months suggested that the ‘majority: of 


these men were infected from their homes while on leave. 
would seem that blankets and clothes do not play a large part. © 


dt 


in. transnNssion, -and that fairly prolonged and intimate contact. 


with anéther case is. necessary to. acquire the disease, 
disease cannot. be reduced mych further in the Army at home 


‘The 


until the. problem of civilian’ scabies is vigorously tackled. 
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CARDIOLOGY © 


The Principles and Practice of Cardiology. By Crighton Bramwell, M.D., 

FRCP., and John T. King, M.D., F.A.C.P. (Pp. 509; illustrated. 35s.) 

London: Oxford University Press. 1942. 
This volume on the Principles and Practice of Cardiology 
embodies the conception that medical thought has developed 
along different lines on the tWo sides of the Atlantic. Whereas 
laboratory methods have been progressively developed, in the 
U.S. and Canada, clinical observation has always dominated the 
British outlook. Accordingly Dr. Crighton Bramwell has dealt 
with general problems, such as the physical basis of clinical 
< sigtis, clinical methods, and principles of treatment. Dr. J. T. 
King holds that a regional classification of disease is now 
obsolete and that the only satisfactory basis is aetiology ; he 
has therefore dealt with the various aetiological forms of heart 
disease. How far this is a natural subdivision and in what 
measure it lends itself to a profitable approach to cardiology 
will be very much a matter of opinion. It is true that each 
of the two sections of the work bears the stamp of a certain 
outlook on cardiology, but some of the consequences of this 
subdivision are hardly fortunate. Thus disease of the peri- 
cardium is. considered at four places: in the first few pages 
under symptomatology, further on under heart sounds and’ 
murmurs, later in terms of rheumatic heart disease, and finally 
in a section on miscellaneous forms of pericarditis. 

In the first part of the book Dr. Bramwell has throughout 


kept in mind the importance of envisaging the manner in which . 


physical signs are produced. An excellent chapter, embodying 
many of the author’s original contributions to the subject, is 
that on the pulse ; other valuable sections are those on blood 
pressure and athlete’s hedrt. In the latter are included the 
author’s observations on marathon runners; in this also are 
enunciated the principal dangers of athletics—undue and com- 
petitive strain in growing youths, physical strain after recent 
infection, and frequently repeated severe muscular exercise. 
Reference in the section on blood pressure te the work of 
Treadgold demonstrates the relative insignificance of low blood 
pressures: a systolic blood pressure below 100 may be com- 
patible with perfect health, as many as 3% of fit pilots being 
hypotensive. This finding is in accordance with the established 
actuarial fact that a better expectation of life exists among 
those with subnormal blood pressures than among those with 
average blood pressures. 
In the second part Dr. King has shown an individual outlook 
upon many of the problems connected with the aetiology of 
heart disease. Particularly interesting is his view that rheuma- 
tism and chronic infections such as tonsillitis play an important 
part in the production of coronary artery disease and hyper- 
tension. While most clinicians could recall suspected examples 
of theumatic involvement of the coronary arteries or of 
coronary. thrombosis almost certainly related to infection, most 
would also demand stronger objective evidence of the general 
rélationship. than the. statistical evidence here advanced or the 
personal impressions from case histories. However, specula- 
tion. on this ‘point may be not only diverting -but ultimately 
valuable. The sections on bacterial endocarditis and. coronary 
thrombosis are especially worthy of mention. The differences 
between coronary obstruction in middle and in later life as 
regards causation and prognosis are particularly well. brought 
out. Dr. King has illustrated his work with many fine*photo- 
graphs of morbid anatomical specimens, and carefully chosen 
bibliographies augment the«value of the text. In the chapter 
on rheumatic heart disease an excellent account is given of the 
evolution of mitral stenosis, but many readers will be surprised 
. „at the doubt expressed as to whether or not auricular frbrilla- 

ction adds significantly to the circulatory embarrassment. The 
frequency of associated heart failure might, apart from strong 
experimental evidence, be take as proof of the detrimental 
“Influence of this arrhythmia., 


“This Anglo-American textbook of cardiology, désigned as it : 







is upon a somewhat artificial basis, will nevertheless claim 
ittention by virtue of: the integrity and. thoroughness of the 
thors and the intrinsic: value of their various contributions. 






















































SCHOOL MEDICAL AND CHILD WELF ARE WOR 
A Handbook for Assistant Medical Officers of Health on Child Weller 
and Schoot Medical Work. By F.3..G. Lishman, M.D (Hys), PP. 
D.L.O. (Pp. 63. 6s. paper boards.) London: H. K. Lewis & Ce. NS 

This handbook was first written for the guidange of assi 

medical officers engaged by the Devon County Council fo cope 

with the additional work causefl by evacuation. | It ig designed © 
for those taking up school medical and child welfare work for 
the first time. There are 20 -pages of text ‘describing Tie 
ordinary work of an assistant school medical officer, and. the 
rest of the book consists of model leaflets of advice to ; 
model forms used in school medical work, and Dr. Lishm 
own scheme for the assessment of nutritional conditions. Th 
first section, on co-operation, pays due tribute te ihe work of | 
health visitors and teachers, without whose help no assistant 

medical officer can hope to be successful. The working of 8 

maternity and child welfare centre is Shen described and em 

phasis laid’ on the fact that the primary object. of the centre 
is educational. The section on the school medical service con- 
tains a detailed description of how to carry out an inspection 
in a school and how to deal with children who have defects 
or are “ exceptional.” | 

The advice giver is thoroughly sound and practical, and only 
minor points call for criticism. In the section on school work 
it would have been advisable to draw attentio® to the impor 
tance of investigating thé regularity of school ‘attendance of 
individual children. A warning should be given that certifica 
tion of mental defectives can be done only by medical officers 
who are specially approved. It is almost impossible te make 
a‘book like this up to date in existing circumstances, and it 
should be noted that derris root, recommended for lousiness, 
is no longer plentiful, and that some. of the leaflets on feeding 
need considerable modification in wartime. The scheme for 
nutritional assessment is a sincere attempt to introduce sonic 

uniformity where probably none is-possible, but. it does serve a 

a useful guide to the examiner. This little book can. be 

thoroughly recommended to those who are beginning child’ 

welfare and school medical work. ; 


PREPARATION AND AFTER-CARE OF SURGICAL 
PATIENTS 


Synopsis of the Preparation and After-care a} Surgical Patients. BY Haugh C. 
ligenfritz, M.D., and Rawley M., Penick, jun., MD. FADS (Pp SIL 
25s.) London: Henry Kimpton. 1942. 
Lord Moynihan was wont tò remark that surgery had been 
made safe for the patient and our task was now to make the 
patient safe for surgery. This laudable idea would appear to 
be the raison d’étre of this book on the preparation and after- 
care of surgical patients. Urban Maes in a foreword writes: 
“It is obvious that much of the future progress in surgery 
will develop from closer co-operation between the scientific 
investigator and the practising surgeon.” If we "ind in this 
volume chiefly an account of the results of such past ooe ` 
operation as have a bearing on the care of patients both before. 
and after operation, there are also some hints as to possi! 
future developments. Well-set-out descriptions of pres an 
post-operative management, such as we find here, will be no 
only of value to the house-surgeon just taking up his ap eo 
ment but also a salutary corrective to many ‘surgeons whose 
work may have become. of so. routine a nature that pre and 
post-operative care have perhaps lost the relative significance 
which should be given to these all-important phases of surgical 
management. It is becoming increasingly. realized to-day that 
the operation is but one event in the surgical treatment of a 
particular patient, and if this is obvious in such cases as thyro-* ^ 
toxicosis or intestinal or biliary obstruction, we are here re 
minded that it applies none. the less to the surgery of the nervous | 
system, the chest, or, indeed, any other region. 
The book is of a suitable size to fit the capacious side-packet 
of the house-surgeon: it contains some good line drawings and 
photographs and a useful appendix, with, among other things, 
an account of the newer chemotherapeutic agenis, oxygen ad: 
ministration, and some tables of concentration of the blood 
constituents. Recent work such as. the pre-operative use. of 
vitamin. B, (thiamin chloride) in thyrotoxic cases is included, 
and we may sum up-by sayin# that here we bave in opnvenient 
size an up-to-date and very useftil gecount of the management 
of surgical patients, both before and@®after pperation. 
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Notes on Books 

The’ Natural Development: of the Child is a difficult subject 
` to'write about, for to be natural is to be happy, and the happiest 
child is, like the nation, one with no particular history. So 
in order to white about the natural child it is almost inevitable 
that the unnatural or pathological must be quoted, if only to 
show what the natural development should not be. Dr. AGATHA 
Bow gy has not escaped from this dilemma, but she has pro- 
duced a-readable simple book which should be of great service 
to parent and teacher. To the medical reviewer she seems best 
‘when she'is on her own aspect of the subject—education—but 
then the medical reviewer may not be altogether competent 
to judge of this. It is curious how every now and then she 
reverts to the tenets of the psycho-analytic school in which she 
has evidently been trained, but when she does she is not very 
convincing and does not seem- to be very convinced herself. 
‘The tracing of the accomplishments and difficulties of the child 
from. birth to adolescence is well done, and the final chapter, 
¿on the effects of war on our children, is stimulating and sug- 
gestive. Dr. Bowley believes firmly in the need for a strong 
liaison ‘between medicine, education, and psychology on sound 
child-guidance lines, and looks forward to these three sciences 
leading to a renaissance of happiness and opportunity for the 
child after the wat. Her book is published in Edinburgh by 
E. and'S. Livingstone at 8s. 6d. plus 6d. postage. 


Dr. Georce Way Hartey's book Native A frican Medicine : 
- With Special Reference to its 
Liberia is published in this country by the Oxford University 
» Press at 20s. 























Harley’s 
practices 
‘with his 
; keen analytical mind he has been able to trace the underlying 
¿motive for many of the ideas about native witchcraft and the 
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A DIRECTOR STIRRUP 


Mr. E.T. Barey, M.B., F.R.CS., surgeon in charge of fracture 
A? department, Northern Hospital, Winchmore Hill, writes: 
~ This stirrup has been designed to dispense with spanners for 
Kirschner wire gripping and straining and, at the same time, to 
act as a wire director. It is adjustable for width and can be 
used also..with Steinmann pins. 
__ Itis made of 1/ 2-inch-diameter rounded fhetal, in two halves 
(Pig. “1), each consisting of a side-arm with an expanded head 
and two parallel cross-bars. One half has fixed to the outer side 
Of the head a form of chuck, through which the Kirschner wire 
“passes, to. be gripped by a “bulldog” locking device with a 
wing-nut'(B) of standard Whitworth thread. The head itself has 
shaped. central aperture to guide the wire into the chuck. 
‘oss-bars of this half are tubular, to receive the solid bars 
«ofthe opposite side, which are locked after adjustment for width 
by a similar wing-nut (A) fixed on the outer eross-bàr. The 
j alf carries a similar but movable chuck which is slotted 
through the; expanded-ħèad to end in a circular disk with a 
tral 2-mm. aperture. Between this disk and the expanded 
ead is a circular nut {E) for fixation of the chuck when used. as 
director, while immediately to the outer side of the head is 
. a larger- straining wing-nut. (D , by turning which, after the wire 
is ‘gripped, the. .whgle chuck is drawn through the head until 
enough tension is obtained. Immediately below the head on 
each side the side-arm is perforated to take the pointed ends of 
a Steinmann pin up to 6 inches in length. ; 
” For Use as a Combined Director and Stirrup—The stirrup 
is applied to grip. the part firmly between the expanded heads 
of ‘the s e-arms, and is steadie@ by an assistant (Fi . 2). By 
means of the circular nut (£)the movable chuck is fixed after 
it has been protracted theough the head to the required. gripping 
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interval, which may be reduced to as little as 24inches to hold 
the os calcis or tibia.» A wire is drilled through the movable 
chuck straight into the bone, to emerge through ie fixed chuck 
on the opposite side. In most cases the wire passes cleanly 
through, but should it catch on leaving the bone a ‘slight move- 
ment of the side-arm is sufficient to cause. it to engage in the 
conical aperture leading into the distal chuck. The. wire is then 
gripped by tightening the wing-nut@ B and c, care. being taken 









Fic. l 





Fie. 3 Fic, 4 


Fic. 1.—a: Locking nut, 


B and c: Wire-gripping nuts; Dt 
Wire-straining nut. £: Circular nut for fixation of chuck, 
Fic. 2.—Wire director applied to the tibia. 
Fie. 3.—Assembled with wire ready for straining. ‘ 
Fic. 4.—Assembled with Steinmann. pin. 


to have the movable chuck in the position ready for straining 
(Fig. 3), which is accomplished by turning the straining nut (p). 

For Use as.a Stirrup Only.--The Kirschner wire is first drilled 
through the bone independently, and the two halves of the 
stirrup are threaded separately over the ends of the wire and 
locked together. Gripping and straining are then completed as 
before. 

For Removal of Wire—One half of the stirrup is detached, 
leaving: the other half still gripping the wire for easy with- 
drawal. 

For Use with Steinmann Pins-The pin aperture of each 
side is threaded over the pin-point, and the two halves are 
locked (Fig. 4). . f 

It is hoped that the instrument, while serving several purposes, 
will help to overcome the difficulties arising from. the use of 
stirrups with an apparently endless variation in size of nuts, 
strainers, and spanners, due to differences. in standardization. 
As each director stirrup is a complete entity, any slight variation 
in manufacture will-not cause this inconvenience. 

The stirrups are made by Messrs. Masters and Son, Old Kent 
Road, London, S.E., and have been supplied through the London 
County Council, to whose photographic department at. the 
Southern Group Laboratory I am also indebted for the photo- 
graphs reproduced. . k 


CALCULATING FOOD VALUES 


Messry, Vitamins Ltd. (23, Upper Mall, Hammersmith, London, 
W.6) have just issued a “ Food Value Calculator ” (price 2s, 6d.) 
designed. to simplify the evaluation of family ane institutional 
diets in terms. of the main nutrients. This. ingenious ‘device 
consists of. two superimposed concentric circles of -card, so 
arranged that one can be simply slid over the other, thereby 
revealing through appropriate. slots the kind of ‘approximate 
figures that dietitians and nutritionists often wish to “have 
quickly at. their disposal and almost.as often have to do without 
zor at best elaborately to calculate for themselves. Incidentally, 
it manages to cram together véry competently a mass of general 
information about the composition of many foods, including 
milk, butter, and cheese, cereals and bread, fruit and vegetables, 
eggs, fish, and meat... Conservative estimates as to average daily ce 
requirements’ are given for’ protein, calcium, iron.{available),. ` 
and vitamins A, B,, and Ç = 0 i Tor 
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PULMONARY, DISEASE IN. MINERS 


There is ‘still: a wide belief outside coal-mining circles 


. that the dust hazard of coal-mining is relatively unimpor- 
' tant, that anthracosis causes little incapacity, and that,-in 


` South Wales: thus in 1933 there were 234 claims ; 


contrast to silicosis, it does not predispose to tuberculosis. 
The recently published M.R.C. report’ on chronic pul- 
monary disease in South Wales miners is a most valuable 
contribution to this highly’ important industrial problem, 
and should go far to correct miscoriceptions and to providé 
evidence on which preventive action can be based.- And 


it is fitting that the report should be issued at a time when- 


much attention is focused on the reorganization /of the 
coal-mining industry., The present ` . volume; entitled 
“ Medical, Studies,” consists of a report by the Committee 


‘on Industrial Pulmonary Disease, an extensive ‘medical 


survey carried out by P. ‘D'Arcy, Hart and E. A. Aslett, 
and a pathological report by T. A. Belt (with assistance 
from A. A. Ferris). We are promised a second volume on 
environmental investigations within a few months.- 

-It is pertinent to refer to the events .that led up to the 
investigation. It bad. been ‘recognized that in the coal- 
mining industry one class of ,occupation was comparable 
with the surfacé industries (for instance, quarrying and 
dressing of sandstone) causing silicosis—the driving of hard 
headings through strata composed of various kinds of rock. 
But the “number of -men engaged in this class of work 
formed only” a small proportion of the. totál number 
employed underground. In 1936.the chief medical officer 


.of the Silicosis’ Medical Board drew attention to the in- 


creasing claims for compensation made. by coal-miners in 
in 1935, 
398 clams. Moreover, the’ proportion - of refusals Tose 
from 23% to 52%: It was noted that a large proportion 
‘of the cases’ arose in-the South Wales coalfield, and that 
by far -the greater proportion Of the increase was derived 
from the anthracite mines in this area. The increasing 


S proportion of refusals appeared to be due to the fact that, 


a disabling pulmonary disease existed among the miners 


“which did not fulfil exactly the definition for silicosis laid ; 
down by the International Conference held at Johannesburg 


in 1930. At thé, request of the Home Office and the Mines 


_, Department the Medical Research Council therefore under- 
_ ‘took to investigate the whole problem from the aetiological, 


clinical, and radiological points of view. 

The medical survey involved the examination of 2,000 
miners from 16 collieries, and of nearly 400 coal-trimmers 
from 4 coal-exporting ' ports. The entire populati6n (560 
persons) of one anthracite colliery was clinically and radio- 
logically investigated, full industrial histories being taken. 
From the remaining 15 representative South Wales collieries 
(7 anthracite; 5 steam, and: 3 bituminous coal) selected 


colliers were’ x-rayed only, „again with full industrial’ 


histories. In addition,” there were similarly investigated, 


long-term workers .from the surface screens at various ., 


collieries, and ‘men occupied as hauliers. or riders on the - 
underground -Toadways at two of the bituminous coal 


Cheeni Pulmonary Disease in, South Wales Coal-miners. H.M. Stationery 
Office. (108. 6d.) s . ; 
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collieries who had been exposed to the shale dust used for 
stone-dusting. The data obtained from this elaborate 
_ investigation were analysed in a most searching manner. 
There can be no doubt of the importance of the conclusions 
formed. Hart and Aslett offer a new radiological classifica- 
tion of the changes caused by dust in coal-minters. (Excel- 
lent representative x-ray plates are reproduced.) There 
are two main divisions: consolidation and reticulation. 
Consolidation is a composite category including discrete 


- . nodulation and various forms of conglomerate shadow, 


corresponds to the changes which generally go under the 
name of “silicosis” in coal-miners, and is seen in cases 
certified as “ silicosis for compensation.” But a substantial 
amount of pulmonary abnormality of the same type was also 
found in men still. working underground. It is the cause of a 
‘serious amount of respiratory disability, taking the coalfield 
as a whole, although the affected men can often continue 
their- accustomed work for some years within a limited 
range of effort. The greater part of this consolidation 
abnormality in the anthracite mines is found among the 
colliers. Its distribution is broadly correlated with the 
disposition of the differing ranks of the coals mined in this 
field: the highest is found in the anthracife mines in the 
western half of South Wales, the Jowest in the bituminous 
- mines of Monmouthshire ;. and there is a fairly gradual 
decrease in incidence befween these extremes through the 
steam-coal mines. 

No special emphasis has hitherto been laid on reticula- 
tion, a term newly coined. It is described as a characteristic 
non-nodular pulmonary, x-ray change which may be 
associated with respiratory disability, but which does not 
‘conform to the criteria generally accepted as indicating 
silicosis for compensation purposes. It is a dust condition 
of occupational origin, as the appearances are very infre- 
quent among the general population of the area. Reticula- 
tion is an earlier x-ray change than the well-known discrete 
nodular and conglomerate shadows, and it remains recog- 
nizable in these later stages. It represents in fact an 
“ essential part of the pneumoconiotic process leading to 
consolidation. ‘Like the lafter, itis found mainly among 
colliers. , Its’ incidence follows a trend like that of con- 
solidation, and is generally on a higher level than consolida- 
tion. Belt shows that this reticulation corresponds to a 
notable retention of, silica (the greater part in the form of 
silicate) as well as of carbon, with the elaboration of 
Teticular -tissue throughout the interstitium of the lung. 
This “ dust-reticulation” tends to impair theefunction of 

ı the lung by encroaching upon vital capacity and interfering 
with the elasticity of pulmonary tissue, thus contributing to 
the development of emphysema. Dust-reticulation is not 
necessarily progressive, but the grosser indurations of 
anthraco-silicosis develop on the basis of dust-reticulation. 
"As dust-reticulation, and even the various stages of con- 
solidation, differ frém classical silicosis, it is suggested that 
the changes represented by both be included under the 
term * * pneumokoniosis. 3 Although no tubercle bacilli were 
found in the sputum of those in whom this examination 
was carried out, Belt shows that pulmonary tuberculosis 
tends to be so modified in‘colliers that it loses its identity 
and becomes merged with the pneumoconiosis. The com- 
bined, effect constitutes a more or less separate and distinct. 
disease}; and the term “koniophthisis” is suggested to 
cover it. He also would like to see the term “ anthracosis ” 
replaced by the non-specific term “ dust-reticulation.” In 
-the first place anthracosis has come to denote something 

‘harmless, akin to tattooing. of the skin ; and in the second 
place. there is in such lungs a pai deal of siea as well as 
coal-dust. 

Hart and Adeti. point’ dut' that even diag reiculation 3 
is not accompanied r ce disability its presence still 


44" Jury 11, 1942 . 


SCABIES 


r '. 


BRITISH 
MEDICAL JOURNAL 


Tg, 


implies the risk—considerable in certain niines—of the later 
progression to consolidation with its more serious accom- 
paniment. It is not yet possible to say what is the cause 
of the changes described apart from the fact that dust at 
the coal face is responsible. So far it would appear that 
none of the actual methods and processes used in mining 
coal is the main factor in the incidence of either of the 
abnormalities ın anthracite colliers, but they may be con- 
tributory. Therefore certain suggestions for change in 
mining procedure that might cause improvement are made 
by the Committee on Industrial Pulmonary Disease. The 


, committee further recommends that “ pneumokoniosis of 


coal-workers,” when fulfilling the criteria of radiological 
change (including reticulation) and pulmonary disability, 
should be included with “silicosis” for purposes of 
compensation, and thdt not only underground workers 
but also screen workers at collieries and coal-trimmers at 
docks should be covered. Finally it points to the great 
advantage that would accrue from initial and periodic 
examinations of all coal-miners in South Wales. These 
examinations would make possible the transfer of men to 
more suitable work before they became unfit ; they would 
facilitate the detection of tuberculosis and the removal 
from the mines of men in an infective stage; and ‘over 
a long period of time they would provide a means of 
observing the effects on health of any preventive measures 
carried out in the mines. Although it ıs not so stated, we 
assume that an x-ray examination ıs regarded as an essential 
part of the initial and periodic examinations, and it should 
therefore be known how far miniature indirect radiography 
would lend itself to the detection of reticulation. 

The investigations are being continued, and further 
reports will be awaited with high interest. In the mean- 
time two corollaries appear to follow from the findings and 
recommendations already published. In view of the estab- 
lished relation between dust-reticulation, or “ anthracosis,” 
and tuberculosis, it would seem wise to include active 
tuberculosis for the purpose of compensation. This would 
undoubtedly encourage the elimination of potentia! sources 
of infection from the mines. And, finally, some form of 
rehabilitation scheme involving vocational training for the 
partially incapacitated appears to be called for As 
T. W. Davies,’ a tuberculosis physician to the Welsh 
National Memorial Association, has so graphically 
described, financial compensation, particularly when it 1s 
partial, fatls to bring about the social rehabilitation of men 
who have bten connected with mines all their lıfe. Their 
‘plight, he says, is most distressing. And these men, at the 
present time at all events, represent an appreciable reservoir 
of man-power. 


SCABIES 


Scabies has always been one of the minor. horrors of war, 
and it still remains with us in our present discontents. A 
fact, however, that has not been generally appreciated is 
that, although after 1918 its frequency diminished very 


. much, scabies began to increase in 1936 while peace still 


reigned in Europe. It has undoubtedly increased more 
rapidly since the war broke out, but it is doubtful whether 
‘this can be attributed to shelter life and wartime crowding, 
for, as Kenneth Mellanby has pointed out, the disease has 
increased just as rapidly in areas where there has been little 
enemy action and where but a negligible portion of the 
community has ever lived in shelters. Other reasons must 
be sought to explain the increase. It is a little remarkable 
that scabies should be so difficult to control, for the causal 
organism is well known, comparatively large, and super- 


‘ficial in ifs attack’ The centgal facts in the life history of 


3 Publ. Hith, 2, 65, 101, 102 
es 


the Sarcoptes scabiei are that the adult female landing on 
a new host immediately begs to burrow and lay eggs, 
which take just aBout a week to develop inté adults. On 
emerging from the parent burrow they spend but a short 
time on the surface and then make burrows for them- 
selves. Reproguction probably takes place both sexually 
and parthenogenetically. ° 

The practical problem of the control of scabies divides 
itself naturally into two parts : the prevention of infection, 
ang the provision of speedy and successful treatment. It 
is well known that the usual method of infection is by 
personal contact, and there seems no need for the contact 
to be particularly intimate. The chief point of contention 
among those who hav experience of the disease is the 
importance of fomites in spreading infection. Since the 
last war the military authorities have always emphasized 
the dangers of infected blankets and have laid great stress 
on the disinfection of all fomites. According to R. M. 
Gordon and D. R. Seaton’ spread by fomites is a risk, 
but it must be borne in mind that their work was carried 
out in animals with Nofoédres, not with Sarcoptes. Recent 
work by K. Mellanby,’* which has been confirmed by 
several qther observers, tends to show—and, in fact, well- 
nigh proves—that scabies is scarcely ever spread in this 
way. Volunteers have slept in beds previously occupied 
by heavily infected persons and have all escaped infection. 
(As, however, the accuracy of diagnosis of scabies in mili- 
tary circles is by no means above reproach, and as it is 
quite often confused with pediculosis, it will probably be 
wise for the Army to continue their present practice.) We 
must, however, seek elsewhere for the real reasons for the 
spread of the disease. Are there “scabies carriers” ? 
The answer must be ın the affirmative, for there is no doubt 
that there are many individuals infected with scabies who 
fail to exhibit the typical picture of the disease. In the 
first place there are insensitive persons on whose tactile 
nerves the nocturnal wanderings of the sarcoptes make no 
impression, and who consequently make no complaint of 
irritation, even though they may be heavily infected. But 
much commoner than these are individuals who have been 
infected only recently, and in whom the characteristics 
of the eruption have not yet properly developed. Scabies 
is not a disease in which infection takes place one day and 
in which the diagnosis can be readily made the next. It 
takes time to develop. This time varies a good deal in 
different people and depends to some extent on the per- 
sonal habits of the patient. Those who pay close attention 
to daily ablutions undoubtedly delay the spread of the 
infection, though a daily bath will certainly not stop it. 
The time taken to establish the scabietic picture may, there- 
fore, be anything from three weeks to two months. During 
that time the patient is an undoubted menace to his con- 
tacts. The menace ceases as soon as treatment is begun. 
The lesson to be drawn from these considerations is that 
as soon as one case of scabies is detected in a family, or 
in an institution such as a school, not only should that case 
be properly treated and all the contacts (e.g., other members 
of the family) be inspected, but in view of the difficulty 
of mak¢ng the diagnosis in the early stages they should also 
undergo treatment. It is impossible to lay too much stress 
on the frequent inspection of individuals living a communal 
life or of those who are for one reason or another being 
sent to join a new community. This applies equally to 
members of the Forces, dwellers in hostels, or evacuated 
children. Any vesicle in the neighbourhood of the hands 
or feet should be an object gf suspicion, for the sarcoptes 
may often'be found therein, although not a single typical 
burrow may be discoverable, and on several occasions 


1 British Medical Journal, 1942, 1, 685. e 
a Publ. Hlth., 1942, 55, 150, , 
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_during- thé routine examination of children a single inter- 
` phalangeal ‘vesicle was the only lesion on 


- been serious sources of infection. As a counsel of -perfec-, 


tion it is recommended that a skilled dermatologist should: 
be available for consultatfon i in all cases of any difficulty. ~ 
Thé second part of the problem is that of treatment. To ~ 


. be. satisfactory the treatment of the ‘disease must -be 

speedily effective; easy to` apply, free from objectionabl 

odour and the risk. of dermatitis, and there should be no 
| relapses: IIt musi be admitted at once that the ideal 
‘ garcopticide still remains to be digcovered '; in fact, .it is 


' questionable ` whether one has--yet come. to light more’ 


efficient than . the time-honoured sulphur ointment. 
* Sulphur in other forms can of course ‘also be -used 
‘Among the new preparations. which must’ be’ con- 


sidered are benzyl .benzoate, derris root and its active - 


._ principle rotenone, and preparations of pyrethrum from 
` Chrysanthemum ‘cinerariaéfolium. ~ < All ' these products 


” have. been thoroughly tested by Mellanby and his co-. 


workers, and the following remarks are largely based on 
‘ their conclusions.’ ‘It’ appears that no: substance ‘has yet 
\ been tried which is isuperior to: the. old stand-by—the 10% 
sulphur ointment of the B.P.—or to the polysulphide pre- 


paration known as Marcussen’s ointment or kathiolan. , 


The only other sarcopticide which ‘gives results.in any way 
comparable is benzyl benzoate, of which a 20%’ emulsion 
in soft soap and spirit appears to be quite satisfactory. 


“There is, however, a.serious objection. to this application ' 


: in that it.is liable to cause an intractable scrotal dermatitis. 
. (The ‘same objection seems to applyto derris root and 


‘ rotenone.) Moreover, it is not very suitable for use at a - 
' children’s treatment centre, for ‘it always cduses a certain , 


, amount, of stinging, and if applied to a raw area or to 
septic burrows is’ extremely painful. As Dr. Dorothy 
| Carter points out; it is difficult: enough to get regular 
attendance at a treatment centre, in any case ; it is well- 
- nigh impossible with i a “ burning lotion.” One of the more 


prominent supporters of* benzyl’ benzoate is Dr. N. D., 
of cases as 


' Begg,‘ who ‘has treated considerable numbers, 
in-patients at” the Eastern Hospital. (L,C.C.). In-patient 
> treatment of course gives the medical officer good clinical 
control ; hence one is not: greatly impressed with Dr. Begs’ s 
" ‘figures, which give the average duration of treatment in 
157 cases as just over twenty days. There may be, however, 
an-explanation for this i in that his cases, being more severe 
than the average, were for that reason admitted to hospital. 

Of the various preparations of sulphur other than oint- 

+ ment, which many object to on account of its messiness 
and its odour, dimethylthianthrene, which before the war 
was sold under the name “ mitigal, ” is well spoken of by 


« several observers,‘ but it is expensive and now almost uń-/ 


obtainable. Gordon and Seaton had’ good, results with 
tetraethylthiuram monosulphide' i in the treatment ‘of animal 
scabies and recommend its trial in human cases. Sulphur 
, lather and flowers’ of sulphur seem to be unreliable and 
‘no more free from. the risks of dermatitis than ointment, 
‘and-they also need more skill in their application®, The 
conclusion that Mellanby’ has arrived at after:caréful study 
based’ on 1,500 cases is that. the classical treatment of 
- scabies, consisting of thrée applications of ointment, after 


` three baths, is quite satisfactory, and efficacious. Even - 


without the bath two applications of the ointment have 
. yielded 100% cures. The lines upon which he looks for 
_ improvement are’ (1) the substitution ‘of vanishing cream 


. for the paraffin base, ag both more ‘pleasant to use’and ' 


affording econamy in the’ use’ of paraffin, and (2) diminu- 


‘ tion of the sulphur content of the application employed.. 
$$ 
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e whole.surface . 
of the body and yet a sarcoptes was found in it. Had these ' 
_ cases not been detected they would undoubtedly have . 
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For years many dermatologists have held that it is un- 
necessary fo use an ointment containing 10% of sulphur, 
and in his experiments with the vanishing creams Mellanby 


„finds that a cream containing only 0.5% sulphur is strong 


enough ‘to kill most of the: parasites.. All are agreed that 
the treatment is most efficacious when administered by 
skilled :personnel, but if this ‘is not available sulphur oint- 
ment is the easiest and the most satisfactory when the 
treatment has to be administered by the patient or the 
patient’s parents. On the whole the solution of the problem 
appears ‘to be in the direction of more accurate diagnosis 
and not only. inspection but treatment of contacts. There 


vis no serious fault:to find with the classical treatment of 


the’ diséase. 
ost =—_—X—XXX 
HYPNOTICS, ANALEPTICS, AND“ MENTAL 
i DISEASE 


Sleep is"a many- -faceted problem. Only a conjunction of 
comparative biology, chemical physiology, electro-physio- 
logy, clinical and experimental neurology and psychiatry 
will suffice to give even an approximate gccount of the 


‘ phenomenon we call sleep. Even, with such diverse fields 
“of knowledge to draw upon our understanding remains pro-. 


visional. If there is a sleep centre, or, more correctly, a 

waking centre, ' what determines its rhythm, and of what 
nature is its own intimate activity? Sometimes pharmaco- 
logical experiment will help to get to' the root of a matter 
of this kind :- the tissues may be subjected to chemical sub- 
stances introduced from without,‘ and their reaction 
examined. It has been found that one of the effects of 
hypnotics is to damp down oxidation in brain cells ; it is 


‘therefore possible that one of the characteristics of the 


sleep process, and perhaps one of its fundamental condi- 
tions, is a lowering of metabolism i in brain tissue, especially 
in those cellular regions upon which the occurrence of 
sleep most intimately depends. Variations in the tempera- 


_ ture ofa tissue are indicative of variation in the oxidation 


rate’ in ‘it Using this principle, Pick’ has shown that the 


temperature of different parts of the brain may be made to 


vary by. giving hypnotics, and in this way he has confirmed 
the differential locus of action of the latter. This was 
demonstrated in anotber fashion in :Kieser’s* chemical 
observations on the. different concentration of hypnotic 
substances in different parts of the brain. Ether and 
paraldehyde cool the cortex more than the braia stem, and 
luminal. has the reverse effect. The same delicate technique ' 


‘of the.thermal couple which will register changes of 


temperature ,as small as 1/200th of a degree centigrade in 

the brain,cells has been used by Pick to investigate the mode 

of action -of analeptics, especially cardiazol. This has 
become of great importance in view of the mystery that 
still attaches to the modus operandi of cardiazol and con- 
vulsion therapy generally in the cure of mental disease. 
Pick found that cardiazol, pharmacologically antagonistic 
to hypnotics, increases the cerebral metabolism, sending the 
brain temperature up by 0.5° C. Moreover, this action is 
primarily. in the brain stem, as is that of all other con- ' 
vulsants which have recently acquired a reputation in the’ 
cure of mental disease. Do mental diseases after all'depend, . 
as Mott suggested, on insufficient oxidation, but not, as he 

thought, in the cortex so much as in the brain stem? It 
is unlikely that an uncomplicated hypothesis of that sdrt © 
will prove to be sufficient. Sleep and mental disorder may 
be similar, but: they are not the same thing. They cannot 
both be ‘the result, of sub-oxidation and nothing more. 
Knowledge must go deeper and become more minute still. 
It must be acknowledged tltat Nature’s site LM in the 


1, Mt. Sinal Hosp , N.Y , 194197 
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many-functioned brain stem is more than a little intricate. 
We may take its temperature, but the physico-chemical pro- 
cesses that go on there remain, in spite of much brilliant 
work, a wonderland still largely to be explored. ^ 
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; ORGANIZED TREATMENT OF CANCER’ : 
Forty years -ago there was only one method of treatment 


-which could hold out any hope for the patient suffering 


from cancer.. During the last, 20 years, however, great 


advances have been made in radiotherapy, and for many 


types of malignant disease’ it has become the'treatment of 


choice. At first the surgeons looked upon radiotherapy - 


with scepticism, but.once its benefits were proved, there 
was a grave danger of the two methods of treatment being 


looked upon’ds rivals. In recent years, however, it has - 
become more and more evident that each is complementary . 


to ‘the other. During the last ten years the members of 
the Radium Commission have been in a unique position 
to realize the truth of this statement. As a result of their 
experience they have issued a, memorandum (see p. 48) 
which sugges® the principles of a regional organization 
for bringing together the two types of treatment, and the 
necessary ancillary services into one team. With our pres- 
ent knowledge of the treatment of cancer, such å team 
must consist not only “of physicians, surgeons, and radio- 
therapists but also of pathologists and physicists who have 
special experience in assisting im the treatment of malignant 


- disease and must be able to attend the operating theatres, 


treatment rooms, and wards. The memorandum points 
out that it may be necessary for this team to be chosen 
from several hospitals in the same region, although, owing 
to the nature of the apparatus, the radiotherapy will prob- 
ably be centralized in one institution. “There may be some 
difficulty in deciding the size of the team. If-the number 
of surgeons is too great there will be a real danger that 
each will not get enough experience to become proficient. 
For the same reason the team must serve an area contain- 
ing a population of about 1,000,000, from which’ some 
1,000 treatable cancer cases may be expected. The memo- 
randum stresses’ the. importance -of proper “ follow-up” 
departments and the necessity for accurate records. A 
valuable suggestion is made as to the administration of 
such a cancer organization—namely, that there should be 
an executive committee, with: representatives of all 'the 
hospitals -and bodies concerned in the area. Among other 
duties, this committee would choose the team which 
carries out the work.,, The publication of this memoran- 
dum is opportune, because recently the Ministry of Health 
asked local authorities to draw up instalrhent schemes under 
the Cancer Act, and many local authorities may find\a 
memorandum from such an indepgndent and ‘unbiased 


- source as the Radium Commission of ,considerable help 


to them. Copies of the full text may be had: from the 
Secretary of the Commission, Westminster Hospital, S.W.1. 


a DICQUMARIN 
Cattle which are fed .on spoiled sweet clover hay develop 
a haemorrhagic diathesis, as a result of which bleeding may 
occur in practically any part of the body." Common sites 
of bleeding are the ischial and thigh regions, the neck and 
shoulders, and the wall of the thorax, but it is rafe in the 
parenchymatous organs. Haemorrhage is common on the 
serous surfaces, but less so on the mucosae. Affected 
animals are ‘particularly liable to bleed to death after 


operations such ‘as castration fnd dehorning. Focal necrosis a ae 








1J, Amer. fet. med. med. Ast., 1924, 84; 553. 
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of the liver is sometimes found post -mortem, but it is 
‘doubtful if this ig closely correlated with the haemorrhagi¢ 
tendency or if there are any characteristic anatomical 
changes except those due to haemorrhage and anaemia.’ 
The haemorrhagic tendency is due to a decreased coagula- 
bility of theeblood, and Roderick’? showed that this was 
associated with a diminution in tħe amount of prothrombin 
as estimated .by Howell’s acetone-precipitation method. 
The mechanism is therefore different from haemophilia, 
in: which blood coagulation is delayed but prothrombin is 
apparently normal. It may bg mentioned in passing that 
haemophilia has recently been described in swine.’ 

Roderick’s investigations were the mainspring of. ‘the cycle 
of discoveries which have culminated in the tecognition of | 
hypoprothrombinaemia as the cause of haemorrhage in 


` jaundice and thé newly born and have led to their effective 


treatment by vitamin K. 

It is fitting that the latest of these discoveries should be 
the isolation of the active principle of spoiled sweet clover 
hay, which depresses, the formation of prothrombin, as 


_ 3,3-methylene- bis- (4-hydroxy-coumarin)—to which we re- 


ferred earlier this year.** Despite its long name, this 
anticoagulant, which 1s coming: to be referred to as 
“dicoumarin,” ‘is a relatively simple substance easily 
synthesized. It is cheap and it acts by mouth, and these 
‚apparent advantages over heparin have encouraged people 
to experiment with it in infective and non-infective throm- 
bosis in man.’ In practice considerable difficulties are 
encountered. The attion is very variable from case to case, 
owing .perhaps to insolubility and irregular absorption, a 
difficulty which may be overcome by parenteral injection 
of the soluble sodium salt. Krom experiments on dogs, 
Bingham and co-workers? believe that the maximum dose 
tolerated intravenously is almost certainly not much greater 
than 25 mg. per kilo and. very likely less. In man single 
doses of 1,000 mg. orally seem to be safe, but it is not 
known how soon or how often they can be repeated. 

Divided dosage of the order of 200 to 300, mg. a day has 
also been used in man; the coagulability of the blood may 
be considerably reduced in 3 or 4 days, and the effects 
must be followed closely to avoid overdosage. There is 
obviously much to be learned about methods of administra- 
tion, and it is essential that the knowledge should not be 
too dearly bought, There is a latent period of 24 to 72 
hours before coagulation is reduced, but once the drug 
comes into action the effects may last for 8 to, 10 days 
after withdrawal. ‘Overdosage leads to multiple haemor- 
rhages, and the condition is improved only temporarily by 
transfusion and little, if at all, by vitamin K. The signifi- 

cance. of the various laboratory data is not yet clear. 
Dicoumarin has much less effect on the ordinary coagula- 
tion, and it is essential that the knowledge should not be 
(prothrombin time), and it-may lead to an apparent reversal 
of the coagulant action of the tissue extracts ‘ usual!y 
employed in these tests.” The apparent advantages of 
dicoumarin over heparin in the treatment of thrombosis 
have thus not yet been established, and there is more than 
a possibility that ıt may prove more dangerous and less 
efficatious than heparin. Townsend and Mills" are right 
in suggesting that experimentation with dicoumarin in man 
should for,, the „present ‘be limited to clinics with ‘special 
haematological” facilities and previous experience in this 
field, ~ mn 2: 


' / 
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o Ape ex i a a ea "É, in routine inspections, the M.O. should detect such defects 
-“ SURGICAL ECONOMICS IN WAR* as yaricose veins, bubonocele, or deformed toes, he should not 
; : i ` BY ° a be in too great haste to send the man for a specialist’s opinion. 


MA n ert . This caution should certdinly be adopted when a man does 
Brigadier , C. MAX PAGE, D.S.05- FRCS: not himself complain of a defect, and is able to perform his 
_ ín the organization of the Army the important part played by full duties in spite of it. . 
the medical services in maintaining the health ®f the troops is It is invrelation to the minor disabilities of the serving soldier 
generally recognized. - The possibility’ of keeping large armies that the M.O. will haye the gréatest opportunity for conserving 
in the field without undue wastage is accepted as being one the sttength of his unit. Foot troubles represent an important 
-of the striking achievements’ of preventive medicine of this Iproportion of this group. Prevention in these matters is clearly 
century.. This is effected by preventive inoculation, sanitation, better than cure. He should make full use of the chiropodist 
and personal hygiene, and these subjects remain a primary ` and see for himself -that boots and anklets fit properly. He 
and essential responsibility of the Service. When other methods should-order such modifications to be carried out by the unit 
are looked for whereby the médical branch can conserve man-, boot repairer as are possible or desirable. It should be noted 
power, it is apparent that, broadly considered, the efficient that if a man’ has a foot defect which has proved no handicap 
working of every department of the R.A.M.C. conduces to in civil life the provision of light boots may' sometimes solve 
this end, and each branch has its special problems. I propose the difficulty. The opinion and advice of a near-by orthopaedic 
, ~to consider in detail the responsibility from the surgical aspect, surgeon will often help him in this respect. The M.O. should 
L will not refer to the handling of battle casualties, but to the see that cases of foot-strain or tenosynovitis due to over- 
less obvious and dramati¢ saving of. man-power which can be intensive’ training are rested before the condition becomes 
effected by the management of the: individual soldier suffering . chronic. It must be recognized that the company officer is 
from. diseases or disabilities that, turn: up apart from fighting. responsible for the care of his men’s feet, but the M.O. should 
The views I express are personal, and are coloured by my not on that account fail to take his part of the responsibility,” 
‘observations of the results of various surgical work carried out -A certain number of minor injuries may well be treated within 
in the Army and Ministry of Health Service during the past the unit, but if it appears that recovery would be more rapid 
few years. . The ideas put forward are not originak and the under better-equipped conditions the man showld be transferred 
- actions, advice, and attitude suggested are already operative in to hospital. The same remarks apply to .cases of pyogenic 
| many centres. They are set forth here with the prime aim , infection. Cases of palmar whitlow in particular are best 
of giving. the medical officer new to the Service a. basis of treated in hospital. 4 . 
action- suited: to our -present ‘needs. 7 an When a man is sent to hospital,, whether for treatment or 
The General Objective T for opinion; the importance of sending notes ‘bearing on the 


Tp y AA RET i - case may be emphasized. The M.O. should remember that 
A dogmatic definition*of the procedures that will achieve an the, patient's history sheet does not always reach the consultant, 


_ aim,the successful pursuit of which must in the main depend nor does’ all the information which may be helpful. Reliable 
„om an attitude of mind, is by no. means easy. In medicine observations on the man’s past medical history and on his 
. agreement between a group of doctors on the treatment and value as an individual in the’ unit may be of considerable im- 
disposal of an individual case. is seldom a simple problem. portance to the consultant if a proper decision on his treatment 
‘In peacetime.the propriety and éxpediency of various,methods and disposal is to be made. ` \ 
| of treatment are allowed to range over’a wide field. In war - £ = : 
thie urgent need for the prevention or limitation of disabilities i The Reception Station M.O. 
and for speed and efficiency .in getting men back to work after 
illness requires no emphasis, nor does the importance of re- 
„taining a man in his unit, so. far as this is possible, once be has 
-become a:trained and useful member of it, If every medical skilled nursing and are likely to be able to return to thei units 
officer realizes his personal responsibility ‘in the matter and saps : A 
X PE Eis ; zi oa within that period. At this stage an opportunity for some 
considers his actions and their repercussions in this light some- minor gurgery arises. Certain nominated’ stations 
thing will be achieved. I will discuss the problem from the : gery ann aa a os Hons: are now 
; beds . x q ; equipped to carry out injections for varicose vejns. The selec- 
point of VEW of the unit M.O., the M.O. in charge ofa tion of ‘cases for this procedure is important, and observations 
reception station, and the operating surgeon. o fie a Sin A? on,.this point will be found in the A.M.D. Bulletin. Recent 
The Unit’ Medical, Officer's Work . oe 38 knee injuries should only be retained when the evidence sug- 
' The unit M.O. has an important part to play in the scheme, 8ests that’ there is no gross displacement of the meniscus or 
although the wide-dispersal of troops complicates his work in serious tear of a ligament. „The accurate diagaosis of these 
war conditions. ‘His position in rélation to the men of ‘his injuries is of great importance, and further reference to the 
unit may be/compared-to that of a first-class general practi- , Subject will be found below. : 
tioner to‘ his patients or, perhaps more appositely, with that Reception stations will receive a good many cases of fibrositis. 
of a whole-time school doctor. By means of periodic inspec- For localized cases injections of 1% novocain will often prove 
-tions he should be familiar with the physical condition and helpful and can do no harm. Hot-air baths can be arranged 
have some knowledge of the psychological. attitude of all with a little resource either by extemporizing electric cradles 
the men in his, charge. ` He shouldbe fully. acquainted with the OF by the. use of a paraffin stove. Cases of acute tonsillitis and 
details of their routine work. and training, and should take an laryngitis should not be automatically sent for examination by 


interest‘in their recreations and study their intimate living ~ aN E.N.T. specialist ‘when the acute symptoms have resolved : 
conditions., By taking an active part in exercises and training, unless there is definite evidence of chronic disease the man 
‘the M.O. will learn- for himself the strain to which the troops should be returned to duty. 

_ are exposed, and will so, acquire knowledge that may assist in 


Under quiet conditions the reception station can form an 
important buffer against hospitalization. Men may be retained 
for 10 days in these stations if they are not in need of specially 


preventing breakdowns’; he will-also in this way mace easily’ € > ù The Surgeon’s Responsibility žy 
+ win the, co-operation of the officers and the confidence of.the. The surgeon‘can conserve man-power either by the advice he 
" mæn : > 1 i tenders or by his methods ofi operative management. In the 


Turning to' matters of detail, ït will be the ‘responsibility of presence of acute disease. and serious injury, where active treat- 
the medical officer to see that the unit is not carrying men unfit mént is imposed, one. can only suggest the importance of early 
forthe duties it is expected to perform. It is: uneconomic to ’ rehabilitation once the. acute -phase is, past. . 
retain men in a job for: which they are‘ unsuited from physical It'is in relation to what may be termed “cold surgery” that 
‘or mental causes. Cases of acute, disease jor serious injury surgical economy or extravagance can be practised. One does 
should clearly be evacuated epromptly as. they arise to „the not ask the surgeon abruptly to alter his peacetime views on 
proper, hospital, the location of which should .be known, and) technique. One asks him, however, to be persistently critical 
with whigh. personal contact should be made whenever possible. of his methods, and to assess so far as possible whether by 

= A lecture delivered-at-an R.A.M C. Depot to a group of newly his operation he is renderimg the soldieremore fit for his job 
engaged medical offictrs. ; ` j with:the least expenditure of: ttmg, or whether the soldier could 
é Z e 
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by some adjustment carry on an active life without it. The 
argument will be clearer if some practical examples are given. 

Hernia—A large number of hernias are being operated on in 
this country, and the results are not as good as might be 
expected. The proportion of recurrences is high, and the evi- 
dence available suggests that in many cases this is due to 
defective tecHnique. An operation on a soldier or industrial 
worker for hernia, if effectively performed, should in general 
render him an Al man, These operations should, therefore, 
be scrupulously carried out by an approved method and by an 
experienced surgeon. 
graded physical exercises are valuable in restoring a man’s effi- 
ciency in the minimum time. Cases of bubonocele- due to 
direct hernia, certainly in men showing a pronounced supra- 
inguinal bulge, should not be operated on. The condition does 
not carry any risk of bowel strangulation and can be con- 
trolled with a truss. Though the wearing of a truss relegates 
a man to a “B” category it does not prevent him from taking 
a useful part in: some ‘branches of the Army. 


A ppendicectomy.—When this operation is decided on in the 
“cold” period the evidence leading to the decision should be 


e e carefully sifted. , I have seen a good many men submitted to 


this operation on account of right-sided pain who have been 
found subsequently to have a stone in the kidney or a 


hydronephrosis. Removal of the appendix for what is termed . 


“appendix dysp@psia ” should not be undertaken too readily. 


Varicose Veins——I would suggest that a mild degree of this 
condition does not involve any material disability for Army life 
any more than it does for a civil occupation, and that, there- 

` fore, treatment might often be ‘deferred until after the war. 


Operations on: the Feet.—It has been generally recognized 
that operations on the bones of the soldier's foot seldom im- 
prove his capacity or category. The practice of. cutting the 
foot to fit the boot was long ago found to be unsatisfactory. 
The use of less drastic. measures and the fitting and modifica- 
‘tion: of footwear, so far as, is possible in the Service, deserve 
more attention than they are given. If a man has “ got on” 
in civil life with a minor or even-a major foot deformity, it 
will be found better to avoid operation except in specially 
selected cases. poe tan 
© Derangements of the Knee-joint.—Troubles with this joint 
are: the cause of a good deal of short- and long-term disability 
in the Army. This source of wastage will continue so long as 
the troops play football. The minor cases may be quickly 

- restored by, a short period of rest and pressure followed by 
Progressive, active use of the limb. ' In the more severe, treat- 
ment without accurate diagnosis is little better than a gamble. 
It is essential to differentiate clearly between damage to liga- 
ments and a cartilage tear and displacement. The taking of 
a careful history of the circumstances and mechanism by which 
the injury was caused is of great value here. Tears of a liga- 
ment are produced when the leg is in the extended position 
by forced lateral deviation or hyperextension. Displacements 
of the menisci are caused when the knee is bent and a rotatory 
strain is applied. Operation is only justified if history and 
physical signs point to a tear or displacement of a cartilage. 
The site of the lesion should be determined with precision. 
It may be noted that the localization of pain and tenderness 
on the medial side is closely related toe the position of the 
‘lesion, whereas with an injury of the-lateral meniscus pain and 
tenderness ‘aré less well localized and are generally referred 
to the posterior aspect or centre of the joint. Routine x-ray 

, examination should never be omitted or else cases jof osteo- 
chondritis dissecans and other less common conditions will be 


"o missed. Operation duly carried out on a torn or displaced 


meniscus gives a high percentage of good results. If it is 
performed without a precise diagnosis being made and no 
gross lesion ‘of the cartilage is found the outcome is’ usually 
unsatisfactory. In my experience the removal of both ménisci 
(or parts of them) often leads to a joint which: is not fully 
stable and seldom allows a man to be graded Al. 
''Fractures.—In' these cases, which form so large a part of 
the surgeon’s wartime practice, one can only recommend a 
critical attitude of mind. Does the method employed impede 
the speed of repair? ‘Does it allow return of functional activity 
zat as earlyed period as possible? -I$ everything done that can-be 
-done to, avoid prolonged stifferfing of joints in-relation to the 
i e 
l 


In the after-management of these cases, 





fracture? Most surgeons agree that overtraction or “ distrac- 
tion” of the fragments at a ‘sensitive phase of the repair process 
is responsible for delay in union. How far alternative methods 
of treatment lead to better results must be determined by the 
individual. The reduction and fixation of a fracture are 
mechanical processes, and the problem 1s therefore subject to 
many 'solutionsas regards the exact method employed. i 
Ear, Nose, and Throat. Operatiohs.—I am here on delicate 
ground and I will lımit myself to a few remarks. Operations 
for the removal of tonsils and for deflected nasal septum 
very often result in a man being ““Y” listed. There have 
béen wholesale attacks on soldiers’ tonsils in certain areas, 
whereas in other localities with *similar military populations 
such operations are few and far between. - 
. In conclusion, I would say that the views which I have 
sketched in a wide field may well be subject for discussion, and 
I'must admit they often lack precision, but I would emphasize 


„that my main aim has been to induce an attitude of mind which 


will assist our Service to do its full share in saving man-power 
and man-hours at the present time. 
\ 


I should like to acknowledge my indebtedness to Major-General 
S. Kyle for advice in assembling these notes. f 








ORGANIZATION FOR CANCER TREATMENT 
MEMORANDUM BY RADIUM COMMISSION* 


The National Radium Commission has been established 12 
years and during that time has .gathered much information 
about radiotherapy and the organization of radiotherapeutic 
centres. The most important part of the work of such centres 
is the treatmeht of cancer, and of late years the Commission 
has extended its observation, wherever possible, to cover the 
whole field of cancer. As a result, the Commission has been 
an Bhi by the fact that the death rate continues to Tise 
although the centres with which the Commission deals treat a 
constantly increasing number of cases, with a slow but persistent: 
improvement in the number of patients who survive several 
years after treatment. 


| 
Some Remediable Factors ie 


i wE 
Among the remediable factors which contribute to this 
paradox are: $ 

(1) Late diagnosis—This is due to (a) unsatisfactory condi- 
tions under which many patients are seen for the first time— 
e.g., ill-equipped consulting-rooms and inadequate facilities for 
examination and note-taking ; (b) inexperience of cancer on the F 
part of some medical men who see only a few cases a year and 
recognize them only when they are far advanced ; (c) ignorance 
and fear of the disease among the laity, which prevent the victim 
from seeking advice in the early stage. s 

(2) Scarcity of beds.—Tbhis is a factor affecting the treatment 
of all hospital patients, but it has a more evil effect on the cancer 
patient than almost any other. In most hospitals cases fall 
into three classes: (a) acute emergencies, surgical or medical, 
which are admitted instantly ; (5) patients admitted by a member 
of the honorary staff and generally admitted to his o beds ; 
(c) patients who need admission for investigation or for treat- 
ment that can be postponed. These are placed on a “ waiting 
list” and often have to wait a very long time. Under this 
heading are included a Jarge number of cancer patients, and 
while on the “ waiting list” their disease steadily progresses.' 

(3) Failure to select thé most appropriate treatment for each 
case.—This is due to the absence in most hos itals of any 
regular and organized system for consultation, before treatment 
is started, between the various specialists whose skill may be 
needed during that treatment. . . 

(4) Inefficient treatment in inadequately equipped centres.— 
This is gue to the natural ambition of every hospital to carry 
out all kinds of treatment, and want of co-operation between , 
medium-sized and small hospitals to build up join? centres. in 
those specialties in which the needs are more elaborate than 
their means allow. ae 


a A Cancer Organization on a Reglonal “Basis 
The National Radium Commission puts forward the follow- 


ing suggestions for the organization of the treatment of cancer 
on a regional basis. i - oy g 


General.—The precise form °of the administrative arrange- 
ments on which a cancer organization should be built up must 
‘depend in great meastire on the general arrangements for the 
post-war hospital service which the Government has promised. 

* Owing to shortage of space the memorandum has been abridged. ` 
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‘While the outlines of these arrangements have already . been 
‘announced, the details remain to be worked out, and accord- 
ingly it is, not at the moment practicable todo more than 
assume that tht arrangements will leave rdom for a cancer 
organization in which the various hospital authorities and other 
bodies concerned will play their part. The executive of such 
an organization should be in the hands of a special Cancer 
, Committee. A whole-time Director of the Can Organization 
should be appointed, althorgh it might be advisable to” allow 
him private patients within his own hospital but not outside 
-it. The choice of the director must depend on the man rather 
than on his : be must clearly: have a wide expenence 
` of cancer an 
work of the organization. 
the headquarters hospital 


ecial 


It is important that his position. at 
shofild be assured, that he should be 


able to meet the members of ‘the honorary staff on equal terms, ° 


and that he should be in full and effective control of the 
arrangements made for carrying out treatment. , 
The functions of a cancer „organization are: (1) To put 
before the public those facts about cancer which ought to be 
generally known. (2) To secure the diagnosis of cancer at the 
earliest possible stage of the disease. (3) To secure prompt 
and adequate ‘treatment of every, case. (4) To improve estab- 
lished methods of treatment and‘devise new ones. 

The area to be served should be of such a size that not fewer 
than 1,000 cancer cases are treated in a year. Such‘a number 
can be expected from a population of about a million, and this 
should normally be the smallest number of people for which 

_a cancer organization should be established. This number -of 
cases is necessary so that (1) each member of the medical team 
shall see a large enough number of cases to become expert ; 
(2) the available radium and x-ray apparatus shall be used to 
capacity ; (3) each type and'site of growth may form a group 
large enough for statistical analysis in a few years: ; 

The staff, besides the whole-time director, must include many 
specialists with all the assistants they need. Physicians, sur- 
'geons, E.N.T. surgeons, gynaecologists, radiotherapists, patho- 

5 topes, tadiodiagnosticians, and physicists must all form part 
of the team, be readily, available, and meet in frequent consul fa“ 
tion. As the work of the cancer organization must continue 
without intérruption more! than one specialist of each type must 
be on the staff, but most of them would probably devote part 

’ only of their time to the work of the cancer organization. It 
will be- neces for the radiotherapists, physicists, and 

. pathologists to be ‘wholly engaged on the work of the’ organiza- 
tion. 
enough cases to’ ensure ‘that be becomes expert. f 

The housing of a cancer organization, in view of the staff 


‘ requirements mentionéd above, will almost certainly have to 


„be in, or in close association with, one or more large general ` 


hospitals. ‘One such general hospital would in most cases form 
the headquarters of the organization, and at that hospital it is 
desirable that a special block or department should be devoted 
to the work. The segregation of the cancer work makes the 
team more “ cancer‘minded,” leads to an increase in efficiency, 
‘and facilitates better record-keeping. In few cases, however, 
will all the work of the organization be able to be done in one 
hospital, and arrangements will have to be made to utilize the 


facilities of several hospitals ; in that case one or more members - 


of the staff of each hospital concerned would be appointed as 
' members of the team working the cancer organization. Pro- 
vided that satisfactory arrangements are made for full consulta- 
tion, effective co-operation,-and perfect co-ordination, much of 
the work: might with advantage be decentralized. i 


The’ arrangements for diagnosis present many difficult 
problems to be overcome. General medical practitioners will 
have to be taught to be “ cancer-conscious ” and persuaded to 
send promptly to‘ the cancer organization all patients in whom 
any symptom calls for investigation. For this purpose it may 
be desirable to have arrangements for diagnosis at several or 
even at many hospitals in the ion. Such hospitals must 

- be well equipped for diagnosis and must be visited`at re 
intervals by members of the team who, are capable of dgciding 
whether the patient shquld be sent to one of the hospitals where 
treatment ch be undertaken. Lectures, should be, arranged 
having for their object the encouragement of patients to, seek 
advice early, Seat, ee y 

The treatment of.cancer in any patient sbould be under- 

. taken only after consultation. between members of the*team. 
At such a consultation the treatment of the individual should 
be planned, even though modification may be needed later. 
Although ‘in some types of canger the consultation may be a 

_ formality, nevertheless it provides an opportunity for the mem- 
bers of the-team:to teview methods of treatment from time to 
titre and for discussion. The treatment having been settled at 
consultation, it is then carried out by one of the specialists of 


should be one' of the specialists engaged in the: 


Care, should be taken that each specialist deals with 


the team, and at appropriate intervals or at the end of the treat- 
ment the patient 1s again seen in consultation. 

The physicians of the organization will of course play their 
part in the diagnosis and treatment òf cancer, but they should 
also, be able to give much help in other ways. The recognition 
of metastases, the study of general reactions to treatment, the 
prevention and treatment of complications, and supervision 
of the health of the workers with radium and x rays should all 
be done by physicians with special experience of these problems. 

Treatment by surgery might be carried out at several of the 
hospitals taking part in the cancer organızation, but ıt is essen- 

v tial that it should be donè only by the surgeons of the team 
(who have special experience of ‘he operations needed) after 
consultation with the radiotherapist, The surgeons must be 
provided with all the equipment that will enable them to do 
their work properly. 

Treatment by radiotherapy will always have to be concen- 
trated, if not at one, at most in very few, of the hospitals taking 
part in the cancer organization. The radiotherapist should be 
in full charge of all radium and x-ray therapy ot the organiza- 
tion, though it will be necessary for him at tumes to work with 
the help of the surgeons. The radiotherapist should have at 
his ‘disposal at least one gramme of radium so that he may in 
every case have available the containers best suited to it. He 
should have not fewer than two deep x-ray therapy sets so that 

` if+one breaks down treatment will not be interrupted. Iù an 
organization dealing with 1,000 or more cases a year he will 
need four or five tubes in constant use, in addition to those 
needed by the physicist. The organization ofea radiotherapy 
department has been dealt with in a separate memorandum. 


The pathologist plays an important part im the work of the 
cancer organization, and it is desirable that each organization 
should have at least one pathologist. working for it. Lf the 
clinicians are to have as much' help as can be given by a 
pathologist he must be familiar not only with all forms of. 
cancer but with the habits of mind and methods of work of all 
those engaged in the organization. His duties will include the 
‘examination of material removed at biopsies to help in makin 
a correct diagnosis, blood examinations and the examination o 
exudates, and bacterial examinations in patients with secondary 
infections ; he should also be available to perform necropsies 
on patients who die, so that’ causes for the failure of, treatment 
may be ascertained and important facts gathered about methods 
of spread, etc. If the work of the organization is carried on 

; at more than one, hospital, the pathological laboratory may 
conveniently be at only one of these, but the pathologist should 
be in personal contact with all members of the team. 

Radiodiagnosis is necessary not only for the diagnosis of 

» cancer but at many stages in the treatment and.in the future 
follow-up of the patient. At every hospital where any part of 
the work.of the, cancer organization is done there must be an 
efficient radiodiagnostician with modern apparatus. 

+ + Physicists play an essential part in the work of any radio- 
therapy clinic. Their help is needed in the planning of radium 
appliances and the estimation of the dosage delivered. This 
work involves calculations which physicists are specially trained 
to do. X-ray therapy apparatus needs constant supervision and 
calibration, and depth-dose charts under many vagying condi- 
tions are needed. Radium containers have to be tested fre- , 
quently 'fot leakage and examined for defects, and it is con- 
‚venient, for the physicist to be made custodian of the radium, 
He should be allowed facilities -for research, be provided with 
a, well-equipped laboratory and well-fitted workshop, and should 
have a whole-time mechanic. The setting of every patient 
each time hé is treated should be done by one of the radio- 
therapists ‘or under his direct supervision, but the physicist will 
frequently’ be needed to: aid in beam direction and to see that 
patient and staff are adequately protected from’ stray radiation. 

The beds for the'organization should be set aside for its 
patients, and in large hospitals are best provided in a special 
block in which the x-ray therapy plant is situated and radium 
treatment carried out. :There must be a large enough number 

~of beds to make sure that no case is kept waiting for treatment . 
Some of these beds, for the surgical treatment of patients, may 
conveniently be in hospitals where no radiotherapy is done but 
where the ‘surgical and gynaecological members of the team - 
do their cancer work. Not fewer than 75 beds will be needed 
for the cancer organization. 

The follow-up of cancer patients after treatment must be 
thorough and persistent. The patient-should attend at regular 
intervals and should, wherever possible, be seen by those mem- 
bers of the team who originally planned the treatment. To 
save patients unnecessary travelling it may be possible for some 
follow-up work to be done at those hospitals where arrange- 
ments for dingnosie: only ave, been made. All cancer patients 
should besfollowed, up for. at legst 5 years, thoigh reuch may + 

i e i . 
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be learnt by following them up for 10 years or even more. 
It ıs not enough that patients should be given an appointment 
to attend: arrangements should be made so that any patient 
who does not keep his appointment receives a reminder of it. 

1s must be repeated until the patient does attend or until a 
report is obtained from some medical man who has examined 
the patient. For-the purpose of this follow-up it is essential 
that there’slfould be a.system.of visiting patients, and this can 
be done best by hospital alnioners or public health visitors. 

The records of a cancer organization ,must serve three pur- 
poses: (1) to record the patient’s condition from time to time 
so that an estimate may be made of the changes that have taken 
place in the disease between his. visits ; (2) to provide accurate 
records of the treatment to act as a guide for further treatment 
when needed ; (3) to provide a basis for statistical analysis of 
the results obtained by treatment so that the team may know 
where improvements are needed and in what direction they 
should be attempted. For thesé purposes it is essential that 
there should be a special case paper for the cancer organization 
which should be indepeadent of the ordinary hospital in-patient 
case paper. It should be of a type.that is uniform. throughout 
all the hospitals taking part in the work of the cancer organiza- 
tion and the main file should be kept at the headquarters. 
Clinicians should always be provided with clerks at each clinic. 
The physicians’ findings and conclusions, the pathologist’s and 
radiodiagnostician’s reports, the account of operations per- 
formed, and full details of any radiotherapy given should all 
be entered in their proper places. Statistical analysis cards 
should be pregared for every patient. 





FEEDING OF INFANTS IN WARTIME 
ADDRESS BY LORD WOOLTON 
Lord Woolton, Minister of Food, attended the annual 
general ‘meeting of the National Baby Welfare Council, 
held im the Great Hall of B.M.A. House on June 26, and: 
‘gave an address on the feeding: of babies in wartime. 
, He said that the proper feeding of the nation’s children was 
one of the first tasks to which he’addressed himself on taking 
office. ‘He had’ the- good fortuné to have Lord Horder and 
Prof. J. C. Drummond as-scientific advisers. The malnutrition 
. which followed the last war was vividly remembered. It was 
obvious only to a comparatively small extent in this country, 


but on the Continent it took a terrible shape. The rising genera- , 


tion was left with physical defects‘and abnormalities, and often 


with a mental twist which had played no small part in > 


fomenting trouble during the intervening years. He determined 
that any repetition of such a tragedy should be prevented in 
this country, even, if necessary, at some sacrifice on the part 
of the older people. s 
The ‘first step was a baby’s ration. The baby was allowed 
the ‘same quantities of butter, cheese, sugar, jam, and (until 
‘lately) tea as the adult. No doubt the child in his first year 
ought not gtrictly to want these things, but it was right and 
. proper that the mother, particularly the mother who was feeding 
her child as well as herself, should haye food for both. : The 
first claim on the milk supply was for pregnant women and 
young children. If the parents could pay-for it, payment should 
be made, but if they. could not pay they must have it all, the 
same. The issue was not the financial position of the parents 
but the physical well-being of the child. , Child priority in 
milk supplies. could not have~been carried out but for the 
generous help of America. Large supplies of powdered milk 
were in the -United States ready to be brought over to this 
country, so that next winter adequate supplies of milk were 
‘ensured for infants, school children, and mothers. Orange 
juice also was being sent over from the U.S.A. in sufficient 


' 7 the value of Butchers’ offal, such 


_of “union 
‘comparing fractures of the same bone due to different types 


tion of standards. He promised to'consult his medical ‘advisers 
on a suggestion that there should be extended to women during 
the ante-natal period the same facilities for obtaining cod-liver < 
oil and orange juice as were available for. infants. Other 
suggestions from the meeting were that the growing of parsley, 
-said .to be rich ın vitamins and easily grown, should be 
encouraged, and that more. consideration should be given to. 
as liver and tripe, for young 
children. aoe ` : as 

An address was also delivered by Mrs. Drexel Biddle, wife of 
the American-~Ambassador to the, Allied Governments in this 
country, who Suggested a scheme whereby concentrated foods ` 
for the relief of the civil population of the occupied countries: 
would be taken in the vanguard of the troops of the United 
Nations on the opening up of a Continental front. Phe 

In the annual report ađopted by the Counc! it was mentioned _ 
that an investigation had been undertaken into the spread of 
infectious diseases in day nurseries and, nursery schools“and 
Classes. A suggestion has been made that there is an increased ’ 
incidence of such infections through these channels, or that 
the infections occur at an earlier age than would otherwise 
be the case, the sequelaé and complications being corre- 
spondingly more serious. No substantial evidence was found 
‘to support the case against the admission of pre-school groups 
to communal life in properly constructed and well-administered 


nursery centres. 
ee . 
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DELAYED UNION OF FRACTURES i 
At a meeting of the British Orthopaedic Association held in 


‘Liverpool on May 29 and 30 under the presidency of 


Mr. G., R. GirDLesToNne (Oxford) there was A discussion on ' 
delayed union of fractures. ‘ Most of the speakers remarked on 
the impression generally held that delay in union ig commoner- 
than formerly; many of them mentioned the difficulties of 
the statistical approach, first of all in deciding upon a standard 
” in the.consideration of‘the time factor, and in 


of violence. There was agreement in stressing the evils of 
late reduction, of distraction, and of infection. , 

Mr. G. PerKNs (Roehampton) differentiated between 
“union” when the fracture was solid and “consolidation ” 
when this had progressed to the state of ability to withstand ’ - 
normal stresses. He emphasized the importance of functional 


“restoration and the need for muscular activity from thé -outset 


of treatment.’ ue 

Mr. R. Watson-Jones (Liverpool) and S./Ldr. W. D. COLTART, , 
R.A.F., presented a, detailed analysis of 500 shaft fractures 
of the femur and tibia treated in Royal Air Force orthopaedic 
units. The most mportant factors responsible for delay in 
the union of these fractures had been: (a) infection, which 
trebled the-union time; (b) distraction of the fragments by 
excessive skeletal traction, which caused: very marked indolence 
of the fractured surfaces and doubled the union time ” (c) delayed~ 
reduction, late remanipulation, and in the case of the femur 
late bowing or re-fracture, which almost doubled the union 
time. -In the absénce' of these delaying influences fractures 
united firmly enough for the removal of splints: and plaster 
in an, average’time of 14 weeks. Union to clinical tests had 
often been present earlier than this, but immobilization ‘had 
been continued in walking” plasters until the stage of radio- 
graphic consolidation. -The early resumption of weight-bearing 


‘amount to ensure a supply for all babies next winter. Thes in a walking plaster had been proved to be a delaying’ factor 


other foodstuff which gave special concern was eggs. These 
. had been in short ‘supply, but the children had had, four times 
as many as the adults. He.added. that the restrictions were 
not the greatest difficulty-of the Minister of Food ; his greatest 
difficulty was the variability of the situation. He never knew 
“ which cargo was going-to be sunk by a submarine; nor from 
what part of the world this country was going to be.cut off. 
But whatever the circumstances, the good will of the public was 
behind this policy of looking after the-children first: It ‘was 

not sentimentality, it was statesrnanship. ee f 
In reply to questions Lord Weolton said.that the new: milk 
organization he was setting up would go closely into the ques- 

e 
ee \ 
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in cases in which minor angulation remained ; the weight-bearing 
tended to. increase the angulation momentarily, ‘and thereby 
distract the fractured surfaces on the open side of the fracture. 
If it was recognized that union had been delayed by infection, 
distragtion, late remanipulation, etc., and the period of plaster 
immobilization was exténded accordingly, these factors were 


_ responsible- only for slow union and not for non-union. ` In 


this series where complete and uninterrupted immobilization 

had been maintained there was not a-single-case of established 

non-union. In 8 ‘cases early bone..grafting: had been per- ' 

formed to accelerate the rate of repair,,but in the whole series 

there was not one ‘case of -sclerosis of the fractured surfaces 
t ti 
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” and Zs non-union, depite : a high proportion- of šos 


_contaminated and ‘infected: fractures: .10% of' the cases had - 
“been invalided ; 90% returned to duty. : o 
Mr, B.-H. Burns (London) believed that the more: accurate ` 


‘anatomical ' position maintained. in. the -modern unpadded’* „particularly with Syme’s 


va plaster cast was. possibly counterbalanced by the longer time 


that „appeared to be'ttdkeri-in‘reaching unioh, Well-planned - 
Open’ reduction ‘in selectat. cases offered perfect anatomical 
restoration with greater freedom of the soft parts.. 

Prof.. HARLAN’, WILson. (U'S.A.) believed that thé type > 
initial violence might ' account for the greater time taken by 
motor-cycle:, -injuriés, “where, speed of: impact was “notéworthy. 
' He believed that damage: to, the vascular supply of bone had 
tgreat bearing onthe time gf hedling. He ‘remarked on. ; the’ 
frequency of delayed union in cases of multiple fracture, which 
-n consequence ade “greater derfiands upon the body’s 
osteogenetic~ functions.. His experience with the ‘use’ of the 
-Roger Anderson method of treatment found it subject’ to the’ 
same conditions ‘and time of fracture healing as other methods. 


to find so universally conde 
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as for leg amputations was 
Its and superiority of this type, 


„preference TOF end-bearing 
founded upon the excellent res 


as compared with those dependi ng upon lateral bearing in the 


- socket of an artificial limb. | The speaker’s remarks dealt more 
putation, which he was. surprised 
in Great_ Britain. 


.Dr. R. D7 LANGDALE- (Roehampton) “explained: the 


~, views of the limb-fitting surgeons for the Ministry of Pensions, 
- remarking“ on the large number of Syme’s amputations which 
"were performed `in the last war and which had been tė- 
F amputated, at a higher level. 
unable to tolerate end- -bearing for’ more’ than eight years, and 
of those -who had had reamputation not one failed to express 
his ‘gratitude’ at being provided with a stump which gave 
_ complete confidence. A particular advantage was the better 
appearance of the limb, which was of importance to a woman. 
Mr. W. A. Cocarane (Edinburgh) made a plea for further con- 
sideration by” British surgeons of the advantages of Syme’s 
amputation. 


Many of the.patients had been 


[While the experience of the Ministry, of Pensions is 


“Major WHITE: R. C.A.M: C., Toronto) believed.that the factors based upon an enormous amount of material, it is necessary to re- 


” most likely‘ to afféct ‘the rate’ of~ union were, ‘apposition of 
fracture surfaces ‘with complete ‘and cofitinuous, immobilization. 
In his survey of’ ‘120 ..cases of fractured tibia reduction was, 
considered adequate when it was radiologically estimated that . 
75% of the fracture surfaces were in apposition. In 51 well- 


mark on the fact that the amputations carried out during the last 
-war were by a great variety jof surgeons, Whereas the Canadian 
work’ Has been done by a restricted group, as, of course, in 
ean years has been the practice of the Ministry of Pensions.] 


lowing brief communications, were made: (1) Trans- 


, ‘reduced and: immobilized” legs the’ average for union~-was eons eric Fracture of the, Femur, by Mr. NQRMAN CAPENER ; 
44 months; in 13° iiadequately - -reduced or poorly imfnobilized , 
cases it was 8} months: ' Bone grafting had resulted in union ‘ SEDDON; (3) Fractures of the Femur, by Mr. W. S.- DIGOLE ; 


in 96% of the casés, but- rehabilitation seemed, to. take’ longer 
‘than in those ‘uniting without operation. ' ' i 
Mr. D. L. GRIFFITHS (Manchester) made a determined plea 
for statistical inquiry iby. statistical “methods. He had submitted, 
to-such inquiry 249 cases of fracture, with displacement, of 
both-bones of the leg. Four definite conclusions were arrived, 


-at: (1) Open fractures heal’ more ‘slowly than closed fractures; 


the two forming distinct groups. (2) Direct violehce, (3) -severe , 
violence, and `(4) inadequate, apposition of -fragments were all- ' 


delaying factors:' Figures indicated that only , the grosser errors g 


of treatment are important im delaying union. 


(2) Rate of Regeneration of Peripheral Nerves, by Prof. H. J. 


(4) Air ‘Arthrography in ‘Lesions of the Semilunar Cartilages, 


‘by Mr.C: H. Cutten and, Dr. G. Q. CHANCE. 
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So : Social Medicine 
Sm,—Prof. J. A. Rylé, in his stimulating letter (June 27, 
: 801), defines social medicine as follows: “Social medicine 


5 Es 


Mr: F. W. HoLDswoRTH (Sheffield), in a study of 399 cases +'is' clinical medicine activated in its aetiological inquiries by 


of fracture of the leg, treated : ‘throughout. by his own team, 
stated that 349 returned to their own work, 35 to modified work, 
and 15 had very poor function. Of 303 adults, 102 compound” 


` fractures united in ‘an average of 164 weeks: (the Jongest were 


28 ‘weeks—4 : cases)’; ‘the remaining closed fractures united -in 


“an average of 13 weeks. He stressed the need to concentrate: 


upon end-results rather than, upon the time, taken to reach 
them. Continuity of treatment by one unit was the essential 
requirement. Hé and “other \speakers deprecated the late. 
reduction occasioned « ‘by. the slow movement of Patients from 
one hospital to another. . ` 

Mr. R. I. STIRLING (Edinburgh) , discussed dietetic. factors 


g with particular reference, to ‘the: important part played by 


-vitamin lC 


gs 


A Rehabilitation Centre. 


“On the -afternoon ‘of. May 29 the” Aésociation paid ¢ a -visit 
to an ’R.A.F. Rehabilitation Centre by permission’ of the ‘Air 
Ministry:. Members were conducted round the gymnasiums, 
playing “fields, swimming pool, ete. „Mr. WATSON-JONES gave 
a clinical. demoħstration at which he stressed. the importance 
of carefully graduated muscle -exercises, carried out initially 
under the guidance. of the’ medical. officer and later in the 
gymnasium under the control of a group of ‘physical training 
instructors and» masseuses; and the value of various outdoor - 


, games jin which -the _compétitive team spirit“ was- encouraged. 


The meeting was then addressed by -Flight. Lieut. -Catypr, who , 
described ‘the’ working ‘of the centre and the importance of. the 


; patient's tffatment being kept under the’ close’ supervision, of 


f on-»amhpuitatioris,. based © upon the different views -held “by bs 


thé “niedical .officer. at ‘all’ stages. - Finally S./Ldr. Dawes, 
the ` commanding ` - officer, said how important it*was -to re-. 
create, mental ‘and. mort fibre in addition -to restoring patients 


7 to fall physical: fitnéss. - i ae 


; BG . Aimpatations ! E = 3 A 
Om the “second: day of- the “meeting . a ` discussion - was held” 


t+ 


surgeons in: Canada‘and Great-Britain. - The former attitude ` 
was stated: by Dro Le ‘MESURIER of Toronto. : The’ Canadian 


- also, and in greater part, 


social conscience as well as scientific intent, and having as its 
main purpose the education of professional and lay thought 
and the direction of legislation on behalf of national health 
and- efficiency.” This definition would; I feel, be bettered by’ 
deleting . the limiting word “ clinical ” and by printing 

“ medicine” with a capital, ; for is it not largely because 


‘doctors have confined ‘eel: to clinical (or bedside) 


medicine that the ultimate causes of disease have been 


, Heglected’and the’ progress of preventive medicine delayed? 


Social medicine “is, in some part, clinical medicine, but it is 
reventive medicine, and in whole 

it is just ‘Medicine with a feapital M: the science and art of 
_ making ¢ our people healthy and of keeping them healthy. Here 
I offer anqther’ definition: -“ Social medicine is the science and 


‘art of Medicine activated ‘and directed by the study of social 


conditions’ for the promotion of national health and efficiency.” 
—I am, etc., ee j 
Oxford. ' | 


‘ 


R. McCarRISON. 


| Sm,—Prof. Ryle „has developed the suggestive ideas of 
Sir Farquhar Buzzard in his 'Oxford address (June 6, p. 703), 
and_has coined the term “applied aetiology” to describe the . 
scope and functions of social medicine, Perhaps “ applied 
‘physiology ” would be a bétter term. In the same way sanitation 


‘might be described as applied bacteriology, for sanitary practice- 


is the application of our knowledge of bacteria in keeping - 
them out of our food and ‘water and in removing them safely 


‘in our, drains and dustcarts. „A good deal of leeway has still 
.. to be made up in ‘internal ‘sanitation, which is that cleansing 


of bacteria’ from our homes -and workshops and from our 
persons. But in the study. of disease, and in tracking back 
its ‘ultimate causes, we reach a_point in our effort at control 
in which we pass from pathology to physiology, from the study 
of impaired or: disabled, life (disease) to integral and complete 
life (bealth)., This. axiousitn of the field of medical study and 
practice is’ called “ social} medicine "a rather vague term. 
Medicine. has, always been gocial ;~ ‘and’ we seem to put the 
word “ social.” ” in front of|it when, it achieves a mote eificient: 


\ 
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degree of service. We might as well speak of social haber- 


dashery and social grocery when they reach the chain-store majority of the: 


development in supplying their commodities. Sır Farquhar 


: CORRESPONDENCE © i 


Buzzard. has truly said that medicine hitherto has been. pre- * 


occupied with disease ‘and; is now ‘turning more and more 
towards the study of health. , What is meant by social medicine 
is really the medicine of health. : 

- He has advised the reorientation of the medical editii 
so that the doctor may play his part in this new and ‘wider 
medicine. 
curriculum designed to give the student a' new and totel con: 
ception of his future work as a doctor and a training for that 
work. In this: new: curriculum the chair of social (or total) 


porting, and being supported by, all the other subjects ; .and 
‘the young doctor would begin his work informed as to the 
fullness of its scope, and trained to practise the medicine of 
disease and also the medicine of health. ` 

The two subjects most closely related to the “ health ” work of: 


" the doctor are obstetrics and paediatrics. It would be difficult 
to ‘say which is the more important; and indeed they both ‘typed or standardized methods, which will always tend to be 


J 


hang closely, together. But paediatrics is certainly the most 
neglected in teaching, and offers the test opportunity -of 
improvement in practice. Hitherto, the medical schools have 
given the “ young ” subject paediatrics a small place in teaching 
and examinationga place far short of its importance in practice. ‘ 
On this the views of practitioners would be of. great interest 
and value, and might assist ın overcoming the conservatism 
of the medical schools and hastening reform: The mother, - - 
the child, and the:home are the basal unit of our social structuré. ` 
The family i is the oldest, strongest, and best of human societies ; 
and the health of the family, is the centre’and beginning of 
national health.' The home is the place where vital ‘problems 
and principles of sociology and medicine meet, and where social 
medicine can operate with great power ; and it -i is the field of 
practice that belorigs pre eeinently to the family doctor 
I am, etc., 
Edinburgh. 


’ CHARLES MoNen., 
The General Practitioner and Research ` 
Sm, —Howevet long delayed may be the end of the present 

struggle, the essential need for co-operation in national and 

economic affairs in the post-war world has been fully estab- 
lished. The need for a like degree vf co-operation between 
the general practitioner and what 


2 


can broadly be described ds 
the: research worker seems to us to be just as necessary. 

At present the wide experience of the G.P. and his intimate ` 
knowledge, extending over many years, of his -patients, ‘their 
families, and their ailments, which give. him many advantages 
of which he is sometimes ‘not fully aware, end with his 
retirement or death. We believe that a team of G.P. volunteers 
in co-operation with a laboratory team working at some specific 
problem—fo? instance, asthma, allergic diseases, endocrine dis- 
orders, etc—could throw: some light on‘many problems at 
present obscure. Such teams in different areas, under the 
general direction of a central body, would result in pooling 
the experience of many GP.s'and would, ye believe, be of 
great value to: the advancement . oe medical; knowledge. 
—We are, etc., : 

A. K. JAMES. 
H. J. Gipson. ' 


The Planning Commission’s Report g 
Sır, —The Medical Planning Commission is to be congratu- 
lated upon putting forward the interim report for survey and 
discussion by the whole profession. Those who have been 
interested in medical planning for many years will be impressed 


by the faults of omission rather’ than commission : this makes with a clean slate.” 


constructive criticism easier. 
A broad definition might have been a complete service for 
the body and mind (and spirit) of every individual. Clause (a) 


should have added “ and. progress to a higher level of health.” 


“Every ” means of every age and every status. I would add 
a clause (c):' (i)'To aid research and so to advance medical 
science, and (ii) to promote the- -co-operation of doctors on the’. 
one hand and patients on thé other. 

Under $ Discussion ” ‘the | basis of the service on the family 


"as the normal - unit with the sfamily doctor as the normal 


å 
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'medical attendant has always been „approved by the vast 
profession. -Ag one who has advocated 

‘co-operation ” fog over 30 years I am ‘glad that clause 27 
has been agreed. \ 

I. feel that there is some confusion in the whole report 
between the principles of building up from below and the 

“organization ” „from above. As an advocate of the former : 
method: I would put forward the ‘fellowing criticisms, which 
I hope are constructive., The Health Service Centre should 


This idea holds out the prospect of a redirected be in relation to a small general hospital. Representatives of all 


branches of the services should meet here, forming local medical- 
advisory’ councils, which councils should be referred to in all 
matters concerning the health of the district. From these should ~ 


` medicine should be the keystone of the whole system, sup- be elected representatives tõ regional thedical advisory. coun- 


’ cils ; from these again representatives to the advisory council to 
‘the Ministry of Health.’ ° 
The local medical advisory councils are of the greatest” 
importance. ` If they function properly they will direct or divert ‘ 

the ‘creative intelligence of extreme individuali into the 
common council on the one hand, avert the danger of stereo- _ 


imposed by higher authorities, on the other, give opportunities 
for the exchange of ideas and views and so help the advance 
of science, and,' if one ‘may tread into the political sphere, 
they are “ rational democratic.” 

Satisfaction with or complacency ‘with regard to the working 
and terms of the National Health Insurance Act appears to me 
~ worse than dangerous. The best that cambe said is that this Act 
has done little positive harm. It has been negative as regards’ 
the’ progress ‘of medical science. It has been of financial 

\benefit to the members of, the -profession who have large 
panels.: In 1911 \I levelled many criticisms against it and: 
also prophecies, most of which have been justified. At that 
time I opposed the Act as not worthy of the ‘intelligent planning 
by the medical profession of this country ; I put forward. the 
alterhative scheme based upon group practice at centres ; I was 
ruled out of order. I have regretted since jthat I did not move 
amendments which could have been woven into its framework, 
‘now suggested over 30 years later. . 

One other criticism: I should like to think that more attention 
had béen given to the psychological aspect, but T` have 
endeavoured to restrict myself to - fundamentals only.—I 
am, etc., sas 


“Teddington. P. W. L. Cams. 


Y 

Sm.—Having just read the interim report of the Medical. 
Planning Commission in your issue of J une 20, I feel I should 
like to offer certain comments. 

The first is\in connexion with paragraph 38. Surely the 
admission that certain corrupt practices in our present system 
are likely to’ continue in any other system we may envisage 
or attempt to; carry out is as damning an indictment as it is, 
possible to find.. Are we then to admit ourselves defeated, 
before we even begin, in any attempt to better our ideals? 
Are we just to admit the presence of such graft and not try 
to do anything, about it?” No reform of any worth was ever 
carried out in such a tame spirit. Or is this merely a symptom 
of our gradual moral decline and softness? Why should we 
assume that we .simply have not the strength of malt to 
eliminate these evils? 

I do not admit. the, argument set forth’ in’ sasori 39. 
Surely it_should be possible, to have men trained specially in 
medical administration who would be eligible for administrative 
posts. - I understand that in Canada a doctor has to undergo 
special training in medical administration, before he is eligible 
for suchə posts as medical supefintendent of any large hospital. 

Paragraph 48 says: al . We could not, if we would, start 
Why not? The whole point ies in that 


“if we would.” 
-in the statement. If we have the necessary will; and the 
necessayy perseverance, we can start with a clean slate. Indeed ` 
we shall have to by very force of circumstances. What is the 
use_of thinking up half measures when We are going to be . 
forced- togo the whole way? No one can be so short-sighted 
as to; imagine that the end of *the whole scheme will- mot "be 
a whole-time salaried medical service. ' 

Paragraph 48 also says: . What is wanted is the adaptá- 
tion, augmentation, and reorientation of existing services.e, . .” 


1 


There seems to me to be a lack of punch ` 


7 
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Ce 2. Seok ye, 


` * ` 
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Fine words which mean plainly a patched-up ‘affair, Father i 
Cumbersome 


. Similar to nearly ‘all our voluntary hospitals. 
buildings with additions, alleyways awkvw&rd torun ‘with 


„ dozens of inconveniences—thése ' -have also, been “ adapted,- 


. Augmented, and Teorientated ”' when many of em ought to` 
, have been , completely rebuilt. ‘The .type of mind ‘which Has 
made these’ ideas is the ` type, of mind’ which ‘hag been respon- 
i sible for ọur policy~in the? pre-war years. Always patch and 
hope’ “for the best, ~ Let’ us have. something new: it has to 
‘come anyway. j $ 
_ I feel tbat- so many of the objections to the whole-tiņe 
salaried medical service are based on a spirit - of complete 


' materialism. The criterion of a man’s ability is being accepted , 


—as it has up to now very often—as the extent of his income. 

_ Surely it should be possible for our profession ‘to show that 

we judge men by the quality of their work rather than the size 

of the incdmie. ' Indeed, until we car infuse this spirit into 
, ourselves any scherie can fail I'am, etc., 


Ledbury. esl) l ' ' GEOFFREY G. AIREY. 


, 


‘Sia,—I_ have been interested in medical planning for, some 
" years and have’ done ` some work in that direction ; as a ‘result 
' I have eagerly: awaited the interim report of, the Medical ' 
_ Planning Commission. There were moments while reading the! 
, report when I felt thata bold and constructive. progressive 
policy was being taken, but, alas! I was quickly disiHusioned 
when I reached the ‘paragraphs on “ Immediate Proposals.” 

It -is known to ‘all that our present health services are 


, uneconomic, ‘lack ‘integration, and are very unwieldy, to say | 


* nothing of the overlapping and'duplication ; yet the Commission 
, after many months of deliberation proposes nothing more than 
an immediate extension of N.H.I.'to. include the dependants . 
"of the: insured persons. To ‘begin work with the object of 
, Providing and making available to every member of the com- 
' munity a complete medical service, and incidentally improve 
‘ the working conditions of the medical practitioner, and then to, 
‘do no more than propose the extension of N.HLI. ‘is, J feel, , 
evidence of moral: cowardice. 
! There is little doubt among: the many doctors I have discussed | 
this matter with that the only service which can remove the 
existing defects and introduce the essential improvements is 
„a, 100% State Medical Service. As I expected, the usual * 
' “ bogy ” of bureaucratic’ control and ‘the platitudes of free 


. choice of doctoriand the lack of initiative in safe jobs have ' 


` been resuscitated, but they will ‘deceive ‘no one—certainly not 
' the community who want a complete medical service, or the 
doctors who are prepared to work the scheme as whole-time 
' salaried officials. What choice of doctor.is there in the public 
„health service, in ante-natal, child welfare, and’ school clinics, 
“also in the hospitals, whether voluntary or public? In what 
“way has bureaucratic control adversely affected these services? 
', The chief ‘criticism’.which can be made is their-lack of co-, 
“operation with the general practitioner, and this'is not due to ` 
« bureaucratic control, - 

Then there is the usual {eons thinking about the cost of 

a complete service. We are told that the country cannot afford 


it. At the risk of being accused by some of holding doctrinaire , 


- views, I' maintain that the service would cost no more and 
” probably, less than the present. uneconomic and. patchwork 
\ system. The.money could be raised by taxation and com- 
pulsory contributions, and the funds pooled so ‘that the money 
‚could be distributed to regions on the basis of population. The 
_cost of the” present medical „services (excluding: workmen’s 
i compensation, environmental and cash benefits. undèr N.H.) 


is about £150,000,000 made’ up as follows : 7 7 i 
4 t ne y kop 

Voluntary hospitals ° Š £16,000,000 

7 State: hospitals ` £43,000,000 
Municipal services à% Z ‘ £13,000,000 

` National health insurance t \ £16,000,000 
Private practice '. ! £60,000,000 
Narting services t £2,000,000 - 


The money is‘ derived fran many different ‘sources-e.g., 
charity, fees from patients, contributory schemes such as the 
',HS.A., insurance as N.H.I., rates ag the block grants .to public 
hospitals,’ , ‘and finally- from tages such .as the State and 
municipal.: ‘medical, services. Surely it would not be difficult, 

' to employ an expert to work out a scheme for raising the 
“sum of £150,000,000 ‘per annum, the amount ‘Tequired for a 
“State Medical Service for the” „country as a whole, especially — 
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as it is showa that the bulk of the money is not drawn from 
taxation. 
` It is axiomatic that national survival in times like the present’ 
depends more than'ever before‘on the health of the community, 
and upon.the health of the community depends the health of 
‘each individual: Yet in the most essential of aM services the 
medical practitioner is not allowed the economic-security which 
‘is guaranteed to teachers or ‘civil servants. To preach health 
to the underfed and to those to whom medical services are, 


-` not freely available, and to praise the doctor who “ unselfishly ” 


gives of his best when i in reality he is being hampered by the 
impending fear of economic and social insecurity, is sheer 
hypocrisy. A nation’s health is its greatest asset, so let us have 
the best possible service for the community and the best 
possible conditions for the medical and lay personnel who will 
unhesitatingly maintain the ‘high standard so essential for its 
success.—I am, etc., - 


London, E.10. ' A. ROBERT Fox. 


Sir,—Careful ' perusal of the interim report of the Medical 
“Planning Commission leads one to the conclusion that (in this 
‘Utopia?) ‘the salaries of the greater part of the medical 
Profession as well as those of innumerable lay officials are to 
‘be paid by the State; but it is not therein apparent how the 
State, either by taxes ‘and /or rates, is to raise these enormous 
sums. Some enlightenment on this matter might be perhaps 
helpful.—I am, etc., 


~ 
_ Rayleigh, Essex. d 


C. H. BATEMAN. 


Treatment of So-called “ Crush Syndrome” , 

*Sm,—In June of last year we brought forward evidence to 
suggest that the approach. to the problem ‘of the “crush 
syndrome” had previously been from a wrong basis, and that 
.the condition, including its renal manifestations, was the result, 
primarily, not of toxaemia, but simply of the loss of blood 
constituents into the injured limb the capillaries of which had 
: temporarily lost their function: Applying this conception 
: therapeutically, we argued that the primary principle of treat- 
ment should be to stop the limb swelling, or, if it was swollen, 
to reduce the oddema. This we achieved by applying positive 
pressure of 60 min. Hg to the limb. We published details of 
two cases successfully treated on these lines (Lancet, 1941, 
1, 780). 

‘Strong experimental support for our hear has recently been 
‘furnished by Duncan and Blalock (Ann. Surg., 1942, 115, 684). 
By. compressing the limbs of, dogs in a special clamp they 
have produced a syndrome similar to the “crush syndrome ” 
of man, including shock and renal failure. Untreated, 18 out 
of- 19 dogs died. But when the damaged limbs immediately 
„after release from compression were enclosed in a pneumatic 
tube with a pressure of 40 mm. Hg 15 out of 21 dogs survived. 

Further experimental work is clearly required, particularly to 


elucidate the mechanism of production of the renaf symptoms | 


We suggest, however, that there is now sufficient evidence to 
justify routine prophylactic treatment being standardized on 
the lines advocated in our article. If this view is accepted, 
first-aid workers should be instructed to bandage firmly the 
limb as soon as it ‘has been released. , Immediate treatment 
on the same lines should be carried out in hospital, either with 
the apparatus we ‘suggested or some modification which fulfils 
the same principles. , 

:ı: The present lull in aerial bombardment in many districts 
offers a Suitable opportunity for working out the requisite 
measures of organization. —We are, etc., 

- 'D. H PATEY, F.R.C.S. 


Z J. DOUGLAS ROBERTSON, M.D. 
_The Middlesex Hosprtal, London, zW; 


Syme’s Amputation Š 
i Sr, —Sir William Wheeler (June 20, p. 770) mentions the 
‘late Mr. R. C. Elmslie’s advocacy of Syme’s amputation. The 
operation which Elmslie devised and practised was a modified 
Syme’s amputation, the essential points being a small heel-flap 
and a high division of bone just where it. begins to flare out. 
The: modern operation was designed to avoid the undue 
‘bulbousness and poor ground clearance of the old Syme stump. 
. which rendered impossible the fitting of a neat, light, durable. 
and efficient prosthesis. , Witi? the newer stfimp thiseis easy, 
and, furthérmore, the skid, whiche was inevitable with the 
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older lımbs and played havoc with end-bearing, seems to have 
been eliminated. The only trouble we have had with this 
operation, properly performed in suitable cases, has been, 
curiously enough, to persuade any firm of limb-makers, but 
one, to' construct the correct limb.—I am, etc., 

7 : H, Jackson BURROWS. 


Standardized Wassermann Reactions 
Sir,—The letter of Dr J. L. G. Iredale and. Dr. H. R. M. 


' Richards (June 27, p. 804) suggests the possibility that other 


directors of approved laboratories may not be aware that, as 
they were informed in Ministry of Health memoranda dated 


” April 4, 1941, and January 11, 1942, the special laboratory of 


the Ministry of Health for comparisons of serum tests makes 
and supplies antigens for Wassermann and Kahn tests, 
haemolytic amboceptor (rabbit v. sheep), and preserved guinea- 
pig serum for complement, all of which are carefully tested 
before issue. As regards the preserved complement-serum, an 
inquiry which I made a year ago of the laboratories approved 
for tests under the V D. scheme to discover if they were finding 
difficulty in obtaining guinea-pigs for complement elicited 
replies which suggested that a number of them must be using 
complement of poor quality, a more potent cause of indifferent 
results than 1s often imagined ; this gave another reason besides 
the guinea-pig, supply problem for pushing on with the produc- 
tion of preserved complement-serum. Each ampoule of this 
serum ıs from a pool of 100; mature (600 g) healthy boars, 
and ıs tested for suitability of titre and for freedom from 
native amboceptor and undue sensitivity to antigen; it is 
probably, therefore, of better quality than the complement used 
in most laboratories. It is preserved by Dr. Richardson’s 
method as described in the Lancet, 1941, 2, 696—I am, etc., 
London, S W 1 L. W. HARRISON. 


Sır, —Three things used in the performance of the Wassermann 
reaction can be standardized—namely, the technique, the 
antigen, and the saline. 

Unfortunately for the man doing the test, the complement, 
the amboceptor, and the red blood cells cannot be dealt with 
in this way. It must be realized that this test requires the 
whole of the attention of the pathologist, who should do every 
step of the test from start to finish. The deplorable habit of 
deputing technicians to do part of the routine work should 
cease if reliable results are required. Thus ıt is apparent that 
no one should perform Wassermann reactions for clinicians 
until he has recetved proper and adequate training. 

Furthermore, I would tentatively suggest that this country be 
divided up into four areas, each with its central V.D. laboratory, 
part of whose function would be to check and be‘ checked by 
other Jaboratories doing V.D. pathology. In this way I feel 
certain the standard of the performance of the W.R. and allied 
serological tests would be immensely smproved.—lI am, etc., 

London, E 1 I N. Orpwoop PRICE. 


Sterilization of Surgical Rubber Gloves 

Sir.—In the technique section of Dr. W. J. Stuart’s article on 
the sterilization of gloves (June 6, p. 694) he remarks upon 
his own particular method and upon that obtaining in 
conjunction with high-pressure sterilizers. He does nét 
subscribe to the principle of inducieg a primary negative 
pressure, and instances the effective difference through first and 
second exhaustings as shown from the tests of Sandford and 
Cookson. I am venturing to comment upon his own practice, 
with slight modification. 7 

Admittedly ın a partial vacuum of 24 in. Hg an unknown 
air content is contained. This void is static except for a slight 
circulation of heated air. The admission of steam produces 
rapid movement and the entire content is in a state of minus 
pressure equilibrium per gauge until zero is reached. On 
attaining plus pressure the volume ıs progressively constant, 
while the heat and weight factors are now variable. The hottest 
steam occupies the upper stratum, while the heavier and more 
saturated” descends and forces below it the heavier atmo- 
spheric air content until ultimate pressure is attained. * Thus 
in the volume we have a graded gravity weight content under 
compression—*the warmed saturated air, being the cooler and 
heaviem is precepitated to thes lowest stratum. This can be 
cleared by opening the valve on the conduit from the bottom 
of the chamber, allowmg a free discharge of air and steam, for, 


the space of half a minute. It may be questioned whether the 
same gravily condition would be effected without the primary 
vacuum. The afwer 1s (this process applying particularly to 
the treatment of dressings, that with the primary vacuum the 
steam is attenuated and absorbed into every part and particle 
of the void, penetrating the most remote interstices of the fabric 
Without vacu&im the steam would expand im an erratic course 
and bottle up globules of air withnf the fabric by a compression 
surround. 

With gloves, however, condition 
with surface sterilization, outer and’ nner enclosed. The outer 
presents no difficulty, the inner does Assuming an unwrapped 
glove to be deposited in an aut&clave, and a vacuum induced, 
air blisters would be raised on the fingers as by blowing into 
them, external minus pressure producing the same effect as 
internal impulsion. It is impossible to say whether these blisters 
would be arrested in ‘a state of compression or ‘whether the 
air would be driven out; hence a primary vacuum is attended 
with that risk and not to be commended for this particular 
purpose. As Dr. Stuart-explains, the gloves are contained in 
a canvas cover, and as the impulse of pressure steam would 
impress the surfaces tightly together he inserts a piece of gauze 
to prevent apposition of the surfaces My own idea is (and 
I don't know if it is really practicable) to draw the rubber 
gloves over common cotton ones. The surfaces would be kept 
apart more effectually and the fabric would serve as a conductor 
to the steam. Moreover the material would absorb any water 
precipitated by condensation, which, when formed, is not 
entirely evaporated but mixes with the chalk and resolves an 
undesirable cement content ın the fingers. 

Dr. Stuart remarks casually on the drying, and ın, his own 
practice ıt may be convenient to leave the gloves within the 
heated chamber for some time to complete evaporation. In 
hospital routine, however, the complete process would be 
effected rapidly. For this final rendering I incline to 
mechanical extraction by inducing atmosphere air through a 
cotton-wool filter at a tension of 15 m. Hg at' seal, breaking 
down to 5 m. with the air current passing. I am quite in accord 
with the pressure’ and time factors Dr., Stuart stipulates.— 
I am, etc., 

London, E7 


A Complacency in Anaesthetics ? 

Sir,—In reply to Dr. Atkinson’s request (June 20, p. 774), 
I can furnish statistics for orthopaedic anaesthetics. In the 
orthopaedic department at Botleys Park during the last 18 
months 2,000 anaesthetics have been administered for all types 
of case without a fatality. The standard technique employed 
is induction with pentothal up, to 1 g., followed by nitrous 
oxide and oxygen. In the cases (about half) anaesthetized 
by me personally N,O and O, are delivered from rotametres, 
reinforced when necessary (which is rarely) by cyclopropane. 
CO, 1s absorbed by a Water's to-and-fro canister, which I 
consider is the most efficient method of absorption generally 
available. This technique is simple, safe, and very pleasant 
indeed for the patient, as sequelae such as vomiting rarely 
occur. 

J] do not think the greatest "“ rag-and-bottle " expert could 


better these results from any point of view.—I am, etc., 
F G Emir, B M., B.Ch, D.A. 


Mass Radiography P 

Sir,—Dr. Lavelle in his letter on the above subject (June 20. 
p- 773) misinterprets me, and appears to have missed the real 
point of my recent letter (May 30, p. 678). 

I fully aware of the trend of development of miniature 
radiographic technique un this country, and that is the verv 
reason why I wrote calling attention to the merits of the 5 in 
by 4 ın. film method, which 1 believe will in the long run hold 
the field My main contention was that it would be a mistake 
to supply apparatus for 35-mm. work on a large scale and 
thereby establish standards which are not the highest. 

One of the first essentials in any nation-wide scheme of mass 
radiographic survey should be the standardization of apparatus 
and technique, and that is why 1 disagree with Dr. Lavelle that 
existing apparatus should be adapted. As regards high-tension 


differ—we are concerned 


J CHARLTON ROBINSON. 


generators I do not agree with him that an output of 100 mA - 


is enough if the best results are to be obtained; I would say 
that 200 mA should be the minimum. 
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Mathematics was never my strong suit, and | must. confess 
‘that the “few simple calculations” which will prove that 
46 mm. by 35 mm. film when enlarged will sow greater photo- 
graphic sharpness than 5 in. by 4 in. film are not immediately 
“obvious to me ; all the calculations I can think of lead to the 
‘opposite conclusion. In any event, one of the principal 
“advantages of the 5 in. by 4 in. film is that it*is suitable for 
“direct viewing and does nét require enlargement. 
; As to stereoscopic views, 1 am in entire agreement with 
“Pr. Lavelle as to the unjustifiable expense of routine full-size 
“etereoscopic films of the chest, but I do maintain that when 
itis purely a question of accuracy two films taken from a 
slightly different viewpoint ate better than one. In miniature 
“radiography the:very slight extra expense of stereoscopic views 
will probably prove to be justified —J am, etc., 
Hull. 
Sir,—-The recent publications and correspondence on mass 
radiography appear to centre on the production of the required 


R. HERMON. 


picture, with details of apparatus and organization needed for- 


` the purpose and the results to be expected from surveys. We 
do not suppose that there are any radiologists or chest 
physicians who would dispute the ability of such a procedure 
to disclose many cases of symptomless tuberculosis, and 
neither do we consider that, granted all the necessary staff 
and apparatus, the administrative machinery could not be 
devised speedily for its use. We do dispute, however, that 
“these should be the sole criteria for launching a campaign 
among the general public to popularize mass radiography at 
the present time. 

Mass radiography has become a scientific possibility, a short 
jump ahead of our social progress. This gap must be closed 
before the public are asked to submit themselves to a process 
which may mean social disaster to many of them. It is not 
possible for tuberculosis physicians or radiologists to say by 
a glance at a film whether a patch of infiltration is due to 
tuberculosis or not, and several weeks or even months may 
elapse before any confident statement can be made to this 
effect. What is to happen to the patient in the interval? 
Observation in an institution, substandard work, repeated atten- 
dances at a tuberculosis dispensary? Such procedures may 
mean the loss of the individual’s employment, and in many 
cases this may, happen when the patient is not suffering from 
tuberculosis at all. 

If we could be certain that mass radiography would 
eliminate tuberculous disease and that only, then we might 
have some justification for pressing our claim on the grounds 
that serious spread of the disease has been prevented. But this 
assurance cannot be given. Consequently, it is our considered 
opinion that: (a) the State must grant social security to those 
found to be suffering from the disease and to their dependants ; 
(b) those requiring observatiom must be safeguarded in respect 
of their employment; and (c) the principle of substandard 
work must be accepted for those under observation or 
suffering from tuberculosis. When these principles are accepted 
by the State, then the door will be opento mass radiography 
and the medical sociologist will have happy hunting. Until 
these safeguards are introduced we feel the public will be 
asked to co-operate in a scheme the pitfalls of which they do 
not-realize. If the general public once realized the implications 
we feel they would demand security before submitting 
themselves to mass radiography.—We are, etc. __ Ps 

Oxford. NORMAN ENGLAND. 

F. H. Kemp. 


Declining Population and Preservation of the Race 

Sir,-—In all the correspondence hitherto published® on this 
important ¢opic nobody has said that there is presumably an 
optimum, as opposed to a maximum, density of population for 
the British Isles. When Nazism has~ been defeated we may 
presumably look forward to a time when the bulk of mankind 
will be united under some centralized or federal form of 
government for purposes of social, economic, and military 
security. When ‘that is achieved it may be possible to decide 
what size of population can cenveniently and comfortably be 
accommodated im the various territories of the globe. Such 
“a conception may seem hopelessly idealistic while.the principle 
“that «night is right still dominates human action, but. if we 
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-as to how many children they ought to have. Cont 


may assume for. the: moment that mankind were to become. 








































































these islands, for example, should be maintained at it pres 
or an even higher level? It is well to remember that in t 
past the British stock attained a pretty high standard of a i 
ment in divers directions with a population rather less tia 
third of what it is to-day. When we are in a posifion to- 
consider our population figure with less emotion and without. 
fear of being crushéd. by a ‘numerically superior potential 
enemy, those competent. to judge will be able to grüge with 
some degree of accuracy, what our optimum population should 
be. Then and then. only shall we be able to advise parenss 
phor 
has been cited as a primary cause of the decline in the biru 
rate, but this is a preposterous argument The. fact is 7 
many persons. are shying away from parenthood for a v 
of reasons, some worthy, others less worthy. Many less desir 
able means of avoiding parenthood exist and world. be 
resorted to.in increasing measure * if. contraceptives were =S 
abolished by. Jaw. A radical change of social values and, sti! 
more, liberation from fear are necessary before we shall see 
the return. of large families—if, indeed, these are desirable. _ 
One other matter has received’ only scant attent from 
previous. correspondents, and that is the treatment of senile: 
marriages. Whether subfertility is actually increasing or whether 
the public is becoming more aware that something can, be 
done about it is an impossible question. to.a@ewer.at present, 
but it certainly seems that in this country the laity are: generally 
speaking, more alive to the matter than the medical profession. 
Except in a few large centres organization for the investigation 
and treatment. of sterile matings is sadly inadequate and ovt 
of ‘date. Children, perhaps from specially desirable potential. 
parents, are thus being denied to the nation, . The Family — 
Planning Association has made a small beginning in this. 
direction, and the’ medical officers at its clinics are ready to 
give advice and help on sterility to any who need it. The usual - 
procedure is to refer them to hospitals or specialists who are 
competent to deal’ with the many and complex problems 
involved; but in one or two provincial clinics facilities ‘for. 
investigation and treatment: (including ‘tubal insufflation and” 
salpingograms, endometrial biopsies, seminal fluid examinations, 
artificial inseminations, etc.) are already available.—J am, ete, 
MARGARET HADLEY Jackson, 
Member. of the Medical Subcomimiitec, Parily 
Planning Associaties. 
Treatment of Scabies : 
Sir,—Prof..R. M. Gordon and Dr. D. R. Seaton (une. Go.. 
p. 685) quote results of treatment of scabies with derrig powder. > 
The successful treatments were among Service persorine! su 
to discipline, but Forman (1942) in a series from æ civilian 
out-patient department did not have successfil results, Prof. 
Gordon and Dr. Seaton, consider that proper supervision is. 
therefore essential; and also that treatmeng dermatitis,” 
especially of the scrotum, may occur. . 
May I quote the results of the treatment of 62 school 
children whose infection with scabies was discovered betwee 
Sept. 1. and. Christmas, 1941. The lotion used was: de 
l oz., soap flakes*24 drachms, water | pint This was app 
by parents or guardians at home, with the aid of written instruc: 
tions, 3 times daily for 4 to 5 days. Tn some severe: cases the 
treatment was contihued for 7 to 10 days, ‘but only qo be 
developed any tréatment dermatitis. No disinfection of bedd 
or clothes was done. and no extra baths were given, esce 
patients showing secondary septic “scratch ™ dermatitis. (So 
evacuee patients were unable to obtain any baths in their billets t 
Eight children were not seen again after the initial diagnosis. 
and beginning of treatment. Infectious illness of truancy. 
accounts for most of these.. The remaining 54 cases were found, 
to be cured on inspection 4 to 10 days after starting treatment, 
and the children were returned to school within 7 to 10 days 
of their initial exclusion. In my experience this represents 
‘a great shortening of the period of exclusion found necessary 
when sulphur preparations are used for home treatment: 
Of these 54 children, 28 were still clear whew inspected 
4 weeks later. Fifteen failed to appear for further ins 
and.11 were found to have relapsed. Of these 11. 7 pave dennite 
histories: of ‘sleeping with. infected relatives’ over whom the. 
public health department hati then no controll am. ck 
Public Health: Department, Worcester e MARGA E 
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FRANCIS JOSEPH BIRKS, M.B. 


Dr. Francis Joseph Birks, whe died om June 19 at the age” 


of 67, was for many. years one of the leading general 
- practitioners in Sheffield. Educated at Wesley College, 

Sheffield, he entered the medical school of the old University 

College. 

taking the M.B.Lond. in 1913. He 

held all the resident posts in turn 

at the Infirmary, finally- becoming 
house-surgeon, then the senior post. 

He started practice in Leeds, but in 

1910 returned to Sheffield in partner- 

‘ship with the late Dr. C. W. Smith. 

He was a most careful and success- 

ful anaesthetist and at different times 

‘held posts as anaesthetist to the 

General Infirmary and Public Dis- 

pensary at Leeds, and in Sheffield 

to the infirmary, hospital, and Jessop 

Hospital. Always a loyal member 
` of the B.M.A., he was honorary 
£ secretary. from 1912 to 1915, and 
chairman of the Sheffield Division 1937-8. He leaves a widow 
and four children. 

‘`The writer of this note knew Birks first as a senior student, 
an influence for good in a school which was passing through 
a very difficult period. Later, as a resident, Birks acted as an 
unofficial tutor and mentor, and finally as a senior colleague. 
Invariably courteous and kind and helpful, he set an example 
to all of conscientious adhesion to duty, Later he became an 
ideal family doctor, equipped with hospital experience in all 
branches of medicine, supplemented by a high sense of duty 
and never-ceasing industry. He gave his patients not only 
good treatment but wise counsel on all kinds of problems. 
Perhaps the predominant impression left on one’s mind was 
staunch loyalty to friends. After an over-strenuous life and 
looking forward to retirement, he was working at full capacity 
till a few days before his death. Men like Birks form the 
backbone of the profession, and to such as he it owes what 
popularity it enjoys among the general masses of the population. 

A, E. B. 





Lieut.-Colonel E. D. Cappett died at Farnham on May 27, 


aged 60. He was educated at King’s School, Coventry, and . 


Portora School, Enniskillin, and studied. medicine at Trinity 
College, Dublin. Soon after graduating M.B., B.Ch. in 1906 


` he joined thé R.A.M.C. and served in India, West Africa, Hong 


Kong, and Jamaica. In August, 1914, he went to France, and 
in the following year was awarded the Military Cross for a 
gallant act in saving a number of his patients when a hospital 
of which he was in charge was heavily shelled. After retiring 


A, _ from the R.A.M.C. he was for some time Sécretary-General of 


the National Association for the Prevention of Tuberculosis. 
He rejoined the Army in August, 1939. to become S.M.O., 
Chatham. A correspondent writes: “Fommy,” as he’ was 
named, was one of the finest scrum-halveseof his day. He 
played for Trinity College, Dublin, for Ireland many times, 
and for the Barbarians and Blackheath. Those who knew him 


4 _ and played football with him will be deeply grieved to hear 
_. of his death; while many hundreds must still be alive who ` 


¿saw him play and will be sad to know that he has gone. His 


_ popularity was unbounded and everyone loved him. He was 


gay, brim-full of courage, and generous. No one could tell 


an Irish story better than he. 


We regret to record the death of Dr. WILLIAM BRAND, 
formerly senior tuberculosis officer for Camberwell, and for 
three years chief medical commissioner to the National Associa- 
tion for the Prevention of Tuberculosis. He graduated 
M.B., C.M. of the University of Edinburgh in 1910 and early 
devoted himself to the study and treatment of cases of tuber- 
culosis. At the Annual Meeting of the B.M.A. in Edinburgh in 
1927 he was vice-president of the Section of Tuberculosis. 
Dr. Harley Williams writes: Popglar health education was a 
‘neglected ¢nfant in 1927, when William Brand breathed new 


life into-the propaganda work of the N.A.P.T. Horse caravans 
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He qualified L.S.A. 1901,- 








with leaflets and exhibits had previously toured England and 
Ireland, but Brand created something quite new. I well 
remember my first meeting with him one Sunday morning, 
when mysteriously he opened the door of a half-empty build- 
ing where the present Tavistock House stands. William 
Brand was something of a Viking, with deep-blue eyes and an 
unhurried impressive manner, perhaps an atavism of his Shet- 


Jand ancestry, And an artificial limh, made his movements slow 


and deliberate. He began to speak about non-inflammable 
films, portable models, and travelling cinema projectors: After 
an hour or two’s talk, he produced and solemnly laid out on 
the table a bottle of wine and a remarkable lunch, and we 
continued to discuss films and health exhibitions. He had spent 
months of patient work building up the best equipment and 
evolving most telling methods of display, and as the lecture 
tours developed and eventually covered England and Scotland 
his careful planning skowed results. He had flashes of 
originality and dogged independence, and he was the most 
unselfish man I ever met. Never quick at forming Br genie 
he reasoned everything to the end, and always acted in a way 
that showed charity and concern for others. 








The Services 
A, 


Major-General G. A. Blake, late R.A.M.C., has been 
appointed Honorary Surgeon to the King, vice Major-General 
C. M. Finny, O.B.E., late R.A.M.C. (ret.). 


Surg. Cmdr. D. C. Wilson, V.D., and Prob. Temp. Surg. 
Lieut. D. W. Wallace, R.N.V.R., have been mentioned in 
dispatches for gallant and distinguished service in the Middle 
East. f 


The King has approved the Mention of the following officers 
in recognition of gallant and distinguished services in the Middle 
East during the period July to Oct., 1941: 

Royal Army Medical Corps: Acting Brigadier E. D. Pridie, 
C.M.G., ‘DSO, O.B.E.; Brigadier (Lecal) C. W. Graham; Temp. 
Col. N. Cameron; Lieut.-Cols. R. McKinlay and L. S. C. Roche, 
M.C.; Majors (Temp. Lieut.-Cols.) C. E. W. Bower, D. Crellin, 
M.C., K. Fletcher-Barrett, C. A. Levy, A. R. Oram, M.C., G. W. 
Wigg, T.D., and D. C. Muir; Major N. Capstaff; Capts. (Temp. 
Majors) J. C. Dick, R. D. Forsyth, and J. D. W. McCracken; and 
Capts. P. W. Dill-Russell, A. Menzies, and T. St. J. H. Silvester. 

Indian Medical Service: Major (anp Lieut.-Col.) B. N. Hajra; 
Capt. and Brevet Major V. A. Edge; Capt. (Acting Major) G. B. 
Jackson; Capts. M. R. Chowdhury, K. S. Pillai, W. J. Young, M. 
Abbas, and S. Kapila. ` 

Australian Military Forces: Col.. J. K. Adey, O.B.E., E.D.; 
Lieut.-Cols. E. B. Jones, L. C. E. Lindon, T. A. Parry, and A, S. 
Walker; Majors R. V. Graham, I. M. Mackerras, J. S. Peters, and 
J. H. Stubbe ; Capts. (Temp. Majors) R. G. Champion De Crespigny 
and R. H. Macdonald; Capts. W. H. Campbell, A. K. Green, and 
K. H. Heard. 

East Africa Army Medical Corps: Lieut. (T emp. Capt. and Local 
Major) J. McC. Caldwell. 


CASUALTIES IN THE MEDICAL SERVICES 


Capt. Witt1aM ELtiotr Younc, R.A.M.C., was killed in 
action in Libya in May. He was born on September 6, 1910, 
and was the only son of Sir Alban Young, Bt., K.C.M.G. He 
was educated at Marlborough and Balliol, and after qualifying 
L.M.S.S.A. in 1937 took the degrees of B.M., B.Ch. of the 
University of Oxford. Soon after the outbreak of war he 
entered the R.A.M.C. as temp. lieut: and served in India before 
being posted to Libya. He leaves a widow. 


Capt. PRABHAS CHANDRA BANERJEE, Army in India Reserve of 
Officers, who is recorded as died in an India Office Casualty 
List published on June 17, graduated M,B. of* the University 
of Calcutta in 1932, and became a member of the B.M.A. in 
the same year. 


War *Subs. Capt. SHAIKH ABDUL HAKEEM QurREsHI, 
R.A.M.C., who is posted as died in an Army Coungil Casualty 
List published on June 27, was born on July 3, 1892, and re- 
ceived his professional education at St. ‘George’s Hospital, 
qualifying M.R.C.S., L.R.C.P. in 1924. He was in general 
Practice in the London area until June, 1940, when he entered 
the R.A.M.C. as temp. lieut. PARET } 

Missing —Capt. H. M. S. G. Beadnell, R.A.M.C., Capt. G. M. 
Davies, R.A.M.C., Lieut. W. Donaldson, R.A.M.C., Major E. L. 
Ellis, R.A.M.C., Capt C. Het, R.A.M.C., Lieut. E. Leigh, 
R.A.M.C., career Longbottom, R.A.M.C., Lieut.-Col. L. R. S. 
MacFarlane, -A.M.C., Col. E. Percival, D.S.O., M.C., Capt. T. B. 
Smiley, R.A.M.C., Lieut.-Col. J. K. Steel, R.A.M.C., Brigadier C. H` 
Stringer, D.S.O., O.B.E., Lieut. H, B. Thomson, R.A.M.C. © 


Wounded —Temp. Major E. E. Evans, R.A.M.C 





Universities and Calleges 





D.M. 


UNIVERSITY OF OXFORD 


Jn a Congregation held on June 25 the following fhedical degrees 
were conferred : 


*O, H. J. Maxwell Telling. 


B.M.—J..K. G. Webb, *M. Evnine. 


E. S. 


C, D. Calnan, T, O. Candler, F. S. Carter, W. E. ` Church, 
F. Erofts, M. C. Cross, C, H. K. Daly, R. B.. 


E. G, A. 


* In absence. 





UNIVERSITY DF CAMBRIDGE 


The following candidates have been approved at the ‘examination 
indicated : 


Fma M.B.—Part H (Principles and Practice of Physic, Pathology, and 
Pharmacology) < B. G. C. 
Bain, G. P. Baker, R. C. Barclay, A. D. Barlow, G. Ms 
Md ‘A. V. Bates, A, O. Bech, N. 
P. F. Borrie, B. F. Brearley, M. 


Crawshaw, N. 


Ackner, 


Danckwerts, P. M. Daniel, H. 


Roberts, W. F. Felton, J. H. L, Fergusdn, G. E. Efrench, 
R. Fox, F. S. Glassow, E. C. E. Golden, 


Foote, J, 


A. S. Forman, 


D. G. 


L. Birkett, J 
M. Brown, 


W. B. Alexander, V 


A. Black, 


R. Arulanandom, 


Barrett, 
G. G. B., Blackman, 
R J K. Brown, P. H. Buxton, 


G. Danziger, R. W. Danziger, I, N. Darby- 
shire, J. Dean, G. H. Dhenin, R. Dobson, C. O. Edwards, R. M. 


N. J. Goorney, J. A. B. Gray, G. F. Green, 


R. A. Hulden, P. Hughes-Jones, A. Hulme, W. P. 


Emrys- 
J. L. Fluker, }. B. 


E. J, Harrison, E. 2 Holborow, 


Jackson, E. 


Jarrett, 


M. R. Jeffrey, D. M: Trens, H. W. F. Jones, H. D Juler, T. p “Kellock, 
. Knott, H. P. Konig, H. M. Lawson, A. G. Leacock, 


D.E. R. 
T. L. T 


Kelsey, J. 


Lyell, 1. Macdonald, L, R. McLaren, S. J}. 


Mathers, R. M. S. Matthews, L. H. H. May, R. 


. Lewis, K. Mi ead K. T. Lockhart H. E. Lockhart-Mu 


R. Macoun, H. 


A. 


G. McQuade, R. G. 


H. Meara, R: B. Meyer, R. G. 


Miller, W. K. S. Moore, C. R. Naish, A. W. N; Oatway, R. A. Palmer, T. P. 


J. P. Paul, J. A. Peters, C. M. Phillips, J. 


Poulton, ae Re K, Preedy, E. J. T. Prettejobn, P. M. 
P ' Quinton, P. K. Renshaw, B, Rice A. 


eae J. 


. S. Short, E. G. Nrs J. F, 


re Swanson, ER 
R J. Walker, 


« Sweet, H. 
` Wateriow, 


R. B. 


Wetherley-Mein, E9 Cir. Wheeler, R. U. 
H. Winner, J. F. R. Withycombe, J, B. Wyon. 


G. E. L. 


Cummins, P, 


Macalister, H. C. Mason. 


Eskell, 


F. H. 


E. T M. Rowlands, J. G. Salter, D 


S. Pippard, E. C. 


M, ss S. H 
M. J. 


J. Rook, 


Sandes, T. O. Saini, 
P. Skrimshire, J. ne S. Smith, J. B. Stanton, 


>, a 


D. Teare, J. R. Thompson, J. K.. Wagstaff, 
N, Westwood, G. 


Whitney, J, J. Wild, D. J. Williams, 
Women: A. Bolton, 
Lomax, V. U. Lutwyche, M., 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


On. July 2 three Fellows were elected into the Council to fill the 
“vacancies caused by the retirement in rotation of Prof, E. W. Hey 


Groves, Prof. G. Grey Turner, and Sir Hugh Lett, Bt. 


L: 


The following 


Fellows were elected: s 
Votes 
Huo Wiliam BELL Carns. (Oxford). . .. 502 
GEORGE Grey Turner (British Postgraduate Medical Schoo) « .. 495 
Sir Huon Lerr (The London Hospital . ks .. 399 
The following were the. other candidates : 
Lambert Charles. Rogers (Cardiff). . 383 
Philip Henry Mitchiner (St. Thomas’s Hospitad | 342 
Sir Harold Gillies (St, Bartholomew's Hospital) 296 
Lennox Ross Broster (Charing Cross Hospital) . 212 


Sir. Lancelot Barrington-Ward (Great Ormond Street Hospital) = 180 
Charles Aubrey Pannett (St. Mary’s Hospital . 


In alt 1,143 Fellows voted ; 


in addition 17 ites iwere found to be 
invalid. Prof. Grey Turner,” 'Sir Hugh Lett, and Prof. Cairns are all 
-elected for the full period of eight years. 


SOCIETY OF APOTHECARIES OF LONDON 


At a-meeting of the Court of Assistants held. on June 23, with Sir 
Hugh Lett, Deputy Master, in the chair, Mr: Duncan C. L. 
Fitzwilliams was welcomed to.a seat on the Court. A committee 
was formed to prepare evidence for submission to. the Ministry of 
Health in. connexion with ape hospital policy and the’ organiza- 


tion of médical schools. 


tative on the governing bédy of the British. Postgraduate Medical l 
Mr. L.. Vernon Cargill. and Dr. Arthur 
appointed to serve on the-special committee of the: Board of Regis- 


School. 


Sir Stanley Woodwark and Dr.. Geoffrey 
Bourne. were reappointed. adjudicators for the Gillson Scholarship in 
Pathology, and Sir Hugh Lett was re-elected asthe Society's represen- 


P. Gibbons. were. 


tration of Medical Auxiliaries to discuss post-war planning, and 


Mr. Cargill to the Central Pharmaceutical War Committee. 


Society's Gold®Medal.in Therapeutics was not awarded for 1942. 


The following candidates have satisfied the examiners in the sub- 
jects indicated : 


Surgery.—P, L. McN. Armstrong, R. S. Gunewardena, L. D., Miller, wid 
Salter, P. R. Green, F. A. Rutland. 


Menicine.—L, D. Miter, N. F. .Murphy, 
Barnard, M. M. El Badri, 


Nellies, Pak So, R. Powell. 
Mibwirery.—G. R. S. 
Talbot, C. Fares, D. 1. Fullerton, H. Gottschalk, W. H. Lillywhite, H. V. 


Payne, R. 


The diploma of, the Society was: granted. to ao `D. Miller, N, F. Murph 
avor. Jak Wild, G. E. Barnard. P. R. Green, M.: M. El Badri, 
ng, ‘ares, 


©. J. O. 
oH. G. 


ullerton. 





Powell. 


Jackson, 


S. B. 


Nelles, 


M. 


D. Se Jones, F. A. 


Fishman, 


C. J. O. Taylor, IJ. Wild, G. E 
M. Fishman, H. G. King, E, E. Lieber, 


Rutland, R. M. 


Pak So, and Da 
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Medical Notes in Pa liam 


Wartime Health 


In a debate on the health of the nation, in the Hou 
Commons on June 30, Mr. Ernest Brown said that a 
reports showed that after. 1,000 days. of war. the health 
nation was, in many respects, even better than i Was ik 
time. The birth rate for 1941 was 14. i edy 

1938 and 20.9 in t916. For the fi 
was 15.5. This was the- highe 
1931. The infant mortality rate fo 
53 in 1938 and 91 in 1916. . The 


maternal mortality rate was-2. 71, c0 
and 4.12 in.1916, These figures ‘sho 
period of time. the birth rate ; 
long period the survival rate had in 
death rate was 12.9 in 1941, compared wit 
record—in’ 1938 and. 14.4 in 1916. 
Infectious Diseases: í 
The risk of epidemic. disease called for + 
time. Statistics showed that during the 
the infectious disease rate had been norn 
with certain exceptions, below ‘the: average 
culosis the only infectious disease which had } 
war was cerebrospinal fever. In 1916 there > a 
cases, and in 1938 and 1939 about 1,300 and 1,500 respect 
In 1940 nearly 13,000. cases. were ‘fotified and in 1941 


mately 4,000 notified cases, compared with 7,000 in. the firs 
half of 1941. Although cerebrospinal fever was. essentially & 
disease of wartime, a less marked. but progressive increase had 
been taking place since 1935, and before the war it was th 
that in any event a period of, epidemic prevalen ; 
be approaching. It turned out that the fatality 
had been greatly reduced: In. 1935 deaths rose to 69% 
the cases notified, but during the Jast few years the mo 
had fallen to 34% and 20% 

There were 50,000 cases of diphtheria i in 1944, but the um 
of deaths had fallen from 5,300 in 1916 to "2,600 | : 


pee at each year of age’ below. 15 pene be 
diphtheria might well-nigh: disappear as a fatal childre 
Enteric fevers were natural sources of anxiety in + 
with the risk of disturbance of- water, supplies by. air 
We had done much to- protect these supplies, afd 
officers of health were prepared to offer ulation ag 
typhoid if circumstances called for it. The y 
5,000 cases-and 148 deaths; compared with 6. 
1,100 deaths in. 1916. Not-one of the deaths during the b 
ing was due to pollution by water-borne fection. Our core 
parative freedom from typhoid fever in. a time of cont : 
bombing . was something at which our Americar visit os 
marvelled. . d 
In 1941 cases of ipneuitionia Bhimnbored 50. 000 with 2 
deaths (compared: with 23.000 deaths in 1939 and. 29.00 
1940), New methods of treatment had 
as this diséasé must remain, -con 
hoped for. Fhe health services, preventive and 
built up inthe last two od u three generations to cop 


infectious diseases had.: sone bly well to the cond 


tions of war, but continue: i 

was the desire of the Chief: ‘Med cal “Officer of the M ry 
get expert knowledge of how, health could be. maintained * put 
over” in language which ord cople could make part of 
their common discussions. : d to di 


Drees da was- bein ‘oO 

lines: tte me be 

propaganda 0 t 

limi tthe d of infection was 

f ling those who were unwillini 
examination and treatment, and w 
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~ diseases had not been: so. serious as might have been expected, 
its control. mustcontinue to receive close attention. “Scabies 
had continued to increase during the war, and with tlie redis- 
tribution of population had become more widespread. It was 
really a household disease, and investigation of home condi- 
tions’and the following up of contacts were essential measures 
in a campaign to limit.the spread of infection. Powers taken 
by an Order under the Defence of the. Realm Act, accompanied 
by improved methods of treatment, were facilitating the task 
of local health authorities. His impression was that the increase 
had been checked. s 
Referring to the problems of mental health, he said that 
institutional service had its own wartime-difficulties. A number 
of institutions were surrendered at the beginning of the war to 
the needs of the E.M.S. with consequent overcrowding in others. 
In many of them, as in other hospitals, there had been and 
were serious problems of nursing and domestic staff, but there 
Was'a gratifying decline in the number of new cases requiring 
“admission. At the beginning of the war it was feared that the 
: strain. of- war conditions, particularly under aerial bombard- 
ment, would lead to a serious increase in mental disorders. The 
contrary: had proved to be the case. In 1938 the number 
admitted was 30,000 and in 1939 the same; in 1940 it fell to 
28,000 and in 1941 to 26,000. 


Tuberculosis , 

In 1941 the number of deaths from tuberculosis was 28.669, 
compared with 28,144 in 1940 and with 26,176 in 1938: There 
` was a jump ing 1938-9, from which we had not recovered, but 
it had not gone further. In 1916 there were 53,858 deaths from 
tuberculosis: The black-out and overcrowding had made pro- 
‘gress. difficult. We needed to review our general approach 
~ and ‘to give greater practical effect to the need for early 
In. the -past we had tended to concentrate on 
‘treatment rather than on early diagnosis, but the develop- 
ments iñ miniature radiography during the last few months 
seemed to give a new and useful weapon as a means of 
detecting those cases in which more detailed examination 
should be tindertaken. We now had the opportunity of getting 
British-made machines, and the fullest possible advantage should 
be taken of this development. He had ordered a number of 
sets of equipment through the Ministry of Supply both from 
America and from the makers in this country. When these 
_ could be secured he would make them available for use by local 
authorities as a part of their tuberculosis scheme. He was 
„taking steps to see that trained teams were available for handling 
these machines, and he hoped that towards the end of the year 
we shouldbe able to begin to use them on a carefully planned 
«basis. In this way he hoped they would be able to detect and 
‘treat tuberculosis at an. early stage, when they could, by a 
period of suitable treatment, restore a man or woman to health 
and -self-sufficiency with the shortest possible interruption of 
normal life, Greater attention must also be given to the 
“problems. ofafter-care. This ought to be tackled on more 
-comprehensive lines.. No doubt both these points with others 
` were ‘engaging the attention of the committee of the Medical 
Research Council. To provide adequately. for the treatment 





of tuberculosis. theré must be the necessary number of beds in 


both’ hospitals. and. ‘sanatoria, and the necessary medical, 
nursing, and domestic staff for those beds. 

Coming thus to the. subject of nursing, Mr. Brown said that 
in 1939 there were 94,200 State-registered nurses, and 103,700 
in April last. The Ministry’s present difficulty in increasing 
accommodation. for tuberculosis lay not in providing the beds 
but in finding nursing and domestic staff. They had sought to 
secure the necessary ‘staff through propaganda, persuasion, and 
-the good will. of the professional organjzations. The Minister 
of Labour was. willing to direct women’ to service of all kinds 
in hospitals. There were many calls on thé nursing profession 
in wartime, and over the whole field of the nation he could 
do with another 12,000 nurses. -Nursing was a profession 
which, like that of medicine, had its special risks, and they were 


“a willingly faced. There was no ground, however, for the belief 


‘+ that nursing in sanatoria need involve any greater risk of con- 
* tracting tuberculosis than nursing in. other hospitals. 


: i Medical Man-power 
-The amount of medical attention that'the civil population 
<- could ask for must be less than in peacetime. The medical 
\ profession has had to meet very large calls for the. Forces. 
The fact was that. there was a shortage of doctors for the civil 


population,-and the. public must do what they could to get- 


along with less medical attention. The Government could not 
ration doctors and limit everyone. to, say, two visits a quarter, 
but everyone could make sure that no. call was made on doctors 
that was not really necessary, and that when the doctor’s services 
were required as’ full notice Was given as possible, so that 
he could organize his daily réunds economically. He appealed 
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to the public to recognize the difficulties of a grand and hard- 
worked profession, and do what they could to help them to 
carry out their esgential duties. . The medical, nursing, adminis- 
trative, and technical staffs of local authorities had made, and 
continued to make, large. contributions to the Services. We 
had been bound to recognize that this must be so, but at the 
same time there was a limit to the extent to which an increasing 
range of services could be discharged by a decreasing number 
of skilled staff. It would be the Government’s object to con- 
centrate on the effective maintenance’ of those essential services 
which were vital to the health of the nation. 

Referring to post-war policy, he said that he had examined 
the interim report of the Medical Planning Commission, which 
had now been circulated to B.M.A. Branches throughout the 
country for discussion. Under Lord Rushcliffe the two com- 
mittees on nurses and on midwives were making great progress. 
The Ministry were alsq preparing plans so‘that the moment 
the labour situation permitted and material was available they 
might resume their onward march in housing reform. The 
Ministry were playing an active part in connexion with post- 
war relief in Europe, which was being considered by an ‘inter- 
allied committee on post-war requirements under the presidency 


‘of Sir Frederick Leith Ross. The technical aspects of medical 


relief and nutrition were to be examined by expert subcom- 
mittees. The Ministry were specially interested, and a good 
deal of preliminary work had already been done on the require- 
ments of essential drugs in the immediate post-war period, and 
on plans for the campaign against epidemics. notably typhus 
and malaria, which became such a menace after the last. war. 
In addition, diseases directly due to malnutrition were being 


studied, 
Medical Views : 

In the subsequent debate Sir Francis FREMANTLE said that 
the Medical Planning Commission's report was not a complete 
scheme ; it should be regarded as a basis, and they should all 
study it carefully. With regard to the shortage of doctors, they 
must, in existing conditions, have regard to the needs of the 
Services. Up to last January no less than 20% of the general 
practitioners had been called up: that was one in five of the 
doctors, and those the healthiest, youngest, and keenest of. 
general practitioners. Since then 1,400 more had been called 
up. It was a tremendous inroad into the profession and the 
health services. He commended the appeal which had been 
made to the public to help the doctors who were. remaining 
in practice. The Priority Committee had gone ahead in recom- 
mending the concentration of practices. They might need the 
power to transfer doctors compulsorily from place to place. 
He hoped that that would not be necessary, and it should be 
done only in the last resort. He urged ¢ompulsory:treatment 
for venereal disease. - P 

Dr. Russet Tuomas contended that the national health 
should be considered from the angle that good food ‘was the 
basis of good health. The Minister should hesitate before he 
brought in some new system which might be disastrous to 
medical practice, with a resulting evil effect on the battle against 
disease. Dr. EDITH SUMMERSKILL urged that the Minister of 
Health should not consider discussing with the Minister of 
Labour the question of directing girls into tuberculosis sanatoria. 
The conditions and pay. should’ be improved, and the girls 
allowed to know the danger. She was sure they would volun- 
teer if the conditions were improved. During the war: the 
increase in tuberculosis in young children had been very great: 
and the incidence of non-pulmonary tuberculosis, at least. 40% 
of which was of bovine origin, should be carefully considered 
by the Minister. Mr. Brown ought also to make it compulsory 
for local authorities to teach their midwives to administer 
anaesthetics. There must be a big increase in diphtheria 
immunization. Dr. MoRGaN urged the need for one unified 
national system of hospitals. He asked what national scheme 
the Minister had: for- the four essentials in a good tuberculosis 
scheme—early diagnosis, treatment, care, and prevention. 

Miss HORSBRUGH, replying to the “debate, ‘said’ that both 
on the subject of health service for those between 14 and 18, 
and oa that of dental treatment, the Ministry would éxamine 
what Sir William Beveridge reported on the insurance scheme 
and the whole of the social services... Of thosd in insurance 
societies where there was free dental treatment. only 6% used 
it, and more education was wanted. There was a great shortage 
of dentists and dental mechanics. The Minister had no power 
to force local authorities to instruct midwives in the use of 
anaesthetics for mothers. The subject could be discussed, but 
then it must be left to the local authorities. They were awaiting | 
the report on tuberculosis frgm the committee of the Medical ` 
Research Council, which would be examined as soon as.possible. 
With good will it would be possible to launch a scheme by 
which people would be able to take up light work gradually 
after their treatment in sanatoria. *. 

The debate was adjourned. 

























































f ` No. 24 
-INFECTIOUS DISEASES AND VIFAL STATISTICS 
“We. print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended June 20. ` 

Figures of Principal Notifiable Diseases for the week and those for the corte- 


sponding. week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (e) Scotland. {d} Eire. (e) Northern Ireland. 
Figures of Births and Deaths, and at Deaths recorded under each infectious disease, 
are Pi (a) The 126 great towns in England and. Wales (including London), 
b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
¢ 13 principal towns in Bire.. (e) The 10 principal towns in Northern Ireland. 
A dash — denotes no cases ; a blank space denotes disease not notifiable or 
noretum available. © i š 
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* Includes ty. form for England and Wales, London (administrative © 

county),gand Northern. Ireland. ~~ ; ; i 

tio.. + Owing to evacuation schemes and other movements of population, birth and - 
: death rates for Northern Ireland are no longer available. $ 







, from the ship’s crew. Further cases, severe and m 


EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales the only large variations in thet 
notifications were for scarlet fever, with an-increase 

the preceding week ; and acute pneumonia and 
fever, with decreases of 94 and 36 respectively. 
in the incidence of scarlet fever occurred in Lancashire: 
Yorks West. Riding. 


rdshire 121, 4, 
à i ; corded 


from 7 administrative areas, 
from the outbreak in Wortley R.D.) 

In Scotland there was:a slight rise in-the incidence of me 
and scarlet fever; 30 and 39 respectively more than in the p 
ing week: The largest rise in measles was ‘that of Dun 
from 24 to 49 cases. ; 

In Northern Ireland the epidemic of measles in Belf a 
tinues, 350 cases—an increase. of 8-—being recowded during the 
week. The. remaining 6 cases were notified in Lisburn. 

Smalkpox — => Ş 


or revaccinated, Ofthe 12 known contac 
successfully vaccinated whilst incubating 
attacks were modified, In one case the v 
cessful and the child developed small-pox in $ lone 2 
cases have occurred among the population of Swinde 
Glasgow the disease -has-spread among the gene Topo 

and by the end of June there were 26 cases, 12 of whic 


been reported during the past few days and the di 
spread to the. coastal town of Ardrossan. Up. to 
June, 3 patients—1 woman and 2 members of 
died, Since then another death has been reported 
ment of Health for Scotland does not recommer 

campaign for vaccination should at presen 
far some 300,000 vaccinations have been carried 


quarter of 1941 1 
per 1,000 live. births, the lowest rate ever recorded 
quarter and 15 below the average of the ten 
quarters. Stillbirths represented y OE. 
registered, and, with the exceptiol 
the same, was below. the rate. fo: 
death rate was’ 14:8 -per: 1,000. 
corresponding. quarter of 
five preceding: first* quarters. 
by 7,131 ; in. the first quarters of the 







‘number of deaths was larger than th 


850, 50,838, and 31,650. ; 
Quarterly. Return dt the Registrar-General. for 
A birth rate of 21.0 per 1,000 of the popula 
during the March quarter of 1942, exceeding th 
five preceding first quarters by i 


Pant 
97 per 1,000 registered births, compared with 91 in 194 


100 for the five-year average l 
able reduction in the death rate, which w 


~ population, or 3.2 below the value for t 


‘of 1941, and 2.6 below the average rate for the first guar 

the five preceding years. The death rate of 1.08 per ROT 
tuberculosis showed no change from the five-yea 

Deaths from: the principal epidemic diseases, were. be A 

average of the first quarters of 1937- i, with ORG f 

ap ORTA which caused 31 deaths compared with an average 
of 29.~ k e : 

Quarterly Return of the Registrar-General for Eire sii 

: The-birth rate during the first quar f 1942 was 19.2 p 
1,000 of the population, an “ase Oo ; pa 7 
March quarter of 1941 and 0.3 above the average 


quarters of 1937-41. An infant mertglity rate of 
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registered: births was recorded, compared with an average of 84 
for the five preceding first: quarters. The general death rate was 
16.2 per 1,000,.being 3.4 below the rate for the March quarter 
of. 1941. The death rate from tuberculosis increased to 1.5 per 
1,000. The numbers“of deaths were 904 from pulmonary tuber- 
culosis and 224 from. other forms, compared with 765 and 207 
for the average of the first quarters of 1937-41. Mortality from 
the principal epidemic diseases was below the average of the 
preceding five March quarters, ; Š 


Returns for the Week Ending June 27 


‘The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,320, whooping-cough 
1,394, diphtheria 719, measles 6,375, acute pneumonia 655, 
cerebrospinal fever 108, acute poliomyelitis 12, dysentery 151, 
small-pox 2, paratyphoid 8, typhoid 6. ` 
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l Medical News 


The combined summer meeting of the Sections of Laryngology 
and Otology of the Royat Society of Medicine will be held at the 
Radcliffe Infirmary, Oxford, on Friday and Saturday, July 17 and 18. 
A meeting of the Medico-Legal Society will be held at 26, Portland 
Place, W., on Thursday, July 16, immediately following the annual 
> .general-meeting (which has been fixed for 5.15 p:m.), when Dr. G. 
< Roche Lynch. wi deliver his “presidential address on “ Poisons and 
_ Poisoning.” The president and Miss Roche Lynch will receive 
members and. their guests at 4.15 p.m. and tea will be served, 
oA, meeting of the executive committee of the Cancer Control 


rganization for Edinburgh and. the South-East of Scotland was 
held in Edinburgh on June 23. One of the matters considered was 
“the fuller: use..by doctors of the system of travel vouchers to enable 
‘their: patients suffering or suspected to be suffering from malignant 
“disease to attend: at Edinburgh Royal Infirmary for treatment or for 
full examination. The honorary treasurer of the Organization is 
Prof. Annan} 22, Charlotte Square, Edinburgh, to whom subscrip- 
tions, donations, or bequests should be sent. 

At the Central Crintinal Court on June 30 Dr. Eustace Chesser 
and the Eclipse Press Services Ltd., trading as Rich and Cowan, 





book and they were discharged. Both defendants pleaded “ Not 
Guilty.” “Dr. Chesse? in evidence said he wrote the book entitled 
Love Without Fear because he realized from his practice that physical 
ills were as nothing compared’ with mental troubles and difficulties. 
Fully 95% of the book consisted of quotations or restatements from 
-previously published books. Three doctors who were called for the 
nce. expressed the opinion that the book served a. very useful 
“purpose. The Common. Serjeant, Mr. Cecil Whiteley, K.C., in his 
st ing-up, said the defence had pointed out that people were much 
more open-minded now than. they used to be, and that all the * hush- 
hush” about sex experience in Victorian times did a great amount 
of harm, ©. ` 
Representatives of the Empire Rheumatism Council and of the 
British Orthopaedic Association met in London last week to discuss 
means of cooperation in. regard to the treatment of patients suffer- 
ing from rheumatic. disease. {t was decided to appoint. a Joint 
. Standing Advisory Committee to achieve co-operation between the 
two constituent bodies; the committee to consist of Lord Horder 
(chairman); Mr. G. R; Girdlestone (vice-chairman); Dr. Hugh Burt 
facting for Lieut.-Col. W; S, C. Copeman); Mr. Norman Capener : 
Mr. W. A. Cochrane; Squadron Leader W. D. Coltart;. Prof. 
L. S. P, Davidson; Mr. A.-G. Timbrel] Fisher; Mr. S. L. Higgs; 
Brig:-Gen. F. D. Howitt; Prof. H. J. Seddoh. The joint secretaries 
are Mr. Norman Capener and Sir Frank Fox. * 
_ A hospital: pathological service, similar to that already 
“in the London Sectors, is to be provided for E.M.S. hospitals in the 
‘Provinces. Certain daboratories in each Region are to be recognized 
as area laboratories—that is, they will take work from other hospitals 
{to be ‘specified by the Hospital Officer) as well as from their own, 
and will “be' staffed by whole-time pathologists. {n addition “* side 
laboratories,” staffed only by technicians but supervised by a patholo- 
So gist from the nearest area laboratory; are to be established as part 
we f the upgrading of some E.M.S. hospitals. 
LUS The Department of Health for Scotland has now. issued a booklet 
“ Information Centres--A Handbock. on their 
6d.), which -is a co 
booklet, “ Emergence 
“on the experience o 
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.. publishers, were found not guilty of publishing an alleged obscene ` 





__Letters, Notes, and Answers 














QUERIES AND ANSWERS 


èe .. Duration of, Anuria 


Dr. Goprrey LOWE Lincoln) writes:*As a matter of interest, what 
is the longest period of anuria on record?’ A man of 75 has been. 
laid up in bed for several months suffering from angina, sometimes 
of a very severe type; blood pressure averaging 160/100; very little 
albumin in urine. Suddenly he stops passing. urine, no pain, no 
distension of the bladder. This goes on for eight days exactly. 
During this time he feels better than usual ‘and. the ‘bowels act 
every other day or so. One morning he passes a small quantity 
of very pale green urine, and.in a few hours the flow is normal, 
not excessive, and the colour becomes normal, There is a small 
amount of albumin present; the blood pressure is not. raised any 
more; no oedema, He certainly had no drug to produce the green 
urine: a simple diuretic only was given. All this happened about 
three months ago. The patient is now very much better, sits up 
for meals, and even gets out in the garden ; no stairs are allowed. 
I might add that he lives well out in the country and it was con- 
sidered inadvisable to bring him into hospital for more thorough 
clinical investigation. : 


LETTERS, NOTES, ETC. 


7 Herpes Zoster and Varicella 


Dr. S. L. Brimpcecomse (Stoke-under-Ham, Somerset) writes: 
Recently have had two cases further suggesting a relation between 
these two diseases, and which also raise an interesting point., On 
May 2 I was asked to go to see a boy of 18 working on a farm, 
as he-had a rash. I found him to be suffering with a severe attack 
of herpes zoster involving the right shoulder and upper arm. The 
people at the farm, who are milk producers, were much concerned 
to know whether it was infectious, and I told them that it was not. 
On May 20 I had a message to go to the same farm to see ‘another 
boy of 12, as he had now. developed a rash, On arriving there I 
was told rather reproachfully that, as I had said the first case was 
not infectious, the two boys had been allowed to sleep together in 
the same bed, with the result that the second boy now had a rash. 
Up till then I had not known’ of his existence as he is a recent 
evacuee. I found him with a well-developed chicken-pox. I was 
unable to get any evidence that he had been exposed .to any other 
source of infection to this disease. The point arises whether in 
cases of herpes zoster one ought, while saying that the disease 
itself was not infectious, at the same time warn the occupants of 
the house that any of them who had not previously had chicken- 
pox may be liable to contract this disease as a result of contact 
with the patient. 


Identical Twins in Different: Environments 


Dr. T. C. Scorr Wegs (London, $.E.18) writes: With reference to 
your annotation (May 23, p. 646) describing’ recent investigations 
into another case of identical twins, may I mention for the benefit 
of those who wish to read more on this subject the work by Prof. 
Lange, Crime as Destiny. A translation by Charlotte Haldane is 
published by Allen and Unwin at the modest price of 6s. I have 
not for many years read any book or article -on any. subject that 
has interested me so much as this. An excellent summary is given 
in The Inequality of Man, one of the Pelican series. : 





MEDICINE 100 YEARS AGO 
Extract from the Provincial Medical Journal of July 9, 1842: 


“ The self-elected and irresponsible Council of the College of 
Surgeons, and a chosen few from the. fellows of the ‘College of 
Physicians, the representatives of the whole profession! Is our con- 
temporary serious? By whom have they been chosen to represent 
the whdle profession? What connexion has the College of Physicians 
with the body of the profession? -Does any. one tg the east of 
Oxford-street—to say nothing of the rest of London, the seven miles 
round it, and the whole of England and Wales—regard’ the College 
of Physicians in any other light than as a corporation to which resort 
is had for the enjoyment of certain privileges?. How many. members. 
of the College are scattered throughout the provinces?. How many 
towns and counties are there in which a single representativeof the 
College is not to be found—has ever been heard of? The pretension 
of the College to represent. the profession is a pleasantry; nothing 
more. For the Council of the College of Surgeons it is- unnecessary 
to say a single word, because the Council itself has pleaded * guilty,’ 
and we do. not conceive that the gratuitous assertions of the Gazette 
can counterbalance the confessions of the criminal, or set aside the 


unanimous verdict of the public." 
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THE DIAGNOSIS AND TREATMENT OF MALARIA IN ENGLAND 


BY 


WARRINGTON YORKE, M.D.” F.R.CP., F.R.S. 


Professor of Tropical Medicine, University of Liverpool 


One of the consequences of the war is the arrival in this 
country of a considerable number of cases of malaria, 
especially among members of His Majesty’s Forces and 
the Mercantile Marine. As malaria is very amenable to 
‘treatment if recognized in time, and as it is highly 
dangerous and often fatal if not recognized and adequately 
treated, it is obvious that its diagnosis and treatment are 
- matters of great importance. The object of this article, 
which has been written at the request of the War Office 
< and Ministry of Health, is to set out briefly and simply 
“the main points in the diagnosis and treatment of the 
` disease. 
l Diagnosis 
There are three common forms of malaria, caused by three 
different but closely related malaria parasites~-viz.,. simple or 
benign tertian malaria, due to Plasmodium vivax, quartan 
malaria, due to Plasmodium malariae ; and malignant or sub- 





Fic. 2 


Fie. 1 


Fic. 1.—Diagrams illustrating method of making thin film. - 
1, Place a small drop of blood near end of slide. 2, Apply 
spreader slide:at an angle of about 30° and allow blood to flow 

` across angle formed by the.two slides. 3. Push spreader forward 
at uniform rate, drawing the blood after it; a thin evenly distri- 
buted film will result. f a 

Fic. 2.--Diagram illustrating method of making thick film. 
Place a small drop of blood on centre of slide and spread with 
needle until it occupies about the area of a sixpence. N.B—The 
film should not be so dense that the hands of a watch cannot be 


seen through it. 


tertian malaria, due to Plasmodium falciparum. Thesegparasites 
inhabit the red blood cells. They have a regular cycle of 
multiplicatfon, which in the case of simple tertian malaria is 
complete in 48 hours, in quartan malaria in 72 hours, and in 
malignant or subtertian malaria in about 36 hours. When 
multiplication is complete the young parasites escape from 
the infected red cells into the plasma and invade new red cells, 
and the patient experiences a malarial paroxysm. 

A definite diagnosis of malaria can be made only by 


microscopical examination of the blood and recognition of the 


parasite. While this may be beyond the scope of the general 
practitioner, it 
blood films and@send them to a pathological- laboratory for 
-teport. A method of-preparing thin and thick blood films 


shown in Figs. t.and.2.. Since the parasites disappear quickly 














should at least be possible to make suitable ~ 











































* 
from the blood as the result of treatment it is importent that 
blood films should be made before any antimalarial drug is- 
given. i 

Simple Tertian Malaria à 
Broadly speaking, acute- malaria consists of a series of 
malarial paroxysms associated with progressive blood destiuc 
tion, debility, and enlargement of the spleen. ‘The parox is 
of simple tertian malaria are very characteriste, They consist 
of three stages: 
Cold Stage or Rigor—Duting this stage the patient complains 
of a sensation of intense: cold, his teeth chatter, and he shivers 
violently ; the feeling -of cold. is, however, entirely subjective, 
and if the temperature is taken it will be found to be raised, 
The cold stage lasts about an hour. 
Hot Stage.—The feeling of cold gives place to a sensation 
of intense heat ; the skin is hot and dry, the face flushed, the: 
pulse full and bounding; headache and vomiting are. 
severe, and the temperature is raised to from 103° to 10€ 
or even higher. This stage lasts 3° to 4°hours.. 
Sweating Stage-—-The patient “breaks out into. a ope 
perspiration, his temperature falls rapidly, the headac 
appears, the vomiting ceases, and the paroxysm is over, lex 
the patient somewhat exhausted but otherwise litle the w 
for his experience. This stage lasts 2 to 4 hours. 
The duration of the complete simple tertian paroxysm varies: 
therefore, from about 6 to 10 hours. Typically inthis type 
of malaria a paroxysm recurs with almost clocklike regularity 
every 48 hours, and the temperature chart can hardly be 
confounded with that of any other complaint (Fig. 3). Uns- 
fortunately, however,. all the parasites in the blood of aca 
of simple tertian malaria may not complete the cycle of rau 
plication on the same day, some of them reaching ma ; 
on Monday, Wednesday, Friday, and Sunday, and the re- 
mainder on Tuesday, Thursday, and Saturday, tm such cases 
of so-called double infection there is a malarial paroxysm 
every day, and the temperature. chart is of the. quotidian 
instead of. the. tertian type (Fig. 4). But even here the chart 
exhibits certain striking characteristics—viz., the regularity of 
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Fic. 3 


Fic, 3.—Typical simple tertian temperature chart. 
Fic. 4.—Quotidian simple tertjan temperature chart. 


the daily febrile paroxysms; their short duration (6 to 10 hours), 
and the fact that the febrile disturbances are separated oy a 
definite afebrile period lasting at least 12 hours. Excer 

the beginning of the attack before the pargxysms haves 
fully developed, when. the tenpperature tends ti 
the simple. tertian temperature chärteis characterist 
suggest to the physician the true nature of the co: 
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If treatment is withheld and the disease is allowed to run 
its course, successive paroxysms result in progressive anaemia 
and debility; the spleen enlarges, the patient becomes ‘icteric 
(haematogenous jaundice); and he often develops. herpes, 
especially of the lips. If still untreated he may die of ex- 
haustion, or the paroxysms. may become less severe and finally 
cease and the disease become chronic. In this condition the 
_ patient. remains in poor health; he is anaemic, the spleen is 

palpable, he often suffers from slight febrile disturbances, and 
is liable to rélapse into the acute stage. 







: Quartan Malaria 

`s ,Quartan malaria shows no essential differences from simple 
tertian malaria except that the cycle of multiplication of the 
parasite occupies 72. hours, and consequently the patient has 
a paroxysm, which is in all respects similar to that of the simple 
».tertian paroxysrn, every 72 hours—i.e., on the Ist, 4th, 7th, 10th 
days, and so on. Here again so-called double infections are not 
uncommon, so that not infrequently patients suffering from 
quartan malaria may have paroxysms on the Ist and 2nd, 4th 
and Sth, 7th and 8th days, and so on. 


: ‘Malignant Tertian 
-Malignant tertian malaria is, however, a widely different and 
. highly dangerous infection. The paroxysms are atypical ; the 
cold stage is of Short duration and ill defined or even absent, 
tthe hot stage is greatly prolonged and is associated with 
nse headache, frequent vomiting, and severe constitutional 
sturbance. The ill-defined nature of the cold stage or rigor 
in malignant tertian malaria is a common cause of failure to 
suspect the true nature of the condition by medical men who 
have no special knowledge of the disease, and by ‘the patients 
themselves, in whose mind the rigor is so firmly associated 
ith malaria that a rigor and a malarial paroxysm have come 
to be synonymous. 

The temperature chart of malignant tertian malaria bears 
little resemblance to that of simple tertian and is consequently 
a common cause of failure to diagnose the condition correctly. 
Owing to the prolongation of the hot stage the length of the 
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Fic. 6 


Fic. 5.--Malignant tertian temperature chart. , 
_ Fic. '6—~Malignant tertian temperature chart, showing con- 
‘tinuous fever. 


febrile disturbance sometimes exceeds 24 hours. Moreover, as 
the interval between successive paroxysms is nearer 36 than 
“48 hours, the afebrile period between’ sugcessive febrile dis- 
< turbances is relatively short. (Fig. 5). The greatest difficulty, 
however, is met with in cases of so-called double malignant 
tertian infection, in which the various paroxysms tend to run 
one into another, so that the temperature merely remits or is 
actually continuous. (Fig. 6). “It cannot» be too strongly 
emphasized that a continuous temperature in malaria is a 
grave sign, and. indicates that unless «adequate treatment is 
promptly giyen the disease will soon end fatally. 

In untreated acute malignant tertian malaria the general 


in the other forms of the disease. Persistent bilious vomiting 
(bilious remittent fever) is common, and the patient may 


wemittent fever). 

The red corpuscles infected with the malignant tertian 

“parasite show a marked tendency to stick to one another and 
‘to. the yi bane lining of the capillaries, thereby occluding the 

-Tumen of the minute blood vyestels. When this occurs, as is 

only too likely to be the case in untreated patients, there 






ndition of the patient deteriorates much: more rapidly than - 


“quickly pass into a state of low muttering delirium (typhoid . 


develop pernicious signs of the most diverse character. de- 
pending on the séte of the capillaries most damaged. Urm 
fortunately, the. brain capillaries are often involved, thus 
giving rise to the cerebral forms of: the disease, oné- of. the 
commonest manifestations of which is coma. The. alimentary 
canal may beeparticularly involved, resulting in the gastric 
form cf the disease associated with- severe epigastric distress 
and incessant vomiting of blood-stained material, or in the 
dysenteric form associated with diarrhoea and the passage 
of blood. It is important to note that. in. these very severe 
forms of the disease the skin may be-cold and the: patient 
collapsed, although the rectal temperature is. raised, 




























Rules for Guidance in Diagnosis 

From the foregoing brief summary of the disease it is clear 
that clinical diagnosis, especially in the severest cases, is merely 
a matter of surmise in the absence of a. blood examination, 
In these times, when so many cases are’ arriving at the main 
ports and are being distributed all over the country, it” is 
imperative for. the saving of life that medical practitioners 
should be on the look out for the disease and should know 
how to proceed. For their guidance the following rules are 
suggested. i 


1. Every sick individual recently returned from a malarial 
country should be suspected to be suffering from. malaria, even 
in the absence of a history of previous’ attacks, unless some 
other diagnosis is obvious. This generalization. applies even 
though the patient’s temperature is normal at the time he is 
seen. . À á 
2. Ascertain whether the patient is obviously anaemic and 
whether the spleen is palpable ; if these signs are present the 
suspicion that the case is one of malaria is strengthened, but 
their absence does not exclude malaria. : : 

3. Make thin and thick blood films according to. the direc- 
tions given above and send them to a pathological laboratory 
for examination. ; 

4. If the patient is ill, or if several.days must elapse before 
the pathologist’s report can be received, treat. the. patient on 
the assumption that he is suffering’ from. malaria. ; 

5. If the pathologists report turns out to be ‘negative, no 
harm has been done beyond the wastage of a certain amount 
of an antimalarial drug ; whereas if it turns out: to, be positive: 
the prompt treatment may well have prevented a, catastrophe. 
In the event of a positive report the treatment of: the acute 
attack must be followed by suppressive treatment as described 


below. ; 
z f Treatment d 

There are two drugs which are invaluable in thé treatment 
of malaria: (1) quinine, an alkaloid from cinchona. bark ; and 
(2) mepacrine, ‘a’ synthetic compound... There is also’ another 
synthetic compound, pamaquin, which possesses certain’ special 
therapeutic properties, but, as it has no curative. action on 
malignant tertian malaria and is highly toxic, it is unsuitable 
for general practice and need not be considered here. 
Unfortunately, although everybody of experience is agreed 
about the value of quinine and mepacrine, there is not-a similar 
unanimity of opinion regarding the way in. which they. should 
be used. Little seems to be gained by discussing -here the 
merits and demerits of the numerous courses of treatment that 
have been recommended, and it seems best to confine ourselves 
to methods which have been employed with uniform success 
for many years in the treatment of thousands of cases at the 
Liverpool School of Tropical Medicine. 


Quinine 
In the ordinary case quinine is best given in solution by the 
mouth, fn Liverpool the following mixture; which is known 
as mistura tropica, is used: e 


Quinin. sulph `.. grx 
B Acid. sulph. dil, .. s mXX 
Aq. chlorəf. va ad 3ss 


A tablespoonful—ie., 10 gr. of quinine—is given thrice daily 
for 4 days. If the patient is gravely ill, with persistent. vomit- 
ing, oral treatment should be preceded by an intramuscular 
injection of quinine. The best salt for this purpose is quinine 
bihydrochloride,; which is 50% soluble in water. Ampoules 
containing 10 gr. of quinine bihydrochloride in solution are 
supplied by the wholesale houses, and the contents of one 
of these ampoules should be injected into. the muscle with 
aseptic precautions. Except in cases of cerebral malaria with 
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coma, it is rarely necessary to give more than one injection, ` 

, and treatment Should be completed by the orl route as outlined 
' above. 

The outlook in cerebral cases with dees coma is notoriously 

grave, and in such cases an intravenous inj ion should also 

” be given. The ‘contents qf the ampoule con g 10 gr. of 


quinine bihydrochloride should be diluted with 1/2 to 1 pint‘ 


of hypertonic saline (3%) and run very slowly into the vein. 
If within 12 hours the patient has recovered consciousness and 
is able to swallow, the usual oral’ treatment should follow. 
If, however, he is still uncgnscious the intra¥enous injection 


should be repeated; but, as already stated, the outlook in such, 


cases is bad—a fact which indicates the’ urgent necessity for 
diagnosis and treatment before this ¢alamity develops. 

Jn our experience, provided the patient is not comatose and 
, mofibund, this line of treatment invariably causes the parasites 
to disappear from the blood, the temperature to subside, and 
the general condition to improve enormously within 3 or 4 
days ; if this has not happened there is something wrong with 


the diagnosis, and some other cause for the illness must be, 


sought. i 

Although this short course of quinine treatment cures the 
attack in a dramatic manner the infection ‘is not sterilized, and 
if nothing more is done a relapse will occur within a few weeks. 


in a large number of cases. With the object of preventing - 


relapses and enabling the patient to return to work in safety, 
“ suppressive” treatment must be administered. This consists 
in the oral administration of a small dose of quinine daily or 
of larger doses on each of two consecutive days each week. In 
Liverpool it is our custom to discharge the patient from 
hospital a few,days after the treatment of his acute attack and 
to instruct him to take 20 gr. of quinine—i.e., one tablespoonful 
of mistura tropica twice daily—each Saturday and Sunday, 
for a period of 8 weeks. No other treatment is necessary, and 
the vast majority of patients are able to carry on their ordinary 
activities perfectly well and without further trouble. A few 
may have occasional slight. relapses while taking this sup- 
pressive treatment, but these are not serious, and are dealt 
with by the subsequent week-end doses. Some cases, 
especially those of simple tertian and quartan malaria, relapse 
after the end of suppressive treatment, and in such cases treat-. 
ment must be continued. 


Mepacrine 

This synthetic compound is supplied ‘in tablets suitable for 
oral administration. The course for the treatment of-the acute 
attack is ‘1 tablet (0.1 g) thrice daily for 7 days. Its action 
is similar to that of ‘quinine, and the 7-day course suffices to 
cause parasites to disappear from the blood and the signs and 
symptoms to subside. In the very severe cases referred fo 
above, mepacrine treatment should be preceded by one or two 
intramuscular or intravenous injections of quinine bihydro- 
chloride, as the salt of mepacrine suitable for injection may 
not be ‘obtainable. With the object of preventing relapses, 
suppressive treatment must be administered in the form of 
2 tablets (0.2 g.) of mepacrine each Saturday and Sunday for 
g weeks. 

Conservation of Quinine.—In these days it is very desirable 
_ to conserve the limited stocks of quinine, and consequently 
whenever possible mepacrine should be used instead of quinine. 
Even if quinine is administered for treatment of the acute 
attack, mepacrine should be given for the subsequent suppressive 
measures, and the more so as there is some evidence to ‘suggest 
that this drug is a more efficient suppressive than is quinine. 


Toxic Effects of Quinine and Mepacrine 


` Apart from temporary tinnitus, and deafness and sometimes 
slight gastric disturbance, there.are no ill effects from quinine 
' in the doses mentioned. Mepacrine is a dye, and even in the 
doses, recommended may produce a yellow discoloration of 
the skin, which must not be mistaken for jaundice ; the dis- 
coloration usually fades in the course of a week or two after 
the' drug is stopped, but it- „may persist for as long as -three 
months. A few patients suffer from, mild gastro-intestinal 
effects, and very occasionally mepacrine acts as a cerebral 
excitaftt and produces mental disturbance and even mania, but 
these unpleasant effects are temporary, and soon disappear 
when the drug is stopped. 


. , 
. 


MALARIA IN ENGLAND 


63 


Brrrısu 
MEDICAL JOURNAL 





FACTORS INFLUENCING THE INCREASED 
INCIDENCE OF. PULMONARY 
TUBERCULOSIS IN GLASGOW 


BY 
STUART LAIDLAW, B.Sc, M.D., D.P.H, D.P.A. 
AND 


DUNCAN MACFARLANE, M.B., Ch.B., D.P.B. 
(From the Public Health Department, Glasgow) 


Following our previous investigation into the, increased 
‘incidence of and mortality ‘from tuberculosis in Glasgow 
(Journal, Sept. 27, 1941, p. 436), we have recently carried 
out a detailed investigation into the first 1,600 confirmed 
cases of pulmonary tuberculosis notified during the year 
1941, with special reference to the effect of occupation and 
hours of work. 


i The Rise in Notifications 


During 1941 the number of notifications of pulmonary 
tuberculosis again rose in Glasgow from thee previous year’s 
high level of 1,908 to 2,066. Table I compares the age and 
sex distribution of the ‘cases notified during the two war years, 
1940 and 1941, with the average of the last two peace years, 
1938 and 1939, 


, ' TABLE I—Age and Sex Distribution 





The table demonstrates that the notifications of pulmonary 
tuberculosis in 1941 for males show an increase of 9.6% over 
1940 and 19.8% over the average of 1938-9. The relative 
female figures are 6.8% and 30.3%. A feature of the table is 
that the under-15 age group has shown a marked increase in 
both sexes, and there has also been an increase in the over-45 
age group confined to males. The number of cases recorded 
in the age groups 1545 in males and 15-35 in females has 
only slightly increased during the past year, but exceeds 1938-9 
by 27.3% for males and 28.9% for females. K 

Tables II and III give the total deaths from pulmonary 
tuberculosis, along with their distribution in age groups, for 
the years from 1938 to 1941. 


' Tass TIl.—Total Deaths 





The figures show that the male death rate, during 1941 is 
13% -above the average in 1938-9, although it has shown a 
slight fall since 1940 ; whereas the female death rate®still con- - 
tinues to rise in all age groups, betng,just oe 25% higher in 
1941 thani in 1938-9. 
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There is little change to be noted in the incidence and 
mortality of non-pulmonary tuberculosis, the notification. rate 
being only 1.5% and the death rate 3% above 1940. Table IV 
shows at a glance the distribution of the ,non-pulmonary cases 
in the usual categories. 


, 


TaBe IV.—Non-pulmonary Tuberculosis, 1939-41 








Meningeal fibereitoais still remains relatively high, while 
bone and joint lesions &gain show an increase. A few more 
` abdominal cases have been notified, but again the Senior Food 
Inspector reports no increase in the number of samples of 
Glasgow milk containing tubercle bacılli. In fact, only 18 out 
of 301 samples of transport milk examined during 941 showed 
the presence of tubercle bacilli—that is, 6%, as contrasted with 
6.3% for 1940 and 9.4% for 1939. ; 


e 
Occupational Analysis. 

Thus for andther year the chief public health problem lies 
in the continued large number of cages of pulmonary tubercu- 
losis. , Table V compares the occupations among these 
pulmonary cases for the years 1938-41, and for simplicity of 
comparison gives the , Percentage increase for certain groups 
in 194l çompared with 1938/9, 


TaBLe V.—Occupations in Notified Cars of Pulmonary 
Tuberculosis, 1938-4 











I | Scholars 30 
Under school age xy 326 
IL | Domestic class 28-9 
m (a) Commercial 
. -| (6) Professional 26 
IV | Sold sailors 
airmen : areas 
v Miscellaneous g: -25 
cludes mo 
no occu tion} 
pation 
VI D 
' 22:7 
19-3 


Total of (i 1), 
Ol 0 
©), (e), (a 


Total of all groups 


Although this classification is convenient for general statis- 
tical purposes, it does not detail the exact trades nor does it 
separate workers in heavy from workers in light industries. 
Therefore, in analysing ‘the first 1,600 confirmed cases of 
pulmonary tuberculosis notified during 1941 we studied the 
classification of H. M. Vernon in his Health in Relation to 
Occupation, 1939. The' advice of the officials of the Ministry 
.of Labour was also sought,’ with the result that it was decitled 
-to rearrange Group VI of the above Occupation Table into 
three sections, namely : 


Section A: Workers in heavy industries—general labourers, 
moulders, steel workers, riveters and platers, furnacemen and 
stokers, chemical workers ; 

Section B: Workers in medium-heavy industries—engineers 
and munition workers, machinists, - turners, finishers, and 

- fitters ; 

Section C: Workers in lighter industries Joniers and wood 
workers, paper workers,- painters, workers engaged in the 
preparation .of food, drink, and tobacco, textile and rubber 
workers ; < a 


and’ Group II (a) into wvo*sections: (x)! 'òffice workers, typists, 






21-1 





clerks, draughfsnien, and ewe (y) ‘shop employees, _ 


A | Heavy industries : 
Males i 


cleaners, ind. caretakers. Group IL was subdivided into 
(a) housewives, afid (b) domestic servants; while Groups I, 


_ IV, and V remain unchanged. 


Each of the 1,600 patients investigated was carefully classified, 
and particulars were-obtained of hours of work, overtime, 
A.R.P. or Hofne Guard duties, recreations, housing, contact 


infection, and time occupied in travelling to and from work. 


The travelling time varied a great deal, and could not ‘satis- 
factorily be averaged. One remarkable feature was the large 
number who had to travel so far to work that they had to 
carry ‘ ‘ pieces ” (sandwiches) with them. This applied especially 
to workers in the heavy industries. The number who availed 
themselves of provided canteen facilities was found to be rela- 
tively small, the reasons*given being that the catering in some 
of the canteens is monotonous and that the charges are often 
too high. P 

Of the 1,600 cases analysed, 470, or 28%, fell into Group VI 
(tradesmen, skilled workers, unskilled workers, and labourers), 
which was subdivided as above. Table VI illustrates the age 
and sex distribution of these cases according to the adopted 
subdivisions. 


Tase VI.—Age and Sex Distribution of Group VI 














= 135 
B | Medium-heavy 
industries: 
Males 103 
! Females 76 
C | Lighter indus- 
55 








Hours of Employment 


From Table VI it appears that the^ young adults of both sexes 
are chiefly involved, and that with an increase of age the 
number of cases of pulmonary tuberculosis diminishes ; but in 
the heavy industries there i8 a more even distribution of cases 
throughout the age groups. It was decided to subdivide the 
above sections into various working periods for comparative 


- purposes. The results are shown in Table VII, in which are 


also included the working hours of clerical and shop employees, 
based upon statements made by the patients. The Labour 
Exchange has so far been unable to provide detailed figures - 


TABLE VI.—Distribution of Workers according to Hours of 


Employment 





Average Number of Hours per Week 






Clerical Workers 


Sho, Employes j 
Females .. 





° 
of the. number of persons employed in the different industries 
in Glasgow ; it ıs unlikely that this information Will be avail- 
able for some considerable time. In any case, a really accurate 


estmate showing the interrelationship of occupation and 
pulmonary tuberculosis would demand a wider survey, as many 
persons who work in Glasgow live in the county areas, while 
considerable numbers of county workers live within the city. 

- The first noticeable fact shown by Table VII is the percentage 
of those working longer hours among the industrial sections. 


' In fact, 36% of those employed in‘‘the’ heavy industries were 


working over 72 hours a week, which could not possibly be 
conducive to good health, combined as it so often wis with 
long periods of travelling and-carried.meals. It is noteworthy 
that four-fifths of the women employed in clerical work .did 
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not exceed a 48-hour week, contrasted with the low figure 
of 14% for maghinists and munition workerg, It will be seen 
that the advice given in the 25th Report from the Select 
. Committee on National Expenditure (Session 1940-1) has been 
largely ignored. In that report (page 4) hours of work are 
dealt with and’ recommendations made.” Paragraph V reads 
as follows: “The investigations already carried out by the 
Board mdicate that over an -extended period weekly hours of 
work should not exceed 60 for men and 55 for women.” 
Applying these standards to Table VI, the percentage of 
workers in each group exceeding these figures can be tabulated 
as follows: rae 


Section A ae ues k a6 OF reeds '— 
Section B , , s Fin Poa TETEE 40 
Section C = 24 20 
Clerxal workers IS E _7 
Shop employees Mee eee ID aranna 20 


that 60% could be grouped under Section (y) (shop employees, 
etc.) and 40% under Section (x) (office ‘workers, etc.). The 
conditions of employment and the risk of developing pulmonary 

' tuberculosis in these two sections appear to be very similar. 
The proportion who were able to return home for their meals 
showed no appreciable difference, nor was there any distinction 
between the average housing and sleeping accommodation. 
The subdivision of the domestic class provided the following 
information: that 85%.of the recorded cases were those of 
housewives and 15% domestic servants ; that the illness of 10% 
of the married women showed a definite time-relation to 
-pregnancy ; and that 55 (20%) of the 270 cases recorded in 
the group were contacts with tuberculosis in the home. 


+t + Scholars ‘and Pre-school Children 
_It is difficult to ascertain to what extent the number of 
pre-school children and scholars in Glasgow has diminished 
owing to evacuation during the year under review; but the 


number has certainly not increased, yet the number of children’ 


affected by tuberculosis has risen by over 32%. Our ‘investiga- 
tions“showed that of the notified cases 24% had been’ contacts 
with open tuberculosis within the past five. years, as against 
18% in 1940 and 14% ‘in 1939. ` Definite contact history was 
found in 66 of the 258 pre-school children and scholars 
notified, and it’is possible- this increase has arisen from the 
necessity for keeping chronic cases of phthisis at home owing 
to shortage of hospital beds. It is significant that, although 
the number of cases of pulmonary tuberculosis in this group 
© has’ increased by 32% since 1938-9, there is an increase of 
90% in the cases showing definite contact with previous open 
tuberculosis within the past five years. > 
, Summary and Conclusions 
Our previous study of tuberculosis in Glasgow dealt with 
the increased incidence of the disease from the outbreak of 
war up to the end of 1940. It was found that the main 
increase involved the age groups 15-45 in males and 15-35 
in females, the rise being attributed to war conditions, such 
as long hours, overwork, strain, and curtailed rest. 


The present study carries these observations further. It’ 


compares the returns for 1941 with those of 1940 and 1938-9. 
It also includes the results of a detailed investigation into the 
occupations and working hours of the first 1,600 confirmed 
cases of pulmonary tuberculosis notified during the year. 

The number of notified ,cases of pulmonary tuberculosis in 
Glasgow among the young adult cases of both seges still 
remains high, but the rate of increase during 1941 has slowed 
down consRlerably.' On the other hand, ‘the under-15 age 
groups of both sexes have revealed a Very real increase, as has 
the over-45 age group in males. i i 

The increase among young people of both sexes under 15 
years of age is partly accounted for by an increased proportion 
of home contacts. i 

Our contention that overwork and long’ hours are playing 
a major part in the increased number of recorded cases since 
the war is supported by the facts embodied in Tables VI and 
VI, one of the outstanding features of which is that little 
increase has occurred among the commercial and professional 
classes, whose hours of work alone remain within reasonable 
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limits. It will be observed that, whereas less than 20% of 
the commercial class exceed the recommended maximum hours 
of work, 67% of the workers in heavy industries and well 
over 40% in the medium-heavy industries are working in excess 
of these standards. 

The increase in the’ domestic class may be atcounted for 
by war strain and the fatigue caused by standing in food queues 
in all weathers. Inquiry shows that nearly 40% of the house- 
wives notified during 1941 were employed in part-time war 


_ work in addition to their household duties. This is a new 
‘feature, entirely associated with war conditions, which, in our 


opinion, may account for the increased number of cases in 


’ this group. 
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ACTION OF PHOLEDRINE AND 
NEOSYNEPHRIN IN RAISING THE 
BLOOD PRESSURE 
BY 


P. C. ELMES 
AND . 
A. A. JEFFERSON 5 
(From the Department of Pharmacology, Oxford) 


The use of substances having an action like that of 
ephedrine for raising the blood pressure still remains 
limited. Although ephedrine is sometimes injected when 
a spinal anaesthetic is employed, patients in collapse are 
ordinarily treated with nikethamide (coramine) or leptazol 
(cardiazol). Both are medullary stimulants and have no 
direct action on the heart. There is evidence that im 
animals they partly restore the blood pressure after pre- 
vious depression with barbiturate. The effects are, how- 
ever, seldom definite, and the doses necessary are very large 
indeed, being almost as great for a çat as the full thera- 
peutic dose recommended for a man. The ability to 
improve the circulation is presumably due to stimulation 
of the vasomotor centre, causing vasoconstriction, some 
rise in blood pressure, and in consequence improved 
coronary flow. 

If the chief effect desired is a rise in blood pressure, a 
substance which acts directly on the heart and blood vessels 
is clearly preferable. The more widely known agents which 
act in this way are ephedrine and pholedrine. Two other 
examples of such compounds on the market are neo- 
synephrin (metasympatol) and phedracin. 

The formulae of these substances are as follows: 


H 
Q 


Hors os oy -f 
aa” 2 faos ( je “8 Clty Aik 
0 H Oe W HO oy 
Neosynephrin Ephedrine Pholedrine Phedracin 
(meta-sympatol) ° (veritol) 


The properties of ephedrine are well known. Neosynephrin 
is practically unknown in this country, although it has been 
employed in America by a number of clinical workers, who 
find it. greatly superior to ephedrine (Bittrich, 1939; Brunner 
and de Takats, 1939; Johnson, 1937; Lorhan and Oliverio, 
1938; Lorhan and Lalich, 1940). In 1938 Jones and Wilson 
reported on the action of phedracin. They suggested at the 
time that it might be of use in spinal anaesthesia. Pholedrine- 
(verito]), which was introduced in Germany by Rein (1937a, 
1937b), has received only slight attention from clinicians in 
Great Britain. The many German publications on the clinical 
use of this compound aré in general very favourable, and in 
this country Dodd (Dodd and Merton, 1939 ; Dodd, 1942) has 
recently published the ‘results of its successful clinical use. He 
recommends that pholedrine, like all other, pressor agents, 
should be used with circumspection and only when absolutely 
necessary. He employs 4 to 5 mg. intravenously afid reports ° 
no untoward effects with this dos@. .Schoenewald. Schweitzer, 
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and Steel (1940) found that in cats large doses (10 mg.) caused 
cardiac disturbances ; small doses (0.2 mg.) had variable effects 
when the blood pressure was normal. 


e Experimental Investigation x 

We have compared these four sympathomimetic compounds, 
under standard conditions in animals with a depressed blood 
pressure, with the following results: 

1. Effect on the Blood Pressure——For each substance a series 
of five cats was employed ; the animals received intravenous 
chloralose (0.08 g./kg.). The blood pressure was recorded from 
the carotid artery and enough nembutal was given to depress 
it to about 55 mm. Hg. Artificial respiration was applied 
throughout and the injections of the pressor agents were made 
intravenously at approximately hourly intervals. Doses which 
had previously been fougd to cause equal rises in blood pressure 
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Fic. 1—Showing the maximum height of the rise in blood 
Pressure produced by successive injections of the four com- 
Pounds given at hourly intervals. (Ordinate: mm. Hg above 
the initial level. Abscissa: Time.) , 
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Fie, 2.—Showing the rate at which the blood pressure returns 
to its initial level after th of the first response. (Ordinate: 
mm. Hg above the initial L Abscissa: Time.) 
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_ Fic. 3 Soe the effect on the blood pressure of the fourth 
injection. Note the severe loss of activity of ephedrine and 
phedracin when comparing the peak of the response with that of 
the first in on, shown in Fig. 2. (Ordinate: mm Hg above 
the initial level. Abscissa: Time.) 


were used. Théy were: ephedrine hydrochloride 1.01 mg./kg., 
. Pholedrine sulphate 0.29 mg./kg., laevo-neosynephrin hydro- 
chloride 0.05 mg. /kg.,.and pk cin hydrochloride 0.79 mg. /kg. 
Under these cogditions the blood-pressure responses of the five 


cats could be expressed as averages in each series ; the results 
are shown ın Figs®1 to 3. Ephedrine and pholedrine caused the 
most prolonged rise in blood pressure (Fig. 2), the response 
to the first dose of each substance lasting for about 45 minutes. 
Phedracin was briefer. in its action (25 minutes), the effect of 
neosynephrin @eing the shortest of all (15 miniites). In such 
a preparation the response to an equivalent mse in blood 
pressure due to, adrenaline does not last longer than about 
4 mmutes. 

Although the result of the first dose of ephedrine was satis- 
factory, we were never able to gee an equivalent effect again 
in the same preparation, for invariably both the height and 
the duration of the blood-pressure response to subsequent doses 
were rapidly'and progréssively diminished (Figs. 1 and 3). We 


. noticed exactly the same process upon injecting phedracin. 


However, the response to pholedrine over the first four injec- 
tions showed little change, and the response to neosynephrin 
remained constant throughout. ; 

2 Action on thz Heart and ‘Blood Vessels—We also com- 
pared the action: of equipressor doses of these substances on 
perfused vessel preparations (the rabbit’s ear and the dog’s 
hind mb) and on the isolated cat heart perfused through its 
coronary vessels (Langendorff method). We obtained the 
following results: J 

(1) Ephedrine and pholedrine act predominantly on the heart, 
whereas phedracin acts upon the vessels and neosynephrin upon 
both the heart and the vessels. 

(it) Ephedrine and pholedrine cause an increase in heart rate 
(55% and 45% respectively) ; neosynephrin does not. i 

(iii) In the experiments on the isolated vessels a regular 
vasoconstriction was produced by neosynephrin and phedracin. 
An effect was not always to be seen with ephedrine and phole- 
drine ; a relatively higher dose was required to produce it, and 
the effect, when it did occur, was prolonged. 


These last results are of use in determining the possibility 
of substituting these substances for adrenaline in’ local 
anaesthesia. We investigated the subject by injecting mixtures 
of procaine and these four compounds into the flank of young 
guinea-pigs—anaesthesia being tested by the absence of skin 
reflexes to pin-prick. In the short series which we carried out 
we did not find ephedrine, pholedrine, or phedracin to be of 
value. On the other hand, anaesthesia could be prolonged 
with neosynephrin to within 25% of the duration resulting 
with adrenaline, These results substantiate the suggestions of 
others (Tainter and Stockton, 1933 ; Henderson, 1940) that 
neosynephrin might find use in local anaesthesia, for it 
possesses the advantages of being a substance which remains 
stable in solution and which may be sterilized by heat. 


Discussion 

The therapeutic usage of a pressor substance depends in 
theory upon several factors, among which the following may 
be considered: (1) the mechanism of the pressor response— 
namely, whether it is produced by~action upon the heart or 
upon the vessels; (2) the effectiveness of repeated doses ; 
(3) the duration of the pressor response ; (4) the existence of 
any unpleasant side-reactions. 

Ephedrine acts mainly upon the heart, but its stimulant 
action is so violent as to render it potentially dangerous in 
all conditions in which the heart is not entirely healthy. In 
animal experiments it soon loses its activity when injected 
repeatedly, and a reduction occurs in the duration as well as 
in the height of the pressor response. The routine administra- 
tion of ephedrine before the injection of a spinal anaesthetic 
has clearly little to recommend it, especially as » attempted 
increase in blood pressure above the normal is often the cause 
of cardiac arrhythmia. The administration“ of ephedrine very 
frequently inflicts great subjective discomfort on the patient, 
and pon these grounds too its use should be carefully 
controlled. f 

Pholedrine also exerts its pressor effects through powerful 
cardiac stimulation, though compared with ephedrine it is less 
often responsible for irregularities of the heart-beat. When 
given repeatedly it loses its activity far less rapidly than does 
ephedrine. The side-effects resulting from its injectidn into 
human beings in redsonable doses (4 to 5 mg. i.v.—maximum 
of 20 mg. i.m.) are slight. 
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Necsynephrin acts upon both heart and vessels in an ex- ~ = "Record of iii Case 


tremely favourable ratio. It improves the filling of the heart, p 

it adds to the strength of the beat, and while increasing the The present case is ‘that of a man aged 33. He came from 
“heart output often causes’ slight bradycardia. Though it shows 4 normal family. His father died at the age of 64 from a 
_a relatively brief .action after intravenous injection into an rforated gastric ulcer, and still retained his hair at that age. 

- animal, yet when given intramuscularly, as it wery frequently mother 18 still alive, is healthy, and has. normal hair. She 


: wo wae : f , _ suffers from occasional attacks of migraine, but has no other 
is under clinical conditioħs, its length of, action (30 to 40 symptoms of illness. He has five brothers; one died from a 


minutes) is not greatly different from that of ephedrine or : 

LEIA : - È gastric ulcer, and another was ọperated on for the same reason. 
pholedrine (40 to 60 minutes) by the same route. It may be (Ono might suspect from this, and the fact that the patient also 
injected repeatedly with no loss of activity. After the adminis- . has gastric symptoms, that the family is an anxious one and 
tration of neosynephrin the patient rarely complains of even that emotional disturbances tend to cause malfunction of the 
slight discomfort, . e - . intestinal tract) He had five sisters, but one died from 


' Phedraci ‘ t s ti z pneumonia -and one was murdered by her husband. The 
cn appears to, act almost entirely upon the vessels. patient himself has had little other than the usual children’s 


It loses its pressor action upon repetition and, like ephedrine, - sorai 

its length of action is reduced. - Owing to severe constriction ” nee: en e ag smart typical out the he 

of the skin vessels it may produce an unpleasant feeling of sees bright lights and zigzags, and fjnally develops a severe 

tightness. 2 ee te - headache which ends with nausea aiid sometimes actual vomit- 
. g Summary S l ing. After the attack his head feels sore, but there, is a general 

$ Tei P P ha S pie rae sense of well-being. ' 

e, importance of using a. substance which acts directly : ii 
upon the cardiovascular system, when it is desired to restore a ' Pi R pa eni y a3 ala ahd Bann 1340; and Joined 
low blood pressure, is stressed. E ` . “he was vaccinated, and seems to have reacted allergically to 

Pholedrine, neosyriephrin, and phedracin are compared with this. The first night he felt very chilled and his arm was 


_ephedrine in a series of animal experiments. - excessively . He was faint next day and noticed that 
.™— It is suggested that hcosynephrin as well as pholedrine should both arms had swollen—the oedema reaching down to his 
bo adop clinically ag a substitute for ephedrine. , ‘hands. He reported sick ; but his condition was evidently not 


The results obtained with phedracin do not favour its possible considered serious, and his arm was merely re-dressed. Then 
therapeutic use, although: it might- with advantage be given a+ he complained of a sore throat and feelings of general malaise. 
further clinical, trial. > oo . This PS about z days aud mer padaly assed arar, 

Neosynephrin may be of- value as an rnative ine ou; e never felt as well as he had done before. t the 
in Teco araesthetie preparavionss alternative to adrenalini beginning of January, 1941, the hairdresser drew attention to 

D A i ‘a small area on the vertex of the-head where there was no harr, 
eee a oat indebtedness to Prof. J. H. Burn for his. and about the same time he himself noticed that there was a 
p- andrenconragemneni diminution of his sexual interest. Eleven weeks after the 

: vaccination he attempted intercourse, but although he had been 
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Roln, H. (1937a}. Arch. L Aaa ‘187, 617. large bare areas on his face, starting on each side of the chin 
Ren, iao in, Wacht., 18, 700, ae ae asa een : and slowly spreading. all over the lower Tare ee with 
a > „G. . t, 1, 544. glabrous areas on the opposite side. ' s me so pro- 
Tainter, M. L., and Stockton, A. B. (1933). Amer. J. med. Scl., 185, 832. - nounced that he had‘to shave only once weekly instead of 
j 7 -` : twice, as was his custom. The hair on his chest dropped out 
2 a : and a large amount of the pubic hair disappeared also. (This 
- : ` was mainly over the “male” abdorhinal distribution.) The 
s 7 only area unchanged appears to have been the axillary hair, 


none of which seems to have been affected even at the worst 


A DEPRESSION=HYPOSEXUAL— ALOPECIA _period. Simultaneously- with the appearance of the extensive 
b alopecia he felt depressed. That this was not the result of 


sa Z . : SYNDROME ; : brooding on his condition but was related to his general feeling 


of malaise:is shown- by the fact that he stated definitely: “I 


‘ Ye at ae í felt depressed because I felt 11l.” 
CLIFFORD ALLEN, M.D, MRCP., D.P.M. py June, 1941, he had reached tHe climax of his condition: 
Squadron Leader, R.A.F.V.R. X his hair was absent except in the axillae, he was extremely 
í AND : : j hypochondriacal, was depressed, and was devoid.of all sexual 


: i i ` _ feeling. At this time he had an attack of abdominal pain, 
CARLYLE CARLYLE-GALL, M.R.C.S., L.R.CP., which he described as heartburn, but for which no organic 
AATA TA DPM -` - ` . ae was aa His A aes poor and he a ae 
k PO oS te o was transferred t® an R.A.F. hospital in August, 1941, an 
i Squadron Ledder, RA.F.O. . slowly improved ain Jien. He was allowed home an 
n = z short leave, at interva uring September, October, an 
R AN A rey treated a case of complete November, 1941. He felt little sexual desire with his wife, 
alopecia in a Man ot mi age. This man complained and when he did attempt intercourse—he felt he should dọ so 
of deep depression, with very marked hypochondriacal to “prove his manhood”—his orgasm was delayed. The- 
trends, accompanied by absolute loss of sexual interest. depression was sufficient to make him wee frequently, and 


: E : he was unable to concentrate on anything. He could not write’ 
The alopecja was complete and all hair-bearing areas were letters, and eight holes at golf exhausted him. He became 


` denuded, so. that it was impossible to find any. remaining excessively worried over his condition and has remained 
hair. The lack of -sexual interest occurred synchronously ‘anxious about it ever since. ` 

with the fall of hair, and the patient not only was.impotent ` The condition, appears to have followed his vaccination, but 
but, showed no interest in his wife or other women.° Nor psychological factors may be important also—these being the 


7 : -fact that. he was in some financial difficulty when he was con- 
See developed ai genesis eer of es he abide scripted into the R.A.F. and while away from home his wife 
case progressed in spite o treatment, and when last A veopal a trivial meatal boil;-but he was given a wrong 
_heard“of the patient bad entered a‘ mental hospital, as , idea of her state, and seems to have thought she was in danger 
his depression had bécome severe enough -for him to con- of her life. Curiously: enough, during his illness he suffered 
templgte suicide. (Unfortunately, owing to the exigencies less tram an ire than meet paving ony tþree attacks during 
of the war, his ħotes are not available to us, nor is it HE seers mAg ae Yate ` 
ible to`follow up his case.) ` 3 _In February, 1942, this man Was gtill suffering from con- 
possi ' D A siderable alopecia and depression, and, as "te was considered 
F i Si k p e Ke = A ` 5 
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that it might be another year before he recovered, he was 
invalided, since it was unlikely that he would be~of much value 
to the Service during this period. g 

Laboratory Investigations —The patient’s uri male- 
sterone excretion was found to be 10.6 mg. a day, which is 
within nornmal limits. It is felt that this may: not be significant 
either way, since he is now definitely recovering. The Wasser- 
mann reaction was negative. = 


' 
iir: 
` 


> Discussion 


It appears to us that this patient is suffering from a syndrome, 
-and since similar cases exist it is possible that it has not been 
recorded-owing partly to the rarity of such extensive alopecia 
and partly because such cases fall into the hands of derma- 
tologists who are not particularly interested 
psychological symptoms. The syndrome we would suggest con- 
sists of (1) wide-sprea@ or complete alopecia ; (2) depression 
with strong: hypochondriacal features ; and (3) diminution or 
- complete lack of sexual desire, together with (4) diminished or 
absent capacity to fulfil the sexual act. ~ - 

Alopecia.—The alopecia itself presents several problems. Is 
it directly dependent on the nerve supply or is-it an endocrine 
deficiency which causes the fall? The distribution of the bald 
patches is not markedly symmetrical, so the suggestion is that 
the cause is emdocrine rather than Nervous. Again, there is 
no pattern suggestive of nerve or root distribution. Moreover, 
the delay between the causal factor and the onset of the loss 
of hair suggests an endocrine rather than a nervous mechanism 
“at work. If it is an endocrine matter, then it would seem. that 
there must be two endocrines—one which causes- the growth 
of ordinary hair and one which stimulates the growth of sexual 
hair. The work of Broster and his collaborators (1938) on 
adrenal virilism has thrown considerable light on the endocrine 
factor—the adrenal cortex—and its relation to sexual hair. It 
seems probable, although there is no proof, that both hormones 
originate in the adrenal and complete alopecia is due to absence 
or diminution of them. The actual cause of the glandular 
damage, whether psychogenic or toxic, must be purely specula- 
tive. There is considerable evidence for the toxic origin. The 
amount of reaction evoked by vaccination, the loss of the 
feeling of well-being, and the fact that it is well known that 
alopecia commonly follows acute specific fevers, particularly 
if pyrexial, all suggest a toxic factor at work. .On the other 
hand, there is the fact that this patient was in financial straits 
and was very anxious regarding his wife’s health before he 
became ill. There are several well-authenticated cases in which 
anxiety has caused a fall of hair. For example, Spiegler (1918) 
recorded a case of a soldier who lost all his hair following the 
explosion of a shell close by him. Similarly, Pusey (1928) 
noted the loss of hair ten days after an emotional shock. Stern 
(1922) has suggested that the fall of hair is the extremity of the 
Process whith usually appears as greying of the hair. He, too, 

` recorded alopecia following psychic trauma—the excitement of 
a barrage. Hurst (1940) describes cases of sudden greying of 
the hair within a week of strong emotional strain’ due to war- 
time experiences, also of permanent erection of the hair on the 
scalp and body, but does not appear to have seen any cases 
. of alopecia. 

` Loss of Sexual Feeling and Power—Yhis lowering of sextal 
feeling and~ability to carry out.the act is*very suggestive of 
endocrine disease. The attempts made by our patient seem 
to have had their origin ın a psychic effort rather than a funda- 

, Mental desire. It is a great pity that we were not able to 
arrange for investigation of his urinary male-sterone excretion 
‘during this time. On the other hand, he did not respond very 
strongly to injections of testoviron, so possibly the basic factor, 


. 1s a polyglandular one. 


. self-interest, which shows itself in 


Depession.—The depression is accompanied by a heightened 
hypochondriacal symptoms. 
The patient complains continually ‘of his sad plight. He con- 
stantly draws attention to his terrible appearance and his 
miserable feelings. There is no retardation, and in neither of 
the cages seen has there been any delusional construction or 
hallucinosis. ` It might be tempting to explain the patient’s re- 
action as a real response to his condition. There is no doubt 


. that he does look bizarre with no hair or eyebrows, and he 


has same reason to complain’ and feel Miserable. We would 
point out firmly that thif is very unlikely to be the basic cause 


e 
. . . 
mE ee e a 


in the concomitant ` 


of his symptoms. We have seen pilots, air-gunners, and others 
who have suffereq-severe burns so that their faces were scarred 
and disfigured, but these men did not moan or complain. On 
the contrary, they were inclined to joke about themselves and’ 
were usually cheerful, although much more disfigured and more 


‘ permanently gearred. 


- 


Prognosis—The prognosis usually given by dermatologists is 
a hopeful one. Nevertheless the bair may take a year or even 
two before it grows again. Presumably the other symptoms 
also disappear with the reappearance of the hair, but we have 
had no opportunity of confirming this. That the prognosis 
is not always favourable is shown by the first case we saw. 
On the other hand, these cases must usually have a favourable 
termination, since wide experience in a number of mental 
hospitals has not brought us in contact with any further 
cases. z S 

Treatment.—It would.seem logical to treat these cases by 
psychotherapy, and this has been advocated by Hingston (1939), 
who claims favourable results. She also states that small doses 
of thyroid (1/2 to 2 g.) appear to have influenced the result. 
It seems more probable that testosterone propioriate would be 
of value, but we are unaware of any really extensive and 
convincing experiments with it. 

: Conclusions ‘2 
This combination of depression, alopecia, and lowered 


- sexuality at once suggests some relationship, although doubtless 


a distant one, with Simmonds’s disease. This illness, which is 
a polyglandular syndrome, is characterized by emaciation, 
anorexia, asthenia, precocious ageing, and general depression 
of glandular activity. It is usually accompanied by atrophy 
of the genitalia, cessation of the menses and sterility in women, 
and impotence and loss of sexual interest in men. There is 
in most, cases a fall of the hair—so that the pubic and axillary 
hair may be absent. If the case is an early one the hair is 
found to be brittle and sparse. It is of interest to notice that 
Cabane and Cahane (1935, 1936) have described -cases of 
diencephalic origin and suggested that these are related to 
Simmonds’s disease. We feel that it would be unwise, on such 
slight clinical grounds as we possess, -to make any suggestion 
as to the causation of the syndrome which we have described, 
except to point out its similarity to some of the other 
characteristics of endocrine disease and to suggest that it seems 
also to be of endocrine origin, although the cause of the damage 
to the glands is yet‘to be determined. 


We have to thank Dr. Jocelyn Patterson for investigation of the 
sterone content of the patient’s urme. 
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The effect of acute loss of blobd on normal persons has recently 
been investigated by R. V. Ebert, E. A. Stead, and J. G. Gibson 
(Arch. intern. Med., 1941, 68, 578). Between 760 and 1,220 c.cm. of 
blood was removed from each of 6 persons within 6 to 13 minutes ; 
this was estimated to amount to from 15.5% to 19.7%.of the total 
blood volume. Five out of six collapsed with weakness, nausea, 
blurred® vision, sweating, and fall in blood pressure. Before the 
onset of collapse the pulse rate increased from 14 te 30 beats a 
minute, and at the height of the collapse the rate’ became slow 
(between 30 and 40 beats a minute). Restoration of the plasma 
volume began immediately after the bleeding and continued for the 
subsequent 72 hours, at the end of which it was approximately equal 
to- thé volume before bleeding. The authors observed _that during 
the first two hours after venesection the increase of volunie was 
contributed by‘a protein-poor fluid, so that there was decrease in 
the concentration of serum protein. After-this, fluid and protein 
entered ‘the blood stream simultaneously. At the end of 72 hours 
approximately one-quarter of the plasma protein was protein which 
had entered the blood stream after the bleeding. The proportions 
of the albumin and globulin fractions were_unaltered. The Authors 
conclude that loss of blood acted as a physiological stimulus to the 
production of normal protein. - 
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` unlike Spence, came to the conclusion’ that there was no real 


ions feeding i i 3rd—6th mth... 
. incidence of breast-feeding in a suburban metropolitan area ‘At 6th mth. 





T 


eres : > a 3 eX on-the breast to at least 3 months.” (This figure was adopted 
i. THE ANCIDENCE OF BREAST-FEEDING ~ to fall into line with Winternitz, quoted by Robinson.) Those 


IN A SMALL MINING TOWN _’ mothers who weaned very early were asked whether they knew 
. poe oe ` See -  of-any reason for this, and an analysis of their replies is given 
angers ; : : : further on.  _ - š - f k 
-ENID L. HUGHES, M.B. B.S. MSe, D.C.H. Tena A E Results 


Assistant M.O: (part-time), Northumberland . County Council ~ , The numbers were considered not to justify a very detailed 
pe ‘i ; analysis. The duration of breast-feeding is summarized in 


. This is a study of the incidence-and ‘duration of breast- Table I. ~ p ; 
feeding -in Newbiggin-on-Sea, a small town‘on the coast Taste I—Duration of Breast-feeding (112 Babies) 
of Northumberland, with a population of just over 9,000. - > 
The data have been obtained by interrogation of the 
mothers attending the infant welfare clinic. Since its 
establishment the clinic. has beef, characterized by an 
absence of “class feeling,” which may well be found even 7 
in a town of this type ; and the-friendly relations existing : z Z “ i 

_ amọng-the health visitors, midwives, and doctors ‘of the Tie . : 7 S 

< town have resulted in an attendance in 1940 of 95.7% of © shows a very high percentage of early weanings. a pee 

. the babies born there in that year, and living for at least (1938) states that in Newcastle (using figures derive rom 
; ESX DOr Te an year, @ g tor : _ Princess Mary Maternity Hospital and -from a middle-class 

_ six, months. : ' ee? 43 nursing home) “satisfactory breast-feeding in the neonatal 

dence of Lactation period is maintained only by three-quarters of the mothers ” ; 

but the Newbiggin figure is even lower. i 
In Table II is given a summary of some of thg figures quoted 

by Spence (1938), together with some from Robinson, for 

comparison with the, present work. 
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Complete Breast-| Partial Breast- 
feeding feedmg Weaned 














Views concerning the Inci 
A particularly interesting paper giving her own experiences 
of lactation and its difficulties is that of Dr. Lucy Naish (1913). 
Jn this she states that “ weaning at or shortly after birth is very 
. common among the well-to-do classes, and ‘there are signs that ; 
-it is spreading gradually to the less well-to-do.” Spence (1938) , Tase Il.—Percentage of Babies Wholly Breast-fed—Recent 
quotes recent’ studies on-the incidence ‘of breast-feeding in Investigations 2 
Edmburgh, Newéastle, and other places, and ‘reports a definite = 
decline. Some of the findings quoted in his paper are included 
here, with the resuíts of the present’ invéstigation. , Robinson 
(1939)-has studied the incidence of breast-feeding in Liverpool, 
using welfare clinic records over the period 1918-37; She, 








. i ~Brewıs, quoted 
Finlay Edinb), | py Sports (1938) 
Newcastlo - 


(Home Visits) 






Municipal 
Welfares (2s 
Cates) 
decline in breast-feeding, but that there was a shortening of {0th 14th day ~. 87% i 
the period of lactation: Blessing (1937) has investigated the At 3rd.mth. ‘ ca 
in the U.S.A., all his patients being delivered in hospital. Only After 6th mth. 38:5% 
38% of mothers breast-fed entirely to l-month ; all disliked — ——`>—~ h —— eee 

“mixed feeding.” He attributes the poor result to a system 3 f > z 

of divided control, in which the obstetrician took no responsi- Reasons given for Weaning before 2 Weeks 
bility for the child’s feeding. - i The proportion weaned (31%) was so high that the reasons 
- a preseù estigatio +... for weaning were studied in some detail. ~ Five of these 35 
te ata ; fin tioi ee children were never put to the breast, on account of the 
The babies here studied are those born in 1940 of Newbiggin. mothers’ serious illness. Two babies were very small twins, 





58%, 
347% 








` parents and continuing to live there till at least 4 months old. ` and breast-feeding was-not attempted. One baby was weaned 


7 schoolmasters, 3 ; bus-drivers, 3 ; unemployed, 2 ; policeman, 1 ; 


` 


(This excludes § babies who -died before the age of 6 months, ‘at'3 days because of the mother’s- sore mpple (hospital case). 
the-evacuee babies born elsewhere, and 12 babies whose mothers Six babies were either never put to the breast or no serious 
came to Newbiggin for the birth and moved away shortly attempt was made to establish breast-feeding and they were 
“afterwards.) The babies thus defined number 112—apart from taken off ” the breast when 1 to 4 days old ; the uspal explana- 
these, 5 babies did not attend the clinic. The total-is a~small . ‘tion given was that “ there was no milk.” In two cases “ breast 
one, and does not justify generalities ; any interest in this abscess ” and in one case “engorged breast” was given as a 
-work lies in the fact that it is on, 112 out of 117 possible jeason; and two at least of these three babies were stated to 
attenders—ie., 95.7% of the baby population of 1940; it is be“ sleepy » or lazy feeders. In one case the mother had 
nol considered “ representative ” of anything except this town «too much milk,” and had experienced such pain and trouble 
m. this year. - - ee with a previous child that she made no attempt to breast-feed. 
The popiilation -is mostly concerned with mining. An She was a poor type of mother mentally, and was nervy and 
analysis of the fathers’ occupation is as follows: Mining,65; - worried. Her husband was in a mental hospital, soon to be 
H.M. Forces, 12; traders,.9; fishermen, 8 ; ~labourers, 8; discharged, and sht was upset about this. - 
ag f ` In the remaining 17 cases the reason given was either that 
professional footballer, 1 ; not known (illegitimate), 1. In this de pare “was Aot gaining (and most Ga are very averse 
first full year of. war wages. approximated among the mining to giving, or are not encouraged to give, complementary feeds) 
community to £3 a week; there was no real poverty, and no ` or that, with getting up and about, the milk failed. Usually 
shortage of food. The Government scheme for chedb milk tiese two reasons were combined, 7 . 
came into operation in August, 1940. ; Soa : r . 

- Most of the deliveries were by midwives. The- figures are , Feeding of Previous Children : 
as follows: Doctors’ case3, 13 (11.6%); hospital or nursing - Of the 35 babies weaned within two weeks, 18 were first 
home, 13-(11.6%); midwives’ cases, 86 (76.8 %). Naturally ` children.” It is interesting to know how the other (experienced) 
“the greatest number of babies were first children., the numbers mothers had succeeded with previous children. In all, these 
of children related to their position in the family were: first 17 mothers with more than one child had reared between them 
children, -45; second, 35; third, 15; fourth, 8; fifth to, 28 previous children. Only 6 of these had been breast-fed 
eleventh,9.- -7 ‘le ae to -at least 3 months: 22 had failed before this. (Of the 6 
Data were obtained of the age at, which weaning occurred ; successfully breast-fed, 5 belonged to one large famsly of 11 
if it_was preceded by a period of partial breast-feeding this children, the youngest of Which was one of the 1940 babies.) 


‘ was néted. Note was also miade of the position of the child Of the 1940 babies breast-fed to 3 months ‘or morel were . 


in the family and of how many previous children had been | first children and 26 were chiltiran of experienced mothers. - 
breast-fed, this term being used here to” indicate “fed wholly | These mothers had reared between théin 44 previous children: 
S 7 - j © ae Par) go> : e, 7 Í A 
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36 had been breast-fed to 3 months, 4 had failed, and of 4 no 
information was obtained. í 

The numbers are of course far too small for conclusions to 
be drawn, but, they certainly tend to support one’s ordinary 
observation pat where a mother has managed to nurse one 
child she is likely to do.so again. Thus breast-feeding of the 
first baby becomes even more important, in giving-the mother 
experience and confidence. ‘ 


Complementary Feeding i 

This is usually regarded as a step to be avoided if at all 
possible, as predisposing to rapid’ weaning. I have wondered, 
however, whether instruction in it may not help an anxious 
mother over a period of temporary shortage of breast milk. 
The knowledge-that she can do this while her own -supply is 
being improved may be very helpful, as, otherwise, a hungry 
crying baby may make fier despair of feeding and lead to her 
weaning it immediately. I have therefore examined the clinic 
records to discover what evidence they afford of the Value of 
complementary feeding in prolonging the total time of breast- 


feeding. The figures below refer to babies starting comple- - 


mentary bottle-feeding before the age of 6 months. The 
supplement advised was usually, to begin with, about 1/2 to 
1 oz. of dried milk mixture, to be given'at the end of- some or 
all breast feedse Breast-feeding was prolonged for only! 2 weeks 
or less in 7 cases. It was prolonged for more than 2 weeks in 
24 cases, 8 of whom were first babies. These 24 cases are 
analysed in Table MI. 


Ç 




















TABLE MI 
y n j N 
Case | Started Complementing | F inally of | Time Complemented 
l : week y 3 months 2 months 3 were 
3 2 weeks 2 % Po 420 8 
4 pee 5 3 » 2 4, 
\5 3. 6 » 4 5S yy 1, 
$ s month tA b ? » a 
8 TEA 2 3 Liege 
-9 5 weeks 4 D Zz» os = Heer 
10 6 4 . @yloricstencel 9 x y get oe 
` — sis opere- 
tion) 
-, H 2 months 4 y 2 4 ` 
lei ee ea 
14 cia ie oe in ae u 
15 3 Ss 5 » Ze ay 
16 <a 4 » 1s 
17 3 » Yaa 4 oy 
18 3 4 4 ” 1, $ 
R 3 on 10 aes E ” ip 
” 0 ” ” » 
21 3 " 4.7; 1 ts > 
22 4 4 6 » -2 . 
23 4 ow» 6 » 2 » 
24 Se vi ” 2 y» 
e . N 


Thus 8 babies were 1 week to 1 month old when supplements 
were started, and breast-feeding was prolonged for periods of 
from 3 weeks to 9 months ; 4 babies from 5 weeks tó 2 months 
old were enabled to continue for periods of from 2 to 7 months ; 
8 babies from 2 to 3 months old continued for petiods of from 
1 to 7 months. 


On the whole, therefore, the results #re encouraging, as in _ 


many of these cases (particularly those which continued for 
several months) the feeding was very largely on the breast, in 
some instances being practically re-established, the mother 
supplementing only when she realized that‘her own supply was 
inadequate. I have looked for the baby who “prefers the 


-bottle to the breast,” but found him only ,when the breast-milk 


supply was very poor or the mother inexperienced or unwilling. 
Discussion ~ a = 

It is interesting to compare the results obtained by Pooler 
(1930), working in North Derbyshire with a population also 
largely concerned with coal-mining. From a detailed analysis 
of 100 cases of early weaning he finds that in 63% the primary 
cause of weaning is the return to domestic duties, In about 
half of these there are additional predisposing conditions— 
e.g., too frequent feeding,: depressed nipples, etc. Spence 


. (1938) says: “Prebably the most important cause of failure 


to’ breast-feed among _thage° who. desire to do so is the 
temporary inhiþitjon .of* lactation which occurs shortly after 
t P = 
š - g 


— 


the lying-in period when the mother returns to her household 
duties.” e . 

Most of the Newbiggin mothers get up at the tenth day, 
and although the midwives contimie to visit up to the fourteenth 
day many of the mothers have to ¿plunge at once into-full 
housework. Some of the fisherwomen, in addition, work. at 
mending and setting the nets.~ It ‘is too costly for many to 
arrange for extra help in the house after the two weeks ; but, 
in any case, the importance of returning gradually to their 
normal duties is not sufficiently recognized by many mothers, - 
one of whom, when.urged to do so, said that “that would be 
behaving like an invalid.” ° ‘ ` 

Full details have been given of tbe 35 mothers who weaned 
in the first two weeks, as they formed nearly a’ third of the 
whole. For babies to be weaned at or before two weeks surely 
implies (except in the case of the mother’s illness) either a very 
feeble will to nurse, or mismanagement, and sometimes results 
from the influence of friends and relatives, ignorance as to the 
value of small complementary feeds, or proper requirements 
of rest on getting up. i 

The midwife is often blamed for not seeing that breast- 
feeding is established; but, unlike the monthly nurse of the 
better-off classes, she is not in constant attendance on the 
mother. This ever-available support and advice is given by 
the grandmother or other female relative. (Sometimes the 
grandmother~is anxious about some. previous illness of her 
‘daughter’s which she, feels may recur with the strain of breast- 
feeding.) Most midwives are as keen as anyone to establish 
breast-feeding, but their one visit a day (after the third day) 
cannot replace the home atmosphere. Is enough care taken, 
one wonders, in educating the grandmother as well as the 
mother in the importance of breast-feeding, and of meeting 
the grandmother’s doubts as to her daughter’s fitness for this? 
The opinion of the senior midwife in the town was that many 


of the young mothers wanted to go to dances with their ` 


husbands, and so were not keen to establish breast-feeding. 

Another point is that a young mother, especially with her 
first baby, becomes extremely anxious when it cries, and she 
is apt to attribute this to her own deficiency—“ Not enough 
milk” or “Milk not’ doing any good”—an opinion that is ’ 
often supported by her own mother. It is not easy to persuade 
her-to persevere under these conditions, and, especially if the 
baby is not obviously gaining, she will turn with relief to a 
bottle and a box of food for which ‘she feels she is not 
(psychologically) responsible. : 

-Most of these mothers also firmly believe that it upsets the 
baby to complement, and that the ‘two milks will not mix 
well at the same feed. Regurgitation of curdled milk is inter- 
preted as a serious symptom: I have.not met one mother who 
realized that “souring of the milk” was a natural and proper 
process. Education on this point might avoid many anxieties. 
It is probably this belief that leads often to the rapid weaning 
of a baby on complementary feeds; but: the figures already 
given suggest that, with encouragement and advice, comple- 
mentary feeding may be very valuable in prolonging lactation. 


Summary i , 

In a small mining town in Northumberland 31% of 112 babies 
born in 1940 were weaned before the age of 2 weeks; 57% 
were weaned by 3 months. . 

Reasons for early weaning are discussed. It is suggested 
that early return to domestic duties played an important part. 

The anxieties both of the mother and of her home attendants. 
need more attention and understanding in order to create a 
favourable environment for breast-feeding; this is. specially 
important with the first child. ‘ i 

Complementary feeding has enabled -lactation {S be carried 
-on for several months in some cases, and might be tried with 
more confidence in the neonatal period. RA 

I am grateful to Dr. Tilley, acting medical officer of health, 
Northumberland, and to Dr. Jamieson, maternity and child welfare 
officer, Northumberland, for permission to publish these results. F 
also wish to thank Miss McDermott and Miss Weston, health visitors 
a Nowbiggin, for their ready help and co-operation in the collection 
of the data. ~ Si i 
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-It is-interesting to, try to env 
_temporal bones f 


Morbid. Anatomy of Chronic Otitis’ Media — 
3 en. 

ek the morbid anatomy of the 

rom the clinical data, radiographs, and. other 


diagnostic aids.‘ The more obvious abnormalities may prove 
‘the light of what is found at operation. The 


mere palimpsests in 


, following 3 unilateral cases were among those chosen for con- 


‘narrowed by osteophytes. At 





servative operation by the transmeatal route, with a view to 
providing better drainage and access for treatment. ` 
Case 1—The patient, aged 25, had been sent home from 
Gibraltar owing to otitis of ten years’ standing. A small polypus 
protruded through an oblique perforation. Radiographs 
showed that pneumatization on the left side had been arrested 
in infancy (Figs., 1 and .2). At operation in November, 1941, 
a large infected cavity in the region of the mastoid, antrum was. 
evacuated ; the rest of the bone was compact. The meatus was” 
0 the end of December healing 
was in an advan ` 


stage. 


a view to surgical treatment. He had had a perforation 
At operation in August, 


vas > 


J 
: . Normal right side. 
Fia. 2.—Case 1. Chronic empyema of left mastoid antrum. 
Fic. 3.—Case 2. Cholesteatoma in attic: 
Fia. 4.—Case 3. Retention cyst below knee of lateral sinus. ~ 


. A P 
1941, a well-pneumatized temporal bone was found to have 


leather pocket, with foul green contents (Fig. 3). Within 8 weeks 


i the ear was dry and healed and the hearing had much improved. 


a 
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Case 3——A man-aged 35 had had otorrhoea for 30 years. 
There was an antero-inferior perforation, but with a probe a 
fissure. was also detected in the posterior quadrant. An opera- 
tion was performed in January, 1941. Within the cells at the 
tip of the mastoid, which were isolated by a prominent genu of 
the lateral sinus, was-encysted fluid (Fig. 4). Suspended in the 
fluid were scintillating crystals (rectangular, ‘with a, corner 
missing) of cholesterin. The walls were of burnished bone, any 
lining membsane being invisible. ‘The patient was_subsequently 
passed Al for the R.A.F. military police. i A . 
j W. O. Lopæ, F.R.C.S.Ed., 


Surgeon to`the Ophthalmic and Aural Dem, 
Royal Halifax 


7 Honorary 








J. M. Brookhart, F. L. Dey, and S. wW. Ranson (Endocrinology, 
1941, 28, 561) observe that there is direct evidence, for believing that 
the site of the erogenic action ofthe gonadal hormones is in the 
central nervous system. In, experimental work on guinea-pigs’ they 
found that animals with lesions in the anterior part of the hypo- 
thalamfis fail to show pro-cestrual or oestrual behaviour, and that 
such behaviour cannot.be induced in them by the injection of ovarian 
hormones alone’ or in combination with pituitary hormones. 
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i a 2—A sergeant aged 42 had been sent home from Iceland ~ 
' in Shrapnell’s membrane for 15. years. 
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~- “IMMUNOLOGY OF PARASITIC INFECTIONS 


Immurmty against Ammal Parantes By James T. Culbertson, Assistant 
Professor of Bacteriology, College of Physicrans and Surgeons, Columbia 
University. (Pp. 274. 36s. 6d.) New York: Columbia Unrveraity Press, 
London Oxford Umversity Press. G 
Thirteen years have elapsed since the publication of Prof. 
Taliaferro’s book entitled The Immunology of Parasitic Infec- 
tions. : Fhe present volume of similar title may be regarded as 
a continuation of the first. In fact the author states in his 
introduction that he has taken Taliaferro’s book as its point 
of departure, so much so that very few of the references quoted 
in the present volume antedate 1929. There -ig no doubt that 
Taliaferro’s book, which collected in £n authoritative manner 
a vast amount of scattered information on the subject of 
immunity to, animal parasites, was followed by a great exten- 
gion of.researches in this field. It is chiefly with the results 
of these later investigations that the present volume deals. 
- The book is divided into three parts. Part I discusses natural 
resistance and acquired immunity and the general principles 
underlying-these phenomena. Part I is devoted tothe im- 
munity to specific, diseases, the most importaat of which is 
malaria. Part II considers applied immunity, the relation of 
immunological to morphological classification of parasites, and 
serological methods of diagnosis of infections. 

Those who have followed the literature of the past teh or 
fifteen years will be well acquainted with the extent of that 
devoted to the immunological aspects of animal infections. 
Formerly the study of parasites was almost entirely morpho- 
logical, but” of late years these have given place very largely 
d it is with these that the 
author of this book deals so successfully that it is difficult to 
find fault with anything he has written. He has certainly given 
a most valuable review of the modern’ position of his subject, 
and immunologists and parasitologists alike will find Culbert- 
son’s Immunity against Animal Parasites an indispensable aid 
to their studies and future investigations. 
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i K , ASPECTS OF GENETICS 
New Paths in Genetics. -By J. B. S. Haldane, F R S., Weldon Professor 
of Biometry in London University. (Pp 206. 7s_ 6d. net.) London: 

George Allen Unwm. 1942 - % z 
Books that comprise a series of special lectures can seldom 
possess, unless very extensively rewritten, the characteristics of 
textbooks or monographs. - They have more the nature of a 
commentary, choosing for: particular attention those aspects 
of the subject. which have interested the author and to which 
he has devoted his own researches. Prof. J. B. S. Haldane’s 
book is based on lectures delivered in Holland in March, 1940. 
The preface shows that, he seems to feel that some apology is 
now needed for confining the published account to certain 
aspects of genetics, for a relative dearth of references, and for 
dealing so largely with the work of himself and his associates. 
Tt is clear that the lectures have been prepared for publication 
under conditions of considerable strain. He says that he hurried 
to get them into book*form, but that meanwhile “ I was called 
upon to undertake es for the British Government 
designed to save the liv of certain members of its armed 
Forces. This research not only occupied most of, my time, but 
left me in a state of fairly extreme physical exhaustion, for the 
conditions which I was investigating were of such a character 
as to cause loss-of consciousness ‘and. other serious symptoms.”. 
He also states: “I do not even know whether I shall enjoy 
life and liberty long enough to correct the proofs.” Actually, 
few if any readers will feel that any apology is necessary and ` 
all will enjoy these fascinating essays on selected topics in the 
‘in which they were no doubt welcomed as lectures. 
survey a detailed analysis is given of certain 
ches, notably those concerning the develop- 

ment of colours in flowers.- The next essay deals with genetics 
and- development and is based on Gruneberg’s interesting 
analyses of ‘the manifold and complex effects ef certain genes 
. in the mouse. The remainder of this small volume, nearly — 
half in fact, is devoted to humah genetics. In this field recent 
contributions from this’.country haw been substantial and 
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4 
important, and, if pride of 
advances must be awarded to the researches .of R. A. Fisher; 
Haldane is easily first in ingenious and fruitful analyses of 
human data. A recent leading article in these columns! dealing 
with the sex chromosomes of man was largely concerned with 
his discoveries, and other. contributions have formed the basis 
for several annotations.” Haldane in this volume discusses a 
number of these fascinating discoveries and speculations, and 
must be congratulated on ‘his success in making some 

` difficult topics comparatively simple to anyone with a know- 
ledge of elementary genetics. E 
Minor ‘criticism 1s not called for, but the remarkable state- 
ment on page 194 must surely be due to the compression into 
part of a single sentence of a doubtless complicated affair: ‘I 
have personally been fortunate in securing the advice, if not 
always the agreement, of his distinguished successor Prof. 
Fisher, until, as the result of a brutal assault by employees cf 
University College, London, whilst attempting to enter his 
laboratory, he was compelled to leave London.” Foreign 
readers will be numerous, and it is to be feared that some of 
them may form an exaggerated impression of the perils of 
English academic life. È 


DISEASES OF THE HEART 

Diseases of thë Heart, Descnbed for Practitioners and Students By Sir 

Thomas Lewis, M D., F.RS, FRCP. Third edition. (Pp. 297. 13s) 

London: Ma and Co, 1942 E : ae 
Nine years have elapsed since the first publication of Diseases 
of the Heart, by Sir Thomas Lewis. - During this’ period it has 
kept its place as one of the best, and perhaps the best, short 
treatises in English on heart disease. In this third edition the 
work is essentially in its original form, but a careful revisior 

has been undertaken and such relevant advances in knowledge 

as might prove useful to practitioners have been incorporated. 
Cautiousness of statement, avoidance of theorizing and. con- 
jecture, and insistence on bedside as distinct from instrumental 
methods are still cardinal features of the work. While radio- 
logical and electrocardiographc methods are described ~in 
relation to their specifié uses in particular maladies, no separate 
discussions of these methods have been undertaken. In the 
past decade the conception of left ventricular failure has 
developed and has undoubtedly contributed to a more com- 
plete understanding of heart failure; it is therefore rather 
surprising that this important principle has not here been more 
unreservedly recognized and more closely woven into the text. 
The chapter on effort syndrome is naturally of current interest ; 
present-day problems of medical examination of recruits and 
conditions of military service which differ from those obtaining 
in the lastywar have reorientated. ideas on this functional 
disturbance, and there can be no doubt that psychological 
rather than infective causes preponderate. z 

To the student, the practitioner, and indeed all who seek 
a lucid, logical, and practical exposition of cardiology, free 
from fads and fancies, this work by Sir Thomas Lewis cannot 
be too strongly recommended. : 


CALCULATION OF FOOD VALUES 
Food Values ın Shares and. Weights. By Clara Mae Taylor, Ph.D, 
Assistant Professor of Nutrition, Teachers College, Columbia University. 
Œp 92, -$150) New York: The ñ 
The appearance of Dr. Clara Taylor’s name as the sole editor 
of this book, which is intended to replace Rose.and Taylor’s 
Food Values of Recipes in Shares and Vitamin ‘Units, comes 
as a melancholy reminder that in the Tecent death of Mary 
Swartz Rose not America only but all the civilized and scien- 
tific world lost one of its leading nutritional experts. Dg. Taylor 
‘has dedicated this book to the memory of her late colleague, 
and this serves further to emphasize the fact that in first pro- 
. Posing the “ share system ” for assessing diets Prof. Rose added 
an ingenious and extremely useful device to the many pieces of 
scientific research that constituted her contribution to the theory 
and practice of nutritional science. 


place as regards basic theoretical, 


The idea seems simple enough, once someone had the in-- 


genuity to think of it. .You take the average requirements 
of the “average” individual for each essential nutrient, and 
divide them all by thirty. Each “share” so calculated then 
becomes the unlt for dietary evaluation and planning. Every 
- 1 Brifth Medical Ji 194102 202. 
3 Ibid., 1940, 1, 8; 1941, é, 38; 1941, 1,.896; 1942, 1, 420, 


. collection, preparation, and use of wild 


"Greenford, Middlesex), samples of their emergen 


food will, according to -its composition and the size of the 
‘portion, contribute a certain number of “ shares ” of its indi- 
vidual’ nutrients. These may be tabulated for all the foods 
under consideration, the nutrient shares totalled, and the results 
compared with requirements—obviously 30 shares of..each : 
nutrient for, the “ average ” individual, but different amounts 
for others, ac®ording to sex, age, ocgupation, and so on. 
Dietary analyses thus constructed are free of all units: 
ounces, grammes, pints, millilitres, microgrammes, international 
units all disappear, and calculations are made in terms of 
“shares” only. To this end Dr. Taylor’s book gives, first, 
recommended daily allowances shares) of -specific nutrients 
for men, women (non-pregnant, pregnant, and lactating), and 
children of various ages. Then come 33 pages of a table 
showing the “share” eanalyses of all the most important 
American foods, both raw and as prepared according to certain 
selected recipes, of which some details dre given. © A corre- 
sponding table of food values in weights occupies another 30 
pages. There is much additional useful information in this 
book, which 1s of excellent appearance and handy shape, as 
well as some “specimen blank ” pages ruled for the reader 
to`use on his own diets. Practitioners would certainly derive 
much interest from reading-this book, and still more from 
using its procedute and facilities-to examine the: diets of their 
own households ; sometimes, possibly, the interest, might be - 
tinged with a little disquiet. = ii 





Notes on Books 


Basic Concepts in Social Case Work, by HERBERT H. APTEKAR, 
is published. in this country at 15s. 6d. by the Oxford 
University Press. It is a_book for teachers and students of 
-social case work and deals with the fundamental approaches 
to the subject with numerous illustrative examples. This may 


. Bot prove of great interest or importance to medical readers 


except in so far as they ought to know something of the 
-principles on which the social services ancillary to medicine 
work. Two important principles are insisted upon ın this book 
which perhaps all social workers would do‘well to remember. 
First, the social worker has to mediate between the individual 
and the community with real responsibility to the latter, while 
the doctor, in his capacity of private practitioner at any rate, 
is more concerned with the former.. Secondly, the social 
worker 1s concerned with the present situation and is not pri- 
marily concerned with causal factors. These are the province 
of the psychotherapist- and the social worker is not a 
psychotherapist. PA - i 


Mrs. CLAIRE LOEWENFELD, in response to public demand, has 
prepared a set of printed leaflets on Britain’s Wild Larder, 
giving practical directions on the. gathering and preparation of 
wud plants, herbs, fruits, and berries, many of which are rich 
in vitamins and agreeable flavours. There are three leaflets 
under the general heading “ Wild Plants and Herbs ” (price 3d: 
each); three leaflets on “ Wild Fruits and Berries” (price 2d. 
each) ; and a third edition of the author’s earlier leaflet on the 
rose hips (price 2d.). 
The leaflets can be obtained at the leading London bookshops 
or by direct application to Mrs. Loewenfeld at Hedgerose, 
Buckland Common, near Tring, Herts. The whole set will be 
sent for Is. 6d. post free ; the postage on individual groups of 
leaflets is 1d. ae - 
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WATER CHLORINATION OUTFIT -` 


We have received from Pond’s Extract Company, Ltd. (Perivale, 
outfit for 
water sterilization. Á solution of sodium hypochlorite con- 
taining 2.5% of available chlorine is provided in glass ampoules, 
the usual size containing 5 c cm., which is enough for 2 gallons 
of water. The ampoules being hermetically sealed, deteriora- . 
tion i$ prevented, and their tapering ends are easily snapped’ | 
off when they are required for use. The outfit includes tablets 
of sodium hyposulphite for neutralizing the chlorine after dis- 
infection in order to make the water palatable. 

~ Boots Pure Drug Co, Ltd., have put on the market half-gramine - 
tablets of sulphagnanidine, the new sulphonamide for treatment of 
bacillary dysentery and for prophylaxis before operations 8n the 
colon and- rectum. 
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COMPLACENCY IN ANAESTHESIA ? 


There are perhaps few subjects that lead to such energetic 
and informed discussion in our columns as anaesthesia. 
The shortest note, ‘for example, on ether convulsions ıs 
followed by letters which. far exceed in length the original 
communication. The - high drama of bringing -back to 
life by cardiac massage a patient who has died on the 
table inevitably evokes letters of praise and of criticism. 
In fact the recording by Mr. Hamilton Bailey of.his un- 
` usual experience, and the subsequent interesting recital 
of his experience by Major John Nicholson, provoked 
Dy. John-Elam to wonder whether anaesthetists were not 
getting too complacent in accepting with apparent equa: 
nimity a death rate on the table of between 1.3’and 1.8 
‘per 1,000. He made what seems to be a useful suggestion 
—namely, that the Association of Anaesthetists might carry 
_-,out an investigation into the relative safety of the various 
anaesthetics now used in general ‘surgery and so lead to 
an assessment of their indications and contraindications. 
Later correspondents have renewed. several old challenges. 
Dr. Massey Dawkins offered some slight correction to 
the view that complacency in anaesthetics may exist by 
giving his experiences of general anaesthesia carried out in 
the periods 1921-5 and 1931-5. In the first period deaths 
on the table amounted to 4.03 per 1,000, and in the second 
to 2.3 per 1,000. It is as well to remember that a death 
“ off the table ”—e.g., from subsequent lung complications 
—may also in part be the fault of the anaesthetist. But 
the part of the surgeon in such catastrophes must not be 


ignored : by faulty judgment in the choice of operation, 


by an operation entailing too severe a loss of blood, by 
heavy handling of viscera, he may be responsible for post- 
- operative complications unjustly laid -at -the door of the 
anaesthetist. i 

‘ But there is one theme that has recurred in this and, 
other correspondence in our columns~during the past few 
years—namely, that the standard of’ anaesthesia in this 
country as a whole is unsatisfactory. If this feeling is in- 
_ deed widespread, then Dr- Elam need have no fears about 
_ complacency in the specialty which he combines with 
general- practice. Indeed we may hope that complete 
satisfaction will never be reached, for such a state leads 
to stagnation of ideas and of effort. And the successful 
introduction of new techniques, new modifications of old 
techniques, new apparatus, new- agents, all show that the 
specialty of anaesthesia is as alive to its opportunities and 
responsibilities as' any other branch of medicine. The 
modern anaesthetist is indeed becoming conscious of the 
fact that his work is that of applied physiology, and it is, 
we believe, this change of attitude which has made both 
for advance in the subject and for the critical attitude 
towards it that has so healthily developed. The good is 
the enemy .of the best; and if the level of the .best is high 
and that of the good not always very, very good, then-com- 
paris@ns between different groups are apt, as Dogberry 


said, to become “odorous.” No one can get away from 
the fact that experience teaches. It is inevitable that the 
occasional anaesthetist has come in for criticism, and that 
the whole-time anaesthetist seeking perfection in an imper- 
fect world should wish all anaesthetics for conditions other 
than minor ones to be given by medical men With special 
experience or a special diploma. 

~ We believe that all the wrongs there are in the situation 
can be traced to the fact that medical education has not kept 
pace with the innovations that have flooded medical 
practice during the past fifty years. The developments of 
modern anaesthesia and modern surgery have gone hand 
in hand, each aiding and abetting the other. The higher 
the art of the anaesthetist, the more bold can the surgeon 
be in his exploration of new fields; and the adventurous 
and imaginative surgeon inevitably” stimulates his anaes- 
thetic colleague to introduce new measures that will enlarge 
hiš scope. A medical student standing on the outer fringe 
of an admiring circle in the operating theatre must view 
the modern anaesthetist somewhat as the apprentice in the 
street-used to view the mediaeval alchemist. If his lot is 
that of the bulk of the profession—namely, to become a 
general practitioner—it is unlikely that he will ever preside 
over the mysteries of the McKesson. In practice what he 
wants to know is how to use the rag and bottle, or mask and 
bottle, with safety and efficiency, and how to give a gas 
without making the patient purple. And, too, we would 
make the plea that he should thoroughly master the 
technique of giving the intravenous anaesthetics such as 
hexobarbitone. First and foremost the general practitioner 
needs to have a thorough working knowledge of anaesthesia 
for minor surgical procedures. Secondly, he should be 
fully acquainted with the snares and traps that beset the 
giving of anaesthetics in- the old-fashioned way for the 
occasional major, emergency. Only too often he has 
to learn the rudiments of the art when engaged in 
actual practice, and if, indeed, the standard of occasional 
anaesthesia is lower than it should be, then the blame 
must be distributed between those who teach this subject, 
those who draw up the curriculum, and those who 
conduct anaesthesia. Sooner or later a carefully thought 
out answer must be given to the question, “ How far does 
medical education as at present carried on in the medical 
schools of this country prepare the student for work in 
general practice ? ” 

The immediate problem, as we see it, is how to reconcile 
the ideals of the whole-time staff anaesthetfsts of this 
country, who are second to none in the world, with the 
need for grounding the embryo general practitioner 
in methods which most of the experts have aban- 
doned as obsolete. All are agreed that the curriculum is 
overcrowded, and the student has little time to learn the 
simpler anaesthetic techniques which he will be called 
upon to practise in small cottage hospitals and in emergency 
work in humble homes or factories or camps or ships at 
sea. A nodding acquaintance with modern apparatus will 
not help him then. Mr. Cecil Hughes, in his letter printed 
on June 6, says that “the advent of ‘machines’ has 
undoubtedly led to`a deterioration in the anaesthetic’ 
education of our students, a very large number of whom 
when qualified have probably never seen, let alone given, * 
chloroform anaesthesia. If every student were taught to 
give a mask anaesthesia with C.E. mixture... he would 
certainly- be more fitted for general practice, and for work 
in the smaller hospitals where these machines are not 
always available. . . . Chloroform has, to be, and always 
willbe, used at times for various reasons and circumstances, 


and it is deplorable, that students shoulg qualify without 


being used to its administration.” It is too much fo 


expect ` 
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the new graduate to be a competent anaesthetist, but 
elementary instruction in anaesthesia should never be 
regarded as a mere matter of getting signed up: teachers 
-and examiners should insist on a minimum standard of 
knowledge upon which experience can build—and - the 
maximum dmount of practice in the simpler methods. But, 
whatever method of anaesthesia is taught or attempted, it 
remains true that any technique can be dangerous if the 
user is incompetent. This raises the question whether the 
general practitioner of only average anaesthetic experience 
is fully competent to anaesthetize patients requiring a major 
operation. The practitioner who, is frank ‘with himself 
will surely admit that his ‘competenc® cannot be as great 
as that of the man who devotes himself exclusively, or at 
least largely, to mastering special techniques and acquiring 
detailed knowledge thfough special study and research. It 
is self-evident that the more perfect the anaesthesia the 
better, will be the operating conditions for the surgeon ; 
and.a surgeon will always do better: when he works with 
an anaesthetist who understands his ways and whose skill 
as an anaesthetist he fully trusts. The close relationship 
between surgeon and anaesthetist, a ‘subject dealt with in 
an interesting article by N. A. Gillespie, is of the highest 
importance to the object of this relationship—the proper 
treatment of the patient and his ultimate recovery. ‘To 
this end everything else must be subordinated, although, 
human nature being what it is, “at some’ time or“another,” 
as Gillespie says, “ we have all been guilty of allowing our 
personal pride to supplant the patient’s interest.” There 
1s one aspect of this which has worried not a few surgeons 
- and anaesthetists, and that is the occasional insistence of 
the general practitioner that he shall administer the anaes- 
thetic to a private patient of his about to undergo a major 
operation. The surgeon who counter-insists that he must 


bring his owh anaesthetist is unlikely to have his services - 


called upon a second time, for obvious reasons. It is not 
suggested that such a point of disagreement between practi- 

` tioner and surgeon is common, but.at the same time it is 
useless to blink the fact or to evade it by soft words. “The 
occasional anaesthetist in general practice must recognize 
his limitations, perfect himself in anaesthésia for minor 
conditions, and seek to employ a specialist anaesthetist 
for major and difficult operations just as he seeks to employ 
a surgeon with special skill to perform them. 

As Gillespie brings out in his article, during- recént years 
there has been a most fruitful revival of interest in, and 
original wotk on, anaesthesid. There is need, he says, for 
the keeping of records by anaesthetists, so that analysis 
of such records will enable them to give a more con- 
vincing answer to the usual question in the operating room, 
“Is he all right?” He argues that the anaesthetist with 
special knowledge should be used in diagnosis and treat- 
ment of. post-operative complicationg; for example, his 
familiarity with the technique of intubating the respiratory 
passage enables him to treat atelectasis by suction drainage: 
‘The anaesthetist’s work does not in fact begin and end in 
the theatre, but should begin and end at the bedside before 
and after operation. E 

Largely through the efforts of the Association of Anaes- 
thetists in this country, the English Royal Colleges have 


_ ‘instituted a diploma in anaesthetics, now rapidly becoming . 


recognized as a necessary qualification for whole-time staff 
appointments. It is to be hoped that the examination for 
such a diploma will not become too theoretical, and will 
lay greater stress on practical knowledge, practical expéri- 
- ence, and practical ability. The creation by Lord Nuffield 
` of a Chair of Anaesthesia at Oxford has done much to raise 
the status of the specialty, and will no doubt bear increasing 
‘ fruit in applied research. oS ` 
j wig Amer. med. Ass, 1947, 118, 787. 
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‘APPLIED PSYCHOLOGY IN THE ARMY 
It has become all too obvious these days that the waging 
of successful war is essentially a matter of applied science. 
Victory is likely to rést not so much with the big battalions 
as with thee side that applies scientific knowledge and 
methods most thoroughly in® all possible fields of 
endeavour. Nevertheless this does not mean that the 


‘individual has ceased to be -important. On the contrary, 


he has become even more important. Successful war 
more than ever depends on thg intelligence, initiative, and 
courage of the individual soldier. 

Can science be applied in some way to the individual, 
and, more especially, can it be applied to the selection of 
leaders, who have the greatest responsibility of all? An: 
attempt has been made by the British Army to answer this 
question in a very interesting and promising piece of work 
which has been under way for some time past. It was 
called into being partly as a means of reducing the wastage- 
in officer training, as it was found that a certain proportion 
of those picked out for training failed to qualify for com- 
missions, and the question arose whether the methods of 
selection for training purposes could be ‘improved, saving 
thereby a considerable amount of time and effort. A 
refinement of this aim obviously consists in adopting 
methods, if they can be found, which will not only prevent 
failure but will choose the very best from the material 
available. The first unit for officer selection was estab- 
lished in Scotland and has now been working long enough 
to give that amount of confidence in the results which has 
justified the setting up of similar units in different parts, 
of the country. The method consists in a study of the 
individual by a team of people consisting of psychiatrists, 
psychologists, and military testing officers, the latter being 
officers with military experience who live with. the candi- 
dates during the three-day period of their residence at 
the unit, and who watch them: perform a series of tests de- 
signed to elucidate their physical stamina, their behaviour in 
emergencies, and their ability to solve simple practical prob- 
lems in the field. A central feature of the procedure is the 
psychiatric interview, which is designed to get a picture of 


the candidate’s personality and leading traits of character - 


and temperament. There is as yet no test or series of tests 
which will. portray temperamental qualities in a more 
reliable way than the psychiatric biographical method. 
The. psychiatrist's daily work consists so largely in the 
assessment of temperamental factors and resistance- to 
stress, both internal and external, that he is well qualified 
to assess the probable reactions of the individual under war 
conditions, If the psychiatrist himself has had combatant 
military experience he is doubly equipped. - 

. Intelligence testing is on a more systematic footing and 
is capable of application to a number of individuals-at 


one time. Group testing of this sort is a routine at the - i 


unit; but the psychologists who are attached to it work 
all the time on'possible improvements in method, and 
especially on tests which will throw light on some aspects 
of temperament; but such observations must always ‘be 
dovetailed with the psychiatric survey, keeping the whole 
procedure essentially a clinical one. Each candiflate spends 
between two and a half and three days at the unit, and the 
reports from the psychiatrists, psychologists, and military. 
testing officers are collated at the end of that time and 
Submitted to the president of the Board, who is a serving 
officer from a field unit, and in whose hands the ultimate 
decision lies. ? So 

The procedure thus briefly outlined has the effect, itis 


found, of giving a sense of satisfaction and fair play to ..° 
the candidate for a commission. It aims very muth at , 


detecting fundamental qualities, independent more or less- 
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of education and upbrifiging, and so has the advantage - 
of giving the chance to show his ‘true form to a young 
man who may have lacked educational épportunities but 
may possess qualities of leadership. There are already 
indications that, because the selection procedure ‘is now 
‘apparently an exacting one, considerable, prestige is 
attached to- successful emergence from the-ordeal. This 
cannot but have a> good effect on morale, both on the 
“officer himself, who knows he has passed -such tests, and 
on the-men under him, who know that he has been able 
to survive such a careful method ofvselection. There are 
promising indications, also, that the wastage in officer_train- 
ing may by this method be much reduced. Incidentally 
there is in this war-setting an anticipation of that principle 
of equality of opportunity which has been so much talked 
about with reference to post-war social legislation. Such 
efforts as are represented by this War Office experiment 
to introduce scientific method “into the choice of officers 
are part of a pattern for the scientific organization of our 


fighting Forces. The Army Directorates responsible—the ` 


Directorate of Selection of Personnet and the Directorate 


` of Army Psychiatry—will have the good wishes of everyone 
. in’ their pioneer work in this direction. 


e 
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MALARIA IN BRITAIN- _ 
An article in this issue by Prof. Warrington, Yorke ‘on 
malaria imported into this country in persons returning | 
` from service in endemic zones is- particularly apposite at 
the present time. Such persons returning on leave to homes 
- scattered throughout the British Isles may be taken ill 
suddenly with malaria, and in the absence of proper 
diagnosis and treatment are only too apt to die: -Such 
a state of affairs should not obtain if the possibility, indeed 
probability, of malarial infection is adequately appreciated 
- by the medical practitioners throughout the country. Under 
peacetime -conditions, however, instruction on the disease 
to_the undergraduate student was inadequate, because the 


-. condition was regarded as a strictly tropical entity. “This 


view is at least open to grave objection in a maritime 
race; and, under conditions such as those which now 
obtain, it requires early amendment. It is gratifying to 
find that certain medical-schools are taking steps to remedy_ 
an obvious defect by providing instruction on this and 
allied subjects for their students in the medical curriculum. 


HYPERTENSION IN UNILATERAL RENAL 
i -DISEASE - 
It has been known for some years that unilateral renal 
disease may be found in patients, especially young persons, 
who have succumbed- to hypertension. Such cases were 
occasionally mentioned before the work of Goldblatt, and, 
later, that of Wilson and Byrom,’ called attention again to 
the close relation between hypertension and kidney disease. 


-It is impossible in a short space to review all the cases 
which have now been published, and in any event they are 
difficult to classify. The most successful results have been 
obtained in children with hypertension, and the commonest 
cause has been some congenital abnormality of the kidney, 
with or without superadded infection. Much less satis- 
factory, as might be supposed, are cases occurring in elderly 
persons in which the aetiology of the hypertension is less 
certain and evidence of a completely normal kidney on the 
side not obviously diseased is less convincing. It is still 
difficult to decide what the indications for nephrectomy are. 
Abeshouse," in a comprehensive but rather lengthy review, 
agrees with the critéria suggested by Schroeder and Fish 
namely, that the hypertension should be of recent origin ; 
that the- renal lesion: must be confined to one kidney ; that 
the combined renal function must be normal ; that retinitis 
should be absent ; and that the hypertension must be per- 
sistent. These criteria are largely a matter of common 
sense, but a recent case.published by Platt* shows that even 
in the presence of retinitis and papilloedema the operation 
may be justifiable, in fact life-saving. 

So that the position may be clarified more exact observa- 
tions are needed, and physicians and urologists should be on 
the alert. Every case of hypertension, especially in a young 
person, in which the aetiology is not obvious should have 
a thorough urological investigation. Conversely, the blood 
pressure should be taken in every urological case. Where 
persistent hypertension occurs with unilateral disease 
nephrectomy should be contemplated, not merely from the 
urological point'of view but as a possible means of curing 
the hypertension. : - 


ENDOCRINE FACTORS IN ACNE VULGARIS 


- Of late: years the impression has become stronger that the 


aetiology of acne is more complicated than was formerly 
believed. Because the one undisputed fact about acne is that 
it makes its appearance almost invariably at about the age 
of puberty, the influence of the endocrine glands has been 
postulated by many as a factor in its aetiology. So common 
are an oily -skin and acne in early adolescence that it has 
even been: held that their presence'is normal and their 
absence abnormal. The association between acne and 
puberty has‘naturally focused attention on the relation 
between acne and the sexual glands. Nevertheless, non- 
gonadal endocrines have also been incriminated by many 
observers. Dr..Lipman Cohen,’ in a laborious and exhaus- 
tive’ review of the subject, concludes, “firstly, that acne 
occurs with abnormal frequency in connexion with certain 
disorders of the endocrine system, such as tumours of the 
suprarenal cortex, and during the administration of 
androgens such as testosterone propionate. This has often 
-been seen during its use for hypogonadism—but neverthe- 
less certain authors-recommend it as a treatment for acne. 
fn an American prion 148 men were treated for acne by 
testicular implantation and 99 were said to have improved. 


` 


This work, which has already beeh reviewed in these-pages, = But such opportunities rarely come the way of the derma- 
provid a nicans with te h dpe that cases might. be tologist. Another factor often evoked to explain acne is 
found from.time to time in which hypertension had been ® disturbed carbohydrate metabolism. But there seems to 
caused by disease in one kidney only and might. tHerefore be little reason to believe that it is at all abnormal in acne, 


be amenal¥e to cure by nephrectomy. -The-hope has been 
justified, and a ‘number of cases have now been published 

„in which nephrectomy has been followed by a retuin of 
the blood pressure to normal. The first successful cage was 
that of Butler." This-was in a boy of 7 who developed uni- 
lateral pyelonephritis after removal of a renal calculus. The 
blood pressure gradually rose to 160/105, but returned to 
normal immediately after nephrectomy. 
- 17 exp. Med., 1934, 89, 347. 

2 Lancet, 1939, 1, 136. 


2 British Medical Journal, 1940, 1, 138. 
4J. clin, Invest.; 1937, 18, 889. . 
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though Semon and Herrmann’s results in the treatment of 
acne by injections of insulin are suggestive. Other dis- 
orders of metabolism which have been held responsible for’ 
acne in greater or less degree are changes in water meta- 
‘bolism, especially retention of water in the skin. The 
- Suttons, father and son, describe acne as a “ primary epi- 
dermal lipoidosis” and as a “ pustular lipoidosis.” The 
sheet anchor in their method of treatment is a low-fat diet, 
from which they claim excellent results. But another 


S Surgery, 1941, 9, 942; 10, 147. œ 
8 Prac. roy. Soc, Med., 1942, 35, 317. 
1 Brit. J. Derm. Syph., 041, 53, 231, 269. 
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American dermatologist, Becker, advises a high-fat diet to 
compensate -for the calories-lost in the reduction of carbo- 
hydrates that he advises. The more one studies the litera- 
ture’ of this subject the more difficult it becomes to draw 
any clear-cut conclusions. The only real argument in 
favour ofan endocrine aetiology is the regularity of its 
` appearance at puberty and its ebb and flow with the menses. 
As regards treatment, Stryker and Bloom very appositely 
point out that the majority of articles praising endocrine 
therapy ‘deal with series of fewer than ten cases each, 
usually without any control series—and Lynch reports that 
he obtained an improvement in 64% of his controls. In 
fact, the uncritical nature of so many reports confers no 
credit on clinical investigation. ‘ 


BIOLOGICAL VALUES OF BREADS 
The biological value of a bread comprises its content of 
protein, carbohydrate, \ vitamins; and salts, and also its 
digestibility. Some of these factors can be determined 
chemically, some by experiments on animals ; but some 
must be determined by experiments on human subjects. 
Murlin et al., by experiments on ten healthy male sub- 
jects, have lately compared three whole-wheat breads, one 
whole-wheat cereal biscuit, and three white breads for 
digestibility and biological value of ‘proteins. They had 
six-day feeding periods, twenty-four-hour urine analyses 
on the last four days, and analysis of faeces in one lot for 
the full period. They found that the whole-wheat breads 
` gave lower true digestibility values for the protein than 
the white but produced ‘higher biological values. Making 
bread with “ high vitamin ” yeast or eating extra B-complex 
vitamins separately seemed to improve the biological value 
of the proteins. . The apparent digestibility of carbohydrate 
and fat was the same whichever kind of bread was eaten. 
Thus the “indigestible residue” of the whole-wheat 
products did not, in this experiment, have the’ effect usually 
ascribed to it. Macrae et al.? have fed human subjects 
over a period of twelve days with a diet of bread (white, 
fine wholemeal, or coarse wholemeal), margarine, milk, 
marmalade jelly, and mild ale. During the last seven days, 


total energy, nitrogen, and fibre of the food consumed and ' 


of the faeces excreted were determined. The average net 
absorptions of the energy, nitrogen, and fibre of the white 
bread were 96.1, 91.0, and 65.8 %, of the fine wholemeal 
bread 86.9, 85.3, and 14.0%, and of the coarser whole- 
meal bread 87.1, 85.7, and 9.7%, respectively. -The intake 
of nitrogen*per 100 g. wholemeal bread eaten was 2.91 g., 
and of white bread 2.7'g., but this advantage was neutral- 
ized by the larger amount of nitrogen in the faeces from 
the wholemeal bread. The degree of, fineness to which the 
wholemeals were ground made no significant difference 


to the utilization of the energy or of the nitrogen they ` 


contained. Krebs and Mellanby’ have -found, also by 
experiments on human subjects, 94% utilization of calories 
and 89% digestibility of protein in wheatmeal bread of 
85% extraction (the national wheatmeal bread). From a 
comparison of these with Macrae’s figures they argue that 
the digestibility of both 75% extraction flour (white) and 
national wheatmeal is much greater and: the differences 
between them much smaller than was asstmed by Wright* 
‘when he put forward the opinion—“ that the adoption of 
the wholemeal loaf would not result in ‘any appreciable 
saving in the energy, content of the nation’s dietary, while 


- it would cause a significant reduction in both the quantity - 


and quality of protein available for human consumption.” 
Kodicek’ has concluded from various calculations that the 


+ 1J Nutt, 1941, 22, 573, 589. 
§ Chem. & Ind., 1941, 60, 723. 
PLancet, 1942, 1, 319. 

4 Chem. & Indy 1941, 60, 623. 
§ Lancet, 1942, 1, 380. 
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' eating of wholemeal bread instead of white bread, in con- 


junction with the average dietary available to-day, would 
raise the intake øf nicotinic acid from the minimal require- - 
ment-(8 to 10 mg. a day) to about 12.3 mg. Wheatmeal 
bread, he says, would be almost as effective. Thus, from 
the human standpoint, evidence is accumulating of the 
superiority of wheatmeal over white bread. 


FERTILITY STATISTICS 

A very limited edition of Part I (Civil) of the Registrar- 
General’s Review of England ‘and Wales, 1938, has been 
printed for official use. The publication can be consulted 
at Somerset House of at Terra Nova, Lancaster Road, 
Southport. A few copies are available for temporary loan to 
approved persons having an acknowledged interest in vital 
statistics, and application should be made to the Southport 
office. The volume contains the usual tables of population, 
births, marriages, etc., but. the principal interest is in the 
new feature—the first analysis of the information bearing 
upon the fertility of women in England and Wales, 
collected under’ the Population (Statistics) Act of 1938: 
the data relate to the second half of that year. 

‘Almost one-third of the mothers of legitimate children 
during this period were aged 25-29, and nearly one-quarter 
were in each of the adjacent age groups 20-24 and 30-34. 
It is interesting to note that the intervals between marriage 
and the first birth im 1938 show that about 40% of women 
who married before 20 years of age must have been preg- 
nant before marriage, about 30% of those who married 
at 20, about 20% of those who married at 21, and 8% of | 
those marrying at 30-34. Half the mothers of illegitimate 
children were under 25. When the number of children 
born was related to the number of women in the various 
age groups, a rapid decline with increasing age was shown 
in the legitimate birth rate. At ages 15—19 the proportion 
of married women producing a child was one-half, at ages 
20-24 the proportion was one-quarter, and in the 35-39 
age group the rate had declined to one woman in twenty. 
The trend of the illegitimate birth rate, by ages of mother, 
did not decline continuously : the rate was highest at 25-29 
years, but there was little change between ages 20 and 
39. The first confinements formed 42% and the second 


‘25% of the total confinements, Fertility in 1938 declined 


continuously as the duration of Marriage increased from 
0 to 10 years. Fertility immediately after marriage has 
declined since 1911, by one-third for women marrying at 
20-26, and by one-quarter for those marrying at 27-30, 
Statistics of twins and triplets are given for the first time. 
One of every 42 children born was a twin, and one in 
every 3,873 a triplet. The risk of a confinement producing, 
a multiple birth increases with age of mother up to ages 
35_40, where it is a maximum. The Teport-shows that the 
“adjusted net reproduction rate” was 0.84, or 16% below 
the necessary standard for reproducing the population. If 
an ultimate decline’ in the native-born population is to 
be averted an increase of 19% in the reproduction rate 
will have to take place. Discussing how this increase 
might Be brought about, the Report states that in 1938 
there were in this country 275,000 spinsters aged 40 to 44. 


The, Prime Minister of Turkey, Dr. Refik Saydam, who 
died suddenly at Istanbul on July 8, had made his name 
as a physician and personal medical adviser to Kemal 
Ataturk before enteiing political life as Minister of Health 
after the establishment of the Turkish Republic. He 
showed energy and great administrative skill in devising 
and carrying out hygienic measures. The health serviees of 
Turkey owe much to his statesmanship and creative vision. - 
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ION, OF EXPECTANT AND 
a . NURSING MOTHERS — 
A special committee set. up by the People’s League of 
Health in July, 1935,-to investigate. -and consider the. 
nutrition of expectant and~nursing- mothers_in relation. to 


} a 


maternal ard infant mortality and morbidity has prepared, 


an interim report of its research. This document 1s signed 
on behalf of the special committee by its chairman, Prof. 
James Young, by Dr. C. O. Hawthorne,~chairman of 
council of-the League, and by Dr. W. C. W. Nixon, 
medical secretary`of the Special committee. The report, 
< with minor omissions, is printed below. 


` e 
The committee has completed’ a ‘survey ‘which involved the 
-study of the records-of over 5,000 women and which it believes 
to be more comprehensive than. any śi ) 
previously carried out. The League has been fortunate in 
enlisting the co-operation of 10 London hospitals. 


> -A Statistical Survey 


~. The investigation was cartied ont from March, 1938, to the 
end of 1939, and involved the keeping of accurate records in 
the case-of 5,022 women and the: compilation of 324 statistical 
tables. This was rendered possible-only by the generous and 
unstinted services of the staffs in the- various hospitals and of 
the, statistical member- of the committee-(Mr. W. T. Russell) 
and his assistants: The People’s gue of Health is indebted 
to three commercial. firms—Vitamins Ltd., Crookes Labora- 
tories, and Roche Products Ltd.—for free, gifts of the vitamin 
and mineral elements required. - ` 
The main investigation was d 
tions of thë appropriate vitamins and minerals to the daily 
"food would have a beneficial effect on the course of pregnancy’ 
~ and labour and on the newborn child. In order to obtain some 
information concerning the type of diet consumed by the group 
of women to be studied; an inquiry was carried out among 
expectant mothers’ attending four of the’ hospitals which 
collaporaĉd in the test. Included among these' patients were 
some of the women enrolled in the investigation. It was not 
found possible to make a detailed dietary survey, but nearly 
1,000 Women collaborated by filling in questionaries which 
gavé a record of the food they had eaten during a week. It 


is recognized that this procedure was at best a rough-and-ready— 


method of assessing food consumption, but there were ood 
~reasons for believing that it would give some evidence of the 
nutritional level of the. women during the experimental period. 
Analysis of. the records showed that, in general, there was no 
marked deficiency of first-class protein among any of the women 
- answering the questionaries.* As regards minerals, a shortage 
of calcium was. noted in about 70% of the women, most of 
whom: were ‘consuming insufficient. milk and cheese. Iron 
deficiency was even more serious, only 2% having a satisfactory 
intake. - i 
i Vitamin and Mineral Deficiencies 
_, The deficiency of vitamin A was the most common, this being 
- anticipated from, comparison with other pre-war data: rather 
-more than half of- the women ‘were taking less than they 
required. Vitamin B, deficiency was not nearly so marked, 
_ and, generally speaking, the diets were not badly defective in 
this respect, but nearly half the women were not obtaining as 
much as was really desirable. Vitamin C shortage: also affected 
about 50% of them, but once again the magnitude of the 
` deficiency was not nearly so great as had been expected. The. 
general impression was that the women were on the average 


f ae better nourished than had’ been expected from a direct com- 


parison of data derived from previous dietary surveys of com- 
parable groups of the ordinary population. It was clear that 
, in a number.of cases they were following advice gwen at the 
centres and that fresh frúit-and eges: frequently 
entered mto their daily-diet. The same.was true of milk.’ The 





* It was not found practicable, owing to the restricted facilities 


available, fully to analyse in terms of calories, grammes of protein, ~ 


units of vitamin, etc., the diet of the women whose food co 


ption 
. was investigated. A scoring system was therefore adop i 


by which 


arbitrary values were given to express the daily cónsumption of the 


more important foodstuffs such milk; butter, wholemeal bread, 
fresh vegetables, fatty fish, fruit, eggs, &tc. By making a sum of the 
weekly score for appropriate foods, approximate estimates could be 
made of the intakes of first-class protein, ‘yitamins, minerals, etc., 
- while from a general summation was obtained a picture of the’ diet 
ase whole. This admittedly rough-and-ready procedure sufficed to 
~ reveal any marked deficiencies in the diet. is 
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* women- stated that they were taking these foods especially 
because they ‘had been advised that the health of their babies 
would thereby be improved. There were, however, instances 
in which, the dietaries were. grossly defective. 

- The committee next decided upon the amounts of vitamins 
and minerals required to make up the deficiency in the above 
respects. The-daily supplements used for the experiment were: 
Saccharated iron carbonate; 18- gr. (1.1 g.), equivalent to 0.26 g. 
ferrous iron ; calcium lactate, 30 ar. (@ g.), equivalent to 0.26 g. 
calcium’; minute quantities of iodine, manganese, and copper ; 
adsorbate of vitamin B, containing all factors of the B complex 
B, content standardized at 200 international units per g.), 15 gr. 
g g); vitamin C (ascorbic acid), 100 mg.; halibut-liver oil 
vitamin A, 52,000 I.U. per g., and vitamin D, 2,500 I.U. per 
g.), 6 minims (0.36 g.) _ - 

In each hospital the women enrolled at the ante-natal clinic 
were divided into two main groups by placing them alternately 
on sepafate lists. The women in one group received the supple- 
ments, while those in the other were kept as controls. Within 
each of these groups the women were further classified into 
(1) women pregnant for'the first. time f (2) women with a history 
of one or more previous pregnancies. And again each of these 
two groups was subdivided into: (a) women under 25; (b) 
women between 25 and 30 years ; and (c) women over 30 years. 
All women who were not in good health were at the outset 
excluded from the experiment, also women whose delivery was 
expected in less-than 16 weeks. 

The groups of important records thus obtained have been 
analysed by the statistical member of the committee and his 
assistants, but the extent of the material dbllected and the 
exigencies of the war have made it impossible for the com- 
mittee to prepare a full report at present. In view, however, 
of the importance to the community of certain facts which 
have emerged it has been decided to issue this preliminary 

i 


report. 
Toxaemia of Pregnancy 


At the start of the research it was decided to regard as 
toxaemic (a) cases which exhibited hypertension—a systolic 
blood pressure of or above 140 mm. Hg or a diastolic pressure - 
of or above 90 mm. Hg—with or without albuminuria, oedema, 
etc., and (b) cases in which there was no hypertension and in 
which the diagnosis was based upon albuminuria. 

„In the '1,530 primigravidae who received the supplementary 
diet the toxaemia rate on the above standard was 27.1%, while 
in 1,512 primigravidae who did not receive the supplementary 
diet the rate was~31.7%—the difference being 4.641.7%. This” 
result was due to the dominating influence of the statistical 
experience gf women aged 25-30, in whom the difference was 
7.742.6%. At the younger and older ages the difference, 
although still -favouring the treated’ groups, was statistically 
unimportant. In multiparae theré wag no difference between 
the two groups, the incidence of toxaemia being 21.8% in both 
980 treated and 999 controls. . 

_ Within recent years it has come to be-recognized that a 
diagnosis of.toxaemia cannot be based upon hypertension by 
itself; as this frequently connotes not a true or specific preg- 
nancy toxXaemia but an essential hypertension. The exclusion 
from the above groups of cases -with hypertensjon as the sole 
clinical condition leaves those women in whom the diagnosis 
of toxaemia is. based upon albuminuria, oedema, etc., with or 
without, but generally with, hypertension. This treatment of 
the. figures may result‘in the exclusion of some cases in which 
the hypertensive state is due to toxaemia, but any such dis- 
advantage is offset by the fact that, apart from any possible 
. differential benefit derived from the supplementary diet in one 
“group, each group is being similarly treated. It has the 

advanta of segregating for special study those cases in 

which the diagnosis of toxaemia rests on a reasonably secure 
foundation. ae) 

„On this basis the primigravidae who received the additional 
dietary ‘ingredients had an incidence of toxaemia of 5.4%, while 
in the primigravidae who did-not receive any additional diet 

. the percentage was 7.4. The difference and its standard error 

was 2.0£0.9, which means that the odds are nearly 40 to 1 

against. such a result. being obtained by mere chance. The 

figures were also favourable to the! parous women, but not ‘to 

a significant degree, the percentages being 3.6 and 5.2 respec- 
„tively, the difference being: 1.6+0.9 (see Table), These results 
are striking, and indicate that the women receiving the special 

diet are protected against the risk of toxaemia in a ratio which’ 
is almost 30%.- When it is remembered that, next to puerperal 
sepsis, toxaemia is the most important cause of the maternal 
death rate (about 20% of the total) in addition to being one 
of the most, fertile sources of chronic ill-health after childbirth, 
, the findings of the committee assume a significance which it is 
_hardly possible to overestimate. This investigatfOn has betn 
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known that the 
1.8% has been 
obtained. If a similar reduction could be obtained for the 
whole country it is estimated that on the basis 


In a further classification based upon the criteria generally. 


accepted for “ pre-eclampsia "—namely, 
albuminuria, 
obtained: 


hypertension wi 
oedema, etc.—the following toxaemia rates were 
treated primigravidae 4.51%, untreated primigravidae 
6.42%, the difference being 1.9140.82; treated multiparae 
3.16%, untreated multiparae 4.60%, the difference being 1.44+ 
0.87 (see Table). 


Pregnancy Toxaemia 
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Hypertension with or without wi Albumin: 
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The Infant 


Prematurity—The committee found evidence, which it 

regards-as statistically significant, of benefit to the infant from 
the improved diet of -the pregnant mother. It finds, that the 
prospects of a woman carrying her child to term are improved 
by the diet. Thus, out “o 1,529 primigravidae receiving 
additional diet, in 308, or 20.1 £1.10% the pregnancy ended 
Aei (i.e., before the 40th week), while in 1,512 primi- 
gravidae who did not receive any addition prematurity occurred 
In 361, or 23.9+1.10%. The corresponding figures for the 
multiparae were almost exactly similar to those for the primi- 
gravidae—namely, 20.1+1.33 and 24.24+1.33. The differences 
-in both instances are ter than mere chance fluctuations. 
This result—the relative y greater proportion of term deliveries 
among the treated women—is of importance, Particularly in 
view of the fact that, according to the Registrar-General’s 
statistics, 50% of infantile deaths under one month are due to 
prematurity. ene 

Weight of Baby.—For Primigravidae of all ages the difference 
is slight—7.18 +0.03 Ib. for the treated as against 7.17+0.03 Ib. 
for the controls; but a similar comparison for age 30 and 
over reveals 4 wider range, the treated being 7.17+0.7 lb., as 
compared with 6.99+0.07 lb. in the babies of the control 
‘mothers. The difference here is 0.18 1b., which approaches 
significance. In the multiparae of all ages the difference 
between the birth weight is —0.07+0.05 Ib., which is not signi- 
ficant ; but the trend of the values favours the treated women, 
as in 3 out of the 4 age groups their babies wére slightly the 

`~ heavier. a te ees 

There is evidence of a considerable difference in the average 

birth weights in different hospitals. In hospital B the mean 
value was 6.98 lb.'for babies of pfimigravidae, as against 
7.22 Ib. and 7.42 Ib. in hospitals G and J. The corresponding 
weights in the multiparae class were 7.43 1b., 7.62 1b., and 7.89 
Ib. _The differences between these mean weights are statistically 
i These wide-deviations in the average birth weight 
babies born in different London hospitals raise questions 
which merit. further . investigation. 2 

find any evidence to support the 
view that the addition of the’vitamin and mineral elements to 
“the dietary affects in any appreciable degree the-risk of’ the 


development of fever and sepsis after childbirth. Nor did it ` 


d any appreciable influence on the character and duration 


In directing attention tò the significant benefit-both to mother 
and child of a well-balanced diet in the ante-natal period, the 
committee would at the same time emphasize some considera- 
tions which make it likely that in its nature the investigation 
could not be expected to discover the full extent of this benefit. 


materials (vitamins and minerals) 


- NUTRITION OF EXPECTANT AND NURSING MOTHERS 


the risk, peculiarly attendant on’ 
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intended for thé mother would 
added to the general family stock. For this reason the sub- 
stances were given in tablet and capsule form, and, as was to 
be expected, some, women defaulted. It may further be urged 
that the full value of such protective substances can be realized 
only when they are given in 


J they aş, 
pointing to the mmimal rather than to 


This comprehensive and controlled investigation furnishes for 
the first time clear evidence on questions which have long been 
In so far as*the results demonstrate the influence 
health of mothers and on the 
k r their infants, they are of great 
national importance. Further, this message is addressed to all 
sections of the community, for it is not solely among the poorer 
classes that defective nutrition is prevalent. At the same time, 
since poverty and malnutrition march hand in hand. and since 

e poorer classes are relatively the most fertile. it follows that 
the Tavages of faulty maternal nourishment fall with tragic 
emphasis on the mothers in poor homes and on their children. 


_ 


Correspondence 


aaanmmimneiiimmmmsmesme 


“Positive Health ” ` 
Sm, —The salutary 
4, P. 1 


Socialist Medical Association’s 
“second front ”—might equally 


Material (Faber and Faber, 1938) 
we gave the-results of complete overhaul, including laboratory, 
biochemical, and physical examinations, of the 1,530 indivıduals 
over 5 years of age comprised in 500 families. These results 


s not under medical care ; 
9% without any disorder discernible by the exammer, 


These families: were taken from among those Presumed to 
be a healthy. populace. ‘From these figures, ` 


all the digordered. Not until this is 
between Hote and. sickness bring 
naturally to the brink of the subject of 
The fact that the majority of those 
—are ambulatory “ cases,” though not necessarily of minor dis- 
order, perhaps affords a partial explanation of how it is -that 
they have not come within the cognizance of the medical 
profession. The man in the street is not such a fool as he. 
looks. He knows that the hospitals and clinics have a “ corner.” 
in scientific instruments, without. which he naturally, and 
perhaps rightly, presumes that the medical services cannot do 
justice to the nice demands of non-incapacitating disorder. But 
he also knows that the circumstances of organization of tHese 


them legitimately and 
health. è : 
with untreated disease 


t 


_ ment; for example, the question when and where it may be- 


can disclose the disorders of 


- unaware of their -disorders 


-~ where the primary question should be, 


t ~ 
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~ hospitals and clinics will almost inevitably immobilize him should 
he go near them. It is thus in some measure the” intelligence 


_ of the’ man in the street which 18 keeping him, from seeking 


the help that he believes modern medical science. to hold for 
him. Only two things can put this right. One is to furnish 
the practitioner with the tools and instruments which as a 
student he has been trained; to use. The other is to reorganize 
. the setting of the hospital out=patient facilitie# and to sweep 
away the obsolete spirit of patronage in which they are offered. 
Even thesé reforms will only touch the fringe „of the problem 
of the -treatment of disorder.: Nothing but periodic overhaul 
those unaware of their presence. 
directed expressly to this subject 
that periodic overhaul of -those 
must essentially be in the nature 
of periodic health overhaul, not pesiodic medical overhaul— 
that is, it must primarily be directed to the assessment of the 
capacity of the individual for health rather than in the nature 
--of a search for-his disorders. Though by periodic medical 
overhaul we might eliminate the physical disorders- of the 
individual, we should be running a serious danger of creating 
psychological disorders. gts 2 ` 
Our experience has shown us that for periodic overhaul to 
- be of maximum and continuing valu¢ it must be: (1) overhaul 
of tbe family, not of the individual, who is but a “limb” of 
the family ; (2) it must be accompanied by circumstances -which 
enable the family, the individuals of which have had their 


Fifteen years of experience 
has taught us, however, 


disorders removed, to move. out of the environment that has — 


created thèse disorders into one in which they may live and 
function more. fully—ie., in health. , For this reason, in 1935 
_the Pioneer Health Centre, to cater for 2,000 families, was 
opened as a full-scale“experimental research into the nature 
and cultivation of-health. I would claim with Mr. Jordan that jt 
is only through the old methods of long, laborious, and com- 
personal hygiene can be 


Planning a Hospital Service | 

Smx,—For sound planning it is necessary to decide-the priniary 
interèst for which service is-needed and ‘to allow this to deter- 
mine the main form of the plan. All proposals >will_then be 
judged ‘from the point of view of this primary interest: much 
discussion may be saved and confusion avoided thereby. a 

In the matter of hospital provision what is required is 


a system that will ensure, so far as possible, that wherever A 
and“B go or are sent they Will. be offered the ‘skill and care 
they néed. The value of all proposals as to the form-of the 
hospital service should be tested against this principal require~ 


“the distinction between 


in ‘the public -interest “to maintain 
: controlled by - public 


“voluntary” hospitals and those 
authorities. - a 

The: system of the future’ must perform certain secondary 
functions ;, it must, for-example, provide facilities for medical 
education. The éall for such, secondary functions should not, 
however, determine the main structure of the system; every- 
“What does the public 
to put first what should 


„need? ? - It is when attempts are made 


- come second.that conflict and confusion come into’ the dis- 


cussion. If special institutions are built or chosen with an eye, 
primarily, ‘to providing conveniently placed medical academies, 
they.may well fail to, satisfy the fundamental need of g medical 
school—namely, a varied and extensive field for clinical instruc- 
tion—unl&s the compulsory transfer and allocation of patients 


` 7 by. office rule- is -to~be a feature of the future system. 


On one matter there will certainly be general agreement 


_ between those who have made-a study of administration. and 


the medical profession. Tf’ the. service is to, be equal to its 
difficult. taskz,<administration must take. counsel with the 
practitioner ‘and give him the-utmost possible freedom .in his 
‘work and its development. In no 


have more damaging effects upon 
. if eth Pe or ce 


f i 
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quality.—I am, etc., 2 
a K. W. MONSARRAT. | 
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- cam hardly ‘differ from that part of 


“It is hoped that after 6 to 7 


- precise answers to the questions asked at the end 
_—~I am, etc., Ë 
primarily a service which is adequate for the treatment of | a) 
. members of the community suffering from serious illness, and 


-‘of the term “orthopaedic.” 


__its meaning -till some 20 years ago. 


7 as I know a similar extension of the meaning of 


ublic ‘service would the. 
suffocation of personality - by~ jron regulation and inquisition . 
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The Planning Commission’s Report 


~ Sm, =I read the proposals of the Planning Commission with 


great interest, and -would like ta offer some comments on them. , 
I should state at the outset that I, personally, am in favour of - 
a State Medical Service.. 

I believe that any radical change in the ofgahization of the 
medieal services should be undertaken only aftar a plebiscite 
of the whole profession, including those in the Services. One 
j the report which points 
out the faults of the present services and the general principles 
of what is required to correct them: I wish to criticize three 
of the suggestions made in the detailed scheme. 

The first is that close liaison between the general practi- 


-tioner and the hospital is not envisaged, nor is the need for 


it stressed enough. I believe this is because the proposals are 


. not for a completely integrated and unified service. Secondly, 


since a capitation fee is retained the major evil of the present 
panel scheme is retained—namely,. the inability of.the doctor 
to act justly, according to his lights, toward his patient for 
fear of offending him and losing financially by a transfer. I 
believe that abuses of this kind’ would be worse under a 
collective-scheme than now. Thirdly, the present unsatisfactory 
contributory hospital scheme is to go on. A recent case came 
to my notice of a man who contributed for 20 years to the 


y local hospital, and never inside, then retired. His contributions 


lapsed ; he had to go into the hospital for three months, and 
‘eceived a bill for over £37. I would suggest in conclusion 
that we send a deputation of doctors who can speak Russian 
to study the State service in the U.S.S.R.—I am, etc., 

~~ ` 2 T. D. Cursert. 


Sm,—The Kensington Division of- the British Medical Asso- 
ciation would like to record their appreciation of the monthly 
articles that have appeared in the Supplement for the benefit 
of Stidy Groups, and of the masterly survey of the problems 
confronting the’/medical profession together with their. possible 
solutions .as set out in the Interim Report of the Medical 


. Planning Commission (Journal, June 20). 


The Kensington Division, which, like other Divisions, formed 
a Study Group to discuss the preliminary details set out in the 
monthly articles, have been s0 impressed by this report that 
they have ‘decided to discuss it “ paragraph by paragraph.” 
k weekly meetings, of which 3 have 
already béen held, the Division will be in a position.to give 
of the report. 

H. STEPHEN PASMORE, 
Hon, Secretary, 
= _ Kenmngton Division, B.M A. 
Use'of the Term “ Orthopaedic ” 

. Sm,— should like to put the case for a more restricted use 
Tbe O.E.D. gives 1840 as the 
date for the first use of the word in England, but in 1828 
Delpech (Montpellier) used the adjective “ ofthopaedique ” 
with precision as being. concerned with the correction of 
deformities in childhood. “In the latter half of the 19th century 
the word came to include adult deformities, and that remained 
Since then the term has 
been extended by many to include the whole of traumatic 
surgery of the locomotor system, and it is held by some to 
embrace all forms of disease of the same system. 

This arbitrarysmisuse of a term is difficult to justify. So far 
“ orthopaedic ” 
has not found favour on the Continent and is disputed in 
the U.S.A. I will give. two concrete examples of the dis- 
advantages attached to this lack of precision in the use of the 
word. First, its employment in Service instructions leads to - 
ambiguity in their interpretatiori: does the term refer in a 
particular instance to the treatment of deformities, of fractures, 
or_is it.to be extended. to: include all injuries and diseases of 
the locomotor ‘system? Secondly, if the latter interpretation” 
1s accepted, the usé of the word “orthopaedic” in the 


- description of surgeons suggests that only such surgeons can 


properly treat the wide range of conditions mentioned above, 
whereas it is well known that many surgeons who have but 
limited ‘knowledge of orthopaedics in the 19th.century sense 
are fully competent to deal with, and do in fact treat, injuries 
and diseases of the locomotor system. o . 
i So! Nh e , 
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It would appear that there is a tendency to include under 
the term “orthopaedic” at least two distinct branches of 
surgery—viz.: (1) the treatment of- deformities ; (2) the 
surgery of acute injuries to the locomotor system. The first 
is mainly concerned with the Processes of growth; the second 
with wound infection and the Processes of repair. 

There is certainly no ‘excuse for the toleration of this loose- 
ness of nomtnclature. The term -“ orthopaedic” should be 
restricted to the first branch. I doubt if any special label need 
be sought for the second, as it is essentially a branch of general 
surgery.—I am, etc., 


Cambndge ~ C.-Max PAGE. 


Tetanus after Sulphonamide Treatment of Cavities 

Sm,—I wish to correct certain statements in Dr. E, C. 
Atkinson’s letter (July 4, p. 24). 

I operated on this woman on April 13 and removed ʻa large 
left pyosalpinx which w adherent to the bladder and to the 
intestines in the pelvis. T separating the pyosalpinx from the 
bladder some pus escaped into the pelvic cavity. Otherwise 
the abscess was removed whole, but the prolonged pelvic 
“peritonitis from’ which the woman suffered had produced ex- 
tensive non-purulent inflammation of the peritoneum over the 
intestines, and for this reason. sulphapyridine powder (15 g.) 
was sprinkled on to the pelvic floor after the cavity had’ been 
swabbed as dry as possible. A medium-sized rubber. tube was 
inserted down -tb the site of the pyosalpinx and was- not 
removed until the third day. 3 : 

This case formed one of a series of peritoneal infections in 
which the effect of sulphapyridine powder was being tried out 
by several surgeons. The Patient progressed satisfactorily until 
the eighth day, when she developed trismus of the jaw, and 
in spite of immediate and continued treatment died of, ful- 
minating tetanus 26 hours later. 
appeared in the Lancet of June 27. 


I would stress that it is only a presumption that the infection ` 


was conveyed by the sulphapyridine powder. 


The_ container 
of the powder used at the 


operation was not available for 
‘examination after the patient died, although a toxigenic strain 
of B. tetani was isolated from the pelvis. Careful examination 
of other specimens of sulphapyridine and their cardboard con- 
tainers failed to detect a toxigenic strain of B, tetani, although 
the cardboard of the containers gave cultures of several species 
of sporing and non-sporing bacteria. Among these: organisms 
were some with the morphology of B. tetani, but gince three 
pathologists’ failed to demonstrate toxin Production, the -identi- 
fication of B. -tetani-is incomplete. It is clear, however, that 
the powder shotild be supplied in containers made of a\sub- 
stance which can be readily sterilized and not of cardboard 
derived from waste salvage material.—] am, etc., 


London, W 1 G. M. SANDES. - 


e Urethral Instrumentation i 

Sm,—To one who, like myself; has been ın general practice 
over thirty years, the letter of Mr. Gordon L. Bohn (July 4, 
Pp. 25) on the alleged dangers of a general practitioner passing 
a catheter might be annoying if it did not offer*evidence of the 
fatuous and narrow outlook of the “one-specialty” man. I 
-čan assure Mr. Gordon Bohn that I have on many dozens of 
occasions passed catheters for acute retention, prostatic and 
strictural, and-have never had cause to regreteit—nor has the 


patient” And, no doubt, so have hundreds, nay, thousands of 
general practitioners all over the country. It is what we were - 


taught to do—and how to do 1t—by teachers who knew their 
job and who also knew what emergencies we were likely to 
-be up against when we started out into the world to earn 
a living as trained, qualified doctors. x 

Mr. Bohn's fear of what might happen to the kidneys from 
tdo rapid- a decompression is surely beating the air. These 
dangers are well known to every trained doctor, and, therefore, 
guarded against. Mr. Bohn might, with credit, evince more feat 
(if he is given that way) of leaving a patient in-agony with 
. a superdistended bladder and all the ill effects likely to result 
from back-pressure on the Kidneys, net to mention cardiac 
complications in an elderly prostatic case. 

I note that Mr.. Bohn informs us that in 
a- case—i.e., acute Tesention—should be admitted immediately 

e 


An annotation on: this case’ 


his opinion such `~- 





into a hospital or nursing home—surely a counsel of perfection. 
Patients with retention quite often call the G.P. out of his 
bed at 2 a.m. or 3 


VINCENT NORMAN. 
The Expanding Pelvis” 
Sir,—Dr. Kathleen Vaughan (June 27, p. 786) has done good 


Bournemouth. 


pelvic brim, for it is this angle 
which determines, `to a l@rge extent, whether the long axis of 
the uterus is perpendicular to the plane of the inlet. The 
larger the angle the more likely it is that the long axis of the 
uterus (and consequently its thrust) will be directed downwards 
s against the pubic arch. An angle of about 


For the last two years I have measured this angle (together 
with the sacral angle) in every case referred to me for 
over 200 cases, and hope that 


will be’ sufficient to make an 


In Dr. Vaughan’s model the angle in extension corresponds 
to the average in my series. The extremes so far encountered 
have been 159: degrees and‘ 84 degrees. It is probably a fact 
that the favourable influence of an optimum angle of inclination 
of the pelvic brim of 90 degrees may be offset by an abnormally 
small sacral angle.—I am, etc., - 

. Reading a 


Increase in Hypoglycaemia ` 


SR, —Dr. E. Sutherland-Rawlings (June 13, p. 739) asks a 
question which has puzzled me from another aspect, and 
Dr. R. D. Lawrence (June 27, p. 802) only partly answers it. 
Formerly almost all my patients were balanced on a daily 
dose of protamıne-zinc-insulin and soluble insulin in such pro- 
portions as Z.P.1.:S.1.=3:1, 5:2, and rarely 1:1, Now, 
however, many patients need more soluble insulin than 
protamine-zinc-insulin, and more and 


the Proportion in the direction of Z.P.L:S.1.=2:3, 3:5, and 


during the twenty-four hours and to avoid hypoglycaemic Te- 


actions at night. , At 
experience. : 

If, as Dr. Lawrence suggests, the war insulin is stronger, it 
would seem to be only protamine-zinc-insulin, because the larger 
\doses of soluble insulin do not cause reactions before midday ; 


some impurity which delays its absorption, 
morning but prolonged to reinforce the 
protamine-zinc-insulin in the night or early morning ;‘ that, in 
fact, it acts as one of the “ delay ” insulins. I hope to procure 
some pre-war hoarded insulin to test this theory, but meanwhile 
perhaps your readers can throw further light. I shall be grate- 


_ ful if anyone can help me to obtain pre-war insulin.—I am, etc., 


? 


I would like to endorse this view. 
an emergency state for which.there is specific treatment. It 
is of common ‘occurrence and usually harmless if prompt 
treatment is given. Delay in administering the treatment may 
have progressively serious results, í 

The protean manifestations of hypoglycaemia are well 


known,’ but in my expetience the symptoms differ with the ` 


. g . 
Too . E See R : -< 
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secretion, and most commonly comprise shakiness, trembling, 
Rervoisness, emptiness, hunger, sweating, tachycardia,-pound- 
ing pulses, and. faintness. On the other hand, with ZEI. 
(zinc-protamine-insulin). there is usually an absence of those 
manifold manifestations which are attributed to thé. pro- 
téctive -discharge of adrenaline. The reduction in blood. sugar 
is so gradual that the suprarenal glands appareatly are -not 
aroused, and the secretion df adrenaline—-a safety uit 
—is`not called forth. 
’ First effects are.referable to cerebral, disturbances.” Drowsi- 
ness, nausea, and headache are, observed, or, at first, there may 
be nothing more than a vague feeling of fatigue and malaise, 
which cannot be differentiated €rom fatigue from other causes. 
It is followed by i increasing weakness and then by a little numb- 
ness about the mouth or at the ends of fhe limbs. Finally, the. 
drowsiness increases, or, in some cases,, euphoria develops, or 
delirium, ,or muscular incoordination, with twitchings of 
muscles, contortion of the face, or actual conyulsions. 

The fall -im blood sugar is so slow with Z.P.I. that 2 ‘much 
lower level of blood sugar has to be reached before any 
hypoglycaemic symptoms present themselves ; the blood-sugar 
level may fall as low as 40 mg. per 100 c.cm. "before symptoms 
pf hypoglycaemia appear. The seriousness of the hypo- 
glycaemic reactions arises from the fact that they are often 
insidious in onset, and the patient is liable to develop severe, 
symptoms without warning. -As the action of Z.P.I. extends 
for twenty-four hours, -and as it takes longer to exert its maxi- 
mum effect than soluble insulin, hypoglycaemic reactions are 








prone to eccur during the night or sleeping hours, when the ` , 


injection is given before breakfast, as is customary. -In the 
early hours of the morning ‘the insulin action is unopposed by 
the inflow of food. The important thing is, of course, to 
prevent these attacks from occurring, and this ‘can be done by 
arrangement of the dietary carbohydrate. Since hypoglycaemic 
reactions are most likely to’ take place during the night, 
carbohydrate should be allowed before going to bed.: Bedtime 
feeding is‘ by far the most satisfactory method of preventing 
such reactions. A workable plan is to give one-sixth of the, 
available carbohydrate at bedtime. This greater spreading out 
of;the dietary carbohydrate is one of the advantages obtained” 


with the use of Z.P.I. ‘Indeed, the most_striking feature, from . 


the metabolic point of view, with Z:P.I. is the abolition of 
states of transient ketonaemia resulting from tissue breakdown. 
Even-during the period of hyperglycaemia and glycosuria after 
a,meal there is no recurrence of ketonuria’ as judged by the 
sensitive nitroprusside test. 

The hypoglycaemic effect of exercise and muscular exertion 
raises ‘important considerations in the use of insulin. - Unusual 
exertion in diabetics on soluble insulin usually results in 
hypoglycaemia, but this is limited to the time of its maximum 
action, which can be foreseen and avoided. Z.P.1., however, 
‘with its prolonged action, makes unusual exercise apt to pro- 
duce hypoglycaemia at almost any time of the day.- There 
is no -need to impose restrictions-on the patient and order 
a “time-table existence” or carefully regulate the amount 
of exercise. Instead, extra carbohydrate should be given after 
the exertion, so that the.depressing effect of the exercise on 
the blood sugar is neutralized. - All unwonted exercise should 
be associated with an extra ration of carbohYdrate. 

As insulin is obtainable in different strengths it is very 
important for’ the patient to study the label on the. rubber- 
cappéd phial to know just what he_is using. Apart from using 
the wrong concentration. of insulin’ per c.cm. (in the bottle) 
as compared to the scalé on the insulin syringe, he should 
learn to avoid errors in filling the, insulin syringe. Sometimes _ 
there is a misunderstanding about’ the amount of insulin *pre- 
scribed. .A- unit is a unit, whatever the strength of insulin. 
That is to say“ if 20 _units of insulin are ordered the syringe 
must be filled to. the 20-untit mark—using ‘single-strength insulin. 
If double-strength insulin -is used, “the syringe must be filled 
to the 10-mark. “And if quadruple-strength is used, the syringe 
must be filled to the 5-mark. In all these cases, whatever 
strength of insulin. is used, 20 units’ are being given. It is, 
consequently, advisable to use a syringe marked- in-units, as it 
is more difficult, if not confusing, to work out the dosage using 
,one marked in fractions of a c.cm. 

There are three kinds, of insulin that are available in this 
country : *(1) Insulin: Hydrochloride in solution in Weak. acid,- 
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pH 3.4. Synonyms for this kind of msulin are: old insulin, 
unmodified insulin, clear insulin, regular insulin, ordinary 
insulin, quick- -acting insulin, and soluble insulin. (2) Protamine- 
insulin, which ,is a’ suspension at neutral reaction, pH 7.2. 
Synonyms for this kind of insulin are: Hagedorn insulin, Leo 

“insulin retard,” ' protamine ‘insulinate, delay imssulin, and 
Danish protamine-insulin. (3) Zinc- -protamine-insulin, which js 


_ also a suspension at neutral reaction. Synonyms’ for this type 


of insulin are: protamine-zinc-insulin, Canadian protamine- 
insulin, -and protamine-insulin- (with zinc) suspension. The 
nomenclature of insulins needs clarification. Up till 1935 there 
was available only one kind of insulin; the word “ insulin” 
meant only one thing. Since Hagedorn of Denmark intro- 
duced protamine-insulin and Scott of Toronto produced zinc- 
protamine-insulin there has been a lot of confusion, because 
of the multiplicity of names. To distinguish the old insulin 
from the other. more recently introduged insulins it is con- 
venient to refer to old insulin as soluble insulin and the other 
-as ‘suspended insulins. Of the three types of insulin the 
preparations can be obtained in the following different con- 
centrations: Soluble insulin—20 units per c.cm. (single 
~strength) ; 40 units per c.cm. (double strength); 80 units per 
c.cm. (quadruple strength). Protamine-insulin—40 units per 
c.cm. (double strength); 80 units per c.cm. (quadruple strength). 
~Zinc-protamine-insulin—40 units per c.cm. (double strength) ; 

80 units per c.cm. (quadruple strength).—I am, etċ., g 


Guy’s Hospital GEORGE RÌ W. N. LUNTZ. 


` Bacteriophage Treatment of Bacillary Dysentery 

Sm,—With reference to the interesting paper by Dr. Arthur 
Compton (June 13, p. 719) giving comparative statistics of treat- 
ment in Egypt, may I point out that his figures deal only with 
death rates and do not, ‘and in the circumstances cannot, give 
figures for the duration of illness. From the point of view 
of the medical branches of all three Services, whose aim is. 
„to return a fit patient to duty at the earliest possible moment, 
these figures are as important as the death rate. 
-> Through the courtesy of Dr. Compton, Major Jameson, 
R.A.M.C., and I were able to try out the bacteriophage treat- 
ment of dysentery in a Service hospital during the autumn of 
1940. The series was small, consisting of 12 cases with 8 


controls which were treated with the then standard treatment ~ 


of sodium sulphate and fluids. All patients recovered, as did 
the controls, but-there was liftle variation in hospital time 

between the. two groups, certainly not enough to justify the 
continuation of the bacteriophage treatment. The introduction 
of sulphaguanidine in the spring of 1941, which enabled us 
to reduce the duration of illness, even in some cases of B. shiga 
infection, to 11 days from the: onset, even when the patient 
was not admitted before the third day, appeared to make the 
further trial of -bacteriophage superfluous. 

There are, of course, other points to’ consider:* (1) Dr. 
Compton’s figures deal with a whole community, whereas we 
were dealing with a limited age group (20-50), which, more- 
over, did not include women, children, or old persons, an 
none of our patients was, suffering from other diseases. 
(2) Civilians in Alexandria are so “ phage-minded ” that to my 
knowledge they treat themselves with bacteriophage on the 
slightest suspicion of “ @yppy tummy,” whereas in our cases 
treatment with bacteriophage was rarely begun before the 
-second or third day. (3) Our cases were all “virgin soil,” 
whereas, owing .to the endemicity of bacillary dysentery im 
Alexandria, I should imagine that the local inhabitants must 
all possess a partial immunity with its concomitant titre of 
dysenteric bacteriophage, which is greatly increased by treat- 
ment with this substance. (4) We had no opportunity of trying 
‘out the prophylactic value of’ bacteriophage, to which, I know, 
Dr. Compton attaches importance. —I am, etc., 


D: C. WILSON, 
Surgeon Commander, RN VR. 


“Active Rehabilitation m the R.A.F. 


S, —Those Fellows of the Royal Society of Medicine who 
were present at a recent meeting at an R.A.F. hospital, I am 
sure, could not fail to have enthused over the tethnique and 
film of rehabilitation of fracture patients. We were showy how 
patients who were confined to bed wigh’a fractured limb were 
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given hourly exercises to tone up not only the muscles of the 
injured limb in plaster or splints, but also those of the trunk 
and other free limbs. Thus once the period of recumbency 
is over the patient is able to take part in active rehabilitation 
team-work or games. A film was shown in which men with 
legs in pla&ter took part in cycle team-work and played games 
such as football) etc. All were under the supervision of a 
massage orderly or medical officer. 

How different from our feeble efforts still in most civilian 
hospitals, where a patient in plaster lies*and physically rots 


in bed, or loafs about on a stick in ward or corridor, where - 


the best effort a masseuse of the C.S M.M.G. can do is her 
routine stock-in-trade of massage or faradism,to the injured 
limb. Surely the wonderful effort made in the R.A.F. medical 
team must produce magnificent results—a man going back to 
his job with zest, rather than-the half-hearted way the workman 
who has had a fractured limb, labouring under the „worry of 
litigaton under the Workmen's Compensation Act, is cajoled 
back to his normal self. i 

Surely the time has come for the Chartered Soi to take 
up the new spirit in training its members, and to run a refresher 
course in modern rehabilitation methods at which some of 
these R.A.F. methods and results could be preached by 
Mr..Watson-Jones. Nor did I fail to note that the medical 
officer himself, putting dignity to the wind, showed his patient 
how. co-ordirlation and normal- gait should be attained in 
walking or skipping: rather different from just going. round 
a ward in a white coat giving instructions to a masseuse or 
sister. J am aware that these are not new methods to such 
pioneers as Mr. H. E. Griffiths at the Albert Dock Hospital 
or Mr. E. A. Nicoll at Mansfield, but in the words of the 
final caption on the R.A.F. rehabilitation film, some of us 
surgeons dealing with fractures with our- masseuses must 
‘Go to it.” —I am, etc., 


London, N W 1. G. 0. Trett, FRCS. 


N 
Mental Symptoms in Bromide Intoxication 


Sm,—Dr. Howard Kitching’s interesting article (June 20, 
P- 754) prompts me to describe briefly 2 cases which occurred 
in my practice some years ago. 

1. Man aged about 50. Symptoms of effort angina. Small 
doses of sodium bromide were administered over a period of 
2 or 3 months. A consultant considerably increased the dosage. 
Three days later a policeman rang my night bell and informed 
me that he had found one of my patients wandering in the 
road in an almost nude condition. I hastened to the patient’s 
flat and found him restless, agitated, and tremulous. He 
appeared hallucinated and did not recognize me. The question 
of certification arose and the climax came with refusal to take 
medicine. I was surprised to note the gradual disappearance 
of mental symptoms. ` 

2. Lad aged over 70, suffered from arteriosclerosis and 
hyperpiesis. Bromide had been given for some weeks. On 
one of my periodical visits 1 found her incoherent, confused, 
and depressed. Her speech was slurred. Slight cerebral 
haemorrhage appeared to have supervened. Medicine was dis- 
cobtinued. At the end of a week the- patient, was. bright, 
cheerful, and speech was normal. 

Dr. Howard Kitching’s reference te the number of N.H.I. 
prescriptions containing bromide (Barbqur, Pilkington, ‘and 
Sargant, 1936) is of special interest. It seems possible that many 
cases of mild intoxication are overlooked. My experience of 
skin lesions 1s that they are more likely to occur when initial 
dosage is comparatively large.—I am, etc, 

Nottmngham. e 


+ 


J. J. GIBB. 


Operations and Workmen’s Compensation 


Sm,—Your article on the legal aspect of operations as they 
relate to injured workers ,and workmen’s- compensation 
(June 20, p. 776) is most instructive ; moreover, it is gratifying 
to see that you recommend a broader vision in this matter 
taking into account the psychological and sociological attitude 
of the worker. There can be no doubt that the worker’s 
mental attitude towards the workmen’s compensation law as 
it now stands js a very unfavourable one. So long as he 
remairfs under the impression that doctors employed by insur- 
ance offices are biasgag iñ favour of getting him back at any 


d 
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price to some sort of light work, and to achieve thereby 
payment of compensation for partial incapacity, his reluctance 
to undergo opérations, for good or evil, willeremain. 

It is deplorable that the matter leads to dispute between the 
doctor of the insurer and the worker’s doctor. There are 
reasons enough to make -the latter reluctant to accept the- 
opinion of Wis opponent. Will the effect of the operation be 
of lasting value? Will the workér after operation really find 
the desirable “light work”? What will be his position if, 
after being put on light work with compensation for partial 
incapacity, a second accident’ occurs, perhaps resulting from 
his disability, and the process of litigation begins all over 
again? What will be the workér’s position if, after the opera- 
tion, he needs appliances, costly to procure and costly to repair 
and maintain, while there is no statutory provision under either 
the National Health Insurance or Workmen’s- Compensation 
Acts for their supply? 

The danger that “ professional medical witnesses,” highly 
skilled in presenting a particular aspect of the case, may exercise 
much influence- on a lay court, to use Dr. W. A. Brend’s apt 
observation (Traumatic Mental Disorders in Courts of Law, 
1938, p. 93), cannot be denied, and the demand for medical 
boards which, as Dr. Brend puts it, “would tend to select 
their expert witnesses and advisers more for professional status 
and integrity than for their skill in masked advocacy” appears 
to be fully justified. The whole problem is another proof of 
the need for redrafting as soon as possible industrial accident 
insurance ‘in thisscountry. Indeed the unsatisfactory conditions 
relating to operations under the present workmen’s compensa- 
tion law illustrate once more that the latter tends to prolong 
mvalidism, a matter which has been recently discussed on a 
broad background and with much vigour before the Royal 
Society of Medicine by such authorities as Dr. Bernard Hart 
and Mr. H. E. Griffiths, from the medical point of view, and 
by His Honour Tom Eastham, K.C., from-the legal._—tI am, etc., 


HERMANN LEvy. 


. Adrenaline Bronchoconstriction 


Sir,—The chief action of adrenaline is to produce vaso- 
constriction, and those who maintain that asthma is the result 
of muscular bronchospasm find difficulty in explaining how an 
injection of adrenaline stops an asthmatic attack, because its 
action on muscular fibre is very slight, beyond reducing blood 
supply. When an injection of adrenaline is given it produces ~ 
a systemic vasoconstriction and the blood pressure rises, but 
this is quickly followed by a reactionary vasodilatation, when 
it will be found that the blood pressure falls below its original 
level, and it is then that the relief of dyspnoea is experienced. 
This systemic vasodilatation relieves the local vasodilatation of 
the bronchial mucosa, which had previously been maintained as 
compensatory to the systemic vasoconstriction and was the 
cause of the dyspnoea. Repeated large doses of adrenaline are 
apt to interfere with, or prevent altogether, the subsequent 
vasodilatation reaction, and so relief of the dyspnoea ‘is not 
obtained ; in fact the condition may be made worse by’ con- 
tinuing the adrenaline injections. When this state has been 
reached it will be found ‘that a single injection of morphine — 
will usually give immediate relief, after which, not infrequently, 
no further adrenaline is needed, and in any case a smaller 
dose will then be found effective. 

All this difficulty arises from the inherited traditional belief 
—one of the hardest things in medicine to overcome—that 
asthma is the result of muscular bronchospasm, and this makes 
it necessary, in order to explain how adrenaline relieves an-® 
asthrhatic attack, to pervert its natural action on the vasomotor 
system, and make it act, for this occasion only,as a muscular 
dilator.—I am, etc., 

London, W 1. 


2 


ALEXANDER FRANCIS. 


Respirator ‘Dermatitis 
Sm,—J. Petro (May. 23, p. 631) has well described and illus- 
trated his careful investigation of contact dermatitis caused by 
rubber respirators. In therapy his mainstay was calamine 
lotion. Because the irritant is usually a reducing agent, 1“ 
believe he would get better results from the use of an pxidizing 
medicament, such as 1 in 3,000 potassium permanganate solution? 
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in cool moist compresses “frequently Tefreshed, or sodium 
perbọrate 5% to 10% in a ireabeleas ointment base or -hydrous 
wool fat. boe 

The anti-oxidant of rubber can often’ be neùüttelized, as 
Obermayer pointed out (Arch. Derm. Syph., Chicago, Jan., 
1933, 27, 25), by soaking the rubber appliance -overnight in 
4% sodium hydroxide in water. The appliance must then be 
rinsed thoroughly before ust, and after hydroxide treatment 
it may prove innocuous. The “dry, scaly stage,” which Petro 
described as being resistant to ‘treatment, may represent com- 
plication of dermatitis venenata by, seborrhoeic dermatitis 
extending from the scalp. I have noted ‘such complication 
(Synopsis of Diseases of the Skin, The C. V: Mosby Company, 
St. Louis, 1942, p. 82), and I recommend for it the use of 2% 
crude coal tar in lanoline, to which~ wgter is added to make 
the salve creamy. The scalp must be treated simultaneously. 
Washing should be done with_a sulphonated ` oil rather than 
soap. I hope that this criticism is constructive and useful— 
I am, etc., 


Kansas City, US A. Ricuarb.L. SUTTON, jun., M.D. 


aie Doctors as Politicians and Strategists ` 


Sm,—I am a member of the Socialist, Medical Association 
but was not present at the meeting to which your annotation 
refers, and do not think I should have voted for'the resolution 
there stigmatized, because J do not know the precise connotation 
of the-ptirase “second front”; arithmetically there seem to 
be at least four “fronts” at the present time if a “front” 
is a locus where gallant men are fighting and dying in large 
numbers. But I suggest that your contributor „should descend 
from the pantomime elephant on which he is perched and 
choose a more lowly quadruped, say, a donkey. ‘Had the 
S:M.A. „passed. a resolution to the effect that, on medical 
grounds, the “ formation of a second front” was desirable, it 
would have deserved ridicule. But the fact, quite as obvious 
to the derided man in the street ag to your contributor, that 
members of the S.M.A. have no more knowledge of strategy 





this essential en towards a speedy victory. Why, therefore, 
is it, “slightly ridiculous” for a body of socialist medical 


À workers to express their support of this policy at the present 


than any other sample of educated men and women, acquits ~ 


them of any charge of seeking to exercise. an illegitimate 
influence on public opimion. Why a. society of medical men 
and women should. have less liberty to express an opinion on 
matters of general interest than any other incorporation of 
the King’s subjects is not obvious. “A much greater danger:to 
the prestige of our profession is when medical individuals or 
societies express dogmatic opinions on subjects which are, 
or may be thought to be, within the scope of their .expert 
knowledge. but have in fact never been seriously studied by 
theni. Examples of this fault are sufficiently numerous. 
1 am, etc., 


y 
„Loughton. ` | = * 


: MAJOR GREENWOOD. 

Sm,—Your annotation (July. -4, p. 16), apart from giving 
publicity to the Socialist Medical Association, elaborates the 
well-worn text that the doctor must stick to his last and not 
dabble in politics. 

You state that * the’ grim realists who e are courageously 
directing Russian policy must feel mildly amused at the picture 
of the English doctor turned strategist.” May I refute that 
statement with the words of Georgi Miteryév, People’s Com- 
missär of Public’ Health in the U.S.S.R,, who in a message-last 
week to Sir Alfred Webb-Johnson, which was read at a 
meeting of the Anglo-Soviet Medical Council on June 29, said: 
“We highly appreciate the help rendered us by ,the scientists 
of England and the entire people. of the British Empire in our 
‘common struggle against the enemy of all progressive ‘mankind, 
and are confident that.the opening of a second front in Europe 
‘in 1942 -will being closer the day on which peoples of our 
countries -together with all the freedom-loving peoples of the 
world will célebrate a final victory over bloodthirsty Hitlerism.” 


Judging by résults, Stalin (who doubtless should ‘have stuck. 


to his last’in the theological seminary where he received his 
early training) and the Soviet people: know what they are 
talking about. . 

Since the early establishment of a second front in Europe 
is the declared policy of our Government, I suggest, Sir, that 
‘the Prime Minister, who has already discussed this question 


with the Soviet Foreign Minister, should be left in no doubt - 
as to the support this country will give him in carrying out. 


` tion of their profession,” 


time?—I am, etc., 


London, S.W.17. L. T. Hmyiarp, M.B. 


Sin,—I desire to protest against your annotation “ Doctors 
as Politicians and Strategists.” I consider that this article is 
neither courteous nor well reasoned. Itis the privilege of every 
adult British citizen to vote on political ıssues, and it 1s his 
duty to render himself competent to vote by a careful study 
of politics. The successive crises of Manchukuo, Spam, and 
Czechoslovakia have demonstrated the intimate connexion 
between policy-and strategy. The “ grim- realists” who are 
directing Russian policy were the first to emphasize the im- 
portance of universal political education, and they would 
hardly excuse members of a learned profession who confessed 
themselves too preoccupied to study urgent political questions. 
I should be very sorry if your annotation were allowed to pass 
without protest from at least one member of the B.M.A.— 
I am, ete, - 


London, W.C. O. F. H. ATKEY. 


Sm, —The activities of the Socialist Medical Association 
mentioned’ ïn your columns give rise to several interesting 
questions. To begin with, the formation of a‘Socialist Medical 
Association implies that there is such a thing as socialist 
medicine? What is socialist medicine? Do members of 
the Socialist Medical Association claim-to practise a peculiar 
kind of medicine which is unknown to, or not understood by, 
their non-socialist colleagues? Or do socialist patients differ 
so much from the ordinary run of humanity that they can only 
obtain efficient medical treatment from socialist doctors? Or 
is it just a political stunt?—-I am, etc., 

Epsom. ` 3 A. J. COLBY-TNGEY. 


Sm,—The writer of your annotation takes considerable ex- 
ception to a recént resolution passed “at the annual general 
meeting of the Socialist Medical Association, in which our 
support for the opening of a second front in Europe in 1942 
was expressed. Perhaps your writer is unaware that this is 
the official policy of our Government and of the United Nations. 
May I refer him to a statement issued by the Foreign Office 
on June 11, on the treaty between the Soviet Union and our own 
country, in which these words occur: “ Full understanding was 
reached between the two parties with regard to the urgent 
tasks of creating a second front in Europe in 1942.” One is 
driven, to-conclude that there are only two possible explana- 
tions of your writer’s warmth of disapproval of the S.M.A. 
resolution, the first being that he has taken this opportunity 
of disagreeing with the expressed policy of the United Nations. 
We hesitate to think that you would be willing to give space 
to a writer with such aims, and are therefore left With the 
second explanation—that in him parochialism has grown to 
such an extent that he has forgotten that í doctor is not only 
a doctor but is also a citizen, with the full duties and 
privileges of citizenship. 

Your writer says, “ One would have thought that medical men 
had enough to do now . . . in matters concerning the organiza- 
but he completely ignores the fact 
that the S.M.A. memorandum from which he takes his 


‘quotations goes on to. outline proposals for immediate steps 


which we consider should be taken in order that the medical 
services may the more efficiefitly meet the demands which 
will undoubtedly be made on them when the second-—front 
is opened. We would remind him that the plans now being 
made for the reorganization of the profession after the war 
will have no chance of being put into effect unless the medical 
profession considers how to achieve the utmost degree of 
efficiency in the prosecution of the war now. No one reading 
this annotation would realize that the S.M.A. resolution was 
the preamble to a series of proposals for increasing efficiency. 
Your writer, like the rest of us, is entitled to hold his own 
opinions and to express them. He is not entitled to 
misrepresent the facts—I am, etc., 
- ~ ALECK W. BOURNE, 
Hon. Secretary, Socialıst Medical Assocmnon. 


not allow this interesting correspondence to be 


*.* Space will 
pa * possible 


continued. Needless to say, both of Mr. Aleck Bourne’s 
explanations ” are entirely wide of the Marg —ED., 


84 Jury 18,1942 © ,° 


1 


Analytical Chemists and E.M.S. Laboratories _ 


. Sir,—I am grateful to Dr. Griffith Evans, president of the 
North Wales Branch of the British Medical’ Association, for 
his letter (June 20, p. 774) directing attention to the serious 
injustice dgne to public analysts and other analytical chemists 
in various parts of the country through the operation of the 
Emergency Public Health Laboratory Service. , 

The Institute of Chemistry has been in correspondence with 
the Ministry of Health on this matter since November, 1939, 
but although the Ministry may appreciate that public analysts 
and other analytical chemists play, and have for a long time 
played, a most important role in the preservation of the health 
of the community throughout this country by the examination 
of food, water, milk, etc., it has apparently overlooked the 





fact that the maintenance of the laboratories in which this. 


work is done may be’ seriously jeopardized if the analysts are 


deprived of any large section of their professional practices 


by unfair competition. 

Analytical and consulting chemists, like medical men, both 
individually and as members of a professional body, strongly 
uphold the tenet of professional procedure which forbids 
soliciting for practice ; yet circular letters have been addressed 
to medical officers of health and other medical practitioners 
offering the services of emergency public health laboratories 
and soliciting in such terms as, “ Hoping that we may be of 
assistance to you in the future.” Your readers may well imagine 
the feelings of medical men if attempts were made to interfere 
in this way with their professional practices. . 

The correspondence between the Institute and the Ministry 
has been somewhat protracted and has not yet been concluded, 
but it ıs encouraging to find a supporter in the medical 
profession who appreciates not only’ the impropriety of the 
proceedings referred to, but the extreme danger of transferring 
work of the character indicated from persons of long experience 
in a particular district to others comparatively recently qualified. 
—I am, etc., 

RIĊHARD B. PILCHER, 


Russel! Square, WC 1. Registrar and Secretary, Institute of Chemistry. 


Sır—It was most refreshing to read the letter from 
. Dr. Griffith Evans with reference to stranded public analysts, 
and to find that the pledge given in 1939 by Sir Arthur MacNalty 
had not faded from the memory of everyone. There can be 
little doubt that it is no more than a memory, however, as it 
has never been possible to persuade any of the authorities to 
implement it, or any other member of the B'M.A. tban 
Dr. Evans to support it. 

It might, perhaps, be not amiss to remind Dr. Evans that 
charity begins ‘at home, and that while defending members 
of other professions he might do well to note that his words 
apply verbatim to the unfortunate pathologists who ‘have been 
strandedeby the “new order” in pathology. Many of these 
have offered themselves with their laboratories, equipment, and 
staff to this “new order,” and their offers have been not 
merely refused but ignored. These methods of “ liquidating ” 
the existing members -of a profession seems to savour of the 
very principles against which this war is being waged. Those 
who venture to protest are reminded that a national emergency 
exists. Surely such an emergency is just the time when the 
help of these unfortunate individual$ is most: needed, and it 
is now clear that the emergency servict is to be used as a 
Trojan horse of the woodenest kind to ensnare the profession 
after the war is over.—I am, etc., 

PATHOLOGIST. 
Norses in Hospital 

Sir,—The brutality of matrons (and sometimes of sisters) to 
their nurses is notorious. It needs no investigation. (It is not 
universal. I know one hospital well in which the nurses, and 
particularly the probationers, are watched over with an almost 
maternal care.) Why does this state of affairs exist and why 
is it allowed to continue? 

J think it is because: (1) the care of the nurses is left entirely 
to the matrons; and (2) the matrons are chosen for their 
organizing and disciplinary capacity without regard to their 
humanity. ‘The fact that matrons, as a class, are conscientious 
workgrs, devoted to duty, only makes matters worse. They 
have been through the mill and have survived. They are 
healthy and hard ané they think others should be the same. An 
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occasional slacker or would-be valetudinarian’ among the 
nurses confirms the matrons in their mercilessness. ` 

The remedy lies with hospital boards andemedical officers. 
Matrons must be made to realize that they are responsible for 
the health and comfort as well as for the efficiency of their 
staffs. To this end there must be propaganda. The Ministry 
of Health and the nursing press are obvious means. Perhaps 
two or three actions against hospitals for compensation in care- 
fully selected cases in which life or health has been needlessly 
sacrificed might help. Have the nurses an organization that 
could carry this out? 3 

The feeding of nurses and their opportunities for relaxation 
are, on the whole, much bettér than they were, but there is 
a room for immense improvement in some hospitals.— 

am, etc., š 


Colwyn Bay. ! S. L. B. Wicks. 
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JOHN CHARLES DAVIES, M.D. 

Many members of the B.M.A. will learn with regret of the 
death of Dr. J. C. Davies, J.P., which took place at his home 
at Rhos, near Wrexham, on June 24. He had been president 
of the North Wales Branch and chairman of the Denbigh and 
Flint Division, and served on the Welsh Committee for six 


` years, on the Insurance Acts Committee for twelve years, and 


on the Rural Practice Subcommittee for thirteen years. 

John Charles Davies was born at Pant in May, 1859, and 
after studying medicine at the London Hospital qualified 
M.R.CSS., L.S.A. ın 1882, took the L.R.C.P. in 1884, the D.P.H. 
in 1899, and the M.D. of Durham University in 1901. During 
sixty years ‘of practice at Rhos he won the love and esteem’ 
of all the neighbourhood. He held many local appointments | 
and was consulting surgeon for the North Wales district ‘of 
the Great Western Railway and surgeon to the Ruabon 
Accident Hospital. To the end of his days,Dr. Davies kept 
abreast with new discoveries and movements in the world of 
medicine and surgery, and made many journeys to attend 
medical functions and conferences. When in London he rarely 
missed the chance of a visit to the Royal College of Surgeons, 


‘and right up to the outbreak of- the present war he annually 


went for fourteen days to some postgraduate course. -He was 
heart and soul for B.M.A. work, and apart from that his chief 
hobby was the permanent mounting of pathological specimens 
from cases under the care of his son, Dr. A. Lloyd Davies, 
in the War Memorial Hospital at Wrexham. ; 

Dr. Davies was instrumental in forming the first Territorial 
company in Rhos, of which he was captain. In November,” 
1914, he led his company to France, and after enduring many 
hardships of war he was transferred to the R.A.M.C., where 
he worked in field ambulances and other’ forward units in 
France and Flanders, and retired from the Army with the 
rank of lieut.-colonel. On returning to civil life he continued 
in active practice, and was attending patients until three weeks 
before his death at the age of 83. In 1928 Dr. and Mrs. Davies 
received a public testimonial from the people of Rhos in 
recognition of his great and beneficent services. Of no one 
can it be more truly said that he lived for his profession and 


‘his patients. i 


C. W. PAGET MOFFATT, M.B., D.P.H. 


Dr. Christopher William Paget Moffatt, late M.O.H. for 
Bolton, one of the most prominent members of the Publice 
Hedith Service, died on May 18, aged. 79, in Southport, where 
he had lived in retirement for some yeats. í 

Paget Moffatt received his early’education im Brussels, where 
his father was British chaplain for the Colonial and Con- 
tinental Church Society. He afterwards studied in the Univer-. 
sities of London, Gottingen, Cambridge, and Liverpool. Before 
entering medicine he studied modern languages and obtained 
the M.A.Lond., being placed at the head of the list in both 
French and German. He was at this time well known as a 
teacher of languages, and was for Some years on the staff of the 
University Correspondence College. He was the author of 
two textbooks, Science French and Science German, still used 
with unfailing ‘success for the purpose for which they were 
originally intended. Paget Moffatt later began the study of 
medicine at Cambridge, where he graduated B.A. (Nat. Sciences 
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Tripòs), afterwards taking the Conjoint`diplomas, the M.B. 
(Kanthack gold medal in pathology) and B.Ch.Camb. in 1904, 
and the D.P.H. 4905. His thesıs-for the M.B., on myelopathic 


,albumosuria, was published in the Lancet. He took his clinical, 


course at Liverpool, where after’ qualification he held the 
appointments of medical officer to the Northern Dispensary 
hon. anaesthetist to the Royal Southern Hospital, and clinical 
assistant to the throat and ear department a 
Infirmary. sass ! 
“ Deciding to enter the public services, he accepted an-appoint- 
ment as assistant MOA. and/assistant school medical officer 
to the Bolton County Borough in 1908. In 1914 he was 
‘appointed députy M.O.H. and tuberculosis officer, which posi- 
‘tions he held’until 1921, whengon the retirement of Dr. Gould. 
he was appointed medical officer of.health and school medica 
officer. He also acted as medical superintendent of the borough 
isolation hospital from 1914 to 1931, fnd from 1922 to 1931 
was senior medical officer to the venereal diseases department. 
From all these positions Dr. Paget Moffatt retired in 1931. 
After leaving Bolton he was engaged for two years as temporary 
M.O.H. for a combined district at Epsom pending the alteration 
of certain areas under’a scheme of the Surrey County Council. 
He was a member of the British Medical Association, and of 
the Society of Medical Officers of ‘Health, of the North-Western 
Branch of which he was president in 1926-7. À 
Paget Moffatt (writes a former colleague) was a man of out- 
standing personality. _He brought to his public health duties 
a thorough training in medicine, together-with a wide and 
accurate scholarship. During the whole period of his adminis- 
trative appointment he maintaified an active interest in the 
various hospitals and clinics under his control, particularly the 
infectious diseases hospital, for clinical medicine was his real 
_ terest. He loved attending patients and they loved him. He 
never allowed the doctor to be submerged'into the official: It 
was difficult to think how he found time for his many activities, 
but he was a rapid worker. He was never. irrelevant. His 
long experience enabled him to grasp and solve problems very 
. quickly and to translate his decisions into prompt action. He 
wasan excellent companion, there being no dull moments in 
time spent with him. He will long be missed by those who 
had the privilege of his friendship. . z 
Dr. ALEXANDER Bryce, who died on June 7 in his 80th’ year, 
had been a member of the B.M.A. since 1888 and was honorary 
‘secretary of the Section of Therapettics when-the Association 
met at Birmingham in 1911. He studied medicine at the 
‘University of Glasgow, graduating M.B., C.M. with first-class 
honours in 1886, and M.D. with honours iù 1893. As a student 
he won the Brunton memorial prize, and after qualification 
was assistant to the professor of medical jurisprudence at 
Anderson College and took the’ D.P.H. of Cambridge. It was 
Lawson Tait, the eminent surgeon, who persuaded Bryce to 
start a practice in Birmingham. The two met on a golfing 
holiday. , Bryce, having completed his brilliant career at 
Glasgow University, had begun to practise in Killin; he was 
` there for just three years. He went to Birmingham in 1894 
and quickly took his place in rank with the galaxy of medical 
men then busy in Birmingham—Tait, Gilbert Barling, Stace 
Wilson, Thomas Chavasse, James Sawyer, and Jordan “Lloyd. 
Some. of his friends urged him to specialize in ‘surgery, but 
Bryce preferred to go ahead as a general practitioner and to 
specialize only in branches that particularly appealed to him: 
.dietetics and manipulative surgery. He quickly built up-a con- 
| siderable practice and was associated with Robert Jones in 
orthopaedic work. In 1899, to further his knowledge of the 
American approach to dietetics and to manipulative treatment, 
Bryce visited the United States, and when- he came home ‘he 
_gave himself more and more to the study of these subjects. 
His book The Laws of Life and Health, designed for popular 
instruction, went through several editions and was reissued in 
, ` revised form shortly before the outbreak of war. In 1923, he 
took up an appointment as chief medical officer fer the 
Bone Assurance Company and retained it until he retired 
in . -0 ` ` ; 


-- We regret to announce the death at Oxford on June 29 of 
‘Dr. WILLIAM DUNCAN STURROCK, assistant obstetric physician 
_ to the Radcliffe Infirmary, and since 1927 medical officar to 
` Radley College. -He was born on May 16, 1880, and from 
Charterhouse went up to Magdalen College, where he gained 
a fitst class in the Final Honour Schools iri’ Physiology, and 
; then went on for ‘his clinical studies to King’s College Hospital, 
* graduating B.M., B.Ch.-in 1906. After holding housé appoint- 
ments: at King’s and at the Royal Free Hospital he> began 
' practice at Oxford in 1908, and took his D.M. in 1912. He 
_ served throughout the last, war in Flanders and Macedonia, 
reaching the rank of lieut.-colonel in command of the 82nd 


o 


the Royal - 
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Field Ambulance, and after the Armistice was posted to 


Transcaucasia. _ He was twice.mentioned ın dispatches and 
‘awarded the D.S.O. in 1918. He joined the B.M.A. in 1908 
and was vice-president of the Section of_ Obstetrics and 
Gynaecology at the Oxford Meeting of the Association six years 
ago.. He had also been president of the Oxford Medjcal Society. 
Sturrock was a keen golfer and fisherman, and his son’s per- 
formance -as an outstanding member of the Oxford crew gave 
him obvious pleasure. 


By the recent death at the age of 84 of Dr. HERBERT RYDING 
Mosse of Aldwick, near Bognor Regis, formerly of Hors 
the two principal medical charities have lost a generous frien 
of a type that they can sll spare, for he had subscribed annually 
to bath the Royal Medical Benevolent Fund and the Royal 
Medical Foundation of Epsom College for many years, and 
the total of these benefactions fell little, if at all, short of £600. 
In addition, he handed to Epsom College in 1928 stock then 
valued at "21,000--worth a good deal more now—to found a 
leaving exhibition, ‘tenable for one year only, by a boy enter- 
zing on some definite career. Dr. Mosse studied at Charing 
Cross Hospital Medical School, whence he became M.R.C.S., 
L.S.A. in 1882, and M.D.Durh. in 1885.. He was -house-surgeon 
at Charing Cross Hospital, R.M.O. at the Bolingbroke Hospital, 
Wandsworth, and M.O. to the Wandsworth Provident Dis- 
pensary. ~ He was a keen archaeologist and historian, and the 
-author of books on various aspects of Sussex history and pre- 
history. He was a Fellow of the Royal Horticultural Society, 
and a member of various other learned bodies. 


. Dr. Eric J. Waymark died on June 4 at the early age of 43 
years, after a short illness. He was educated at the Liverpool 
Collegiate High School and at Liverpool University, taking the 
M.B.,-Ch.B. degrees in 1923. After qualifying he held appoint- 
ments as house-surgeon at the David Lewis Northern Hospital, 
and medical officer to the Brownlow Hill Institution, Liverpool. 
At the time of his death he had been in general practice for 
fourteen -years, and had specialized in anaesthetics, holding 
appointments of honorary anaesthetist at the Liverpool Royal 
Infirmary and anaesthetist at the Walton Institution. Up to 
- two years ago he was honorary anaesthetist at the Women’s 
Hospital> During the latter months of the last war he served 
in France as second lieutenant with the 9th Batt. of the King’s 
Liverpool Regiment. Dr. Whymark took an enthusiastic 
interest in anaesthesia, being a valued member of the commit- 
tee of the Liverpuol Society of Anaesthetists, and his colleagues 
greatly mourn his loss. Whether in anaesthetic work or private 
practice his one thought was for the welfare of his patients, 
-and he was held in high esteem by all. 
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Universities and Colleges 





UNIVERSITY OF BIRMINGHAM 
At a Congregation on July 4 the following degrees were conferred : 
‘Hon. LL.D.—Arthur Stanley Barnes, MD, DSc., FR.C.P, Dean of the 
Faculty of Medicine, University of Burmingham 
M.D.—G._S. Hall. 


J E: Kerton, Jean D MacArthur, D. McL. McDonald, Mary P. McHugh. 
D J S Mcliveen, T. A Philips, $M. © Platten; P F. Rudd, D. C, Sachdeva, 
P. R Sondhi, P. R Stephen® J MacF Stuart, H O , R. S. Thorpe, 


A Watuon-Jones. 


The following scholarships, medals, and prizes have been awarded : 


Queen’s Scholarship (fourth year), I. Macnab ; (fifth year), R. W. Tudor; 
(final year), J. © Fulford. Ingleby Scholarships, W. H. Bond, J. C Fulford. 
‘Forwell Memorial Medal, M. C. Platten. Gamgee Memonal Medal, W. H. 
Bond Prestley Smth Prize in Ophthalmology, G. M Holme. Russell 
Memonal Prze, Elizabeth A. Johnson. Butterworth Prize, 
Leith-Newman Prizes ‘in Pathology (fourth year), Medical, Theresa Lazar ; 
Dental, N: Noms. Thompson Prize in Anatomy (third year), R. H. Strudwik. 
Windle Prize m'Anatomy, L. D. Abrams. Humphreys Memonal Prize, D. H 

* First-class honours t Second-clars honours. { Disuncton m medicine, 

Į Distiction in surgery 4 on m midwifery. 


UNIVERSITY OF BRISTOL 


The following candidates have been approved at the examinations 
indicated : á 

Fra, M B., Cu B.—! 2G. H Valentine, 134G. H. Wattley, SNancy R. 
Bakiwin, R. F. Brooks, Rosalie M Child, D G Daves, J, Deighton, G 
Hall, Joyce Kennard, 4A G H , EB 3 
Pardoe, A R. Rowe, N. Slade, M H Thomas, Jean WfMllace, G 
In Group 11 (completing examination) : K. 

1 Second-class honours. 2 Distncunn in 


13. 3 Distnctton in “medi- 
cine. 4 Dzstmetion in public health 5 Ds 


m suges. 


J. C Fulford. . 


la 
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` Health in Scotland ` A 

Jn the House of Commons on July 8 Mr. TOM JOHNSTON 
presented the health, housing, and education estimates for 
Scotland. He said there was evidence:of improvement in the 
physical “condition of school children despite the strains of 
war and, in some areas, an intensification of -overcrowding. 
There. was an increase in most respiratory diseases and in 
cerebrospinal meningitis, and a disturbingly high rate of infant 
mortality, but on the whole the public health was not detertora- 
ting. ant mortality per 1,000 births rose from 68 in 1939 to 
78 ın 1940 and 83 in 1941.. He had asked the Department of 
Health's Scientific Advisory Committee under Sir\John Boyd 
Orr to report quickly on the causes of this rise and to suggest 
remedial measures. Phe committee had co-opted a sub- 
committee of 12 experts on child health in Scotland. Mean- 
while, infant mortality figures for 1942 showed, so far, a definite 
improvement. E s 

With regard to infectious diseases the incidence of scarlet 
fever had fallen by one-half, and that of measles was 
also down; but there were increases in diphtheria, enteric 
“fever, and whooping-cough. . The number of diphtheria 
notifications, which averaged about 10,000 yearly before 


the war, rose in 1940 to 15,711; in 1941 there were 13,586, . 


but for 1942 so, far the number was again the pre-war 
average To-day 73% of school children and 58% of pre- 
school children ın Scotland were immunized. Among the 
immunized children there was one death ın about 1,000 cases ; 
among the non-immunized there were 427 deaths out of about 
7,000,cases. Referring to the outbreak of small-pox in Glasgow 
(Journal, July 11,,p. 59), 'Mr. Johnston said that of 33 cases 20 
had never been vaccinated and 13 had not been vaccinated 
since infancy. There had been 4 deaths. The City Medical 
Officer of Health and the Chief Medical Officer of the Depart- 
ment declared that the small-pox was of the most virulent and 
infectious type. The population of Glasgow had responded 
promptly to the apnedl: and 400,000 persons had gone volun- 
tarily to be vaccinated._ There was an adequate supply of 
lymph for all the population in the industrial area around 
Glasov. Several medical officers of health reported that since 
the outbreak of war there had been a considerable increase in 
venereal disease, and’ the Scottish Office was considering 
whether further measures of control were possible. There was 
a disturbing increase in scabies ; examination and treatment of 
verminous persons and the cleansing or destruction.of verminous 
clothing were being carried out in a number of areas in Scotland. 
Cerebrospinal fever, a disease largely accelerated by wartime 
conditions, was still 5 times the pre-war figure, but-in the first 
half of 1942 a considerable decline had been observed. Tuber- 
culosis still showed an upward tendency, notifications for 1941 
being 8,302, or over 800. cases more than in the last pre-war 
year. Mr Johnston here interposed the remark that the general 
health of Scotland would suffer greatly if next winter there 
was an adute shortage of domestic fuel. “He spoke of plans 
for using timber-mill waste as a fuel reserve next winter. 


Hospital Accommodation ` 
_ Before the war Scotland was short of some 3,600 hospital 
beds ; now it had, under Government ownership, 9 first-class 
acute hospitals with 8,000 beds, and 66 convalescent ones with 
3,800 beds. So long as the beds were not filled with war 
service cases they should be used, together with the doctors 


and nurses who were standing by, to reduce the waiting-lists. 


in the voluntary hospitals. Already nearly*6,000 of these wait- 
ing-list cases had been dealt with. An experiment in providing 
specialist diagnosis and treatment was being tried in the Clyde 
valley. Panel: doctors’ co-operation had been invited in this 
experiment, whereby any panel patient between the ages of 15 
and 25 could be referred to the Regional Medical Service for 
specialist diagnosis and, where necessary, hospital and con- 
valescent home treatment; These facilities were provided in 
the State hospitals and there was no charge. `The scheme began 
in January, 1942, and by July 3 some 610- cases difficult to 
diagnose had been dealt with. In some cases the hospital 
doctors recommended that the Ministry of Labour should 
transfer the patient to more suitable employment. Mr 
Johnston said he hoped to see the system of specialist 
diagnosis and free treatment greatly extended, both in age groups 
and in areas. It already covered an area in which about 44% 
of the panel patients ın Scotland resided. z 

Colonel ELLIOT-asked for information about the. supply of 
nurses for fever {nd tuberculosis-hospitals, and Mr. WESTwooD 
(Under-Secretary of State gfor Scotland) replied that there was 
a definite shortage of fturses in all spheres of hospital work. . 


ae ~ x 


tion of women to accept. 


Colonel ELLIOT thought that if the gross number of beds 
and the gross number of nurses and reserved nurses in Scotland 
were taken they would find they Had enough nursés. When 
the question of the -E.M.S. was raised the Minister of Health _ 
and the Secretary of State for Scotland had said that girls would 
not be asked to serve in tuberculosis hospitals. He thought an 
invitation shguld be extended to see whether girls were willing 
to release thé Government from tbat pledge and to serve any- 
where. The rate for contracting tuberculosis~in sanatoria was 
not, ın general, as great as the rate for contracting ıt ın ordinary 
hospitals, because greater attention was given ‘to the subject. 
In tume of war the nursing of tuberculosis was a form of ser- 
vice which-they might not unreasonably ask the younger genera- 

e - i 
- | Maternity Services 

Replying to the debate, Mr. WEeSTwoop said he had- beén 
asked for details of the local authorities where doctors had 
refused to work under the schemes for maternity benefit. An 
arrangement had been made with the British Medical Associa- 


‘tion through its central body, but some local Branches of the 


Association refused to accept the terms. There was no scheme 
in operation in Argyll, but a meeting had been arranged with 
the doctors with a view to an agreement. ` All doctors in 
Dumbartonshire, except those in Helensburgh, had agreed to 
work the scheme. In Orkney meetings were being held with 
the doctors concerned: In Selkirk county the doctors had ~ 
refused, but the matter was being taken up with the B.M.A. 
The scheme was not yet operating; but meetings with the doctors 


- had been arranged in the burghs of Ayr, Dundee, and Kirk- 


caldy. In Clydebank burgh only two doctors had agreed to 
give their services. Dumfmes county had a scheme which was 
not yet submitted, and in Dumfries burgh the scheme was not 
in operation. From the city of Edinburgh a scheme was-sub- 
mitted ın draft.- Glasgow had been allowed to postpone opera- 
tion of the scheme until December, 1942. Mr. Westwood dealt 
with the provision of nurses, and said that a committee had 
been set up under Prof. T. M. Taylor, Aberdeen University, to 
draw up an agreed scale of salaries and emoluments for State- 
registered nurses employed in Scotland in hospitals and ın the 
ublic health service, including-the district nursing service, and 
or student nurses. The scope had been extended to cover 
midwives, health visitors, school nurses, and tuberculosis 
visitors. A grant to cover-part of -the cost of any increased 
expenditure on nurses’ salaries was to be paid to hospital 
authorities. Thé Department awaited the report of that com- 
mittee. There was a shortage of approximately 200 nurses for 


tuberculosis. . l 
Call-up of Doctors’ Staffs 


On July 7 Sır LEONARD LYLE asked the Minister of Labour 
whether, in view of the serious shortage of doctors for the 
civilian population, he would allow the maximum leniency with 
regard to the calling-up of their essential staffs, such as dis- 
pensing and surgical assistants and secretaries. Mr. TOMLINSON, 
who replied, said that arrangements had already been made for 
safeguarding essential female staff employed by doctors. Quali- 
fied dispensers were not being withdrawn from their employ- 
ment, and applications for the deferment or retention of- 
secretaries and other assistants were considered individually 


- in the light of their qualifications and the possibility of adequate 


substitution. Sir LEONARD LYLE asked if a very serious situation 
was not already occurring with regard to the call-up of doctors, 
and if 1t would not grow worse, as was the case with the call-up 
of miners for the Forces. Mr. TomMLinson: It is precisely 
use of these circumstances that the procedure outlined is ' 
taken. Sir FRANCIS FREMANTLE: Is there any appeal from “a 
decision given against the deferment of the secretaries? Mr. 
TOMLINSON: No, not in the ordinary way, but there ıs always 
an appeal to the Minister himself in-the event of an obvious 
mistake having been made. 


r 


Analgesics given by Midwives—In reply on June 11 to Dr. 
Summerskill, Mr. BROWN reported that out of 188 local supervising 
authoMties in England and Wales, 61 had made arrangements, before 
December 31, 1941, for the struction of their midwives in the -< 
admunistration of analgesics at childbirth He woutd-consider the 
issue of a circular to the other authonties urging like action. Sir, 
FRANCIS FREMANTLE asked Mr. Brown, if such instruction were, not- 
part of the regular training of midwives, to see that it was introduced. 

Campensation for Nystagmus——On June 16 Major LLOYD -GEBORG 
informed Sir Francis Fremantle that in 1933_9,603 miners were in 
receipt of compensation for nystagmus, including 1,535 new cases 
and 8,068 cases continued from previous years.~ In 1938 the new 
cases numbered 1,019 and the continued cases 4,183, making a total. 
of 5,202, Figures for the war years were not available 

Deaths. from Cancer- and Diabetes —On June 23 Mr. ERNEST . 
Brown informed Mr. Leach that the numbers of deaths in England 
and Wales from cancer and diabetes in 1940 were: cancers 68,922; 
diabetes, 5,352. The figures for 1941, which were provisional, were: 
cancer, 69,228; diabetes, 4,865 - Jg 
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_ The Services... 





CASUALTIES IN THE MEDICAL SERVICES 
Acting Major Jonn Ewart Epson, R.A.M.C., died ori June 10. 
He was educated’ at the University of “Sheffielg and King’s 
College’ Hospital and graduated B.Sc. (with first-class honours 

in physiology) in 1929, proceeding M.Sc. in 1930, M.B., Ch.B: 
(with honours) in 1931, and M.D. in 1940. He was also 
admitted M.R.C.P.Lond. in 1936. He had held house posts at 
Sheffield Royal Hospital, and in 1935 was appointed- assistant 
medical officer to the Mayday Hospital, Thornton Heath 
Surrey, later becoming the sênior assistant medical officer o 
the hospital. He entered the R'A.M.C. as temp- lieut. in May, 

_ 1940, and was promoted capt. a year lgter. He was a member 
of the B.M.A. y 

- EPIDEMIOLOGICAL- NOTES 

_ 7 -- Discussion of Table 
In England and Wales, with the exception of measles, of which 
there were 244 fewer cases than in the preceding week, there 
was a general rise in the notifications of infectious diseases. 
The largest increases were those of dysentery, acute pneumonia, 








and diphtheria, with 80, 62, and 59 more cases than in the’ 


previous week, the two latter diseasés being evenly. distributed 
throughout the country. ` 
_ Although the figure for whooping-cou: r 
‘of that for the preceding week, individual counties displayed 
- considerable fluctuations. Rises were recorded in Yorks West 
Riding, Lancashire, and Kent of, respectively, 35, 30, and 24, 
and a fall of 81 was reported in Hertfordshire. : . 
The heaviest falls in -the incidence.of measles occurred in 


Middlesex 129, Hampshire 63, Surrey 57, and Hertfordshire 54, | 


but, in contrast to the general trend, rises were reported from 
Kent and Nottinghamshire, of 94 and 75. i : 
The increase of 80 cases of dysentery was the biggest differ- 
ence between two -consecutive weeks since last August. Fresh 
outbreaks oécurred in Cumberland -38 cases (Penrith U.D. 31, 
- Ennerdale~R.D. and Denbighshire 20 cases (Colwyn Bay 
M.B. 11, Ruthin R.D. 6,..Wrexham R.D. 3). In Yorks West 
Riding 28 cases were -recorded (16 from the outbreak in 
Wortley R.D., and the remainder distributed through five areas): 
13 cases from five administrative areas were recorded in 
Lancashire. / ` 
In Scotland the notifications of measles were 253 fewer than 
in the preceding week, Glasgow having-477,`a fall-of 223. 
i Small-pox > ; ae 
Six deaths’from the outbreak in Glasgow have been recorded 
up to July 10. A vigorous campaign for vaccination has been 
carried_out and over 400,000 of the inhabitants have been 


vaccinated. The cost of the outbreak has’ been estimated at ` 


£30,000. In-Swindon the local authorities have made chicken- 
` pox a notifiable disease, and over 18,000 people have been 

‘vaccinated. $ i . 

et oe Returns for the Week Ending July. 4 i 

- The notifications of infectious diseases during the week in 

England and Wales included: scarlet fever 1,396, whooping- 

cough 1,457, diphthéria .728, measles 7,581, acute pneumonia 

734, cerebrospinal fever 105, dysentery 242, paratyphoid 14, 

typhoid 4. DESE } - 
Vital Statistics of New York 7 


.: The New York Tuberculosis and Health Association, with 


the co-operation of the various United States Bureaux, has 
issued a handbook containing the recent statistics of New York 
and the five boroughs: of the city. The birth rate in. New 
York, which had been declining it was halved between 1915 
' and 1936), has during the last five years shown a tendency to a 
slight increase, and the rate of 14.4 per 1,000 of the population 
recorded in 1940 was the highest rate since 1933. The infant 
_ Mortality was-33.3 per 1,000 live births for the white popula- 
tion and 54.7 for the coloured. ‘The general death.rate for 1940 
, was 10.2 per 1,000, 0.2 above the value for 1938, which was 


; the lowest d&ith rate ever recorded. The principal causes of’ 
_ death were: heart disease and cancer, which accounted for one- ~- 


third and one-sixth respectively’ of the total deaths. - 


The ‘report consists of 17 tables and 14 diagrams, without - 


any text at all. In the foreword it is stated: “ Comparative 
death rates`have been computed bringing out areas of the city 
where special- attention 1s needed.” - This is hardly*the case, 
as no attempt has been made at standardization for age of sex 
distribution ; the rates are all-crude rates. The diagrams, 

, although of artistic-merit, are not informative and are often 
con tusing The tabulation of.leading causes: of-death by rank 

_ is unwi H and makes it very difficult to follow the trend of 
mortality by age: in one table thig-method resulted in 18 lists 
„of 10 causes of death. . “5° bo AN a sa 
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was only 5 in excess ' 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We. print below œ summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended June 27. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
week last year, for: (a) En and Wales (London included). (b) 
d. (d) Eure. (e) Northern Ireland. 


of Births and Deaths, and of Deaths recorded under each Infectious disease 
are for : (a) The 126 great towns in and Wales (including London), | (b} 
London (administrative county). (c) The 16 principal towns m Scotland. (d) 
13 principal towns m Eire. (e) The 10 principal towns m-Northern Ireland. 


‘ A dash — denotes no cases ; a blank space denotes diseaso not notifiable or 


no peturn available. 
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` Annual death rate (per 
1,000 persons li 12:5 
Live births -. _.. 6| 952| 464| 299 
- Annual rate 1,000 - 
persone Tiviag >M 19-7) 31-0] t 
Sullbirths 23% 17) 33 
Rute 1,000 total | _ s 
. 3 3 
* Includes y form for England and Wales, London (: tive - | 
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t Owing to evacuation schemes and other mBveqents of population, birth and 
vailable. ə e 
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A whole-day conference under the joint-auspices of the Nutrition 
Society and Food Group (Society of Chemical Industry) will be held 
at Bntish Medical Association House, Tavistock Square, London, 
W.C., on Saturday, July 25, beginning at 11am. The subject for 
discussion will be,“ Dehydration of Foods and the Effect on their 
Nutritional Value.” The following speakers will take part: Dr. 
Franklin Kidd on the Principles and Practice of Food Dehydration; 
Dr. E. M. Crurckshank, Dr. J. G. Sharp, and Dr. E C. Bate-Smith, 
on Meat and Eggs; Dr. G A. Reay, on Fish; Dr R. J. L Allen, 
Dr. J. Barker, and Dr. L. W. Mapson, on Vegetables ; and Sir Joseph 
Barcroft, on the Utilization of Dehydrated Foods. It 1s proposed to 
hold a conference on “ Trace Elements in Nutntion,” probably to- 
wards the end of October Further particulars can be had from the 
Hon Sec., Dr. Lesle Harris, Nutritional Laboratory, Milton Road, 
Cambridge. The Scottist®Group of the Nutrition Society is planning 


, the third conference in the series on “ Food Supplies in Relation to 


Human Needs "—namely, “ Signs and Symptoms of Deficiency ~ 
Diseases” This will probably be held in August or~September. 
Further information may be obtained from the Secretary of the 
Scottish Group (Mr. J. S. Thomson, Rowett Research Institute, 
Bucksburn, Aberdeen). ` 
The twenty-first Annual Geneial Meeting of the Medical Society 


” for the Study of Venereal Diseases will be held on Saturday, July 25, 


at 2 p.m., at 11, Chandos Street, Cavendish Square, W. Mz. Aleck - 
Bourne will give an address on non-gonococcal vaginal discharges, 
their diagnosis and treatment. 

The 101st annual meeting of the Royal’, Medico-PsycHological 
Association will be held at 11, Chandos Street, Cavendish Square, W., 
on Thursday, July 23, at .1015 a.m., when, following the business 
part of the meeting, there will be a discussion on “ Psychopathic 
Personality.” The speakers will include Prof. D K. Henderson, 
Major D. C. Carrol, Surg. Capt D. Curran, Wing Cmdr R..D. 
Gillespie, and Lieut.-Col. A. A. W. Petrie. ° 

The London Missionary Society announces that .Mr. R.,M 
Alderton, F.R.C.S., and Dr. Annie- Sydenham, members of the 


~Hong Kong staff of the society, are now interned in the Stanley 


Gao! in Hong Kong. 

The Minister of Health visited last week “ the country branch ” 
of the London Hospital which has been completed at Brentwood, 
Essex. Taken over early in 1941 as an Emergency Medical Service 
hutted hospital, it is now a modern bungalow-type building with 360 
beds.. The work was financed by the Ministry of Health and the 
hospital is staffed and run by the parent institution. Much of the 
equipment has been brought from Whitechapel and the rest provided 
through the aid of “ Bundles for Britain ” and the Red Cross and 
‘St. John War Organization. A number of beds are reserved for cases 
for which the Ministry is responsible. The Minister said that this 
arrangement was part of the general desire for the Emergency 
Scheme to help the big London teaching hospitals in any way found 
to be practicable to maintain at least some of their work under 
their own identity in safer and more “peaceful surroundings. He 
added: “Apart from the many thousands of extra hospital beds 
which we Have provided in various ways under our Emergency Hos- 
pital Scheme, we have, under ou: building programme alone, added 
over 51,000 beds to the nation’s hospital accommodation. The vast 
majority of these beds have been provided in the form of single-- 
story hutments. Many form sturdy self-contained~ hospitals—com- 
plete with operating theatres and equipment down to the last detail. 
Others are extensions to existing Hospitals.” 








Letters, Notes, and Answers 








QUERIES AND ANSWERS / 


Autoserotherapy for Hay-fever 


+ Dr. E. M. FraEnKev (Buxton) writes in reply to C.E B : I refer to 


my letter ‘‘ Treatment of Allergy ” in this Journal (1942, 1, 654). 
The simplest method for the practitioner is the use of the patient’s 
blood. The blood is drawn from the cubital vein by a sterile 
syringe of 10 or 20 c.cm and immediately injected into the gluteal 
muscle. I recommend the use of 10 c.cm. the first time, 15 c.cm. - 
after 5 days, and 20 c.cm. again after 5 days’ interval. In order 
to prevent clotting,-0.5 c.cm. to 1c.cm. of a sterile 5% to 10% 
solution of sod. citrate can first be taken into the syringe. ` 


3 Income Tax 

; x War Damage Insurance s á 
“ DELTA ” showed in his income tax return £32 10s. paid for War 
.Damaĝe Insurance of his x-ray apparatus, and £7 4s, 50% of 
the contribution payable on his house. No deduction for income 


in respect of an x-ray tube that was damaged as a result of enemy 
‘action, and this sum has been deducted from his apparatus 
account. $ 

*." Section 84 of the War Damage Act, 1941, provides that such 
payments shall not be taken into account for income tax purposes, 
but that sums received by virtue of the arrangements made under 
that Act have to be’ offset against expenditure on repairing or 
otherwise making good war damagt. ` As “ Delta ” suggests, one 
would normally assume that if insurance contributions are not 
allowable for income tax purposes the resulting receipts should not 
be taken into account, but that view.is overruled by the specific 
enactment referred to above. , ` 


LETTERS, NOTES, ETC. nS 

` The Medical Directory, 1943 

J. & A. CHURCHILL, Lr, 104, Gloucester Place, Portman Square, 
London, W.1, write: To maintain the accuracy of our annual 
volume we rely upon the return of our schedule, which has been 
posted to each member of the medical profession. ’ Should the 
schedule have been lost or mislaid we will gladly forward a dupli- 
cate upon request. The full names of the doctor should be sent 
for identification. 


. Films in First-aid Teaching 
Films, and in especial colour films, have come to stay in the teaching 
of first-aid practice. It is essential that such films should be good 
both in matter and in the manner in which they have been pro- 
duced. We recently described such a film taken in colour by 
.Mr. B. H.. Humble and Dr A. G. Mearns of Glasgow, and lately 
have had the opportunity of viewing another produced by Mr W. 
McAdam Eccles, who since the beginmng of the war has been 
medical officer in charge of a central aid-post in London. The 
primary object of this film was to show to St. John and Red Cross 
Personnel, particularly those who had not received their “ baptism 
of blood; the precise details, on the night of a raid, of what 
actually occurs in a post receiving varied casualties. A whole 
night’s work is depicted, and very well photographed, the work of 
an efficient amateur in the person of Dr.D. W. Seth-Smith. The 
film shows the organization of the aid-post, with nurses, orderlies, 
medical officers, and other workers engaged in their prescribed 
duties on a plan worked out with great thoroughness, and is an 
example of really good team work. Certainly no pains were spared 
to present casualties varied in type and differing in their serious- 
ness. The film gives details of treatment which are of great value 
in teaching, such as are difficult to be grasped except by seeing 
them actually carried out. The treatment shown is necessarily that 
which is given by skilled persons ın a well-appointed aid-post. In 
addition, methods of carrying the wounded, the need for quick . 
Perception of the gravity or otherwise of injuries, and the decision 
as to the disposal of-the. patients are all excellently portrayed 
Actual bleeding-points are controlled by digital pressure, by pres- 
` sure forceps, and by suturing, as in the case of a bad scalp wound. 
The producers had the invaluable help of Quartermaster J 
Magrill, B.R.C.S., whose skill as a designer of wounds and in 
- stage management is great. Further, his spoken commentary as 
the film is thrown upon the screen shows him to be a master of 
the subject. It is, perhaps, unfortunate that a sound track of his 
comments has not as yet been made, so that the completed film 
- could travel freely about the country and oyer-seas, and thus give 
that visual aid to many_instructors now at work, and so bring new 
ideas and new interest before the keen persons in their classes 
The film is an 8mm one and ıs silent, and its running time is 
about half an hour. We commend it unreservedly to all con- 
cerned in the efficient training of personnel who have to treat air-- 
raid casualties. Applications to view it may be sent to: The 
Manager, Colour Film of Casualties, B.M.A. House, Tavistock 
Square, London, W.C.1. 


: `~ 





3 MEDICINE 100 YEARS AGO 
Extract from the Provincial Medical Journal of July -11, 1842: 


“ The poor man must have his doctor as well as the rich, and 
care should “be taken that he be not driven, by expense, to seek 
-advice from sources~less competent than such as n@w supply it to 


- him. The generäl' practitioner should be upheld in making proper 


charges for his time and skill; but for many and obvious reasons, 
it would be unwise to deprive him of the power of dispensing his 
own medicines. If duly qualified practitioners acted under a public 
licence, the protection of the profession against unqualified and 
ignorant pretenders might well be left to the authorities of the state, 
and medical men would thus be relieved from the onerous and in- 
vidious task of prosecuting offenders; but the best protection of the 
profession is to be sought in an enlightened public, who, it must be 


-acknowledged, are not backward in remunerating medical men for 


their services, and the skilful and duly qualified practitiener will 
-always in the ¢nd have the advantage over the empiric and 


tax purposes is.alloweff for these payments. He has received £31 ‘ incompetent intruder.” 3 


[} ~ ` 
> 4 
, a- a a 


' individual it is logical to includé not ‘only the whole 
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: Sapan ites | Sir , ROBERT STANTON ‘WOODS, M.D., F.R.C.P. 

i Consultant Adviser in Physical Medicine,. Member-of the Committee on Rehabilitation, E.M:S , Ministry of Health 


The Oxford Dictionary defines “ rehabilitation ” as “ réstor- stimulation, properly applied.“ They ‘have further shown that 
ation to privileges.” In the medical sense this would the maximum effective “time” dose is of the order of “a 
signify restoration to the privileges of health, so far as stimulus which is interrupted for 5 seconds every 5 seconds and 
ore $ i Sr P applied for twò minutes three times a day.” This is ın 
this is’ possible,- In consideringr the, rehabilitation of an contradistinction to the method usually taught, in accordance 
l z 1 _ with which a current of almost maximal intensity of stimulus 
therapeutic procedure but also the mental and material -is applied at a rate of about 2 per second with no prolonged 
environment to which he is subjected , from the moment pause, the whole treatment lasting up to 10 minutes or even 
of ‘the onset of his disease or the infliction of his injury. longer—a total of stimulation time incomparably greater than 
-In the moře restricted sensé.of “the term, however, which that of Magladery and Solandt’s maximum. This matter is 
alone is brought under survey here, efforts to rehabilitate . worthy of stress, especially as, in a recent article (Gutmann and 
can be considered under the heads of passive: physical Guttmann, 1942), the statement appears that “ the galvanic 


3 Se : : . exercise treatment is the more successful the more the individual 
ee the pagel oe eaten Fan achive (voli. [denervated] muscles are exercised.” Over-stimulation of such 


a : : wasted and grossly abnormal muscle is entirely comparable to 
In many instances the whole of the programme may with the administration of large doses of strychnine to a failing 
advantage be started as soon as the patient arrives in a hospital myocardium. A- similar caution is relevant to all physical, 
bed. In general,.it can be stated that, if there are no indications as indeed to all therapeutic, agents. The dose must be graduated 
to the contrary, the-earlier this special rehabilitation treatment in accordance with the residual capacity of the individual and 
is begun the better. Thus, for example; a patient who is of hus tissues to respond; an adequate dose for one would 
. admitted from the-waiting-list for an abdominal opération will constitute gross over-stimulation in another. 
often benefit from pre-operational abdominal and general Certain conditions also are notoriously sensitive to excessive 
exercises; the precursors of an operation.-for an internal active use: that in which the danger is most commonly 
derangement -of the knee’ may very usefully be faradic and recognized is dislocation of an elbow, especially in children or 
““ active” (volitional) contractions of the thigh muscles; while adolescents, though certain derangements of the knee are also 
an individual with a lower limb in plaster ought to begin susceptible. On the other hand, the safe or rather optimum 
weight-bearing exercises as soon as he is ambulatory. _ - degree of activity can often be assessed only after trial, under 
In the past a-prescription of “rehabilitation” therapy has skilled’ medical supervision. Every rehabilitation department 
| too often been made out with a view solely to recovery of the ‘ought therefore to be continually supervised by a medical man 
diseased or injured region, to the neglect of the general mental skilled in the use of physical agents. Reference will be made 
and physical make-up. ‘Recent conceptions of the aims of later to the lack of this feature in the majority of hospitals 
‘treatmént render-it improbable that this error will persist ; otherwise well equipped, and to the reasons for this defect. 
indeed, the danger is that the pendulum should swing too far, There is a growing tendency to decry the value of so-called 
to the deglect of those other,equally indispensable, extrins:c passive therapy and to depend almost entirely upon the therapy 


 factors—massage, electrotherapy, thermotherapy, etc. _ of active function. Both are indispensable and gan often be 
. E iaaa give te : usefully employed concurrently at certain stages in the history 
Aims - ' , of am injury or an ailment. Where normal tissue function is 


In the strict sense of the term there is no form of treatment for any`reason suspended, and tissue nutrition, through defec- 
which can be designated “curative”; in choosing any thera- tive blood supply, is in consequence suffering, artificial stimula- 
peutic or prophylactic procedure, one’s aim ought always to tion of functional and vascular activity may partially replace 

_ be to elicit such responses in the tissues and~in the mentality normal conditions. One of the most striking and tragic 
of the individual.as are likely to assist in the recovery or illustrations of neglect of this principle is the permanently 
maintenance .of health. To no part of~medical or surgical board-like hand which may result from the complete immobili- 
treatment does this-apply with greater force than to so-called- zation, with weight extension and without physiotherapy, of 
“ rehabilitation ” therapy; the physical agents employed can, an upper limb for a-high humeral fracture. “Passive” and 
“without gross exaggeration, be looked upon as tissue “active” therapy do ‘not constitute stages in treatment. 
“insults,” and it is necessary to be continually alert ‘lest the Voluntary effort ought to form part of rehabilitation treatment 
insult be so gross, or the tissue so debilitated, that the latter at as early a.stage as it may do so with safety, and passive 
is incapable of response, and consequent harm result? therapy is with advantage often continued long after recovery 

The therapeutic effects of almost all these physical agents of function has begun. g 
depend primarily upon a stimulation of the peripheral circula- HENT 
tion—venous and possibly lymphatic in some cases, arterial - Provision in the E.M.S. 
in others. As regards massage, this- is obvious. : To the effects, In the Emergency Medical Service there is very extensive 


tS 


- however, of electrically stimulated muscle contraction a similar provision of facilities for all these activities. Because in time 


_ statement applies, and this therapeutic measure is an excellent of war the great preponderance of ‘disability in the Services 
| instance of the ease with which „the. optimum,. dose of the ~is due to injury, while in totalitarian war_a large proportion of 
-X tissue stimulus may be overstepped.* Until:recently’.the thera- civilian disability: is also due to enemy action, the earliest 
„> peutic effectiveness of this stimulus has been in dispute. hospitals in the E.M.S. to be fully equipped in this respect 
', Magladery and Solandt (1940) have, however, demonstrated were the so-called orthopaedic centres. At each of these there 
Ì that the- wasting of denervated muscle can be retarded by such have for some time existed departments of physiotkerapy, of. 
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local and general remedial gymnastics, and of occupational 
therapy. At every such ‘centre which has been enlarged by 
the building of -hutted extensions these activities are housed 
in several specially designed huts; while at those centres at 


which the original hospital buildings did not necessitate this ` 


enlargement, éuitable indoor spaces have been allocated to these 
purposes and the appropriate structural alterations made. 

It was, however, obvious from long before the beginning 
of the war that these comparatively few orthopaedic centres 
would be insufficient for the numbers of war casualties which 
occurred or arrived in this country. The next step, therefore, 
was a much wider provision of rehabilitation facilities in the 
Service, in accordance with a decision of the Minister that 
every Class I E.M.S: hospital of 300 beds and upwards should 
reserve and prepare enough space to accommodate physio- 
therapy and indoor treatment by remedial exercises. 

Later still, three types of fracture department, “A,” “B,” 
and “C,” were selected—“ A” and “B” as parts of general 
hospitals for long-stay and short-stay fractures, respectively, 
while the “ C ” departments, for civilian out-patients, are situated 
partly in hospitals and partly in certain clinics. In connexion 
with the “A” departments, as full provision for rehabilitation 

“treatment, in proportion to size, ıs being provided as at 
orthopaedic centres; while “C” hospitals and clinics have 
been chosen because they already possess-rehabilitation facilities 
adequate, to their functions. 

The housing accommodation for such a' rehabilitation depart- 
ment at a large, hutted orthopaedic, centre consists of the 
following: (1)'A building, 144 ft. by 24 ft, for massage, electro- 
therapy, radiotherapy, thermotherapy (including short-wave 
therapy in some), and the earlier stages of remedial exercise ; 
at one end of the building are “ offices.” for the staff. (2) A 

. gymnasium, 60 ft. by 24 ft., for more advanced local and 
general rehabilitation gymnastics. (3) A room or rooms for 
handicrafts and carpentry. 

Outdoor space is generally available for the more active 
forms of therapy, and full use is made_of this, and especially 
of football, cricket, tennis, and even golf facilites. _Stereotyped 
“P.T.” is dead. Š j 

In equipping these departments with technical apparatus, 
at first only the most simple types were provided, and particu- 
larly such types as would be in greatest demand for the treat- 
ment of battle and bomb casualties. Gradually. however, it 
has been possible to supply some of the more specialized forms 
of equipment, and the rehabilitation departments are becoming 
more and more elaborately-set out, while at the same time 
the provision of unessential varieties of apparatus 1s avoided. 

The technical personnel’ which are recognized as being 
necessary to carry out the varied treatment belong to three 
groups—namely, members of the Chartered Society of Massage 
and Medicaj Gymnastics, male physical-training instructors, 
and occupational therapists. 

With such facilities as have just been briefly outlined, 
rehabilitation activities at a large orthopaedic centre are 
obviously extensive, complicated, and diverse. The simplest of 
these begin in bed, and it 1s now the routine in E.M.S. hospitals 
for every patient who is confined to bed to perform at stated 
times during the day such exercises as' arg medically advisable, 
so that when confinement to bed is no longer necessary the 
individual ought to find himself at a much more advanced 
stage of general fitness than he would have been -under the 
former regime of almost complete passivity. Pre-operational 
exercise and muscle stimulation are also coming more and 
more into use, to the obvious advantage not- only of the 
muscle groups at the site of operation but of the patient’s 
general tone and resistance. 

All those who are ambulatory ought to attend the various 
departments. In the so-called “ physiotherapy ” department the 
members of the C.S.M.M.G. not only administer the various 
therapeutic agents there in use but also supervise the earlier 
stages of remedial exercise, with patients singly or in groups 
and exercising either freely or by means of gymnastic apparatus. 

Many large hospitals are now provided with physical- 
training instructors, in the majority of’ instances supplied by 
the aay gymnastic staff and consisting of N.C.O.s who, in 

* addition fo their instructional training, have undergone a special 


course pF remedial gymnastics. as „5000, AS 72 iponyaleseent,. ike ish. „o Magladery, J. W , and Solandt, D. Y. (1940). , Bra m8 255.52, 


is capable of doing so, he joins one of the carefully graded ` 
groups for physical exercise. In its nature this is entirely 
divorced from the old “physical jerks,” and is made up of 
a combination of more or less formal physical training with 
indoor and outdoor games. In the winter much of this treat- 
ment is çarried .out in the gymnasia, already described ; 
but advantage®is taken of any out-qf-door space, and at many 
of the E.M.S. hospitals it is possible to make use of football,, 


~ tennis, and ‘golf rehabilitation. 


Occupational therapy is a standard part of treatment at 
all orthopaedic centres and at every hospital with a “ Group A” 
fracture department, and trained personnel! for this work -are 
increasing ın numbers, the Ministry having instituted an inten- 
sive course of training at one of the orthopaedic centres. The 
remedial aspect of productive occupation is partly physical 
and partly psychological, and the occupations consist of light 
crafts such as weaving, basket-making, and wool-mat-making, 
as well as of heavier work, mainly carpentry. In addition to 
these, at many centres the hospital gardens function as remedial 
agents. j ; 

The fullest advantage cannot be taken of such a complex 
organization, in which the same patient is undergoing treatment 
in all the three main divisions of rehabilitation, unless there 
is an efficient system of timekeeping, and at some large E.M.S. 
hospitals such a system is in use. This is under the supervision 
of an organizer, whose duty iť is to see that every patient, 
observes his therapeutic time-table. _~ 

Medical Pe:sonnel.—It must therefore be obvious, and it is 
now officially recognized, that specialized medical supervision 
of these activities is essential to the complete efficiency, of a 
rehabilttation department in order to ensure the correct applica- 
tion of, all the methods and physical agents used and, of even 
more urgent importance, to hold the proper balance between 
activity and rest in a population consisting not only of con- 
valescents but of convalescents at varying stages of recovery. 
This medical supervision, however, has provided the most 
difficult of all the problems in connexion with the organization, 
and it would be idle to suggest that the difficulty has been 
overcome. That it has not is due to the very great expansion 
of rehabilitation facilities under the Emergency Hospital 
Scheme—at the newly established orthopaedic centres, in all 
Class I hospitals of 300 beds and over, in the special fracture 
hospitals, and at certain other special centres, such as neuroses 
centres, head centres, eté. ; whereas it is almost literally accurate 
to say that before the war there were no specialists in physical 
medicine attached to hospitals outside the Metropolitan Area 
and the comparatively few large provincial centres. Even in 
London a typical “ sector,” with a teaching hospital at its apex, 
might furnish one or at most two such individuals in normal 
times attached “to the teaching hospital, while with wartime 
expansion there have sprung up in the sector four or five other 
centres each of which may at present contain two or three 
times as many casualty beds as its parent and each of which 
Ought to be provided with a physical medicine specialist. In 
the extra-metropolitan “regions” the situation is even worse, 
and is being progressively aggravated by the withdrawal into 
the Army of ever greater numbers of medical men. This 
withdrawal threatens to render futile, owing to lack of candi- 
dates, a scheme for an intensive course of trating of medical 
men in rehabilitation therapy set up under the Emergency 
Medical Service. The desirability of such medical supervision, 

“now Officially’ recognized, ought to be obvious ; its virtual 
indispensability, however, is fully realized only after comparing 
centres where it exists with those where there is no such unified 
control.¢ : 


The policy of the Ministry is, at any rate at præent, not in 
favour of the setting up of rehabilitation “ centres.” After the 
war, however, it is almost certain that such institutions will 
be found necessary, and the present emergency might, if the 
individuals were available, lead to the equipment of a number 
of men and women with a training which would render them 
competent to supervise a form of therapy“ whose post-war 
establishment will represent a great and long-advocated advance 
in the treatment of injury and disease. 
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DIPHTHERIC HEART-DISORDERS IN 
CHILDREN 
BY 
C. NEUBAUER, M.D. e 


R.M.O., City Hospital for Infectious Diseases, Walker Gate, 
Newcastle-upon-Tyne 


Among all the ill effects which diphtheria may cause in 
childhood the damage inflicted on the heart is the most 
serious. The vast majority of deaths in children due to 
this disease occur as a result of injury to the cardio- 
vascular system. A few cases of the laryngeal type result 
‘in death from mechanical obstruction and some others 
from pharyngeal ‘paralysis. Practically all the remaining 
deaths are due to some form of cardiac failure. 


Knowledge of the pathology, clinical signs, and treatment 
of diseases of the heart has been much increased in recent years 
by electrocardiography, and it is proposed to give an account 
of 100 cases of diphtheria with myocardial lesions observed 
from the onset to either convalescence or termination. These 
fall into three groups: (1) lesions of the heart musculature ; 
(D abnormalities of rhythm ; (3) interference with conductivity. 


The Myocardial Lesion 

The clinical signs of this condition are well known. Chief 
among them are listlessness, pallor, and increase or decrease 
in the pulse rate. Albuminuria may be found, and when 
present to a marked extent during the early stages of the 
disease is regarded as a bad prognostic sign. 

The Electrocardiogram.—Alterations of the T-wave, S-T 
stretch, or of both, are often found. The T-wave is low in 
comparison with the preceding P-summit, the height of which 
is normally half that of the T. In other cases the T-wave 
is either absent or inverted or diphasic, in which latter case 
the inverted part is followed by a final wave. These signs 
are regarded as pathological in children if they occur in lead I 
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Fic. 5, Fic. 6 
Fic. }.—T-wave very low . 
. 2.—T almost isoelectric. 
Fic. 3.~S-T stretch dislocated, T diphasic. 
Fic. 4.—S-T dislocated and almost horizontal. 
Fic. 5.—S-T a steep line, connetting S with T. 
Fic. 6.—S-T dislocated, T inverted. 


or leads | and H, or in all three leads. It has been shown 
in recent years that the degree of dislocation of the S-T stretch 
is of as much importance as variations of the T-wave in 
myocardial lesions, perhaps of even greater importance. The 


«stretch to estimate its dislocation. 


S-T stretch is compared with the level of the preceding P-R 
Slight dislocation of : 
than 0.5 mm. may be disregarded, but any dislocation exceedin 

1 mm. is pathological. It must be remembered that variations 
of this type are seen normally in lead HI, that a figt or diphas 










located and the T-wave flattened in lead I. If these v 
are kept in mind the abnormalities in the electrocardiogram can 






be considered as due to myocardial damage caused the 
diphtheric toxin. Indications of the pathological changes in the 
myocardium are sometimes found when the clinical signs are 


still doubtful. At the same time evidence of myocardial 
damage is sometimes stilt found when clinically the child 
appears to be quite recovered. The importance of the latter 
fact is obvious. At this hospital no child who bas had a 
myocardial lesion is discharged until the electrocardiogram 
returned to normal. Failure to ascertain that a myocardia 
lesion has completely cleared up may account for reports about 
slow recovery after diphtheria in certain cases, and for those 
tragic instances when a child dies suddenly at home after 
discharge from hospital. The electrocardiogram returns to 
normal again after 3 to 4 weeks in light cases, after 6 to 7 
weeks in moderately severe cases, and after 10 to 13 weeks 
in severe cases in which a myocardial lesion is present without 
any disturbance of conductivity, In the present series of cases 
38% show evidence of myocardial damage without any dis- 
turbance of conductivity. Some examples of variation in the 
T-wave and S-T stretch in cases of diphtheric myocarditis are 
shown in Figs. 1-6. All of them are lead IL 





Abnormalities of Rhythm 
Sinus. Tachycardia.-Sinus tachycardia is very often seer 
during the febrile period of diphtheria, and is of no special 
significance. Tachycardia which persists into later convalesoetice 
should be carefully investigated. If the tachycardia is due to a 
myocardial lesion, evidence of the latter will be found together 
with the signs of the tachycardia. 





Fic. 7 


Case I: Fig. 7.—Beryl H., 44 years; 29/12/1941; iSth day of 
disease. . 

Lead If: Regular iachycardia, rate 120. 
4/10 mV; duration 0.12 sec. 

Sinus Bradycardia—Bracycardia is often found in the early 
CS, 


+ 
R notched: voltage 
§-T below the base-line. T diphasia. 


‘i 






convalescent stages of diphtheria as in other infectious dise 
The condition may, however, be due to cardiac damage. Gross 
bradycardia should always be carefully investigated to. exchide 
a cardiac lesion. An,electrocardiogram enables a differential 
diagnosis to be made at once. 
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Fic. 8 


Sinus Arrhythmia—Sinus arrhythmia is a common cause of 
cardiac irregularity in childhood and has no pathologicai i 





ficance. It should be carefully distinguished from more seri 
forms of irregularity, as otherwise the activity of a healthy 


DUS 


child may be quite unnecessarily restricted. í 

Extrasystoles—Extrasystoles are not gentrally regarded as 
of serious import, and to a certain@point the same may be said 
of them when they occur during the Burse ofsdiphiheria. 
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: Fig, 8—Robert L, 5 years; 22/8/1941; 22nd day of 


Interference with Conductivity 
The Auriculo-yentricular Block 
Partial-a.-v, Block-—This is a serious condition in which there 
is a lesion either of the a.-v. node itself or of the bundle of His 
and the surrounding myocardium. It occurs in severe infections, 
mostly of the gravis type. Clinical evidence of the condition is 
limited to bradycardia together with enlargement of the heart, 
but a definite diagnosis is impossible without an electrocardio- 
gram. This latter shows a lengthening of the P-R interval, 
which normally in children does not exceed 0.12 second: A 
P-R interval of 0.2. second or more ‘must be regarded as 
definitely pathological. Partial a.-v. block was found in 17% 
of the present series. 5 
Case 3: Fig. 9-—Rosalie B., 3 years; 18/10/1941; 13th day of 
disease. 
Lead II: Action regular. P-P 1.47 sec. Rate 40. P-R 0.36 sec. 
R notched near the peak., S-T below the base-line. T upright. 
Complete a.-v. Block:—Clinical signs. An early symptom of 
the condition is often a syncopal attack in which the child 
is blanched and collapsed. The most marked feature is the 
extreme bradycardia, the pulse rate dropping to 30-40 a minute. 
Following a syncopal attack the patient remains pale and 
cyanotic, with coldness of the face and extremities and a livid 
tinge in the cheeks. Theexpression ‘is anxious and there is 
often precordial or abdominal pain, together with- marked rest- 
lessness and vomiting.: Within one or two days the liver shows 
- evidence of enlargement. Complete a.-v. block was found in 
. 5% of the present series. 
` The electrocardiogram shows that the P-summits occur at 
équal intervals. The ventricular complexes also occur at equal 
intervals, but their. rate is much. less thap:that of the auricles. 
The varying length of the P-R intervals shows. that there is 
no connexion between the auricular.and ventricular contractions. 


Case 4: Fig. 10.—Rosalie B., 3 years; 20/ 10/1941; 15th day of 


: disease, 


Lead II: P-P 0.65 sec. Auricular rate 92; R-R 2.00 sec. Ventri- 
cular rate 30,- The auricle is beating three times more quickly than 
the ventricle, It is a 1:3 block. R widened and notched; duration 
0.18 sec.; voltage 1/4 mV. T upright. 


Lead JIT: P-P 0.65 sec. Auricular rate 92. R-R 2.30 sec. Ventri- 
cular rate 26. Duration of ventricular complex 0.14 sec. T inverted. 


Bundle-branch Block 


Partial Bundlé*branch Block.—In the present series 19% of 
the cases sħowed evidence of this condition, which, as in the 
case of partial auriculo-ventricular block, can only be definitely 
- diagnosed by use of the electrocardiogram, This- shows a 
prolonged duration of the ventricular deflection, which normally 
does not exceed 0.05 second. In this condition it may be 
prolonged to. 1 second or more, while the ventricular deflections 
are seen to be splintered-and notched. = 

Case 5; Fig. 11.—Prancis W., 5} years¢ 24/2/1942; 9th day of 
disease. 


2 * 

Lead I: Action regular. R-R 0.75 sec. P indiscernible. Ventri- 
cular complex of low voltage. R splintered and thickened ; duration 
0.1 sec.. S-T below the base-line. F isoelectric, . 

Lead II: P-P 0.80 sec. Rate 75, P-R 0.20 sec, Ventricular 
complex splintered at the peak; voltage 6/10 mV; duration 0.1 sec. 
S-T far below the base-line. T diphasic. ; 4 


Lead IIE: R-R 0.80 séc <P indiscernible. Ventricular complex 
splintered and notched; voltage low; duration 0.05 sec. T isoelectric. 


Complete Bundle-branch Block.—This condition occurred in 
4% of the present series. The chief characteristics seen in the 
electrocardiogram are that R, S, and T waves are of high 
voltage ; that a marked R-deflection is followed by an inverted 
T, while an exaggerated S-deflection is followed by an upright 
T, and that the duration of.the ventricular complex is prolonged 
together with splintering and notching of the deflections. ater 

„Case 6: Fig. 12.—Ronald R., 5 years; 4/9/1941; 10th day of 
disease. », be ee nile 

Lead I: P-R 0.31. sec.e R 
7/10 mV; duration 0.15@e¢.. T inverted: i 

Lead II: Voltage of S 14 mV: duratién 0.11 sec. T upright. 

AJ . ` 


splintered and notched; voltage ` 


Lead HI: Exaggerated S; voltage | mV; duration 0.14 sec. T 
upright. s ; Eos . i 

Left bundle-branch block. 

Case 7: Fig. 13—Jean W., 2 5/12 years; 25/2/1942; 8th day of 
disease. 

Lead I: P- 0.82 sec. Auricular rate 73. S-S 2.39 sec. Ventri- 
cular rate 25, S splintered; voltage 6#10 mV; duration 0.14 sec. T 
upright. i 

Lead II: Auricular deflection almost indiscernible. S-S 2.10 sec. 
Ventricular rate 28. Ventricular complex shows a notched down- 
ward deflection, the voltage of which is 1/3 mV, the duration 
0.1 sec. paty : 


Lead HI: Ventricular. complex shows a very high R; voltage 
l} mV; duration 0.1 sec. T inverted. 


Right bundle-branch block. 


Auricular Fibrillation 


The electrocardiogram has shown that auricular fibrillation 
does not only occur in severely damaged hearts, but may also 
be seen as a transitory. phenomenon in children When the heart 
muscle is undamaged. 

Transitory Auricular Fibrillation-——This. condition may arise 
in children during diphtheria, and may last @ few hotits or 
a few days. No abnormal clinical signs.can- be detected either 
before or after the attack, and the patient is not disturbéd or 


_ distressed. ` The prognosis. is. good...-The: electrocardiogram 


shows typical auricular fibrillation, but there aré no other ‘signs 
of myocardial damage. The condition occurred in 2%. of the 
present series. 

Case 8: Fig. 14—Irene G., 5. years; 9/10/1941; 29th day of 
disease. - 


Lead II: Action irregular. R-R 0.56 to 0.64 sec. Ventricular com- 
plex of normal configuration; voltage 8/10 mV; duration 0.05 sec. 
P-summits absent. The ventricular deflections are connected.‘ by 
oscillations, .T-waves deformed ‘by oscillations” falling with them. 

Lead HI: Action irregular. R-R 0.60 to 0.63. sec. P absent. 
Ventricular complex of normal configuration; voltage 6/10. mV; 
duration 0.05 sec.; connected by oscillations. aae OE aa 

Two days later the eclectrocardiogram did not show “anything 
abnormal.” The child had a normal convalescence, ee 

Auricular Fibrillation’ in Severe Heart Lesions.—Patieits who 
develop this condition show, signs of myocardial “damage for 
a period. sometimes long and ‘sometimes short, before the onset 
of auricular fibrillation. The prognosis is very poor, especially 
in those. cases...in. which ‘congestion. was . preserit before -the 
fibrillation started. According. to Lewis, “the ..auricular 
fibrillation. loads the already defective muscle. with an extra 
burden.” The electrocardiogram shows all the signs of a severel 
damaged heart muscle. i 

Case 9: Fig. 15.—Robert B., 3 years; 12/2/1942; 55th day of 
disease, i 

Lead 1: Action irregular, P. indiscernible: There are oscillations 
in the first cycle, Ventricular complex: voltage very’low (1/4 mV). 
S-T on the base-line. T round. 

Lead H: Action irregular, P. absent. There are oscillations con- 
necting the ventricular . deflections, which are ‘of low: voltage 
(1/2 mV). T round and deformed by oscillations. 


Lead HI: Action irregular. P indiscernible. Voltage of ventri- 
cular complex 1/2 mV; duration 0.05 sec. T very low i 


cycles, isoelectric in others. There are oscillations between the ventri- 
cular complexes. . jae 


` The Occurrence of Death from Diphtheric Heart-disorders in 
x Children 


Death may occur, sometimes with startling suddenness, in 
the first ten days of the disease... This often happens in severe 
cases of the nasopharyngeal type.due to the gravis strain of the 
organism. The .fatal issue in these cases is usually brought 
about py one of three conditions: s 


A. Gross Myocarditis —The electrocardiograny shows evi- 
dence of extreme myocardial damage. : 


Case 10: Fig. 16—Alan W., 9 years: admitted 26/7/1941. Onset 
25/7/1941. . Severe’ nasopharyngeal diphtheria. KLB- Anti- 
diphtheria serum 60,000 units intravenously. 28/7/41: Membranes 
separating. 2/8/41: Vomiting, pallor, cold extremities.: “blood 
er a 110/84. 3/8/41: -Electrocardiogram taken 12 hours before 

eath. ; 

Lead I: Action irregular. R-R 0.85 to 0.87 sec. P imperceptible. 
Ventricular complex splintered; voltage 1/5 mV; duration 0.16 sec, 
S-T dislocated. T isoelectric. 

Lead II: R-R 0:85 to 0.89 sec. P absent. Ventricular complex 
shows a downward deflection of 1/5 mV voltage and @:15 sec. 
duration. T faintly indicated. i eect 
Lead TIL: R-R 0.80-to'0.87 sec. P indiscernible. Ventricular com- 
plex: voltage 1/3 mV, duration 0.1: sec. T isoelectrio. ` 
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B. Acute Complete Heart-block (Case 11: Fig. 17)—Rosalie B., 
3. years, Onset gradual, about one week. Admitted 11/10/1941, 
Severe pharyngeal diphtheria. K.L.B.-+. Anti-diphtheria serum 
30,000 units intraperitoneally. 12/10/41: membranes separating. 
16/10/41: blood pressure 76/63. 18/10/41: syncope ; partial a.-v. 
block ; myocardial lesion. 19/10/41: complete heart-block; pulse 
36; cardiac dullness enlarged; liver swollen; vomiting. 20/10/41: 
pole rate 20; cyanosis: eclectrocardiogram taken 2 hours before 
eath. 


Lead IIL: Complete a.-v, block. Auricular fibrillation. 





C. Ventricular Tachycardia (Case 12: 
years, admitted 13/12/1941; 
geal diphtheria. 


Fig. 18)—Brian D, 3 
4th day of disease. Severe nasopharyn- 
€ 60,000 units anķ-diphtheria serum intraperitoneally. 
Extremely ill; pale : hands and feet cold. Heart enlarged; “ tick- 
tack “-rhythm. Electrocardiogram shows complete heart- block. 12 
p.m.: Child very restless; pulse weak. 14/12/41: semi-conscious ; 
cyanotic. Offensive oral fetor. Electrocardiogram taken 1/2 hour 
before death. Regular tachycardia. R-R 0.49 sec. Rate 122. P in- 
discernible. The ventricular complexes are atypical, and one com- 
plex follows the other without any interval. Duration 0.18 sec. 


T diphasic. There is a longer interval after the last cycle in the 
third lead, 
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14 (b).—Lead HI. 


Fic. 14 (a).—Lead ID. Fic. 


The examples given above are sufficient to show that electro- 
cardiographic investigation in support of careful clinical 
examination of the patient is desirable in the treatment of any 
case of diphtheria other than the mildest, and especially when 
there is reason to suspect the presence of myocardial damage. _ 
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It is only by the use of the electrocardiogram , that a clinical 
suspicion of myocarditis can be definitely confirmed, 
In general it is possible to discharge a * patient who has 


‘suffered from a mild attack of dipitthegia in four weeks from 





an attack of moderate severity in six to seven weeks, wh those 
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E with a severe infection may have to be retained in hospital for intestinal canal. The diagnosis was that of intra-uterine foetal 
E three months or longer. Where evidence of a myocardial lesion death, and it was suggested that there was a as infection of 


has been found the patient should not be discharged until the 
electrocardiogram has returned to normal. 


I wish to express my thanks to Dr. J. A. Charles, medical officer 
of health, Newcastle-upon-Tyne, for permission to carry out the 
investigation, and to Dr. E. F. Dawson-Walker, medical superinten- 
dent of the Hospital for Infectious Diseases, Walker Gate, for assis- 
tance in the preparation of this article. 
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A CASE OF INTRA-UTERINE INFECTION 
OF THE FOETUS BY GAS-GANGRENE 
ORGANISMS 


BY 


F. H. KEMP, M.B., M.R.C.P., D.M.R. 
Assistant Radiologist to the Radcliffe Infirmary 
AND 


J. A. STALLWORTHY, F.R.C.S., M.R.C.0.G. 
Assistant Obstetrician and Gynaecologist to the Radcliffe 
Infirmary 


The following case is recorded as one of unusual clinical 
and radiological interest. 


Case Report 


The patient, a 2-para aged 30, was 16 weeks pregnant when 
she first attended the ante-natal clinic at the Radclifie Infirmary 
in November, 1940. Her first child, weighing 6 lb. 11 oz., was 
born in 1930, and the second, weighing 9 Ib. 8 oz., was stillborn 
the following year. Two months after the second confinement 
it was discovered that the patient was suffering from diabetes 
mellitus, and it would seem probable that this condition was 
present during the pregnancy and was responsible for its unfor- 
tunate ending. From the time diabetes was diagnosed in 1931 
until the patient attended the Radcliffe Infirmary in 1940 she 
had required 30 units of insulin daily, and at her first ante- 
natal examination she was found to have just a trace of sugar 
in the urine, but no acetone or albumin. 

Obstetric&l progress was uneventful until Feb. 7, 1941, when 
complaint was made of sickness, and hydramnios was found 
to be present. The blood pressure was 110/80, and the urine 
was free of sugar and albumin. 
and, to investigate the cause of the hydramnios, a radiograph 
was taken. One apparently normal foetus presenting by the 
vertex was reported. The following week there was a con- 
siderable increase in the size of the uterus; acetone and sugar 
were present in the urine, but there Was no albumin. The 
patient was more uncomfortablé and was admitted to hospital. 
The foetal heart was audible and foetal movements were felt. 
In the next 10 days the abdomen increased rapidly in size and 
oedema of the lower extremities occurred. At this time the 
foetal heart could not be heard, so a second radiological 
examination was made on Feb. 27. It revealed a breech pre- 

“sentation but no overlapping of the skult bones or other 
features suggesting foetal death. On March 4 the patient stated 

. that she could not feel any foetal movements, and no foetal 
heart could be heard. 

On March 8 a further radiograph revealed a breech presenta- 
tion with slight overlapping of the skull bones and a large 
bubble of gas within the shadow of the foetal head (see Fig.). 
Other films taken with the patient standing upright demon- 
strated gas and a fluid level within the foetal skull. The foetal 
brain and its investing membranes seemed to have collapsed, 
as the air bubble could readily be displaced to. different positions 
by changing the woman’s posture. No other bubbles of gas 

+ were sean within*the foétus. “The previous films were Te- 
examiņed, and the second radiograph, taken on Feb. 27, showed 
several smaller,gas bubbles within the shadow of the foetal 
skull which could not be accounted for by gas in the mother’s 

, 


Foetal parts could not be felt, . 


the foetal skull. Arrangements were made for the pathological 
laboratories to investigate the foetus bacteriologically as soon 
as it was delivered. 

On March 16 spontaneous delivery of a macerated foetus 
occurred. The foetal body was soft but the skin was intact. 
Within an hour of delivery radiographs were taken of the foetal 
body and the presence of gas in the skull was confirmed. No 





Intracranial gas bubble is well 
shown. 


Radiograph taken on March 8. 


further collection of gas was seen in any situation. The skele- 
ton was well developed and both lower femoral epiphysial 
centres were ossified. Dr. A. H. T. Robb-Smith opened the 
skull, and some of the macerated cranial contents were taken 
for bacteriological examination. Theré was extreme macera- 
tion but no naked-eye appearance of gas infection of the tissues. 
Sections from the brain and liver showed an extreme degree 
of autolysis, but no gas-forming organisms were seen. 
Bacteriological culture of the smears taken from the cranial 
contents was reported by Dr. Vollum to show a pure culture 
of an erganism which was identified as Cl. welchii. The 
puerperium was uneventful, and except for a temperature of 
99° on the third and fourth days it was apyrexial. 

It is interesting to note that on Dec. 28, 1941, this patient 
was delivered of a healthy living female child after spending 
many weeks in hospital so that her diabetes could be controlled. 


Discussion 

This is a case of intra-uterine infection of the foetus with 
gas-forming organisms occurring in a woman suffering from 
diabetes mellitus. Hydramnios and increasing oedema of the 
lower €xtremities developed at the thirty-second week of 
gestation, and at this time there was considerable difficulty in 
controlling diabetes. A fortnight later, at the thirty-fourth 
week, there were signs suggesting foetal death, and radiographic 
examination revealed bubbles of gas within the foetal skull. 
Seventeen days after this a macerated foetus was delivered and 
a pure culttire of Cl. welchii was obtained from its intracranial 
contents. There was no evidence of maternal toxaemia due to 
gas-forming organisms either before or after delivery. It would 
appear that the foetus died 17 or 18 days before delivery, as 
the heart had been heard on Feb. 25 but not on the 27th. 


The films taken on the 27th revealed small collectigns of - 


gas in the foetal skull. Presumably the infection occurred 
after the death of the foetus, although it is possible that it was 
the cause of death. 


It is difficult to explain the path of 
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infection: there had at this time been no interference and no 
vaginal examination had been made. There was no evidence 
of a low-lying *placenta and no apparent focus of infection 
elsewhere in either the mother or the infant. It would seem, 
therefore, that infection was blood-borne and transmitted 
through the placenta. Unfortunately: the placenta was not 
examined bacteriologically. It is also difficult t$ know why 
infection was localized to the foetal skull, especially in view 
of the fact that gas was known to be present for 17 days 
before delivery and was detected in no other organ either 
by radiological examination or at necropsy. It is known that 
the liquor was not grossly infected, for no gas was present 
in the amniotic sac. Had the foetal skull been opened during 
the process of birth a pure culture of Cl. welchii would have 
beén liberated in the genital tract. That this is possible should 
be considered when perforation is performed on a dead foetus 
or when Willett’s forceps are applied to the scalp of such 
a foetus. i 
The relevant questions. to be answered are: How often does 
gas infection of a foetus occur, and what is the path of 
_infection? It is not uncommon for gas to be seen in all 
the. principal vessels of the body wiiuin 24 hours of delivery, 
presumably secondary: to infection of the placenta or the 
vessels of the umbilical cord ; but one of us has investigated 
8 cases, in addition to the one recorded, of suspected foetal 
death by examining the mother in the erect’ position, and no 
gas shadows have been observed. — 





THIOUREA AND WOUND REPAIR 


BY 


w. R. FEARON, M.B., Sc.D., F.LC. 
Department of Biochemistry, University of Dublin 


The value of local applications of urea in the treatment 
of septic wounds*was demonstrated in 1915 by Symmers 
and Kirk, and has been confirmed by many ‘subsequent 
workers, including Millar (1933), Foulger and Foshay 
(1935), Robinson (1936), Muldavin and Holtzmann (1938), 
and Stonham (1941); while Cummins (1942) has shown 
that urea in concentrated solutions is an effective 
‘bactericide. : 


In 1929 Hammett reported that mitotic division and cell 
proliferation during wound repair were promoted by certain 
organic compounds containing a thiol, or sulphydryl group, 
and he advanced the theory that tissue reconstruction was 
associated with the presence of free -SH groups (Hammett and 
Reimann, 1929), an explanation also put forward by Rapkine 
(1930), and accepted by Riley (1940) in an important survey. 

Now, thiourea, the sulphur analogue of urea, resembles urea 
in many of its properties, and, furthermore, contains a latent 
* or masked -SH group; consequently, its possible therapeutic 
effect in wound repair appears -worthy of investigation. 
Thiourea is of very low toxicity, and may be obtained. in a 
pure form, since its solubility in water at ordinary temperature 
is only about 1 in 30, which is much less than that of the 
ammonium thiocyanate from which it is prepared. Thiourea 
is much more stable than the typical thiol compounds. Its 
aqueous solution may be sterilized by boiling, and keeps well, 
although long exposure to air and light results in some decom- 
position, as shown by the gradual appearance of a precipitate 


of sulphur and dicyanamide. . 
. Clinical Reports 


For the preliminary investigation, ulcers of the static chronic 
type were selected for treatment. Two series of observations 
were made, the first being undertaken by J.-G. Waugh, M.B., 
B.Ch., of this University, to whom I am indebted for the 
following report: 

Fifteen.cases were treated, in which the ulcers were character- 
ized by extreme chronicity and recurrence due to fibrosis, 
exposure to trauma, poor blood supply, or polysepsis. After 
preliminary cleansing, the thiourea. was applied in the form of 
a 1% d@queous.solution.on a gauze dressing kept freely moist 
with the reagent. Application in all cases was followed by a 


THIOUREA AND WOUND REPAIR 
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brisk local reaction, accompanied by convergence of ihe 
epithelial margin. The response increased up to the cighth day 
and in some cases progress continued up to the twelth tay 
After this, application of thiourea had no further obvi 
effect, and if persisted in merely tended to soften and mace 
the epithelial margin. 

The second series of cases was investigated by Ë. Kaweran, 
M.B., B.Ch., the treatments. being carried out in Dublin at 
Dr. Steevens’s Hospital and at the Adelaide Hospital. 

Thirty-two cases were treated, the subjects being mostly work- 
ing-class women beyond middle age. In all of theay the ulcers 
were due to-a varicose condition of the veins of the-leg, and 
in more than half had a chronicity of over 5 years. Observar 
tion of all the cases showed that thiourea fu Jenni 
stimulative effect on the proliferating granulation tissue. When 
conditions are favourable the optimal response is reached 
within 12 days, although large ulcers of 0.5 cm. depth have 
filled with healthy granulation tissue up lo their epithelial 
margins within a week. When this has occurred the treatment 
should be discontinued. as otherwise. fibroblastic profiferation 
becomes exuberant and impedes epithelial growth. as already 
pointed out by Riley. 


Method of Treatment 

The procedure adopted in applying the thiourea is nmpertant, 
The most effective results followed the use of a 1% aqueous salu- 
tion of thiourea (B.D.H.), applied on gauze or lint and kept 
moist by renewal every three to four hours. If the dressing 
is allowed to dry it adheres to the granulating surface, and is 
apt to cause damage when the dressing is renewed. If evapora- 
tion is prevented by use of a completely occlusive covering 
over the dressing, there may, for some unexplained reason, be 
considerable. local pain. The difficulty of providing m con 
tinuously moist dressing for externe patients was overcome DY 
the use of a hygroscopic paste, prepared by boiling 1g. of 
thiourea and 2 g. of starch in 100 ml, of water. When the 
mixture had become of uniform consistency it was alowed: 
to cool, and then 5 ml, of glycerol was added. “This paste 
was applied on gauze or lint cit so-as to fit the ulcer surface: 
accurately. This was covered with a larger piece of int a thin 
layer of cotton-wool, and finally a broad bandage. No occlusive 
material. is used. Where practicable the dressing is reapplied 
daily. 





















Conclusion 


The mechanism of the action of thiourea and the other thiol 
compounds effective in promoting wound repair awaits elucida 
tion. The only physiological property so far “aseribable te 
thiourea is that of inhibiting the catalytic oxidation of ascorbic 
acid in aqueous solution (Fearon and Kawerau; 7942). As 
ascorbic acid-is intimately associated with collagen formation 
and fibroblastic growth (Eddy and Dalldorf, 1941), the thera- 
peutic action of thiourea may. reside in its protective. effect 
on the vitamin mobilized locally for tissue repair. y 


1 wish to record my thanks to my two collaborators for the trouble 
n in the clinical investigation.of the action. at thiourea 5 
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F. R. Whitehouse and C. H. Watkins (Proc. Mayo Chin, 1942, 87, 


»140) record a case of multiple diseases of the langs treated by 


sulphadiazine. After the second course of this drug the patient had 
severe bleeding from the gums, and thrombocytopenia was detected, 








the platelets numbering on one occasion only 20,060 per The 
value for Hb. was 10.5 g. per 100 c.cm. of blood. The drug was 
discontinued, and improvement resulied from a transfusion. Four 


weeks after this the patient had to be given sulphadiazine again, and 
thrombocytopenia recurred. The authors urge thaj thrombocytopenia 
as the result of sulphonamide therapy shouid always be spected 
when purpura occurs during treatment. * . 
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CERVICAL RIB AND HYPERHIDR 
BY 
E. D. TELFORD, B.Chir., F.R.C.S. - 


Emeritus Professor of Surgery, University of Manchester 
(From the Ñeurovascular Clinic, Manchester Royal Infirmary) 


osis 


The usual signs that a cervical rib is causing trouble are 
pain: and. muscular weakness. It is also generally recog- 
nized that in some instances there are vasospastic pheno- 
mena which may lead to gangrene of one or more fingers. 


« A consequence of cervical rib which is not so widely known 
is hyperhidrosis of the hand ; the sweating here ray be profuse 
and very troublesome.. In a series of 92 patients on whom 
I have operated for symptoms of cervical rib there were 81 
of the common textbook type. Of the remaining 11 cases, 
_ 5 were examples of pressure by a normal first rib, 4 showed 

predominantly vascular symptoms, while 2 patients complained 
mainly of profuse hyperhidrosis of the affected hand. Short 
notes of these two cases are as follows: 


Case I 

A housewife. aged 38 had for some weeks felt an aching 
and weakness of the right hand, with very profuse sweating. 
She was right-handed, and her troubles’ were worse at the end 
ofa day’s: work... When seen her right hand was normal in 
colour and temperature, but was covered with drops of sweat, 
which had saturated the bedclothes where the hand rested. 
Operation~showed a- large ‘cervical rib articulating by a fibro- 
cartilage with the first rib at the scalene tubercle. The acces- 
sory rib showed clearly the groove in which the lowest trunk 
of the plexus had rested. Removal of the rib was followed by 
a rapid and complete return to normal. 


Case Il 

A probationer nurse aged 18 had been perfectly well while 
working as a typist, but. within 6 weeks of taking up nursing 
she complained of increasing weakness of the right hand, with 
aching pain and troublesome sweating. She was right-handed, 
and the cause of her trouble was no doubt the change from a 
light sedentary occupation fo one of physically much heavier 
work. A radiograph showed a small cervical rib on the right 
side. At operation. this rib was found not to extend as far as 


the plexus, but was continued as a tense fibrous cord in the’ 


“substance of. the scalenus medius. The lowest trunk of the 
plexus. rested on this cord, and it was seen that with each 
inspiration the cord became ‘taut and pressed so hard on the 
lowest trunk that this structure was lifted up with each breath. 
Division of this fibrous: cord, together with section of the 
anterior two-thirds of the scalenus medius, was followed by 
prompt and complete recovery. - 


Commentary 

It woule seem well-nigh certain that the explanation of these 
cases of hyperhidrosis of the hand is to be found in the irrita- 
tion by the cervical rib of those sudomotor sympathetic fibres 
which are running in the lowest trunk of the brachial plexus. 
This explanation iş in line with that ‘generally accepted for 
the vascular complications of cervical rib. 

Todd (1913a, 1913b) was the: first to suggest that these 
vascular phenomena. were the result of érritation of sympathetic 
fibres. Telford and_ Stopford (1931) carried his. work a stage 

further by showing that in some individuals the vasoconstrictor 
fibres passed through the lowest trunk of the plexus as an 
undistributed bundle, and that this bundle lay directly upon the 
cervical rib. Given a patient with cervical rib who has this 
disposition of sympathetic fibres, then the symptoms caused by 
pressure and friction on the. lowest trunk will be predominantly 
vascular in type. This explanation, although widely accepted, 
has been challenged by some writers who still believe that 
the vascular symptoms are to be explained by mechanical inter- 
ference. with the subclavian artery. Be this as it may, 
mechanical interference with the artery will not explain 
hyperhidrosis of the hand ;. whereas the view that the excessive 
sweating is the result of sympathetic stimulation dovetails very 
neatly with the explanation of the vascular symptoms. 

Sudomotor- and vasoconstrictor fibres are known to be 
intimately associated throughout their. course and distribution, 
and if*a leash of fibres gontaining both types be exposed to 
irritation by friction @r pressure, the factor of their relative 


4 


position. with regard to the rib will determine whether 
vasospasm. or hyperhidrosis figures more prominently in the 
clinical picture. ee hem Ae rsp i 

; REFERENCES 


Telford, E, D., and Stopford, J. S. B. (1931). Briz. J. Surg., 18, 557. 
Todd, T. W. (1913a). J. nery. ment. Dis.; 40, 439. 
paan (19136). Lancet, 1, 13714. 








DESERT SORES . 
H. M. RAPPORT, M.R.C.S. 
Captain, R.AM.C. 


The following article ig in no sense intended to be authori- 
tative or academic. It is merely a collection of. views 






acquired after treating over 1,000 patients for desert sores. 


The desert sore is a chronic ulcerative condition of the 
skin characterized by its tendency to local extension and 
delayed resolution. It appears in patches of various 
dimensions from the size of a threepenny-piece to that 


of a haif-crown or occasionally even larger. The ulcers: 


may be single or multiple ; the edge is. usually irregular 
in outline. They are roughly. divisible. into two main 


types—-primary and secondary. 


The primary type appears as a spontaneous blister which 
ruptures and leaves behind a suppurating sore. The secondary 
type is superimpgsed on any slight cut, abrasion, or burn, 
In this. connexion it is interesting to note that the skin is far 
more susceptible to injury in the climate of the desert. The 


minimum amount of trauma will invariably: result in a breach . 


of the skin surface. A not uncommon origin for’ a desert: 
sore is 2 simple boil which ruptures and then fails to resolve. 


Lastly, bites due to fleas, bugs, and mosquitoes occasionally ` 


suppurate and give rise to the desert sore. nee 


Aetiology eee 
The aetiology appears somewhat obscure, but certain factors 
without doubt tend to promote thecondition. When the diet 
is seriously lacking in fresh green. vegetables or the equivalents, 
I have moted a marked rise in the number of sores seen. . The 


adequate provision of .a comprehensive scale. of: rations - 


naturally presents many difficulties in countries such. as ‘the 

Western Desert, where, on the whole, the rations are excep- 

tionally good ; but now and again essentials are lacking, 
Patients tend to ignore their sores.and leave them uncovered 


in the early stages. As a result, flies, which are very prevalent, | 


tend to spread the condition. In the same way, the contact of 
sand with the sores tends to make them worse. = When. water 
is short, and washing as a result is on a very primitive scale, 
I find that the impregnation of dirt in the skin will often give 
rise te blisters, which subsequently . become desert sores. 
Generał ill-health is usually associated “with a profusion. ‘of 


desert sores, but in this connexion I find it difficult to: differen- 


tiate between cause and effect. Very very occasionally when 
cases show rapid deterioration. I have swabbed the sores, and 
the Klebs-Loeffler bacillus has been found. In my series of 
1,000 cases 2 proved to be due to diphtheritic infection. 

The condition is almost universal among the troops in. the 
desert, but: I find that newcomers are especially susceptible. 
The fair-skinned men seem to show the greatest susceptibility. 
An interesting feature is the presence of sores among the 


Egyptian and Libyan natives, several of whom I have treated. | 


Their*zesponse to treatment is no better than that of our troops, 

The lesions are, in my experience, seen chieZy on the ex- 
tremities, and by far the commonest site is the hand. The 
actual sores are difficult to classify, but I recognize four stages: 


(q) A small shallow ulcer with yellow base. The edges are 
not inverted, but. there is a distinct tendency to undermining 
of the edges of the skin in close proximity to the sore, where 


pus ferms, and eventually the ulcer elongates along these new 


channels. At this stage the sores are usually painful and.tender. 
(b) The sore has reached the indolent ‘stage. It fluctuates 
between partial resolution and extension, and is now ‘usually 
almost painless. Pus continuously exudes from the lesion. 
(c) At this stage the sore becomes: flush with the surface of 
the skin, with exuberant granilations, a dry scab forms, and 
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the condition seems almost resolved. Then from one corner 
-of the scab pus appears ; the scab loosens and is eventually 
shed, and the base of the ulcer is once again a suppurating 
sore. ` 

(d) Eventually in a shorter or longer time, which may vary 
from one week to six months, the sore heals and leaves a 
permanent purplish-blue scar. . 

Any of the sores may pass through one or more of these 
stages, but may remain for an indefinite period in stage b. 


Treatment . 


The treatment from the point-of view of prophylaxis is 
naturally the provision of a diet which is comprehensive in all 
essential material constituents, especially vitamin C. In the 
Army, ascorbic-acid tablets can be issued on medical recom- 
mendation at the:scale of one 25-mg. tablet per man daily 
when the ration is considered to. be deficient in vitamin C. 
This amount of ascorbic acid I prescribe in every case. All 

_cuts and abrasions should be covered in the first instance to 
prevent access of flies and sand. Sanitation in the field must 
be of the highest possible order to reduce the fly menace to 
the minimum, Fos 

The general treatment. consists in allowing the severe cases 
to rest from work entirely in the first instance. This may be 
impracticable, butan attempt should: be made to release patients 
from all but the most essential duties. I find ascorbic acid in 
larger doses—1 tablet of ascorbic acid (25 mg.) t.d.s.—of con- 
siderable advantage. Where it has been possible to obtain 
tablets -containing all. vitamins these have been far more 
effective. .When after several weeks of intensive’ local and 
general treatment patients fail to respond, or even show signs 
of marked’ deterioration, they have to be evacuated to the 
base hospital’ as there is no chance of recovery in the field. 
Local treatment in-my experience has resolved itself largely 
into the question of “trial and error.” Its effectiveness varies 
from one individual to the next. An agent which effects.a rapid 
cure in one patient may exacerbate the condition in another, 
and vice versa. 

After experimenting with’ many pastes, ointments, and 
powders I have found the following agents to be most 
generally effective: 


(i) Powdered suphapyridine incorporated into paraffin. molle 
flav. (three 0.5 g. tablets of sulphapyridine to 2 oz. of paraffin. 
molle fiav.). This is applied locally and the dressing renewed 
after three days. 
sores with a nail-brush and applying elastoplast over the sore 
with sulphapyridine paste in direct contact with the sore: the 
process is painful and has, in my opinion, little advantage 
over that first mentioned: 

Gi) Powdered sulphapyridine applied alone te the sore is 
sometimes effective, especially in stage b. 

_ iii) Lotio eusol is often helpful in those cases which only 
partially respond to (i). It often increases susceptibility to 
treatment with (i) if the patient has applications of eusol for a 
few days in between treatment with (i). Acriflavine 1 in 1,000 
concentration is also inthe same way sometimes effective. 

(iv) Patients in, stage c often’ respond well to pasta flava 
(pulv. hyd. oxid. flav. 3 parts, pasta zinci oxid. co. 97 parts). 


"F make it a practice never to persist in the application of 
any one agent longer than 2 weeks, as the sores seem to acquire 
a tolerance to it after a while. If a temporary change of agent 
is adopted for a few days I find that on resumption of the 
original agent its effectiveness is often increased. This tolerance 
to a particular agent is a very real one, and when the agent 
is persisted in I have frequently seen rapid deterioration. The 
advisability @f “ringing the changes” must be carefully con- 

- sidered in cases not showing response to a particular treatment. 

In the treatment of all sores it is essential that they be com- 
pletely covered to ensure freedom from contamination with 
extraneous matter. In the case of the fingers I find the applica- 
tion of splints a great aid to resolution and a distinct deterrent 
to chronicity. i 

‘.. Wlustrative Cases 

I have chosen 4 brief case histories which illustrate certain 
points I have previously mentioned: 

Case"I.—A major aged 27, fair-skinned, seen first with five 

‘small sores on the fingers. Treatment was given as outlined 


I have tried in a few cases scrubbing the- 


earlier in this paper, and while some sores rest 
remained weeping with no-tendency to resolution. At. 
time numerous new sores were appearing... After 15 % 
treatment we reached a large town where diet was both Uber 
and varied. All his sores disappeared in 5 days. 

Case 2—A captain aged 37, dark-skinned ; slow response to 
treatment. He went on leave to base, where he Sequired-tab. 
multivite (B.D.H.), which he took in a dose of i tablet thrice 
daily. He returned one week later with all his sores healed, and 
he has had none since. 

Case 3.—A lieut.-colonel aged 43, medium complexion, had 
numerous desert sores which were very resistant to treatment 
until pasta flava was tried ; these rapidly cleared up after three" 
applications. In his case other agents tried caused exacerbation: 
of the condition. i 

Case 4.—-A quartermaster-sergeant aged 28, fairskinned, seen 
first with numerous desert sores. and widespread furunculosis. 
All treatment failed and his general. condition made removal 
to hospital essential. He took 3 days to reach base hospital, 
and on arrival his lesions had entirely healed! 











Conclusions 

The condition of desert sores is one to which people normally 
domiciled in a temperate climate are very susceptible while 
living in the desert. Added to this is the difficulty of maii- 
taining the diet on a basis comprehensive enough to ensure 
adequate- amounts of essential foods and vitamins. Finally, 
the conditions attendant upon active service render adequate 
treatment difficult and the follow-up. of patients is of a standard 





which compares unfavourably with what one riight desire 














An Obscure Cause of Haematemesis 


A fatal case of haematemesis due to ingestion of foreign bodies 
seems worth recording, in virtue not of the nature of those 
bodies but of their location at necropsy, 


Case. REPORT 


An undersized and under-developed girl aged 16) was 
admitted to the Worcester. Royal Infirmary on July 29, I, 
having been’ ill for 5 days with pain. in the lower part of her 
back severe enough to keep her in bed. It was noticed that she 
showed a morbid. interest in her- complaint, There was a 
history of pyelitis some years’ previously. On admission she 
was vomiting green fluid and there was tenderness in the teft 
lumbar region of the abdomen ; the urine was, however, wiii 
out obvious abnormality. The temperature was 100.6" and 
the pulse rate 96. A tentative diagnosis. of perinephric.-a 
was. made and conservative treatment initiated, 
hours after admission the patient suddenly. became 
complained of thirst; she shortly afterwards startée 
blood, some 20. oz. being lost over a period of 


In spite of restorative méasures. she deteriorated rap 
died 5 hours later. : 










artery had apparently been penetrated. by one or other of the 


needies, thus giving rise to the fatal haemorrhage, for the artery 


already present, and the haematemesis was due to the passage 

of blood through the perforation of the duodenum inte tne 

stomach. On opening the intestines a fourth needle was 

encountered at the hepatic end of the transvérse colong; it was 

embedded in the substance of the gransverse mesocolon close 

to the bowel wall. This needle had®presumably perforated 
4 = ce 
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the duodenum, travelling to its destination in the substance 
of the transverse mesocolon, the alternative and less probable 
route being through the small intestine and ascending colon 
with perforation of the large gut at the site where it was found. 


COMMENTARY 

References in the literature to the site of foreign bodies in 
the respiratory and intestinal tracts at various intervals after 
ingestion gave only one example of a foreign body having 
perforated a hollow viscus to enter another organ. Prof. 
Ameline (1937) instances a woman aged 68 who accidentally 
swallowed a glass-headed pin. She was admitted to hóspital 
7 days later. There were no physical signs in the abdomen 
and no symptoms except a subjective sensation of the pin 
having become lodged in the stomach. Repeated radiographs 
confirmed that the pin had perforated the posterior gastric 
wall. Fifteen days after the accident gastrostomy was per- 
formed. The pin was found embedded in the posterior wall 
of the stomach, the point being fixed in the pancreas. It was 
removed and the patieħt recovered. 

In our case a history was obtained of the girl having pre- 
viously swallowed other foreign bodies, but we could not get 
any information about the needles which caused her death. 

Of 17 cases recorded—1 by Ameline (1937), 1 by Kennedy 
(1935), and 15 by Jackson and Jackson (1936)—of ingestion 
of pins and needles, 9 were found in the bronchi, 2 in the 
pharynx, and 4 in the oesophagus, while the remaining 2 were 
in the stomach. 

The interesting features of this case are: the absence of any 
history of having swallowed foreign bodies, with resulting 
difficulty in diagnosis; the penetration of the pancreas, with 
expansion of the pancreatic tissue around the haematoma : and 


the perforation of the splenic artery, with subsequent aneurysmal: 


rupture and fatal haemorrhage. 

I am indebted to Mr. T. Bates for permission to publish this case, 
and to Dr. W. H. McMenemey, who performed the post-mortem 
examination, for his very kind help and criticism. 

Nottingham. MURIEL BANNISTER, M.B. 
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Diverticulum of the Jejunum 


H. C. Edwards, in his Diverticula and Diverticulitis of the 
Intestine (Bristol, 1939), says that jejunal diverticula give rise to 
two main symptoms: (1) vague abdominal discomfort and some- 
times pain, particularly after meals; (2) flatulence, sometimes 
very pronounced and associated with loud borborygmi. The 
condition is uncommon. Edwards found it only 9 times in 2,820 





Fic. 1.—Showing barium filling the diverticulum of the 
jejunum 3 hours after injection of barium. 


necropsies at King’s College Hospital—an incidence of 0.31%. 
As this eondition is unusual and presents difficulty in diagnosis, 
the description of a case im which dyspepsia with pain thought 


to be due to a duodenal ulcer was eventually proved to be 
due to a large jejunal diverticulum should be instructive. 


CASE REPORT 
The patient, a married woman aged 56, had for more than 
14 years complained of attacks of abdominal pain accompanied 
by much flatulence. In 1924 she had had a left nephrotomy 
for a large f&nal calculus ; the history about this time is some- 
what confused by the renal pain. From 1926 onwards the 





Fic. 2.—The specimen. The diverticulum is on the 
mesenteric border. 


attacks of upper abdominal pain accompanied by much flatu- 
lence, which was relieved by bringing up gas and also by taking 
food, were well defined. In 1926 a laparotomy was performed 
after a diagnosis of duodenal ulcer had been made; but no 
ulcer was found, and the gall-bladder was normal. As a result 
of these findings, from 1926 until 1939 the attacks were treated 
symptomatically on the assumption that they were largely due 
to nerveus dyspepsia. 

In Nov., 1939, after a particularly severe attack, a new radio- 
logical examination was made. Previous x-ray examinations 
of the stomach, duodenum, and gall-bladder had been negative. 
On this occasion Dr. R. O'Donoghue demonstrated a large 
jejunal diverticulum (Fig. 1) 18 inches from the gastro-jejunal 
flexure. There were also several small diverticula in the small 
intestine. These emptied with the intestine, but the large’ 
diverticulum retained the barium for more than 48 hours. 


The patient was an obese subject with chronic bronchitis, 
and the operation had to be postponed owing to her developing 
bronchopneumonia. After suitable convalescence, laparotomy 
was periormed under local anaesthesia on April 10, 1940. In 
spite of the many adhesions from the previous laparotomy, the 
diverticulum, which was on the mesenteric border of the intes- 
tine, extending into the mesentery, was easily located. The seg- 
ment containing the diverticulum was excised and the continuity 
of the jejunum restored by end-to-end anastomosis, which was 
reinforced by a free omental graft. The patient made an un- 
interrupted recovery, and has remained quite free from her 
former symptoms. She is, in fact, better in health than at any 
time during the past twenty years. 

Examination of the specimen (Fig. 2) showed fhat the diver- 
ticulum was about the size of a tangerine orange. When it was 
distended with water it held nearly half a pint. 

F. E. -C.- DEveGNey, M.D.Geneva. 


London, W. HAMILTON Barley, F.R.C.S. 








In an investigation of carbohydrate metabolism in animals reduced 
to a subacute state of thiamine deficiency, H. A. Harper (J. biol. 
Chem., 1942, 142, 239) found that, compared with normal animals, 
there was a decrease in the rate of absorption of glucose from the 
intestine. There was also a decrease in the extent of hepatic glyco- 
genesis, as well as in the rate of breakdown of glycogen. 
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TREATMENT AFTER OPERATION 


After-treatment, A Guide to General Practitioners, House Officers, Ward 
Sisters and Dressers in the Care of Patients After Operation. By H..J. B. 
Atkins, D.M., M.Ch.. F.R.C.S. (Pp. 252; illustrated. 15s., plus 7d, 
postage.) Oxford: Biackwell Scientific Publications. 
After-treatment is of paramount importance in determining 
not only the state of a patient’s.convalescence and subsequent 
health, but even his chances*of. survival. Such treatment is 
very largely in the hands of those named in the subtitle to 
this book and, as so mpch dependsesupon it, it should be 
thoroughly understood by them. The book is an excellent 
account of the recognized methods and should be very welcome 
at the present time. In addition to the after-treatment of 


operations it includes that which should follow certain injuries, — 


such as burns, and head injuries producing cerebral concussion 
or contusion, the management of which. may come within 
the province of those for whom it is primarily intended. 
Appendices on “ Writing Reports” and “ Appearing in Court” 
make valuable additions which. are likely to prove especially 
useful to house-surgeons. : 

“In his account of the after-treatment of head injuries. the 
author regards the revolutionary practices of the Oxford School 
as too experimental to. merit description, but his advice to give 
half a grain of luminal night and morning for as long as a 
year after a severe head injury may be regarded by some “as 
a measure no less experimental than any of the practices. of 
the Oxford School. We regret his omission of the treatment 


of closed head injuries by continued gentle dehydration, but 


` perhaps the most noticeable oversight is the absence of any 
“reference. to “tidal drainage” of the bladder, ‘which. has 
recently been shown to be a valuable advance in dealing with 
the paralysed bladder of spinal cord lesions. 

For the most part, however, there is little to criticize. If 
some of the statements are rather too dogmatic to be entirely 
and universally ‘acceptable—e.g., that rectal saline after 
“closed” resections with obstruction is unsuitable because it 
may aggravate paralytic distension (and there are surgeons who 
regard proctoclysis as a valuable part of the after-treatment 
of these very cases}—such dogmatism at least has its value in 
making clear-cut teaching for readers. The illustrations are 
good and sufficient in number to enliven the text, which is 
easily read and printed in clear type, and the whole makes 
an attractive volume of convenient size. We regard this as a 
valuable book which will meet a real demand to-day for a 
concise account of post-operative management. . It should make 
a particular appeal to the practitioners, house-surgeons, and 
sisters who are left to tide the patient over that critical period— 
after the surgeon has departed. 


BODY MECHANICS - 

Body Mechanics in Health and Disease. By Joel E. Goldthwait, M.D., 

F.A.C.S., Lloyd T. Brown, M.D., F.A.CS., Loring T. Swaim, M.D., 

John. G. Kuhns, M.D., F.A.C.S,.. With a chapter oh the Heart and 

Circulation as Related to Body Mechanics, by William J. Kerr, M.D., 

F.A.C.P. Third edition, completely revised and reset. (Pp, 316; 121 

figures. 30s.) Philadelphia, London, Montreal: J. B. Lippincott. 
This book is an interesting attempt to correlate functional 
disorders, and even organic disease, with faulty body mechanics. 
The authors, ‘four of whom are orthopaedic surgeons and one 
a physician, claim that different anatomical types, such as the 
slender and the stocky, have a differing susceptibility to 
disease, and that long-continued persistence in faulty* body 
mechanics mgy so interfere with the normal physiology of 
structures and organs as eventually to. cause actual organic 
disease. While the authors do not make any exaggerated claims 
that organic disease can in every case be cured by correction 
of mechanical faults and improvement of posture, they quote 
many cases in which much benefit has resulted from this, even 
ia such conditions as long-standing gastric ulcer, gall-bladder 
diseases, diabetes, disseminated sclerosis, and polyarthritis. 
From this it seems obvious that improvement could be much 
greater if treatment were undertaken earlier, before organic 
disease yas advanced or, preferably, present at all. Prevention 
is better than cure, and the authors put in a strong plea, with 
“which there will be general agreement, for early detection of 








postural defects in childhood and their correction by remedial 


exercises. Treatment is considered in detail and tables. are: 


given of the exercises which have been found ‘most useful it 
practice. The book is well illustrated and a ‘comprehensive 
bibliography is appended. 

The reviewer, who is an orthopaedic surgeon, fofind himself 
in substantial agreement with the principles and practice €x- 
pressed in this book, but it should have a wider appeal to 
many sections of the profession, particularly perhaps to general 
practitioners-and school medical officers, who have the oppor- 
tunity of detecting early deviation from the normal, and ic 
physicians charged with the treatment of the “chronic "medical 
case. It could also with advantage be read by members af the 
massage profession. 








TROPICAL DISEASE 
Stitt’s Diagnosis, Prevention and Treatment i Tropical: Diseases BY 
Richard P, Strong, M,D., Se D. DSM., CB, Sixth editian. (2 vihemes. 
Pp. 11477 398 figures; 1 plate. £5 5s. net} Eondon: H. K. Lewis & Co. 
In these far-travelling days the British medical man will be 
apt, sooner or later, to find himself in the presence of one 
or other of the strange diseases of subtropical and tropical 
lands. To whom then must he turn for help and scientific 
guidance? There are several textbooks, by well-known British 
authors, which will appeal to him, and here is one, by an 
American, with which he ought to be acquainted. Stitt’s treatise 
in two volumes, which weighs like a Service rifle, is not the 
sort of.thing to take into the field; but it contains much that 
will reward careful study before embarkation. There are few 
tropical medical subjects—and these are either quite out of 
the ordinary or very unimportant—which the reader will not: 
find fully discussed. 

The reader will learn that there are many anophelines which 
can transmit malaria, but that only a few are-of any practical 
importance ; that anophelines can fly or be carried for miles, 
but that it is not the long-distance record breaker that causes 
the real damage; that there are four malaria parasites which 
are accepted as species, but that Plasmodium falciparum is the 
one to beware of. The malarial diseases are still ‘the gravest 
medical problem of the Tropics. “Their distribution, signs. and 
symptoms, pathology,.and treatment are.set out ir. n orderly 
and thorough manner. . All the. other diseases are discus ji 
a similar way. There is a reasoned presentation of the facts 
supported by evidence from a host of workers on cach 
subject. It is true that the majority of the authorities cited are 
American, but this is nota matter for surprise. The population 
of the Americas is very large, and for various: reasons the 
number of persons there who are cartying out research along 
medical lines is relatively great. Further, there are many tracts 
of country in which tropical diseases are rife even to-day, 90 
that many American workers have ready accesg fo focal 
material. 

The reader of “Stitt” will learn why it is nowiheld that the 
larvae of the guinea-worm, Dracunculus medinensis; do pot 
penetrate the cuticle of Cyclops but are ingested by thi 
crustacean, and why Ascaris prevalence is considered by man 
to be a good indicator of the local level of social bygiene, H 
can find much evidence which shows that yaws is syphilis, an 
also. much which show’ that it is not. He will observe thai 
the positive Wassermann reaction, often. accepted as entirely 
specific, is viewed with an increasing scepticism where ce 
tropical ‘diseases ate concerned. He may also observe thy 
Strong finds very confusing the use of such similar nam: : 
granuloma inguinale and lymphogranuloma inguinale for two 
different venereal diseases, and he may well agree with him. 

It is significant that Strong, in these volumes, gives a useful 
amount of space to the various means of prevention of 
disease. The advances during recent ‘years in the methods of 
diagnosis, and ‘treatment have been great, and there is tie 
doubt that future advances will be greater stil. Bul they are 
unlikely to lead to a substantial diminution of disease, 
in a few cases.. ¿One of the most hopeful auguries for the 
future is the conviction, rapidly growing. among medical men, 
that the abolition of the causes of disease is a matter which 
lies within their province, and indeed constitutes-cne of their 
prime functions. Strong's revision of “ Sti > with iis galutary 
emphasis on the best means of preventing disease is a weleome 
sign of the times. + SF 
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helpful. 


lines thus presented to him. Written. by practising surgeons,» 
these volumes give a modern summary of theesubjects treated, 
and if because of their tabulated character, unrelieved by. illus- 
trations or diagrams, they make. rather too rich and. concen- 
trated a diet to be readily assimilated by the general reader, 
they should gt least be valuable as refreshes to senior medical 
students. They are clearly printed, well tabulated, and of con-'”. 


venient size. While their chief appeal will probably be to the 
candidate undergoing a coaching course or on the eve of. his 
examination, the coach as well as the coached should find them 
The price inthis country is 12s. 6d. each volume. 











Preparations and Appliances 
INSTRUMENTS FOR THE ANEURYSM NEEDLE TECHNIQUE 


Mr. Haroto Dopp, Ch.M.,. F.R.CS., 
George Hospital, Hford, writes: 


The following instruments have been found useful for the 
aneurysm needle technique of ligaturing blood vessels before 
dividing them rather than the conventional “ clip, cut, and tie,” 
especially in gastric resections, nephrectomies, ligature of the 
cystic duct, the appendictlar mesentery, the thyroid vessels, and 
for ligature.and injection of varicose veins. 

“A Dissector-director—Dissectors, directors,.and_ dissector- 
directors are numerous, and an addition to this many-patterned 
class must be justified by real usefulness. The instrument 
illustrated (Fig. 1) is a good length, round-pointed, deeply 

grooved, and slightly curved at the tip. The generous channel- 
ling is its claim to distinction: this enables the aneurysm needle 
to be passed easily under the tissues without engaging in some- 
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Fig. 2 Fic. 3 


thing below or at the sides, and particularly it permits the blade 
of the scissors to slide underneath for easy cutting; most 
directors are too shallow and narrow for this. 

An Aneurysm Neéedle-—The aneurysm needle shown in Fig. 2 
is chargcterized By a long beak which enables it to carry a liga- 
ture round inaccessible pedicles like the coronary or renal artery, 
and then to bring it Wack close to the surface of the wound. 

‘ 


a) 


Since this instrument has been made it has been found that. Mr. 
Winsbury White. had designed a somewhat similar needle for 
kidney operations. é 


A Delicate Aneurysm Needle-—This aneurysm needle (Fig. 3) 
is light in weight and fine in shaft and tip. It is-used for passing 
behind delicate leashes of vessels behind the duodenum. 

“ Seeking Forceps.” —These seeking forceps (Fig. 4) are in- 
valuable for defining the delicate vessels encountered behind 
the duodenum and about the thyroid gland. 


The four instruments described above are made by Messrs. 
Down Bros. 


A Light-weight Needle-holder.—The needle-holder shown in 
Fig. 5 has been found suitable for the dainty suturing required 
in plastic operations on the skin, on the kidney pelvis in the 
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child, on the common: bile duct, and for nerve and tendon 
suture. It is characterized by a certain grip of the finest needles, 
and its agreeably light yet dependable spring. It has an attrac- 


. tive bend of the handles which fits them snugly into the palm. - 


i Tt will 
be found strange. at first, but comfortable and efficient after 
practice. It. was made first by Messrs. Vann Brosse 


of the hand.. The way in. which it is held is illustrated, 
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interleaved with the text. enable the student to expand the -out 
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. SOCIAL MEDICINE 

As was announcéd last weeks it has been decided to estab- 
lish at Oxford an Institute of Social Medicine and to 
appoint a professor to be in chargeeof it. The purposes 
of the Institute have been set forth as follows: 

, To inyestigate the influence of social, genetic, environ- 

mental, and domestic factors on the incidence of human 

disease and disability. ` ; 

To seek and promote measures, other than those 
usually employed in the practice of remedial medicine, 
‘for the protection of the individual and of the com- 
munity against such forces as interfere with the full 
development and maintenance of man’s mental and 
‘physical capacity. ú f 

` If required by the University to do so, to make pro- 
vision in the Institute’ for the instruction in Social 
\ Medicine of students and practitioners of medicine 


approved bythe Board of the Faculty of Medicine. 


in. the University of Oxford. 


With “the warm approval of Lord Nuffield, ‘the Nuffield 
Provincial Hospitals Trust has decided to devote £10,000 
a year of its income for the next 10 years to the creation 
of a Professorship of Social Medicine and to the founda- 
tion of the Institute in which he will work. The Institute 
will be managed by an administrative committee on which 
the Trust will be directly represented by six members. 
Those who read Sir‘ Farquhar Buzzard’s paper in the 
Journal of June 6 probably guessed that this was by no 
means an arm-chair essay, and that one sentence in par- 
ticular presaged a new departure in a university which 
can no longer with justification be described as a “ home 
_ of lost causes.” The sentence was: “We still await the 
establishment of the first chair: and -the first department 
of social medicine in this country.” ~ 
The’ broad idea of “social: medicine ” is of course not 
‘new, andit may be-interesting to recall here_the proposal 
made in 1908 that the B.M.A. should form a Section of 
Medical Sociology ‘as one of the Sections of its Annual 
Meetings. The promoter of this was the late Dr. E. R. 
Fothergill. Supporting him was Dr: Alfred Cox, then 
representing Consett, Gateshead, and subsequently Medi- 
cal Secretary of the Association, and happily still alive 
and active. Dr. Cox’s words, as reported, are strangely 
apposite now, 34 years later. “If there was one thing,” 
he said, “ more apparent ‘than another in the present day, 
it was the vast interest that the State was taking in the 
affairs of the every-day citizen, and it was quite certain 
that much proposed legislation could not be carried out 
‘ without the assistance of the profession.” It is interésting, 
too, to rec#l that one’ representative wanted to know 
whether “Sociology” meant “Socialism.” “ 


The move now'made by Oxford_is the end-point of a‘ 


series of reactions that have been ‘taking place in, the 
medical test-tube for some time now. And it is also the 
beginning of a new series of: reactions the end of which 


it is difficult to foresee. That the change has been heralded ` 


by one who has had a distinguished career in clinical medi- 
cine is itself significant. This imaginative move has not 
had its*origin in the public health service or in the Govern- 
ment Department officially concerned with “ health.” It 


. temples of Aesculapius. 


has as its common origin an ancient university and a 
‘wealthy industrialist. This, too, is significant. The new 
Institute of Social Medicine will incorporate in itself much 
that was inchoate in the minds of practising doctors, and 
will become the focus of the-aspirations of those far-seeing 
medical men who have for long realized that the stetho- 
scope, the bottle of medicine, and the scalpel represent 
in essence the failure of Medicine to get to the roots of 
illness.. Sociologists have themselves often been criticized 
for neglecting the individual and concentrating too much 
and too long on the group and on mass reactions of human 
beings. Medical men have perhaps erred in the opposite 
direction by giving too exclusive an attention to the indi- 
vidual patient. But Medicine has, we believe, set about its 
task in the right way—the way of the biologist who must 
observe, collect, and classify. There is a regrettable ten- 
dency nowadays to belittle the clinician. Yet it is because 
the clinician has~for centuries kept to the fundamental 
scientific discipline of observing and, where possible, 
measuring, that facts are now available to be observed in 
their interrelations by the statistician and the epidemiolo- 
gist. And let it not be forgotten that the sanitarian and 
the epidemiologist are helpless without the clinician to 
recognize the disease in the first place, and the laboratory 
worker to confirm and refine the diagnosis in the second. 
The clinician must himself now learn to see health and 
disease through the eyes of the public health worker, must 
see the sick person as a unit in society worked upon by 
a multiplicity of physical and psychological circumstances. 
He `must become more aware of the lesson stressed at 
Peckham—that the family is the health unit. AH this will 
not happen to-day or even to-morrow, for the change in 
medical thought that is taking place and seeking expres- 
sion in action does not find a medical profession educated 
-to take the fullest possible part in “ Social Medicine.” Nor 
„is the curriculum yet planned so to mould the medical 
student’s-mind that it will adapt itself to the new medical 
world that is slowly taking shape. We may even wonder 
whether enough of those who teach the student have minds 
elastic enough to stretch to new conceptions. 

In a leading article entitled “ Social Factors in Medicine ” 
last year’ we observed that few individual men had had 
more influence on the public health mavement in the 19th 
century than John Snow, and that he had been “ less con- 
cerned with propaganda than with proving by scientific 
inquiry that cholera was a water-borne disease.” There 
is always the danger that ‘doctors will approach medico- 
social issues with propagandist aims that are not strictly 
-medical in origin. There is, too, the danger that doctors- 
will go still further in usurping the place of the priest in 
society through a flush of humanitarian feeling, and that 
the medical profession will return to its beginnings in the’ 
It-is the men like John Snow, 
who in their professional life stick close to fact and inquiry, 
that bring about “the big changes that make for social 
amass end which every good doctor must wish 
or. 


a7 


TUBERCULIN PATCH TEST 
The intradermal injection of tuberculin, as used in the 
Mantoux test, has provided much valuable information on 
the incidence of tuberculosis in large groups of people ; its 
value to the practitioner is perhaps not as widely recognized 
as it merits. The basal data are available in the classic 
investigation by D’Arcy Hart.” He tested 1,030 clinically 
tuberculous patients with the routine Mantoux dose, 0.1 
c.cm. of 1 in 1,000 old tuberculin, and obtained,96% of posi- 


, tive reactions. Among the clinically non-tukerculous at early 


1 British Medical Journal, 1941, 4% 715. 
2 Med. Res. Cacl. Spec. Rep. Ser, 16g, 1932, London. 
. æ 
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ages the readings were mostly negative: 93.5% negative 
among 121 children aged 0-2, 83% among 124 aged 3-5, and 
69.5% among 245 aged 6-10. "The Mantoux result is 
clearly of much significance at early ages. Furculow, in a 
valuable study in the U.S.A., used the “ purest ” tuberculin 


. available, the Seibert P.P.D., and obtained the same type of 


result : 99% of 468 adults with clinical tuberculosis gave a 
positive Mantoux result, while less than 10% of 309 young 
people aged 6-9, with no clinical signs or known history 
of contact -with tuberculosis, gave a positive reading. 
Bradshaw* feels that the diagnostic value of the test is 
underrated. At the Great Ormond Street Children’s Hos- 
pital between 1934 and 1938 he tested 3,010 children re- 
ferred by the clinicians: in 748 the test was positive.- One 
-important poifit was that in the. examination of “ wasters, 
contacts, adenitis an@ arthritis suspects” the test enabled 
three-quarters of the “ suspects” under 4 to be cleared of 
suspicion of tuberculous infection ; even in the 10-12 group 
half could be cleared. Bradshaw regarded the test as not 
devoid of some risk of reaction in erythema nodosum and 
` phlyctenular cgnjunctivitis. “In adult life the test is not so 
generally useful, for few who live in cities escape contact 
wilh the tubercle bacillus. Most recover but thereafter give 
a positive Mantoux response. Of 134 clinically non- 
tuberculous adults tested by D’Arcy Hart 88% were posi- 
tive to the routine Mantoux dose. The positive percentage 
differs in different populations, and with the decreasing 
incidence of tuberculosis up to the beginning of the war 
the Mantoux rate was probably falling. New York City in 
1921-8 showed a positive rate for age group 12-13 of 
45.5%, whereas in.1934 the rate had dropped to 35.2. If 


the incidence of tuberculosis in the general population is’ 


low, adults who ure negative to the Mantoux test will be 
more numerous and a negative Mantoux response will be 
of significant help to the physician, as.was pointed out by 
M. P. Crowe.” Together with a low erythrocyte sedimenta- 
tion rate it will justify a reasonably ‘confident decision that 
baffling symptoms in a patient are not due to ah active 
tuberculous infection. - 
Invaluable “as the intradermal test -is, the method has 
drawbacks. The dilution of tuberculin to be used will 
keep for only a short time ; the needle prick, though not 
bothering adults, may cause teats in children ; finally, tuber- 
culin adheres so tenaciously to_glass. that a special syringe 
must be kept for the test, and indeed for each dilution. In 
the presence of suggestive symptoms the medical man 
cannot aacept-a negative Mantoux result, but must know 
if his patient falls in the extra group of 7% inculpated_by 
tests with the stronger dilutions 1 in 100 and 1 in 10. In 
order to avoid some of these difficulties Grozin‘ in 1933 let 
fall a few drops of tuberculin on to adhesive plaster, which 
was then applied to the skin of the patient. He called the 
method “the patch test.” 
saturating filter paper with undiluted tuberculin, drying it, 
“and attaching it to the adhesive side of the plaster. He has 
devoted much attention tó the test, and has reported* on 
2,900 patients, of whom approximately 720 were tuber- 
culous. In 98% the results of the Mantoux and patch tests 
agreed. A number of recent papers, notably in. America 
and Australia, testify to wide interest in the patch test. 
Reismann and Grozin’ in New York State examined 1,000 
patients by the Mantoux and the patch method: 49 were 
positive to both tests, 3 responded only to the Mantoux, 
and 2 to the patch test only. Furculow tested 612 patients 





3 Publ. Hlth. Rep , Wash., 1941, 56, 2405. 
4 British Medical Journal, 1939, 1, 825. . 3 
5 Ibid., 1942, 1, 266. 
. 6 Amer. J. Dis. Child., 1933, 48, 17. 
7 Ibid., 1937, A 1013. 
8 P Pediat. Í 
° 9 Amer. J. Dis. Child., 1941, 62, 1197. 
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Vollmer’ improved it by- 


aged 6-19: 123 were positive to the Mantoux test. The 
patch test missed 6.7% detected by the Mantoux test, and 
in 7.4% gave a positive where the Mantõux test failed. 
: Though a few writers have described much larger dis- 
crepancies,'° the majority of reports indicate that the patch 


test will giye the right answer in about 95% to 98% of - 


young patients. It appears to be-less trustworthy in adults, 
for whom the Mantoux test seems preferable. j 
‘In descriptions of discrepancies many points of interest 


have been noted. All tests of the kind have a basal small - 


error. Even when the same dose was injected from the 


same syringe intracutaneously into the two arms of the- 


Same patient, the results in the two arms differed in 3%. 
Different brands of tuberculin have given different percen- 
tages in tests on the same patient. Savage" in the U.S.A. 
recorded 60% and 47.6% in duplicate Mantoux tests with 
two commercial tuberculins. Even-two small pieces of 
- filter paper under the adhesive plaster at adjoining spots 
' have on rare occasions given one a positive and the other 
a negative reading. Error has arisen from the application 
of the patch to skin that has been exposed to much sun 
and wind, or from failure to remove all grease from the 
skin with ether, acetone, or benzene before applying the 
patch. Again, different workers have used different tuber- 
culins, O.T. or -P.P.D. Colebatch’* has also described ‘false 
negatives due to the deterioration of-patches during transit: 
When all these points are borne in mind, and when the 
practitioner can be satisfied that he has at his disposal a 
standardized uniform “ patch,” the test will probably prove 
of considerable value to anyone who is impelled by the 
exigencies of practice to sacrifice the greater accuracy of 
the Mantoux test to the convenience of the patch test. 
- While a positive reading may be accepted, it is wise to 
accept a negative one only provisionally, subject to the re- 
sult of a Mantoux test with the second dose, 0.1 c.cm. of 1 in 
100 tuberculin. If the Mantoux test is not being as much 
used in general practice as it should be—and evidence 
points that way—the use of a properly standardized patch 
will be preferable to no test-at all ` : 


` 








‘ DIARRHOEA , AND VOMITING 


. The fact that the “ peak” occurrence of diarrhoea, in the 


summer months presents nothing like the tragic problem 
of twenty-five years ago has perhaps led to some neglect 
of the study of the curious relation between hot weather 
and this alarming metabolic disturbance of the young. It 
is commogly taught that summer diarrhoea has been 
abolished because of three main factors :. the educational 
work of the infant welfare centre, the increased usé of 
dried milk, and the disappearance of manure-covered 
streets with the advent of the-motor car. These’ factors 
all presuppose an infective origin of the condition, but 
it was never clearly established that even the minority 
of cases were. due to recognized pathogenic organisms. 
Recent work ‘has suggested that a virus ought to be con- 


sidered, but the fact that diarrhoea still occurs more fre- - 


quently in warm weather, despite all the improvements. 


in hygiene, suggests that heat might act‘in some ways 
other than by favouring the growth and distribution of 
some infective agents. Just before the war R. M. Campbell 
and A. A. Cunningham” studied a group of 574 infants 
with diarrhoea and vomiting admitted to the Park Hospital, 
London County Council. . Grouping the cases by the 
month of the onset of symptoms, they found the largest 
number of cases to occur in July and September, and the 


10 Amer. Rev. Tuberc., 1941, 44, 94, 
u Ibid., 1941, 43, 527. REN 
13 Med. J. Austral., 1941, 2, 640. 

18 Arch. Dis. Childh.; 1941, 18, 211. ° 
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smallest in January. More than half the cases admitted 
had ,occurred,in the five months June to October. As: 
gastro-enteritis may be a disease. of mixed causations, it 
might be thought that the seasonal incidence of any series 
. of cases would be the result of the interplay of a variety 
of infections of different epidemic constitutioss. AJl cases 
, without any evidence of parenteral infection (bronchitis, 
pneumonia, otitis, urinary infections, and so forth) early 
in the illness were analysed in the same way for monthly 
incidence, but the results were essentially the same, and 
the- warmer months yielded an undue proportion of cases. 
Of.the whole series there was evidence on admission of 
parenteral infection in less than_one-third of the total 
number, and, taking the series as `a whole, parenteral infec- 
tion had no apparent effect upon the general death rate, 
which was 27.7% for the whole series. A’ distinction 
between dehydrated and, non-dehydrated cases not only 
indicates the chief danger of diarrhoea and vomiting for 
the young but gives the clue to treatment and perhaps 


to causation. The mortality, for the dehydrated group ~ 


was 53.7% and for, the non-dehydrated only 2.4%. It is 
small, wonder -that the. authors summarize therapy- by 
stating, “ Whilst the general nursing management must be 
of a high order . . : the most important single factor in. 
treatment is the relief of dehydration.” -For dealing with 
dehydration the authors favour the continuous sub- 
cutaneous route, ringing the changes on normal saline, 
Ringer’s solution, and 3% glucose in 0.25% saline. Iñ 
seriously ill patients this is supplemented in the’ first twenty- 
four hours by intraperitoneal and intravenous therapy. 
The profound disturbance in cellular chemistry set up by 
a negative water balance-is probably not yet sufficiently 
appreciated. Recent-biochemical studies have shown how 
serious this may be, and Campbell and Cunningham’ pro- 
` mise a furtber-_paper on water dnd salt metabolism. Mean- 
_while the effect of hot weather in facilitating fiuid” loss 
might be borne in mind as a possible factor in turning 
a mild gastro-enteritis into-a deadly biochemical. disturb- 
ance. Breast-feeding as a preventive measure can once 
again be supported by the Park Hospital figures. In the 
- whole series only 4.5% of the infants were breast-fed at 
the time of onset, and only 3 out ‘of the 18 died. -About 
_ four-fifths of the infants contracted the disease at home, 
_and it would appear that extra fluid (plain boiled water 
> or even weak saline) might be a useful measure of prophy- 
laxis for all babies, however fed, in-hot weather. _ 


A NATIONAL AMBULANCE SERVICE 
. Hospital regionalization when it comes about will presum- 
ably carry with it regionalization of the ambulance service, 
for the ambulanée, its promptitude, its equipment, and the 
skill of its attendants, may be as important in life-saving 
as the hospital bed itself. Ambulance provision is now 
probably, in bulk, not inadequate, but it needs co-ordina- 
tion to avoid overlapping on the one hand and delay on 


the other and to overcome those difficulties which occa- - 


sionally arise when there is-doubt as to which authority 
is responsible for providing transport. The ambulance is 
now such a familiar vehiclé that it is hard to believe, as 
we are told in a booklet issued by the Home Service Ambu- 
lance Commitee ‘of the Joint Council of thé Order of 
St. John and the British Red Cross Society,.that before 
1914 the civil population ‘of England had practically no 
ambulance service. Many wil! remember the hand- 
propelled litter in charge of the police; in a provincial 
town of 20,000 population the other day we saw one of 
these in service after an accident. -The last war gave a 
„great ¿impetus to ambulance organization, and at its end 
a number ‘of people, under the auspices of the Joint 
Council, resolved to carry wartime experience into civil 


life by providing a range’ of ambulance stations through- 
out England and Wales. This Home Service Ambulance, 
which is by far the largest single ambulance organization, 
has 136 stations, and 320 others are affiliated, and last 
year it carried nearly 200,000 patients. In Scotland the 
St. ‘Andrew’s Association has over 100 ambulances, 23 of 
them in Glasgow. In addition there are the services of 
the local’ authorities, and London and other: authorities 
have excellent ambulance fleets. Many hospital contri- 
butory schemes provide transport facilities for their mem- 
bers, many hospitals run their own ambulances, and, finally, 
there is the A.R.P. service, largely of improvised vehicles. 
The need for an adequate regional and divisional organiza- 
tion of standard vehicles and stretchers is apparent. Stan- 
dardization is important if there is to be free interchange. 
In its 23rd annual report the Home Service Ambylance 
Committee points out that ambulances accommodating 
only a 6-ft. stretcher will be a great disadvantage in a 
widespread post-war interbospital scheme, and urges all 
ambulance builders, looking ‘to the future, to build or 
modify their vehicles to accommodate the 7ft. 9 in. 
stretcher. , No doubt also the term “ambulance” will 
increasingly connote first aid as well as transport, and at 
convenient centres ‘in each region there will be a first-aid 

< ambulance unit with resuscitation and blood-transfusion 
apparatus. The committee already maintains such units 

` in large industrial and in certain coastal and mining areas. 
In the recasting of the hospital systent of the country ‘a 
well-coordinated. ambulance provision will not be the least 
of the essentials. 


“LEKARZ WOJSKOWY ” 
Just one year ago the Polish Army Medical Corps published 
the first number of its journal, Lekarz Wojskowy, in this 
country. We have recently received the February-March- 
- April issue for this year, and it bears adequate testimony 
to the energy of the editor and to the skill and knowledge 
of the contributors to what is, in these days, quite a sub- 
_ stantial number. There are, for example, articles by 
Dr. Bohdan Hejduk on the organization of field surgery 
in modern war; by Prof. Antoni Jurasz, who is Dean of 
the Polish Medical School in Edinburgh, on considerations 
on surgical shock ; by Dr. J. Skladal on the principles of 
physical diagnosis of latent and preclinical lesions of the 
lungs ; and by Dr. A. Fidler on the theory of true uraemia. 
There is, too, a report of the congress of the Polish and 
Czechoslovak doctors held `in Edinburgh in September of 
last year. Most of the articles are in Polish, but there are 
_ good summaries in English which will enable the English 
reader to get some -idea‘of the work and views of the 
doctors of the great Slav nation which has been our close 
ally since September, 1939. 


m 


DOCUMENTARY REPRODUCTION 
Micro-film. processes for automatically recording docu- 
ments have, received much attention, particularly in 
America, during the last 5ʻor 8 years, and now in this 
country they have come into prominence through the risk, 
of destruction of original documents by enemy action. 
_ Legal and banking -documents are now being copied | 

regularly and conveniently by the camera, and libraries 
-are making large use of the facilities offered by the new 
“developments in photographic technique. Much of this 
work is done with miniature cameras, often by 35-mm. 
cinematograph cameras taking pictures 18x24 mm. A 
thousand pages can be recorded in this way on a film spool 
measuring 34x14 in. Sixteen pages of a scientific paper, 
for example, will go on oné foot of films As for,the time , 
taken by micro-film copying, weelearn that in Bermandsey 
500 folios of parish registers were*recently photographed 
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in-a few hours, a work which, if undertaken by hand, 
would have occupied months. 
is.a camera embodying a lehs system giving high-quality 
definition over a wide field of view. The viewing or pro- 
jecting apparatus is of different kinds. A hand viewer 
is necessary for the rapid recognition of titles of docu- 
ments; this needs a. lens magnifying perhaps no more 
than seven-times. Then there should be a table viewer for 


reading the image while the reader sits with an illumi- 


nant so arranged that the room need not be in complete 
darkness ; here the magnification may be twenty- times. 
Another form of viewer may be used for projecting the 
image over a typist’s shoulder on to a small screen when 
the document has to be recopied. The difficulty has been 
hitherto the expensiveness and complication of much of 
this apparatus. Recently Mr. B. K: Johnson, a teacher 
at the Imperial College of Science, showed to the Optical 
Group of the Physical Society a range of simple instruments 
constructed by him, which, we understand, are about to 
be manufactured by a commercial firm. The camera in 
the recording apparatus can be used at a low aperture, 
such as F/8, but the average grain size of the film now 
produced is just about equal to the resolving power of-a 
camera lens working at the wider aperture of F/4.5. Part 


of the simplicity of Mr. Johnson’s devices is due to ~the . 


realization that most of the documents to be copied are 


. of quarto òr at least not larger than foolscap size, so that, 


‘ 


accepting this limitation, one.can do away with any auto- 
matic mechanism for. moving the camera lens. A device 
is incorporated for moving the film along for the correct 
distance for each exposure. A different plan -is pursued 
at the National Institute of Medical Research, which has 
been interesting itself in the micro-film process for record- 
ing papers from journals for storage in its library. Here 
it has been found that for simplicity of working a small 
repeating back camera, using flat film, is preferable to an 
arrangement for the use of roll film, with its gates and 
sprockets ; the flat film is moved by a small lever. These 
methods of documentary reproduction are still in the stage 
of infancy, and the future will no doubt see great'develop- 
ments. The-recent introduction of a new sensitive material 
(micro-negative copying film, panchromatic) is a further 
step. towards the accurate registering of minute’ detail. 
With modern high-resolution films it is by no means impos- 
sible to copy a page of a daily newspaper containing small 
advertisements in such a way that every word is clearly 
readable ; this is customarily done with the double frame 
size of picture measuring 24x 36'mm. It may be added 
that micro-film is now being largely used also for taking 
enlarged photographs of microscopical preparations at low 
magnification. . 


TOWARDS THE CLEAN CITY à 


In the vast dreamland of social reconstruĉtion, the contours 
of which are only -dimly seen, all sorts of movements, 
admirable and less admirable, are staking out their ċlaims, 
and they are right to do so because, in spite of the inde- 


. terminate nature of the ground, the “concessions” will 


probably go to those who are there first. A body early 


. in the field is the National Smoke Abatement Society, 


which has prepared a memorandum entitled Smoke Pre- 
vention in Relation to Initial Post-war Reconstruction. 
Fhe memorandum leaves out of account long-term pro- 
posals and: concerns itself only with the ways in which 
smoke can be prevented in the new buildings which will 
begin to arise all over the country when the war is over. 
So far as these are commercial buildings, it is thought that 
by requjring all*new: installations of fuel-burning equip- 
ment.to receive approval of a special authority, by banning 
open fires, and by making. obligatory the use of smokeless 


` 


The recording apparatus ; 


fuel, a clean atmosphere could be achieved in the blocks 
of shops and offices which make up the centre of a modern 
city. For industrial plant there must be control of new 
installations and in many cases also of use arid mainten- 
ance. It is the multitude of domestic chimneys which will 
always be the difficulty. But here again the construction 
of new houses depending entirely upon gas and electricity 
_ might be encouraged, and even though one open fire per 
house be conceded, the grates can be so designed as to use 
smokeless fuel. The memorandum urges that there should 
be smokeless central zones in cities, so that the shopping 
and promenade streets and the central parks and gardens 
may be pleasant, cleanly places instead of places of grey- 
ness and grime as they are now. Indeed, there might come 
about a state of affairs in which the central part of a 
great city, instead of enjoying only half the amount of 
sunlight which is the portion of the outer suburbs, would 
be brighter and sunnier than they. The same society has 
issued a pamphlet entitled No Clean City, in which smoke 
is shown, by telling ‘quotations and still more telling photo- 
graphs, to be the enemy of health and amenity. We notice 
one quotation by the M.O.H. for Manchester: “The 
aboltion of smoke from our midst would do as much for 
the improvement of public and individual health in our 
industrial centres as any other single action open to this 
country.” a 


PHOTOGRAPHING ANTIBODY ACTION 
There ıs much in microbiology which can only -be deduced, 
since it cannot be seen, and the limits of what can be 
achieved by direct observation were thought to have been 
reached when Barnard perfected photography by ultra- 
violet light. A long step further has been taken by the 
introduction of the electron microscope, and the possible 
uses of this instrument in biology are now beginning to 
be explored. Some idea of what it may achieve can be 
gained from a paper by S. Mudd and T. F. Anderson,’ 
which is illustrated by photographs showing the action of 
antiserum on bacteria. They were taken at a magnification 
of 8,000 diameters and printed at one of 25,000. These 
sensational pictures show monstrous bacilli with long and 
exceedingly fine flagella. Their first usefulness is, indeed, 
in showing that flagella are much thinner than stained 
preparations would lead anyone to believe, the estimated 
thickness of a flagellum of Bact. typhosum, for instance, 
being only about 290 A.U. Admixture with homologous 
serum—heterologous having no such effect—causes both 
changes in the bacterial cell wall and a measurable increase 
in the thickness of the flagellum, attributable to deposition 
of antibody molecules on its surface. It is known that 
the antibody globulin molecule is elongate, and from its 
known dimensions and the measurements here miade iť 
could be concluded that the molecule was lying flat on 
‘the surface of the flagellum. By deduction not only from 
these observations but from work by others these authors 
conclude tentatively that in a low concentration of antibody 
patchy deposition takes place with the molecule lying 
parallel with the surface; with somewhat higher concen- 
trations molecules so disposed form a continugus film, but 
in higher concentrations still a radial disposition is assumed. 
Another point vividly illustrated is that flagella sensitized 
by antibody attract particles of other kinds. When: the 
serum used contained a precipitate, this was adsorbed on 
the surface of the bacterial cell and its flagella, with the 
result that they are entangled in large irregular masses of. 
granular material. But these photographs are chiefly of 
interest as a portent: clear pictures at such a magni- 
fication afford an almost unlimited prospect fog new 
observations. ` X 3 





iJ. Immunol., 1941, 42, 251. 
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bien cs 5 aes j right when we thought that there might be something hidden 
SAVING COTTON-WOOL AND USING away if we could get at it. Through an accommodating person 
y F s y ST we bought all the linen, gauze, and muslin we wanted, and 
' : SAWDUST i smuggled it into the ambulance. 
SEU BY ` r Ss. ` Next a meeting of lady volunteers was called, and their help 
DUNCAN 'C. L. FITZWILLIAMS, Ch.M., F.R.C.S. and their sewing-machines were asked for. They had nothing: 
: ' e i @, ~ “we had even to supply the thread ; but they were set to work 
Among the schemes brought forward by the different profes- to make linen or muslin bags of different sizes. The material 
sions for saving shipping space, it is strange that the medical was torn into various lengths and widths and then folded over 
profession should have overlooked one that could be very so that-only three sides needed sewing. Coarse black thread 
~ effective. It is the saving ‘which might be made in the use was used because it showeéd up against the white material. One- 
of cotton-wool. Cotton-wool is a light and therefore bulky quarter of the last side was left unsewn and open. 
commodity and. must také ub considerable space. ‘As it is- - OS 


~ grown chiefly in America. it must be imported, either in the -. ' Preparing the Sawdust 


4 


` wodge of cotton-wool applied over a new one, even when the 


+ 


‘the amount the surgeon applies ; but it should be remembered 


raw state or as the finished article. eAn enormous quantity We arranged for cartloads of sawdust to be delivered from 
is used in hospitals, surgical centres, surgeries, and, for many the saw mills, which abound throughout Rumania, and dumped 
Purposes throughout the country. _ er on clean sheets laid on the floor of a previously cleaned shed. 
7-Cotton-wool has two great qualities for which it is used Jt was then put through~a large sieve, which removed all the 
in surgery. First, it diffuses the pressure of bandages, splints, coarse pieces of. wood mixed with it, These were thrown 
and apparatps over certain areas of the body. Fat people, away, and the remainder was sifted well through moderately 
therefore, scarcely require any of this “ padding,” as their own fine sieves ; this process was repeated twice so that all the fine 
fat carries out, this function, but wont and custom dictate that dust was removed. The sawdust from these mills consists 
we should apply rather more to them than to thin people, ‘paríly of real fine dust and the rest is crushed wood in the 
because they are larger and-have a greater surface. Splints used proportion (speaking from memory) of about one of the former 
to be padded with cotton-wool, but with the application of to three or four parts of the latter. It was important to remove 
Plaster to fractures this is no longer necessary ; and our results as much dust as possible to prevent it getting into the wound 
are better, as the apparatus does not slip out of position, so this fine sieving was done very thoroughly twice. 
showing that it was largely custom which dictated, the use . What was left was a coarse granular substance consisting 
of cotton-wool. Fomentations are always.covered with large Of crushed wood pulp torn from the interior of the tree trunks 
quantities of cotton-wool, which is thrown away when the by the great broad teeth of the circular and band saws. Con- 
fomentation is removed, but a folded Soft towel is’ just as, sidering its source I should imagine that the amount of septic 
good and can be applied again and again. i organisms in it was very small. This grantlar substance was 
'- The second reason for the use of cotton-wool is its absorbent put into the bags through’a funnel, until the bag was between 
qualities for septic wounds or where there is discharge, but one-third and one-half full. The opening in the bag was then 
how. many septic wounds do we see to-day? Jf we consider sewn up with thick coloured thread, usually red, in such 
why we apply huge quantities ‘of wool over a simple appendix a manner that when the bag had to be emptied, all we had 
wound we shall find that we do so bécause the theatre sister to do was pull the knot at the beginning and. the thread came 
hands it to us. If it must be used the quantity might well out, thus restoring the opening. The bag was then shaken, 
/be cut down to one-quarter. The same thing could” be said- turned inside out, washed and boiled, and used again. 
of nearly all clean operations. ae s The bags varied’from about 6 in. by £in. for small wounds 
Enormous saving could be made in the dressing of clean to 12 in. by 10 in. for large ones or those with much discharge 
wounds ; often the whole dressing is discarded, and a big Jike empyemata. Most of the wounds were horribly septic and 
discharged freely, and this coarse granular material proved to 
0 S Á a be highly absorbent. The “sawdust swelled as it got wet, so 
for wool over a fresh wound, there can be little need for it, that the pads were always larger whén removed than when 


when the wound is nearly healed. Some saving might also first applied ; hence it was necessary that they should be only 
be made in the amount of gauze used. This saving:of shipping ppe-third to one-half full! 


Space can only. be brought about by the thoughtful co-operation In our improvised hospital the bags were put in tins in the 
of the surgeon, the assistant or house-stirgeon, and the sister oven, and people were assured they were sterile. Whether 
or nurse, chiefly the sister, as she ,can control the nurse and this was true or not I do not know; they were never tested 
= bacteriologically, but-they -wére all-we had. Layers of material, _ 
which had been sterilized by boiling, were first applied to the 
wounds, and then the bag of appropriate size was added, and 


3 


wound is already practically healed. If_there is any need 


there is no more conservative body of people than hospital 
sisters. The surgeon would do well to give orders--on the 


_ Subject. Le 2 the whole fastened in place with improvised bandages. There 
5 ‘Dressings from Sawdust _ were no other dressings of any sort, but the hospital was filled 

Some time ago the B.B.C. broadcast a request for suggestions to capacity. N ` 
for the use of sawdust. Perhaps the following experience might I, can vouch for the fact that we came to regard these 


prove useful, for my brother and I managed a hospital of dressings as almost ideal for their simplicity and effectiveness, 
100 beds in Rumania during the last war for many months and we-_only relinquighed them with regret. The credit for 
without any dressings at all except sawdust; and. a better the idea should be: given to that extraordinarily inventive 
dressing could not be asked for. We had no surgical equipment genius Charles Cathcart, F.R.CS., of Edinburgh, who men- 
except our pocket surgical cases and the housewife of the . tioned the possible use of sawdust in surgery in an article either 


, Matron; this may. sound romantic, but was nevertheless a in the British Medical Journal or the Lancet before the last 


fact: How the other needs were supplied makes interesting war. I had read this article with great interest ; probably it 
reading, but cannot be gone into now. I will deal only with would pay others to look it up. 
the sawdust dressings. a 3 i = 


We had ftothing except an ambulance; the buildings and Since 1932 a specific die disease of silver foxes has been recog- 
i bedding were of course supplied. The shops throughout nized as one of the peacoat problems of the fur industry. ie $ 
Rumania were supposed to be completely denuded of material pathological characteristics are similar to those of Wernicke's disease 
‘of every kind, but it was found that material could be produced . or haemorrhagic polio-encephalitis in man. In foxes the diseaso is 
when it was learned that we belonged to the Britis Red called Chastek paralysis, and it first appeared among the animals on 
Crass, and it_spoke volumes for the reputation and credit of - the Chastek fur farm in Minnesota, where in one month it killed 
this. country that we obtained what we wanted, although we P oe oare eee ag Ta Aan, torea 
„had little money:and T only, D ese Se eho certain Ipes of fesh whole fish are included in the Tation, and it 
keepers were Jewish, and most of their goods had been pold can be prevented by adding large amounts of-thiamine. Necrops 
to the Germans before they.came into the war. What was reveals severe damage to the liver. The brain lesions are bi 
left Had been commandeered, ard there was ‘little chance of” symmetrical, and occur in the grey matter, especially irf 
their being paid for it. Small.wonder, then, that we were ventricular region. eer 
$ . q =- x e . 
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- MICE IN PLAGUE PICTURES 
The identity of the pestilence that destroyed upwards of 


50,000 of tht Philistines (I Samuel, v) has long been the subject - 


of speculation. It was characterized by the presence of visible 

-swellings in the body, which the translators of the Authorized 
Version called “ emerods ”—an archaic word for haemorrhoids. 
Clearly these scholars did not identify the epidemic as bubonic 
plague, else instead of the curious word “ emerod” they would 
have used “botch” or “ bubo,”. familiar words -in their day. 
Most interesting, however, is the conjunction of pestilence and 
emerods with “mice that mar the land”; these malevolent 
rodents may equally well have been rats. 

In a recent paper Otto Neustatter' recounts his study of early 
illustrated scriptural texts, undertaken to determine if in Europe 
there was any appreciation of the aetiological role of rodents 
ın plague. From a series of such texts—beginning’ with a 
Paris MS. of 1250, and including the famous Lubeck Bible—- 
he reproduces representations of the plague of the Philistines 
in which-rats or mice are shown. In all these illustrations, 
however, the rodents are depicted as scampering round in fine 
fettle or preying contentedly on‘ the corpses, and there is no 
indication of any mortality or sickness among them. The 
Biblical narrative mentions rodents, and in faithfil adherence 
to this the artists introduced them into their pictures without 
any realization of their special significance. Neustatter seems 
to doubt the identification of this pestilence as bubonic plague. 
To my ‘mind there can be no question. Bubonic plague is 
tbe only killing epidemic disease characterized by visible 
swellings—call them. emerods or what you will. 

It is interesting to consider what was known im this country 
of the aetiology of plague while the disease ‘prevailed. A 
mortality among animals was long known to presage and ac- 
company plfgue in man, but the only association believed 
to exist between the epizootic and the epidemic was their origin 
from one source common to both—namely, a plague poison 
fermenting ın the ground. Rats are not stressed, and indeed 
they are often omitted from the lists of animals affected by 
plague. Gilbert Skene considered it very ominous when the 
‘‘ Moudewarp [mole]}‘and Serpent leavis the Eird [earth] beand 
[being] molestit be the vapore content within the bowells of 
the samin [same].” “Serpent” in his day might mean almost 
any creatures that crawl, from crocodiles to bees. Bacot, who 
succeeded in infecting hen-fleas with plague, suggested that 
the occurrence of the disease in these birds would mvolve 
grave risk to man. What Bacot suggested Skene appears to 
have observed 400 years earlier, for he points out that this 
“infectioun bringis baith man and beast to death. . , and 
speciallie quhan [when] the Domesticall foulis becummis 
pestilentialesit is ane sign of maist dangerous pest to follow.” 

The only animal regarded in England as an active vector 
of plague to man was the_dog, not by contracting the disease 
but by harbouring infection in the hair. This animal is resistant 
to plague, and the dog-flea, though a potential vector, in my 
experience does not bite man readily. On a number of '‘occa- 
sions, however, when fleaing dogs, I have recovered from a 
single animal several dozen fleas not native to the dog, and 
effective carriers of plague. Dogs, therefore, may readily have 
picked up and brought home vagrant infected fleas which had 
abandoned their dead rat-hosts ; the exertion’ of dog-killers in 
Loncon plagues may not have been altogether misdirected. ` 

The theory of the ferment origin of plague retained official 
tecognition while the disease continued in England, but during 
the last epidemic in London in .1665 a considerable minority 
rejected this assumption and contended that the disease is 
` caused by some “animated Matter’ which invades the body 
and produces a poison there. Nathaniel Hodges set himself 
to investigate this new theory. In one instance only, he reported, . 
was the presence of “animated Matter” demonstrated in a 
victim of plague. This patient “in vomiting threw up a strange 
figured Insect; which appeared very fierce, and even assaulted 
such as were busie to observe ‘it, whereupon it was crushed 
by a rude Hand, so that its shape is not very discernible.” And 
here ended for a Igng space the theory of “animated Matter ” 
* as the cafise of infective disease. W. P. MacARTHuR. 

1 Journal of the Walters Art Gallery, 1941 4. : 
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CHEMOTHERAPY OF INTESTINAL INFECTIONS 


At a meeting of the Section of Therapeutics and Pharmacology 
of the Royal Society of Medicine on June 9, Dr. R. D. 
LAWRENCE presiding, Dr. ROBERT CRUICKSHANK Opened a 
discussion on “ The Chemotherapy of Intestinal Infections.” 





. Dr. Cruickshank said that in this field the bacteriological cure _ 


was as importarit for the community as the clinical cure for 
the individual. Until a year ago the treatment’ of intestinal 
infections with drugs had been a complete failure. Typhoid 
fever was a disappearing disease, but paratyphoid had become~ 
a mild prevalent infection. Flexner dysentery was still common 
in certain institutions. Gastro-enteritis was ‘still a major 
problem in paediatrics. The sulphonamides had raised hopes, 
but there were two main objections to these and other drugs: 
it was impossible to get much practical clue to the value of a 
drug from test-tube or animal experiments, and the ordinary 
sulphonamides were readily absorbed from the gut and did not 
stay to attack the organism in the bowel itself. ` - 


The great advance in this field came when Marshall and his 
colleagues at Baltimore discovered a drug which, while -active 
in the test-tube, yet was not absorbed to any extent from the 
intestinal tract. The toxic effects of this drug, sulphaguanidine, 
were minimal. The standard dose with sulphaguanidine was 
3 g. three times a day for three days, followed by 3 g. twice 
a day for a further four days, the week’s course thus giving _ 
a total of 51 g. In dysentery infections more particularly it 
Was important to give the drug in large doses at infrequent 
intervals. There was no evidence that sulphaguanidine was of 
any benefit clinically or bacteriologically in enteric fever, or 
that ‘any of the sulphonamides were of value in the treatment 
of the chronic typhoid carrier. Another substance used in the 
treatment of the chronc carrier—namely, iodophthalein—had 


“a definite bactericidal effect on the coli-typhoid group, and 


occasional cases of cure had been reported., Sulphaguanidine 
could cure the convalescent Flexner dysentery carrier and was 
of great value in the clinical cure of dysentery. In the milder 


Sonne dysentery the effects were not quite so striking. The 


Sonne bacillus was a much more hardy organism. In gastro- 
enterits sulphaguanidine had given no- response. 
ulcerative colitis, he had collected records of 10 cases treated 
with this drug: 2 showed complete remission after a course, _ 


-l_showed improvement, and 7 were unaffected. In dysentery 


the drug of choice was not emetine, but bismuth iodide and 
quinoxyl, and for giardiasis there_was atebrin. i 


Sir Panir MAanson-BAHR said that there were about as many 
remedies advanced for ulcerative colitis as there were causes 
suggested for its aetiology. He had tried sulphaguanıdine in 
10 severe cases of ulcerative colitis. Giyen by the mouth it 
seemed to be no good at all, but if there was a regional 
ulcerative colitis which could be seen by the sigmoidoscope or 
tadioscopy to be confined to the lower part of the sigmoid 
or rectum, and the drug was introducéd directly on to the 
mucous membrane, the result might be quite favourable. The 
best improvement in the cases he had seen was shown in those 
which contained streptococci in the stools. The drug must be 
introduced by enema retention and in large doses (7 to 10 g. 
dissolved in 7 oz. of water and suspended with mucilage- or 
gum of acacia). First of all he gave some emollient sedative - 
like bismuth subgailate in olive o1l to soothe the mucous mem- 
brane, and then gave the sulphaguanidine by rectal enema, 
preceded by luminal or small-doses of morphine. He could 
record 4 cases in which there had been remissions up to date 
for 6 months The drug was altogether retained, not voided. 
One woman had been ıll for 5 years and had had blood 
transfusion in several London hospitals. Since treatment the 
stools* had become normal. Her haenioglobin had gone -up 
from 50 to 80%, and she was looking and feeling well. Of 
all the substances „he had tried, this had given him by far the 
best satisfaction., 

Speaking of amoebic dysentery, hé said that emetine was 
probably the most wonderful specific in the Phaimacopoeia, 
but it had been badly abused. It had been too often as®umed 


that, because the. parasite was knocked out, the disease was 
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- knosked .out also. Formerly emetine bismuth jodide, was given 
in far too big doses. He now gave 18 to 20 gr. in total— 
2 gr. at- nightefor 10 nights—and even that was- too -much., 
The patient should be given a liberal lunch but no other food 
for 34 hours before the drug-was given. The giving of the 

-~ drug should be preceded by-luminal in two doses—I- gr. an 
hour before administration and 1/2 gr. half ans hour before. 


` 


,„ The emetine bismuth iodide should‘ be given in hard gelatin 


capsules. ` It had become the: popular thing in the Tropics—for 
example, Kenya—to put-everything down to amoebic dysentery 
“and to give periodic minimal injections of emetine. ` Jf this’ 
were done, even if the case was one of amoebic dysentery, 
there-was & danger of -gettittg an 'emetiné-fast organism. He 
concluded with a_word about giardiasis. The giardia was a 
mildly - pathogenic parasite.” If. it eoccurred in enormous 
numbers. in the small intestine it’ gave risé to a mucoid 
diarrhoea, and if there was a massive infection a steatorrhoea” 
made its appearance. With the drug atebrin (mepacrine hydro- 
“chioride) the specific nature of the treatment could be 
‘ estimated from the. fat content and appearance of the stools. ' 


- Dr. HELEN Mackay said that in her experience of sulpha- - 


~ guanidine it appeared to have no effect in“dealing with the 


r 


` 
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severe, type of „enteritis, but she pointed out the value of 


these new drugs came forward, cases of enteritis which- had 
an’ associated infection; such a& pneumonia, were regarded as 
invariably fatal, but that was no longer-true. : 
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~ satisfactory way with the least discomfort to the patient, and 


permitted local application to the colon. This operation had 
not found the favour it deserved because surgeons generally 
had neglected its finer points, the after-treatment had not been 
thorough, the relapses had not been treated promptly, and too 
often the opening’ had been allowed to close. 

Mr. McEvedy said that in his cases with proctitis he ‘gave 
half a pint of saline with a teaspoonful of sulphanilamide per 
-tectum each evening. This was generally retained. Relapses 
were treated promptly and the results had been most encour- 
aging. Im other cases an appendicostomy was performed as 
early as possible. Each evening the colon was washed out 
with saline followed by a pint of saline with a teaspoonful of 
sulphanilamide powder. Sulphanilamide and sulphaguanidine 
by the mouth had been disappointing. In only 5 out of 42 cases 

- in ‘the last five years in which appendicostomy was part of the 
-treatment had the patients died. ° 





MENTAL HEALTH IN WAR INDUSTRIES 
_ At a meeting of the Section of Psychiatry of the Royal Society 


chemétherapy in infections iated with enteritis,’ Until. Of Medicine on June 9, with Lieut-Col."A. A. W. Petrie in: 


the chair, tlie éffect’ of wartime industrial conditions on mental 
health was discussed. f z 
> Dr. W. BLoop said that he was medical officer to an indus- 


In reply to a question Dr. CRUICKSHANK said that he- ‘ial concern engaged in food manufacture, employing several 


believed sulphaguanidine was marketed by two. drug houses 
in this country and that supplies were available ‘beyond what 
x pee 


was required for the Forces. 
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_. ULCERATIVE COLITIS 
At a meeting of the Manchester Medical Society on May~6 
. Mr. Perer G. McEvupy opened `a discussion on ulcerative 
- colitis. There was, he said, much that was not known about 
this condition, the diagnosis being often incomplete and the 


hee 


` death rate high. Basing his remarks ‘on 71 casés that had 


¿>a More complete anatomical and pathological diagnosis and.’ Was, 


` 


been‘ under his’ care in the last 5. years, he showed that, with 
more active treatment, the mortality could be greatly reduced 
and the number: of complete cufes_ increased. Anatomically, 
the disease ‘started in the rectum, and commonly spread to 
involve the whole colon, but rarely the lower end of _ the 
ileum. It was an inflammation starting in the mucosa and 
might spread to-all coats of the colon. His cases could be 
divided into the four. groups: (1) those in which there was 
„proctitis ;` (2) those in which the left half of the colon was 
involved ; (3) those with involvement of the whole colon ; 
(4) segmental colitis. The bowel symptoms in each group were 
what one would expect, and the general symptoms the results 
of toxaemia, loss of blood, disturbed- digestion, and lack of 
sleep. The diagnosis must be confirmed by the proctoscope, 
. the sigmoldoscope,’ and x-ray.and bacteriological examinations, 
. Proctoscopic examination confirmed the diagnosis in all but the 
segmental cases, in which radiography was essential. In the 
seriously ill patients- bismuth enemata might be harmful and 
sigmoidoscopy dangerous. : j Ate 
The first and most’ important step in treatment was to con- 
fine the-patient to bed,‘ preferably on an open-air balcony. 
_ The diet should be the most nourishing that could be taken 
with the minimum of residue, and added vitamins. As regards 
operative. teeatment, ileostomy certainly rested the colon and 
‘the inflamed part could be removed by colectomy. Theoreti-! 
cally it was the ideal treatment; but mortality was high” and 
the patierit with a permanent: ileostomy was not in a happy 
state. - Thé operation’ should be reserved for -complications, 
such as strictures-and polyposis, and for casea that were obyi- 
ously failing? to -answer to less drastic forms of treatment. 
In Mr. McEvedy’s experience caecostomy was a definite help 
in curing an attack, but when-the caecostomy was closéd the 
- disease returned-with greater severity. This operation -should 
be abandoned. The same applied- to colostothy. Appendi- 


: _ costomy ‘allowed the-colon to be’ washed out in the most 
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, thousands of people on a’ working week of -48 hours, with 
overtime as required. In 1940 2.7% and in 1941 2.1% of 
all sick leave was due to psychological illness. Probably a 
certain number of cases masqueraded under “ gastritis ” or. 
`“ rheumatism,” so that the lost time was somewhat understated: 
The high figure for gastritis in 1940 (9.5 %) might have some 
psychological significance on account of the conditions in that 
„ year (Dunkirk, air raids, etc.) A fair proportion of absen- 
tecism otherwise unexplained was due to mental ill-health in 
its widest sense, or to fatigue. The increase in accident in- 
.' cidenée he attributed to the entry of older and less experienced 
workers. It would be useful to have a medical psychologist 
‘attached to every- accident clinic so that patients could be 
observed and put under treatment immediately any signs of 
. depression after recovery from accident~were noted. As it 
patients sometimes got steadily worse, and nobody 
troubled because it was nobody’s business .once the- injury 
itself had been treated. Most foremen and managers said that - 
-workers were more “touchy ” than before the war ; this might 
be due to the fact that many were dissatisfied with their work 
' but were unable to leave owing to the Essential Works Order. 
The doctor as well as the manager or foreman should be pre- 
pared to listen to troubles real or imaginary; if they were 
imaginary, mere patient listening often worked -the cure, but 
„sometimes the cause of the trouble, or of an aggravation of 
„it, was found in the factory and could be dealt with by the 
Management. Wages, hours of work, security, and conditions 
generally being satisfactory, he attached most importance to 
harmonious relations within the works, with full recognition 


of the worker as an individual, and to the development of - 


social groups within departments. A well-run welfare depart- 
ment and sports clubs were useful preventive measures. . 


- . Women in Industry 


~ Dr. Joan Harwoop said that she had been interested in a 
-factory -in an area not purely industrial, where many of the 
younger workers had left to be replaced*by older people. The 
‘war effort had provided large numbers of bored persons with 
interests, and lonely persons with companionship, and had 
-relieved the economic anxiety of some, while adding to that, 
of others. Workers of the older generation had been given 
a heightened sense. of their -value, -arid ‘absorption in work 
afforded’ relief -of’ tension and depression ‘following family 
separation. {At the beginning of the war factories were badly 
blacked out and gloomy, so that it was necessary to work by 
- artificial light, which was a frequent cause of depression ; but 
with improvement in lighting and: ventilation this was removed. 
Dingy canteens and poor oloakroom arrangements depressed 
the women, as did unsightly-protective clothing. Logs working , 
hours, -lack of:sleep, and spells of night work were detrimental, 
- - i e 
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especially to married women or women who had home re- 
sponsibiltties for dependants. Bad transpoit was another ex- 
asperating factor. Careful selection and, placing of ‘workers 
from the medical as well as the psychological point of view 
would cut down fatigue. Rhythmic exercises before a “heavy 
meal were beneficial. The executive man or woman—especially 


` the older woman—was a problem. The woman.often eceived 


less toleration than she should at a time when, she was feeling 
her age, but the average woman responded well to encourage- 
ment. The fear of losing her job was present to the older 
woman, though not in the same degree to the younger, especi- ' 
ally if she was one of a group. Illness was often a synonym 
for homesickness. Higher pay for dangerous work had a good 
effect; people were more willing to fall in with safety pre- 
cautions if there was a financial incentive. ag 


Experiegce in the Last War = 
A paper by Dr. H. M. VERNON mentioned his experience 
during the last war, when this question was approached more 
from the medical than the psychological angle. Mr. Lloyd 
George at that time appointed a Health-of Munition Workers 
Committee because of the sickness which was being experi- 


enced. At that time, of 1,300 women examined 35% showed 


“some signs—and a further 7% ‘pronounced signs—of fatigue 


or ill-health. A large proportion of the defects, Including 
those’ put down to “indigestion” or to menstrual and other 
disorders, were, of mental origin. It was found that on a: 
12-hour day accidents were three times greater than on a 10- 
hour day. Men appeared to be much ‘less affected’ by long 
hours of work than women. The principles of industrial medi- 
cine established during the last war had been too much 
neglected. A considerable ‘proportion of both male and 
female workers were engaged for excessively long hours— 
ten or more -a day—and it was only too likely that these 
and other unsatisfactory \wartime conditions were adversely 
affecting the physical and mental health. . f ' 

The PRESIDENT said that there was a limit of hours—about 
56-a week for women—above which the worker could not, 
go satisfactorily. Many women were trying to do a double 
job, and’ it was marvellous how they did it. More emphasis 
should be placed on reasonable shopping facilities and’ an. 
easement of transport difficulties. 

Dr. Marais Curpin said that a medical ‘staff which could 
handle difficulties would keep down the sickness rate in a 
factory. There was a wide difference in peacetime in sickness 
rates in different factories; it varied from 3 or 4 days per 
head per, annum to-18 or 19 days. It was an advantage to 
interview the workers and encourage them to'talk. Rest pauses ' 
were most necessary in concentrated work, and research was 
needed as to how long those pauses should be in work of 
different types. A good deal of the investigation carried out 
io. the last war had been overlooked, particularly with regard 
to long hours of work. In many cases the 10-hour day pro-, 
duced a better output than the 12-hour. In questioning 
workers he had found a correlation between sickness rate and 
dissatisfaction with the job. ; j 

In some further discussion Dr. T. O. GARLAND suggested 
that it was not good to separaté illnesses predominantly 
psychological from those predominæntly physical; the 
problem should be viewed as a whola He said - that 
few doctors could be spared for industry, and it was 
an immediate task to instruct shop stewards, union officials, 
and the hke in matters. of simple health, psychology, and 
accident ‘prevention. -.Dr. S. L. Simpson ‘commented on the 


i a absence from the discussion of any reference to. nutrition. 


el 


There was some vitamin C ‘deficiency ; scurvy was only one 
expression of it, and there were substates of which fatigue 


“and irritability might be manifestations. The discussion had 


concentrated on the mental health of the workers, but the 
mental health of managing directors and others occupying 
important posts must not be overlooked. This called for 
special consideration by all interested in industrial psychology 
because of the effect throughout the organization. 

Dr.. SKOTTOWE suggested that an attempt should be made 
to separate mental illness of encogenous origin from upsets 


. which. wege .superfieial-and obviously connected with the en- 
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vironment.» Major Dicks thgnght ‘that forms of labour transfer 
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as used in the Army might be employed by the Ministry of 

Labour so that workers could be placed in the job for which 

they were most fitted, and Major WILSON asked if there were. 

some elementary intelligence tests which might be applied by 

welfare workers and would prevent the dull and backward 

from being misjudged and misdirected. - P s 
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POSTURE IN INDUSTRY- 


At a meeting of the Association of Industrial Medical Officers, 
held at the London School of Hygiene and Tropical Medicine, 
Prof. H. A. Harris, Cambridge, spoke on! posture in industry. 
There were, he said, four elements in the maintenance of 
posture: (1) proprioceptive impulses from muscles, tendons, 


and joints ; (2) semicircular canal impulses ; (3) evidence of the 


` visual fields ; (4) ‘tactile sensations, especially from the soles 


of the feet. The sum total of these four gave the information 
to the brain which was necessary for the determination of 
posture. In fact, posture: might be described as the “ neuro- 


“muscular mechanism by which man keeps himself right side 


up with the world, so that the world would appear right side up 
to him.” If the influence of any of the above factors was 
absent, then steadiness or maintenance of position would be 
upset. As an example, he referred to the-importance of the 
feet being warm and of wearing footwear to which one was 
accustomed when in such a position that the tactile sense of 


_ the feet helped to maintain position. 


There were certain critical movements, the integrity of which 
was important if the body was to function properly as a 
satisfactory machine: R 
controlled by muscles supplied by’ the cervical‘ nérves’ and by 
the spinal accessory nerve. (2) Abduction of the eye-ball ; 
here the muscles responsible were the lateral recti (the sixth 
cranial nerve). (3) Abduction of the vocal cords for phonation, 
activated by the laryngeal branch of the vagus. (4) Supination 
of the forearm; this was controlled from branches of the 
musculocutaneous nerve, the fibres being derived from the 
sixth and seventh cervical segments. (5) Abduction and adduc- 
tion of the fingers, controlled by-the deep branch- of the ulnar 
(C, T,). (6) Opposition of the thumb, activated by the median 
nerve, which- contained fibres from the sixth, ‘seventh, and 
eighth cervical segments. (7) Eversion of the foot. This move- 
ment, which was among the last acquired during the process 


of a child’s development, depended on the integrity of the . 


external popliteal nerve; the grave disability which followed 
Pott’s fracture was the result of inability to perform this 
movement freely. (8) The action of the- gluteal muscles was 
mmportant in that these muscles controlled movement of thé 
body forwards from the standing-still position, from sitting 
to walking, and in speeding up of pace, carrying, etc. . They 
were enervated by the gluteal nerves, which contained fibres 
from the fourth and fifth lumbar and the first sacral segments. 
It was noticeable that when any of these critical movements 
were interfered with, one of three nerves was usually affected. 
The sixth ‘cranial nerve, the ulnar nerve, and the superior gluteal 
nerve appeared to be most vulnerable to attack by injury or 
disease. The gluteal nerve, which consisted of fibres from 
the fourth lumbar segment, followed a very complicated course ; 
this might be, in part, responsible for its vulnerability. 

Prof. Harris then referred to the importance of remembering 
the ages at which ‘certain epiphyses joined up, so that the 
strain of heavy lifting might be avoided at an early age where 
this would'be dangerous. He cited the coracoid process, to 
which the biceps muscle was attached, and the ossification of 
the pelvis at puberty. The epiphysis of the coracoid process 
joined up at the age of 15; for this reason heavy lifting by 
young boys should be avoided. The centre of the os 
innominatum did not attain full bony maturity until the age 
of 18; before that age girls should not be called upon .to 
stand for long periods. Many accidents~were due to the fact | 
that cramped posture did not allow muscles to respond rapidly 
when they were needed to do so. In conclusion, Prof. Harris 
said he was often asked whether factory work might not 
have a deleterious effect on women’s health. Provided there 
was intelligent awareness of certain elementary. medical and 
physiological facts, there was no reason why this should pe so. 
A brief discussion followed. , g ON 
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(1) Rotation of the head, which was . 
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PNE A p i. Practical Results of Diphtheria Immunization 
Be a 
ieee NO. Correspondence i z ' Sr, —What immunization can, accomplish in combating 
= ` diphtheria is shown by the remarkable drop in its incidence in 
ee ' aye ag Brisbane. The lòcal' authority of Brisbane has an area of 
<, Social Medicine oe / 375 square miles and a population of 341,000. In January, 


Sm,—I should like tò thank both Sir Robert McCGarrison ‘and’ 1938, I decided to make every effort to speed up tHe council's 
Prof. Charles McNeil (July 11, p. 51) for ‘their, e deavours to free ummunization service: I used every available means to 
amend’ my definitions of social medicine. The term.is so broad impres$ upon parents the importance of having their children— 
‘and comprehensive that it: was perhaps unwise to attempt a , espzcially their children of pre-school age—immunized. The 
definition at all, and yet I felt that the importance and interest ` response exceeded my most sanguine expectations. 
of the subject required a clarification of its meaning.’ Sir Robert, In the 4 years and 3-months period—namely, from January, 
suggesting’ the omission.,.of- the, word “clinical” from my first 1938, to April 30, 1942—I have fully immunized 27,217 children. 
definition, rightly asks—** For is it not largely because doctors This rate of immunization in Brisbane, which is averaging 
have confined themselves” to clinical (or bedside) medicine that approximately 6,400 per annum, is, in the period under review; 
the ultimate causes of disease have bten neglected and the considerably in excess of the birth rate. To this must be added 
progress of medicine delayed? ” But we could as justly.ask an unknown but ‘considerable number of children immunized 
in teturn— Is it not because the study of aetiology has fallen by private practitioners in Brisbane, ard I am pleased to be 
so largely into the hands of the laboratory worker, who con- able to sfate that as I write the response of children is still 
cerns himself with-the intimate causes of disease, that the being maintained. Records disclose that at least 75% of this 
ultimate causes have been neglected?-” Neither the clinician nor total are children of pre-school age. By educative methods the 
the Jaboratory worker’ “7 has sufficiently, studied his problems .stage has-now been reached in Brisbane when the vast majority 
“in the field” ^ - - of parents realize that; they owe this simple duty to their 

The good clinician concetns ‘decal actively with all the children. 

“human aspects of his problem—personal, genetic,” and environ- ` The maximum incidence of the disease occurs during the 
mental—and has at least some of the opportunities and training second, third,:and fourth years of life, and as large numbers 
of the “field worker.” He has not hitherto been able to of immunized children of this age group are appearing every 
secure the opportunity of: extending his activities to include day in increasing numbers in Brisbane the incidence of the 
the fuller study of environment, or taken it upon himself to’ disease now shows the anticipated spectacular fall. The 
recommend many changes in environmental.conditions which following are” the figures for this period: 


he knows he could (given the opportunity) prove to be detri- 1938 1939 | 1940 1941- 1942 (3 months) 
mental to human health. The training and office of the Populauon .. 325, 890 on, 333,560 335,520 . 341,000 
medical officer of health, on the other hand, although they , Diptithena: cases 


7 


may some: day do so, do not at present secure for him the: © Brisbane now has at least 80% of its susceptible child popu 
clinical opportunity to fit him for the new and. larger tasks lation immunized; the occurrence of only 22 cases for the 
of social medicine as we begin to visualize them. It was for 3 months of 1942 is a phenomenally low incidence in a popu- 
reasons of this kind that I included the word “clinical” (em- lation of 341,000 people, and the objective of a diphtheria-free 
ploying ‘it in ‘its widest sense). in order to emphasize the Brisbane-for which I am striving is, on these figures, soon to 
importance of this~intimate human relationship, of the study . be attained Fa am, etc., 


‘of man‘in his environment, for without this no student of ; , RALPH WEAVER, 
s social'medicine will ever fully. justify his tasks. > Beane oe . Medical Officer of Health. 
` While agreeing with Prof. McNeil’s desire to lay stress | on ‘i J i 
thè preservation and advancement of health as opposed to-the . District Nursing Service 


a Sir,—Evidence accumulates that much too little use is made ` 
~ prevention „and curè of disease, I do not think that “ appliéd by doctors with panel practices of the facilities afforded by the 
physiology” would be as apt a definition. of all-that social ` district nursing service. In far too many cases the doctor, is 
medicine intends as my abbreviation Mies plied fences insufficiently aware of the benefits which that service can render 
Physiology is concerned with the’ study o nature or, function to. his patients, and some doctors seem almost wholly unaware 
and socant help to establish standards’ of healthy function. even of the existence of the service. The insistence now placed 
Aetiology is concerned with the discovery of the causes of ill- by the-Ministries of Health and Labour on the advisability 
health and so of the’ conditions necessary for good health. of close liaison between the factory medical officer, nurse, or 
Social medicine is concerned with the Practical applications of - welfare officer with the local district nurse and with the panel 
such discovery.—I-am, ĉtc., ' j A.R - doctor makes it all the more important’ that’ the panel doctor 
, Guy's Hospital, London, Sl : , omn YLE. should make more use of the district nursing service, though 
. . the benefits tobe derived from it are applicable not only to 
Sia,—Prof. John A. Ryle’s letter June 27, p. '801) is balm active workers but to every class of panel patient. A recent 
to the worker in public health.’ May I be allowed to welcome illustration to which iny attention has been drawn is that of 
it as the first sign I have yet seen from ae hierarchy eae an employee at a large aeronautical factory. who was absent 
‘profession that their view, of disease is, by ics tal > ul Sf from work for a fortnight owing to cellulitis. Her panel doctor 
calling, ‘grossly and unscientifically limited by tithe a vd advised her to rest, but also to attend daily at his surgery, to 
hospital and consulting room? One may, Sf equal statue with Which she had to walk‘some ‘distance. Although this patient 
suggest that, the ultimate- causea SATE, 0 ana S Wi 1 -Was actually a contributor to the district nursing service, the 
the “ intimate causes’”—the specific factors, “ bacillus, chemica doctor never thought about putting her in touch with the 
poison, or vitamin deficiency ”— to. which, as Prof. Ryle have district nurse, which she had not the initiative to do for herself. 
‘ ‘the. teaching arid indeed the whole theory of cede be. ı I cannot too strongly urge, particularly in these times when 
| been. generally confined. The teaching of medicine n doctors and hospitals are much overworked, that panel doctors, 
now radically reformed in the light of the generally, oe ted as well as the welfare organizations of factories, should bear 
view of its object as “ positive ’ ‘health: and.the prevention“and - strongly in mind the relief which can so often be given, both 
cure of disease.” Positive health requires the extension of_- to their patients’ ailments and to their own time, by the use 
physiology ` beyond the normal functioning of. the body in of the ‘district nursing service which is almost universally 
normal surroundings to -the. limits of capacity and endurance Valable i am ote: 
of each organ dnd function; to the defence of the body 2 aul ? 7 


~ z Horper, ^ 
against physical or biological attack; and to the application , x F Chat of Counci, Greate 6 oian 
of physiology 'in the mass to the living conditions of the. $ i z Sheas for District Nursing. 
community. This surely is the only proper scientific intro- ~, `> i 
duction of`the student to the medical profession in the new 3 Mass Examination of Sputum 


and wider light of its objects ; it should be the basis of teaching. Sir,—In view of the proposed employment of wholesale x-ray 
* for the specialty of public health. Js-this not then the # Social screen photography for the detection of so-called symptomless 
Medicing ” advocated so well by Prof. Ryle?—I am, etc., _ pulmonary tuberculosis would it not be as well first of all to 

Hatfield, Herts. - ` Ea FRANCIS FREMANTLE..  concentratė- more fully upon detecting | those numerous oases 
. ‘ eS . \ a “4 x 


“Marsbell (Jan. nd | 
subluxation. I agree hat an appreciable number of sufferers 
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which do show one of the most obvious and _characteristic 
symptoms—1.e., -the presence of sputum? We know only too 
well how many patients presenting themselves to busy. practi- 
tioners, complaining chiefly of cough and sputum, are regarded 
as “colds,” catarrhs, winter coughs, influenza, bronchitis, 
asthma, etg, and in how few cases the sputum is- "examined as 
a routine measure. It is this routine “mass” examination of 
sputum which should be made possible, and almost compulsory, 
for. every practitioner to obtain by the extension and amplifica- 
tion of laboratory facilities throughout the country, with 
provision for concentrated and specialized examination. ı Un- 


,junited sputum-sample outfits should be supplied to all G.P.s, 


and a nation-wide campaign instituted on the importance of this 
routine procedure in every case where sputum is likely to exist. 

It would naturally be understood that a finding of “ Negative 
for tubercle ” in such an examination might have no significance 
whatever, and the referring of suspected cases for further in- 
vestigation’ should in no way be affected, even intensified. 
Thus no sense of false security would be engendered by 
obtaining negative results, and numérous cases of early and 
active infectious disease and chronic “ carriers ”—i.e., the_true 
danger to the community—would be brought to light. If 
such a procedure were universally adopted, I am sure that 


every patient would very quickly come to expect that a sample - 


of his sputum, whenever present, would always be required for 


examination as a matter of ordinary routine——I am, etc., ` 
LEONARD. HEARN, 
, Notungbam. = Senior Tuberculosis Officer 


Passive Movements for Joints in Paralysed Limbs 

Sm,—There has been no time ın our surgical history when 
there was more lively interest in'the treatment of fractures 
and injuries in general. The physical treatment of these con- 
ditions is now well understood, and there is general and well- 
deserved condemnation of passive movements. But our good 
intentions may: sometimes carry us too far, and passive move- 
ment has become such a bogy that we forget it may, have 
its uses. After nerve injuries and other paralytic conditions 
such as poliomyelitis, active movements cannot always be 
performed for the very simple reason that there are no muscles 
to carry them out. In such a case serious stiffness may result 
and in joints that are anatomically normal. 

We have been called upon to deal with many rather tragic 
cases in which the joint stiffness was so severe that the disability 


resulting from it far outweighed that from the nerve injury. - 


Several of my colleagues working elsewhere, in discussing. this 
problem, have said: “But does it really matter? You can 
always get rid of the stiffness if the joints are normal.” In some 
cases, I agree, you can, and it takes many weeks of very hard 
work, so causing quite unnecessary delay in the repair of the 
nerve lesion. In a few cases, especially in the shoulder and 
hand, the stiffness is permanent and sometimes quite disabling. 

Just what is the objection to moving a normal joint passively? 
I can see none, so far aš the joint. itself is concerned. It stretches 
the paralysed muscles, but is this harmful? There is not one 
shred of evidence to show it. Prolonged stretching may do 


. harm; occasional gentle” stretching within a normal range is 


almost certainly innocuous. The trouble is that we think of 
splints for nerve injuries as we do for fractures—in terms of 
immobilization. A paralysed limb shquld not be immobilized ; 

it should be splinted so that the affected muscles are relaxed, 


and if movement can be allowed within the range of relaxation 


so much the better. This principle underlies the design of the 
splints for nerve injuries worked out at this hospital by 
W. B. Highet (Lancet, May 9, 1942, p. 555), but even these 
appliances cannot be used to the best advantage if passive 
movements are neglected. If a patient is not instructed in 
the daily movement of a’ paralysed limb it is better not to 
splint him_at dll, for the worst stiffness comes not from simple 
neglect, though that may be bad enough, but from uninterrupted 
splinting ; it is particularly pernicious when a faulty appliance 


is used, such as the “ fish-server ” cock-up splint that disgraced - 


the E.M.S. equipment at the beginning of the war.—I am, etc., 
Wingficld-Morris Orthopaedic Hospital, Oxford H. J. SEDDON. 


Sacro-iliac Strain and Subluxation 
Sm,—I was interested in the letter by Mr. C. Jennings 
5, p. 22) dealing with sacro-iliac strain and 
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from chronic backache are allowed to go on suffering owing 
to the fact that the real cause is unrecognized. - It, would be 
pleasant to think that chronic backache dues to a ‘sacro-iliac 
lesion will be as rare as the-wrist-strap, once a familiar token 
of the unrecognized fractured navicular bone. 

X-ray films will not show any evidence of the condition 
known to surgeons as sacro-iliac strain. Mr. Jennings Marshall 
“describes a method by méans of which it is claimed: that sub- 


. luxation can be recognized. This method is commonly used 


by surgeons, and it consists of drawing a line across the film 
joining the tips of the fifth lumbar vertebral transverse processes, 
and then drawing another line across the film through the 
pubic crest ; it is claimed that “rotation” can thus be shown. 
Others draw the first line across the film as above, and a 
second line joining tke iliac crests; if these lines are not 
parallel, it is claimed that there is sacro-iliac subluxation. 

If appears to me that a good déal more faith is placed in ~ 
the immutability of the bony points of the pelvis than is 
warranted. The lumbar transverse processes are notoriously 
irregular. -I drew these lines on a number of films'of normal 
pelves, jdining a number of different points, and I found that 
they varied considérably. The pelvic girdle is not: necessarily 
a symmetrical structure. The only absolutely valuable sign of 
sacro-iliac subluxation which is recognizable at once is that . 
the ‘ilium on one side is superimposed over the sacrum to a 
greater extent than on the other. I do not think that subluxation’ 
should be diagnosed in the absence of this sign. Manipulation 
can give -excellent results, and I have seen dramatic cures 
effected, but I do feel that these lines are inaccurate, and may 
make the diagnosis something of a fetish. 

The sacro-iliac joint is often badly radiographed. The patient 
should be placed on the couch absolutely straight, which is not 
always easy ; for a difficult case I can recommend that a fluid 
level be placed across the two anterior superior iliac spines. 
The whole pelvis should be included on the film. It is best to 
tilt the tube about 20 degrees towards the head, centring’ just 
above the symphysis pubis. Postero-dnterior and oblique views 
are sometimes useful, but in every doubtful case stereascopic 
films should be taken.—I am, etc., 


7 7 ~ Jonn A. Ross, 
Malor; RAM.C 
` “Complacency in Anaesthetics ? ` 5 


Sir,—Interesting as have been the letters under the Keading 
“Complacency in Anaesthetics? ” it seems to me that some 
essential points have not.been made, and as one who has been 
an active specialist from a “rag-and-bottle ” studentship until 
now J may claim some authority to speak. 

The real complacency is not “modern ” ; it dates back to 
“rag-and-bottle ” days and consists in essence in the fatuous 
assumption that anyone who has taken a qualifying diploma “is 
thereby fitted to give anaesthetics. No one in his senses would. 
allow the latest-joined house-physician, or assistant in general 
practice, or other junior who happened to be “odd man” at 
the moment, to remove an appendix without proper super- 
vision ; yet such are habitually allowed (or perhaps compelled) 
to give anaesthetics, although the life-and-death responsibility 
lies more heavily in the great majority of cases on the 
anaesthetist than on the surgeon. This state of affairs was 
deplorable. enough when there were at most two or three’ 
anaesthetic drugs in general use, but it is exaggerated to the . 
point -of a public menace now on account of the multiplicity 
and complexity of anaesthetic agents and procedures. ` 

The minimal requirements ın anaesthetics for qualifying 
diplomas -are so ridiculously inadequate for practical work 
that no one who_has not done a postgraduate course of the 
most exhaustive kind should be permitted to administer without 
expert supervision. (Even the D.A. is no weal protection 
against ‘the theorist devoid of the necessary judgment.) Yet 
it- is almost impossible to get medical men to attend such 
courses. Although the expenditure of tiñe and money would- 
be Very slight, the horrid figure of complacency or amour propre 
- stands in the way, and the usual attitude is that every qualified 
medical man “knows all the answers” and, that anaesthetics 
need no Special study. That there are other and less creditable 
motives than mere complacency for not émploying specialists 
we all know, and I refrain from labouring the point. z 

If there has been any deterioration in anaesthetic mortality 
figures, which has not been shown to date, there are many 
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factors which would easily account for it, such as: (1)-The 


constant introduction of new anaesthetic agents used only too - 


often by persons without the necessary anaesthetic, therapeutic, 
or physiological knowledge, and the unavoidable element of 
experimentalism thereby involved. \ (2) The fact that so many 
of these agents -are ‘intravenous, making the amount of_ judg- 
ment required much greater. Drugs once put int8 the blood- 
stream- cannot quickly be got out, and damage is „irreparable 
before it is obvious. -(3) The enormous amount of operating 
now done relative to the supply of anaesthetic specialists. 
(4) Surgeons have come to rely on the safety of the expert 
anaesthetists and credit all administrators with the same skill. 
They are, therefore, getting slower and’ slower in surgical pro- 
cedure. In the “old days” time was recognized as a serious 
Consideration (who has not tired at the constantly repeated 
“Is\he all right, doctor?” from over-anxious surgeons?). 
Whereas now, new and more tedious, if neater, methods of 
suture, ‘elaborate skin-towelling, multiple operations under the 
same anaesthetic, application of plaster splints, x-ray control, 
and the infinitely greater scope of surgical intervention have 


put considerations of time far into the background, and placed ' 


a far greater tax on the resources of patient and anaesthetist. 
Although Iam certain that publication of more figures will 


dispel any tendency to alarm, the one way to improvement and _ 


non-complacency is surely to employ only specially experienced 


anaesthetists, and to increase the supply of them until no one - 


need undergo any operation, in any but uncivilized parts, with- 
out such assistance. In so far as apparatus is more complicated 
and drugs more numerous, it is merely retrograde to deny to 
patients the benefits obtained from these advances, both during 
and after-the operation, and to return to the crudities of “ open” 
administration, merely because the latter is‘perhaps, easier to 
teach to students and .(save the mark!) nurse“ anaesthetists.” 
We do not -lmit surgery to the abilities of the latest-joined 
house-surgeon ; let us insist on applying the same standards to 
anaesthetics as to „surgery. —I am, etc., 
Stanmore.. ; 


i REGINALD KARN. 


Urethral Instrumentation 


„Sır —How unhappy to-day is the lot of the medical prasti 
tioner! Slowly but surely he is being stripped of his competence 
to perform ‘all those simple procedures he learned in his 
student days and believed, and was taught to believe, that 
he would employ for the benefit of his-patients and for the 
sake of his living in postgraduate life. 

Ante-natal treatment,- midwifery, . child welfare; anaesthetics, 
immunizations, and minor surgery are all being filched from 
him by the public health experts (canvassing by advertisement) 
and by ever-increasing numbers-of specialists. In fact, I have 
heard it said that nowadays all a practitioner needs to run 


‘a practice in a densely populated area is a pen, paper, stetho- , 


scope, thermometer, and catheter. And now my old friend 
Mr. Gordon Bohn writes to say that the general practitioner 
must discard the catheter and replace this valuable instrument 
of general practice. by the telephone. He writes to challenge 
Mr. Clifford Morson’s statement that a “ ‘general practitioner 
will benefit his patient by passing a catheter ” in a’ case of 
-acute retention, ,and even suggests that ,senior students be 
taught when not to pass a catheter, with acute retention due 
to an enlarged prostate heading the list of their restrictions. 
He honours us by assuming that we may avoid making a false 
passage and that our aseptic’ technique is beyond reproach, 
but he fears that in the excitement of the moment'we may 
let off all the urine and kill the’ patient by anuna and bleeding 
from the kidneys. 
technique He dubs -our efforts as “interference by the practi- 


tioner,” whick of all his implications I find the hardest to. 


receive. 
Mr. Bohn believes that we should send all our cases of acute 
. retention immediately to hospital or nursing home before the 
' retention is relieved. In‘ideal surroundings Mr. Bohn is making 
a scientifically sound statement, and given a willing patient in 
- little pain, a fast-ambulance, a smooth road, and a good 
urologist in waiting, I can imagine no circumstances more 
_ propitious for avoiding the horrible catastrophes he mentions. 
Personally, J am never more conscious of my halo than ` 
when I fave turned out at night to catheterize some poor old 
man who has been in agony-all day. trying to pass his water, 


= I 
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` as well as a therapeutic measure. 


In spite of granting us asepsis and faultless. . 
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and, due to my interference with a rubber catheter, experiences 
that glorious relief a taste of which may be experienced by the 
ordinary man who has to .hold his water a couple of hours 
longer than he likes. Perhaps unduly biased by the patient’s 
gratitude, it is difficult to believe that in catheterizing him one 
has sinned against the laws of urology, instead of ‘performing 
an act of-mercy if not of competence. I have examıned my 
surgical textbooks and--the B.M.J. back to 1938 for another 
authoritative opinion, as J consider the matter of great im- 
-portance. The last article in the latter was by Mr. R. Ogier 
Ward (Jan. 21, 1939, p. 121), and although only three years 
past, it seems to uphold my conception of procedure. As 
I understand it, one’s duty is to take a history, examine the 
patient thoroughly, order a hot bath, give an injection of 
morphine, and if this fails proceed to catheterization. A soft 
rubber catheter of average size passed with full aseptic technique 
is often ‘successful, and, as Mr. Ward paints out, is a diagnostic 
If. this fails, a soft silk-web 
coudé catheter, correctly sterilized, may be introduced. If the 
bladder is not distended above a third of the way to the 
umbilicus it is presumably safe to run off most of its contents 
forthwith. If, on the’ other hand, there is a history of chronic 
~retention, greater distension, and any uraemic signs, gradua! 
decompression can be carried out with a drip-saline bulb 
attached to the catheter, and hospital treatment discussed with 
the patient when he is more comfortable. In any case of difficult 
catheterization the patient should be sent to hospital before 
trauma results. 

As_acute retention occurs in those generally well advanced 
in years, I think it is necessary not to be too precipitate in 

_ pushing the patient into hospital. Hospitals and operations are 
not always as acceptable to the old as to: the young, and 
personally I never use the urgency of the patient’s disease as 
a lever to get him into hospital unless forced to do so. Often the 
acute retention ‘patient is debilitated from other causes, and 
there can be very little object in forcing into hospital an old 
person whose days are already numbered, if by so doing he 
may live a little longer, but in discomfort from investigation 
and procedure for which he has but little stomach. Mr. Bohn’s 
procedure is to be recommended in his own district, where all 
the facilities ` abound, but in a district like this primary 
catheterization by the practitioner at home should be justifiable 
for diagnosis-and treatment. It has also the virtue of retaining 
the patient’s-regard for ‘the practitioner, which is apt to dwindle 
if relief is withheld on technical grounds. 

In conclusion, may I ask Mr. Bohn to elaborate his advice 
and describe what happens to the patient when admitted to 
hospital in his district. I should like to add that in spite of 
the increased sale of ‘penile clips following peruretbral resection, 
I consider that method to be the one of choice for dealing with 
enlarged prostate, and I should be loath to disqualify my patient 
for this operation by performing a single careful catheterization. 
I cannot, however, believe that I should.—I am, etc., 

St. Ives, Cornwall E. C. ATKINSON. 


Sm,—With referénce to Mr. Clifford Morson’s letter (June 20, 
p. 771) I, and I anr sure many of the older general practitioners, 
would owe a debt to Mr. Morson if he could spare the time 
to let us know the present-day teaching of how to pass a 
silver-plated old-style catheter on the living adult subject whose 
urethra is not diseased or deformed. We were taught to do 
this in the long past on the dead subject in the dissecting room , 
but, though this was simple, in practice on the living patient 
it was far from simple. Matters have of course moved on 
since our student days. The subject is a most important one. 
—I am, etc, - |. * 


Clogher, Co. Tyrone. Henry Smr, M.D. 


-- ~~ Post-vaccinial Encephalitis . 

Sm,—Flight Lieut. G. D. S. Briggs’s description (June 27, 
p. 791) of three cases of Post-vaccinial encephalitis is of special 
-interest to medical men in Scotland, where at the present there 
is a marked increase in primary vaccinations among the higher 
age groups. Dr. Briggs’s cases appear to have, been of the 
“hyperkinetic type of encephalitis, and I herewith give a short 
report on a case in which the main picture was that of somno- 
lence, altered sleep rhythm, and spastic paralysis. 


A 
‘ 
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The patient, a member of the W.A.A.F. aged 20, was ad- 
mitted to hospital suspected of suffering from cerebrospinal 
meningitis. Vaccination had been carried out for the first time 
10 days before, and on the day before admission she com- _ 
plained of headache, dry throat, pains ın the limbs and back. ~ 
She had abso fainted. , On admission a well-marked pustule 
was noted on the left arm ‘with a ‘fairly severe reaction spreading 
almost from shoulder to elbow. The patient was drowsy, but 
would answer questions on being roused. Photophobia, slight 
general rigidity, positive Kernig’s sign, and exaggerated knee- 
jerks-were all present. Babinski’s reflex was indefinite, pupils 
were equal but reacted normally, but there was a marked 
spastic paralysis of the right arm. Lumbar puncture revealed 
a normal fluid not under pressure. 

During the next five days the patient’s condition altered 
little. On the sixth day the temperaure; which had remained 
between 100° -and 101% F., became normal, but the patient re- 
mained drowsy during the daytime and suffered from sleep- 
lessness during the night. Spasticity of the right arm was still 
present. On the thirteenth day of illness she was allowed up, 
but on the.following day she complained of pain in the left 
lumbar region between the lower costal margin and the iliac 
crest; slight redness of the area being here noted, shé' was 
returned to bed. Eventually there developed in this region 
a patch of herpes about three inches in circumference. On the 
twenty-eighth day she was again allowed up, still slightly drowsy 
during the day and not sleeping well at night. Her general 
condition was poor. She was discharged on the ‘forty-second 
day of illness greatly improved but still suffering from insomnia, 
which was clearing up. 

The case was of interest, apart from the altered sleep rhythm, 
on account of the localized spastic paralysis of the right arm, 
a similar type of paralysis being noted about the same time 


in a child of 4 years who was suffering from early cerebrospinal 


meningitis, but in the latter case it progressed to involve the 
leg and the face on the same side. 

It may be that, on account of the youth of most of the 
subjects of primary vaccination, the true incidence of mild 
post-vaccinial encephalitis is underestimated, a drowsy child 
during the daytime being accepted by the parent as a normal 
state of affairs, and a fretful child at night as being the result 
of the vaccination trauma.—l am, etc., 


` J. LANDESS HORNE, 


County Infectious Discases Hospital, Medical Supenntendent. 
Strathpeffer 


Serving Officers and Medical Planning 

Sir,—There is one group—namely, medical men in the 
Services—which watches the discussions* regarding post-war 
medical planning with anxious interest. The anxiety is due 
to the fact that many of us, with family. responsibilities and 
faced with the prospect of making a new start after demobiliza- 
tion, feel that we are at a disadvantage. Although most vitally 
concerned, the very fact that we are under Service discipline 
makes us. the most inarticulate section of the profession. 

As a profession medical men claim to show disinterestedness 
in matters concerning the-public weal. Nevertheless, although 
sincere, the fact remains that the judgment of most of us is 
liable to be affected by circumstances involving the funda- 
mentals of our economic life. This ‘is made clear when, as 
I have found during conversations, most* Army medical men 


seem to favour some sort of national medical service, while- 


- those in well-established private practice are mostly “ doubtful,” 
to say the least. The object of this letter is to make a plea 
that the disadvantageous position of Service men should not 
be overlooked by those who decide the issues. The very fact 
of having been asked to make sacrifices should give them 


some claim for. consideration.—I am, etc., ` 
“ce M O 3 


The Planning Commission’s Report 
Sm,—The draft interim report resembles in many respects 
a pamphlet on the question of the minimum requirements 
for children.) We are now presented with the minimum re- 


. quirements of the medical profession. 
it will meet ‘with quite as favourable a reception as did the 


admirable report on the children. 
1 Issued by the Children’s Manmum Council, 72, Horseferry Road, S W.1. 
i ~ e $ ` 
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No matter how excellent the plan may become in its final 
draft there can be little doubt that it will have to be hawked 
round the various political parties for support. It will ultimately 
be put into operation by the Government of the day, which - 
may or may not be in sympathy with the views of the Com- 
mission. In this process the plan will be altered to suit this 
or that polifical expedient. 

- Would it not be better, as a preliminary step, if the Com- 
mission determined the patients’ minimum requirements? They 
could find out, say, the 50 most common ailments met with in 
general practice as shown by a research of the National Health 
Insurance records. It,could then lay down the minimum in- 
vestigation and treatment required. It is doubtful whether 
the beds, medical, nursing, and technical staff, or the equipment 
are available, ‘even fn peacetime. Consideration of the 
financial aspect would ‘but add to the general deficiency. “Let 
the Commission consider these minimum requirements and 
tell the patients—i.e., the electorate—what is wanted. It will 
then be incumbent on the patients to demand these requirements 
if they wish them. 

The profession would do well to by-pass the direct political 
approach, ‘but to be ready with the prepared plan at the 
appropriate time should the pressure exercised by the patients 
prove sufficient.—I am, etc., 


Finsbury Health Centre, EC 1. y A. B. STEWART. 


Sm, —To a country practitioner the draft report is a disap- 
pointing, patchy, and urban production, which illustrates 
McDougall’s point that the effort of a band of men is generally 

_unworthy of any one of them individually. They have left 
out two-tHirds of England, for para. 70 leaves us very much 
as we are now, and few even of the market towns have six 
doctors, the suggested minimum for a health centre; and of 
the difficulties of transport, which must carry the colds, chil- 
blains, and colics—nine-tenths of a doctor’s surgery—not a 
word. Truly a metropolitan myopia. 

From the very start, from reading the objects of medical 
service and the first of the questions, so reminiscent of the 
League of Nations Union’s “Do you prefer peace?” or the 

. temperance reformers’ “Do you- deprecate drunkenness? "— ` 
pious blurbs embalmed in words, shop-window stuff —I became 
suspicious. Since when has it not been our aim to do our 
best for our patients? “Positive health” made me squirm. 
To my mind this nebulous phrase suggests leading a hygienic 
camp life with good food and keeping as far away from doctors 
as possible. Do these 73 elderly city fathers know anything 
about it? Dud they deliberate in shorts and no collars in the 
open air, do they exercise every muscle every day, do they 
obey the seven rules of health, grasp the gifts of sun and air, 
defaecate at a squat? Have they taught the students these 
things or have they left it to the Daily Mail and the Boy 
Scouts? In fact, wasn’t “ positive health” coming from them 
rather nonsense? eae $ 

The question of freedom of choice with us is academic. Two 
things compel a man to go to a certain doctor—geography and 
custom. He who lives at Little Snoring or Snoring Green 
will go to the Great Snoring doctor because he would have 
to.go 7`miles to another, and even he at Snoring .Virginibus, 
6 miles away and so much nearer the Lower Sighing doctor, 
will gladly make the distance because his father did. 

Of course there are many suggestions that will meet with 
almost universal approval, and although, personally, I should 
prefer to build on to or alter the house where Sydenham lived, 
where Hunter‘ worked, which Osler has not long left, I can 
quite understand that young men want something more drastic 
done. For don’t let the commissioners imagine fgr one moment 
that they have exhausted half the possibilities. A whole-hog - 
scheme, for-instance, with a great central health and hygiene 
- house, with forty million dossiers recording the physical history, 
illnesses, work, holidays of everyone in these islands (a genetic ` 
“map could be ‘added probably towards the end of the century) a 
from the time when he or she was a mere movement in foetal 
Lfe or before, till they come to the necropsy table, a scheme 
which will try to prolong in happiness and usefulness the 
interval between these events, a scheme of which the patient-. 
is really the centre and the doctor Merely serves to toat end, 
has at least the merit of being logical 


- , 
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At any rate there is no-hurry. The Ministry of Health has 5 


told us that the health of the country „has never been better, 
and, personally, *I have been looking round in-vain for the 


patients who would have benefited had any of these schemes- 


been in operation years , ago. Significantly and monitorially 
the one exception is tuberculosis, a disease that has been a 
Government responsibility for years, employing af army that 
has always seemed to me to have a positively. “ Whitehallian ” 
lack of punch. ` How rarely one hears of,'a keen, cavity- 
sqaashing, sputum-blitzing T.O.! My~experience is of quite 
charming, unworried roundsmen. Who ever heard of a T.O. 
being appointed because of .his aggressiveness - against T.B.s? 
Probably-if he were he would soon run up against the county 
M.O.H., who is also chief T.O., although he may know little 
about it. Anyway it is a relief. to see the proposal (para, 14) 
that, the appointments. should no longer be made by the 
butcher and baker. - 

Truly this report is meat for discussion, but where are ‘thë 
vultures? I resent the note of hurry, not~so much in the 
report itself as in/the last paragraph of the leading article 
that accompanied it. Shall Libyan sands re-echo to debate 
and ward-rooms thunder? For in like places are the best 


of us. Never was time nor temper nor space for script less’ 


suited for discussion. Let us beware of the fate of the extinct 
Iwash Indians, of whom it ig recorded that when in time of 


war the young men were away, the old men violated their. - 


-wives, so that when the warriors returned they slew (1) the 


old men, (2) the unfaithful | wives, (3) the young bastards: ý 


I am, etc., 
-` : 7 Ç. “G. Leap. j 


Diphtheria‘ in \an Infant 
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Changsha battles. -All of them are doing invaluable medical 
and surgical work, and, in addition, organize first-aid training 
and teach hygiene to soldiers and civilians. They lead the 


. simplest and hardest of lives. The following report, written 


` 


Sir,—I should like to report that I have recently had a case ` 


of diphtheria in a baby 12 days old, born in the maternity ward 
of Honiton Infirmary.-It was healthy at birth; and on the 
twelfth day was found to be snuffling ; the following day the 


throat looked suspicious and swabs were taken. The Devon ` 


County bacteriologist reported as follows: ‘Cultures made 
from swabs of throat and nose were found to be positive for 
diphtheria. -A virulence test on guinea-pigs was made from 
both cultures, and in both instances the test guinea-pig died 
within 48 hours‘of inoculation, and showed their typical post- 
mortem signs of death from diphtheria.” 

The baby’s mother had no evidence of any infection of nose; 
throat, or vagina either before or after confinement. Swabs 
have -been taken from everyone who came in contact with the 
child, with negative results.—I am, etc., 

Sidmouth. i a C. M. B. CASE. 


The Rheumatic Lung ; 


Sethe, James Burnet stated (June 27, p. 804) that he was 
probably the first to call attention to this condition. However, 
A. E. Garrod, in his Treatise on Rheumatism and Rheumatoid 

- Arthritis, London; 1890, pages 106-9, gave a good account 
of the theumatic lung, and the possibility of the “ 
poison” causing pneumonia was considered. And Garrod was 
probably not the first-—I-am, etc., 

London, S.E 10 Eur Davis, M.D, MRCP. 


China’s Medical Needs: An Appeal 

Sm,—The China Medical Aid Committee appeals again to 
your readers to assist the National Red Cross Society of China. 
In the past these appeals have been generously answered, and 
now that. China is Our ally in name as-well as in deed we 
put-forward our appeal with even. more confidence. 

Three yearf ago 19 medical-men, who had been rescued from 
concentration camps in the South of France at the end of 
the Spanish War, were sent to help the Chinese ‘Red Cross, 
_ who had asked urgently for trained medical men as well as 
~ supplies. This committee, in co-operation with a Norwegian 
committee, financed and equipped these men and provided 
their maintenance so that the slender resources of the Chinese 
Red Cross should not be drawn upon. The help of the 
Norwegian committee ceased in 1940, and we are the' only 
body to which these doctors can look for support. 

The “doctors are working on various sectors ‘of China's 
immense war front, and two have been in the thick of the 


rheumatic. 


, another year. 


by a young English doctor, 18 typical of work in South and 
Central China. .- e 


“ Our unit -had of 100 beds in the hospital, which was 
otherwise run by the itary. But the latter had neither the equip- 
ment nor the personnel to cope with the more serious cases, and 
these all came to us. Most of the cases we had were very severe 
compound fractures and chest wounds that had survived the first 
week or so. The abdominal end brain cases we saw little of ; they 
had died before they could be brought to’ us.- But the fractures were 
bad enough. ge. had come in carried on make-shift stretchers. 
Exhausted wi th poi their wounds covered with pus-soaked and 
dirt-stained dri gs, and with appalling deformities through lack 
of adequate splinting, they presented a sorry picture indeed.” 

The Chinese Red Cross has-a task to-carry out so enormous 
that the aid we give seems ridiculdusty small, but it is an 
earnest of our appreciation of the heroic resistance maintained 
by China, and we appeal to you to continue that help for 
All donations should be ‘sent to the treasurer, 
Dr. E. R. C. Hambly, Treharrock, Long Grove, Seer Green, 
Bucks.—I ‘am, etc., 


Miiais CULPIN, 
€ Charman, China Medical Aid Committee 


Obituary | 


å WILLIAM MARTIN, M.B., Ch.B. 
Dr. Wiliam Martin, who died suddenly on July 7, was ap- 
pointed “medical” superintendent of Stobhill Hospital, Glasgow, 
in 1927, from Birmingham, where he had been medical superin- 
tendent of Selly Oak Hospital for about seven years. He was 
a graduate in medicine of Glasgow University, qualifying in 
1914. He joined the Army in 1915 during the last war and 
served in France with the rank of major. On his return to 
this country in 1917 he was appointed to Dudley Road Military 
Hospital, Birmingham. Dr. Martin was unmarried, and is 








` survived by two sisters. 


Sır Alexander Macgregor writes: The death of Dr. William’ 
Martin closes the career of a distinguished ahd successful 
hospital administrator.. He not only gave outstanding service 
to his own large hospital at Stobhill, but also to the other 
general hospitals of the Corporation. After the passing of the 
Local Government (Scotland) Act, 1929, the Corporation took - 
advantage of his, experience by appointing him as deputy 


_ medical officer (general hospitals) in the Public Health Depart- 


ment. He came to this office with a high reputation for 
hospital administration. Under his regime great improvements 
were effected in Stobhill Hospital, such as, among others, the 
erection of a large x-ray and electrical department, an enlarged 
maternity unit, a receiving. department, and a biochemical 
laboratory. Plans had been prepared for a new block for sick 
children and a new nurses’ home. He took a prominent share 
in developing teaching facilities in the hospital, and the fol- 
lowing extract from a letter to me from Sir Hector Hetherington, 
the Principal of Glasgew. University may be quoted: “All 
of us here found jn Dr. Martin a most able and friendly 
collaborator in developing the, co-operation of the University 
and city in medical teaching and res¢arch, and we are much 
moved by his loss.” ' 

Dr. Martin was content with nothing but the best, and 
maintained a high standard of efficiency along with a clear , 


‘and practical conception of modern hospital practice and 


cevelopment. On the personal side he was a most agreeable 
and attractive colleague ; he was never ruffled by difficulties, 
and his happy and‘ cheerful disposition was one of his finest 
assets, attracting the warm friendship and regard of the medical 
and nursing staffs and of all who served in the hospital in 
whatever capacity. 


~ We regret to announce the death of .Dr. RONALD LESLE 
FERGUSON, honorary physician for children at the Manchester 
Northern Hospital. He was born in 1882 and studied medicine 
in Manchester and Dublin, graduating M.B., Ch.B. aft the 
Victoria University in 1905 and proceeding to the M.D. four 
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` years later with commendation for his ofiginal studies on the 
digestion of fats, upon which he had worked ın close co- 


‘ ration .with Prof. Craven Moore. He had been a membér 


`. and studied medicine at Trinity College, Dublin, , graduating - He 


1 


the B.M.A. since 1908. Two colleagues (P. M. and G. W.) 

Ë waite: Ronald- L. Ferguson held-many resident appointments 
at Crumpsall Hospital, “Ancoats Hospital, and the Royal 
Infirmary, Manchester. He also found time to go to'the Far 
East. Later he. started in practice in Manchester and pursued 
a busy and helpful life-for 30 years, broken only by three years’ 
active service in Mesopotamia. We realize that few really 
knew him because of his modesty and shyness, but ‘orice these: 
-were_ penetrated, how easily one could appreciate the goodness 
of the man and the genuineness of his purpose in all things ! 
He was a good.sportsman, an excellent bowler, and a capable 

” batsman, and wel ‘merited’ his place in the University team for 
many years. He was an ardent follower of cricket’ at Old 
Trafford. His great sense of responsibility towards his patients 


caused him to work recently although he knew he was unfit- 


to do so. His passing teaves many happy-memories—to patients 
and friends alike—of'-a man whose „honesty endeared him to 
those of us.who were privileged to. know him well. - 


x 
\ odie 


Dr. GODFREY BATEMAN, who died on June 8, was a past- 

~ cfairman and a past-secretary of the North-East Ulster Division. 
Son of the late Godfrey ‘Bateman, LL.D., senior inspector of 

- schools, Dublin, he was educated.at "Galway and Portora Schools 


M.B., B.Ch, B.A.O} in 1915, and M.D. three years He 
obtained the D.P.H. of the Irish Royal,Colleges in 1919 after- . 
serving in the last war as captain R.A.M.C. On returning to 


civil life Dr. Bateman began pan practice in Coleraine, -and“in 1930 AA 
Danson, H. Davies, C 


was appointed tuberculosis o 


cer for County: Derry, a position 
he held up to the time of his death at the age o 


49, after a 


long -period of indifferent health. During his service in~ Ja 


Coleraine, Portstewart, “and Portrush, Dr. Bateman won the 
regard of all sections of the community: and.in particular con- 


cerned himself with the welfare of ex-Service men, for whom „Sh 


~he did good work as chairman of the local branch of the British 
Legion. . 


Dr. WALTER Ross JORDAN, who died ai ERE on June 
13 at the age of 78, was a nephew of Thomas Furneaux Jordan, - 
the famous Birmingham surgeon, and his father also was a 
doctor. He was educatéd at King Edward’s School, Birming- ` 
ham, of which he was a Governor from 1917 till his death, and _ 
Bailiff of the Governors on two occasions-; he was_also one’ of ` 
the founders of the Old Edwardians Association and for some 
time chairman of its committee. He studied medicine at Mason 
College and thé Queen’s oer and graduated .M.B.Lond. 
(with honours in medicine) in 1887, proceeding M.D. five years ` 
later." After serving as resident physician at Queen's Hospital 
he was appointed visiting physician at raat A Road Infirmary - 
‘and physician to the Children’s Hospital, irmingham ; for 
many years he practised “as a consultant in Cornwall Street. 

ordan published a -number of papers on paediatric subjects 
and was a pace har pe of the Birmingham Branch of the 
British Child-Study Society. He had been a member of the 
B.M.A. for 50 years, was vice-president of the Section of 
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V.L Cooper, H. V Cross, Jean M. Frazer, G W. Gibbs, Patricia F. 
Cc. ahs: M. Horwich, R. D Hotston, H. P. Hughes, W. 
Jones, J. Littler, R. Le 
Marsden, R. H Maudsley, P D Moss, J.C V Murphy; S. P. 
G. J Rees, Hilda M. Reeve, G.'C. Roberts, tenval 


Gòuld, T. 


lands, T. 


Rosalind Zalm. Passed in Separaie Subjects: 


- . ‘UNIVERSITY OF LIVERPOOL 
The following - candidates have been approyed at the examinations 
indicated : 


M’D.—A. B. Higemson, C K Sconce, 
Frat M.B., CH B.—Pat II: Amta M Beck, S. Bradshaw, E R. Carter, 


L. Schofield (dısuncnon m surgery). 
Forster, Amabel M. Turner, D. C. Watson, H. H 


TJ. wee and 


-B 
. EB 
J 


R H. wisn, 


(Medicine, Surgery) ; J. G. K. Dean, P. J. Devlin, Joan O. Grant, and F. A. H. - 


Higwitt, Margaret Slater, Elspeth M. 


“UNIVERSITY OF MANCHESTER ` 


The following candidates have been approved at the examinations ` 
-indicated : 
`M D —By thess : J. R. Wardley. 


Fina M.B., Cu.B —SAlice Axred, G Ashe, A. 
A. Boydell, 2D. M. Brierley, 2W. E. Broughton, `' 
D. G. Crawshaw, Betty J. 
ackson, W. H 

Mason 


M 


4R. H Townshend, 


“Blockey, 34H Bolton, H 
P Cuf, J G.’Coburn, D 
Eglin, 3K Heap, Dorothy Hey, Esther Jı 


W. Marsden, 


R. W. 


ker 


T. 


cMyn, 
1343673 W. Stanbury, O. C. Sugden, D. 
ct Wade, 2A. E. Wall, H. C. Warnnaton, J. K 


-` Inman (Medicine, Obstetrics, and Gynaecology) ; F. E. D. Griffiths, C Pownall, 


and G. A Wetherell (Surgery, Obstetrics, and Gynaecology). “Part I. Ethel J. 


N. Ashworth, Pauline 


Dakin, Sheila Egan, D < 


Margar: 
Wright.’ Pait I (Forensic Medicine and Hygiene and Preventive Medicine) : 


0. E Ademyı-Joncs, D. J n, Margar 
D. A. Bevis, D H. Blakey, H. Blaquiére, 
Margaret R. Burke; J. L. Cien. . 


F Fletcher, J. W. Fletcher; Maraaret Garnett, J. Grayson, E. J. Guest, G 


+ T Mos, 
P. H Renton, 
elswell, Sylvia M Slee, K H. Smith, H Sosnowick, J 
“Low E. N. Turner, , P. 


J. G. Oddy, S. Portnoy, P T. 


"Whitley, T A. Yates 


Diseases of Children in 1911, and president of the Birmingham ~ 


‘Branch 1915-19, in which year he gave, the Ingleby Lecture at 
the University. < A 


4 


- News has reached, this čoüńtry from india of ‘the, death of, 
Dr. SURENDA KUMAR Datra; Principaleof the Forman Christian 
College, Lahore. Born in 1878, he was, educated at LaHore 
Medical College and at the University at Edinburgh, -where he’ 

duated M.B., Ch.B. in 1906. He returned to Lahore as 
ecturer on biology at-the Forman College, and was a ee 
of the senate of the Punjab University ‘in 1908-14 and a 
in 1934-42. During the last war Dr. Datta’ served as wel rë 
‘officer with the’ Indian troops in France and was twice- men- 
tioned in dispatches. For:a considerable time he was National 
Secretary of Y.M.C.A.s in India, Burma. and Ceylon, and he 
served three terms as chairman of the-All-India Conference of. 
Indian Chr.stians, whose community he represented for three 
years ,ın the Central Legislative Assémbly.. He was a member 
“sof Lord Lytton’s-Committee on Indian Students in the United 
i London.” and a delegate to the indian round-table conference 2 
in London. 
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Z Thè following well-known medical men have died abroad: Dr. 
EDGARD FILGUEIRAS, a prominent paediatrist of Rio de Janeiro; 

.and Dr? ALvara Lemos Torres, professor of clinical-medicine in the 
‘medical school of Sao Pguld, and-Fellow of the Rockefeller Founda- 
tion, aged 58.- « 


g a =. 
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MB, 


Vulfsom, E. G. 


A F Robinson. M. M: Kose. eee R.-H 


Hargreaves, C. L. Holden, J C. Howarth, E. Isherwood, F. Jackson, G. W. H 
mes, F W. Johnson, F. Kratter, R. McK. Lasktt, Marjorie T “Lee, Mary P. 
McGlade, R. I. Mackay, A Marland, E B N. Merchant, Doreen Mitchell, 

Quinlan, A. Ramsden, F. C. Reidy, 


Sewell, J. H. 


-L Tayor R.-Tepper, 
Wardle, Ruth-J 


- UNIVERSITY OF ‘ABERDEEN 


- At a graduation ceremony on July 9 the following- medical degrees’ 
and diplomas were conferred : 

M.D.—A -H. Cruickshank; (awarded highest honours for thems'(in absentia) ), 
D. A. Hunter (awarded commendation for thems). 


B.—A L Stalker (with first-class honours, passed 
with Juien. J. Mowat (with second-class honours), A. Adam, Mary R’ 
Anderson 


Allan, E Anderson, R. M.'L. 


final exammation 


H. 


I. C. Bowe, - 


Inez M Brebner, D. D Brown, I. MacD. Brown, A. P. Buchan, I. J. Buchan, 
Mary S. Buchan, N -Budge, J Cantie, T. L. Carr, J. R. W. Catto, Isabel M. 5. 


Chalmers, I G. L. Craig, J 


L T. Dickic, Margaret S. Dagud, D -M. Dunbar, 


Lorna L. Duncan, Elceen M Duthie, G. W. Forbes, Helen S Fraser, Leslie W. 


Fraser, W. 


Munel O 


Henderson, G. L 


McGowan, Dorothy J Mackay, J 
Mary. E. C. Maclean, Muriel M eae 
Meadows. D G Mune, J. G Murray, Coats M Park, G. M Reid, Alma C. 


G. Scott, 'G. M. 


E. B7 Smith, J. A. E Stewart A 
-S J. M Walker, W. A. Walker, w Watt, Dorothy M A 
- Wilson, J. H. Wood. 

_D P H—Mary Anderson, C. T. Baynes, End M. Clow, Vera ,D. Davidson 


UNIVERSITY OF GLASGOW 


Eilean A. Hunter, J. G. Hunter, 


Mee: AA Mackie, A 
Mar, V- D. 


-B~ 


Sinclair, Emily S. Smnh, 
, Ceala V. Urquhart, A. Walker, 


Laidlaw, Agnes K. Leslie, J. C 


At a graduation ceremony on June 26 the following medical 
degrees were conferred : 


`” MD—A.'G. Fergusson (with Feared A. R. Hunter, B. T. Main 
Gs abstentia) z 


_ The following “medical degrees were conferred on June 27: 


4 


’ 


_UNIVERSITY OF ST. ANDREWS 


1 


- 


M D—J. Brodre (with honours for thems and Rutherford are medan, W. A 
Davidson (with commendation for thesis anda. ulver medal), W 
C B. Macdonald. 


MacDougall, tJ’ R Anderson, 


. Jamieson, 


—*D R K Rex, tG Simth, TA. J. M. "Mathieson: tI. D. B. 
. Smith, tElmabeth M.' . 


TKamala P. Roe, tJadwiga Mickiewicz, tA. Ingls, tElsa R. Cooper, 
tW. M. C. Brown, tD? K. Stevenson, W. G. Birrell, W. W. Black, Mary 
Cammock, C N. ls . T. D. G. F Isobel M. L 
Fernback, 3. Fuller, .J. Gemmell, Muriel E Gibb, D. M. G: 


D D. Inch, H. E Kelbsick, J 


Montgomerie), J A Petne, D E 


Sharp, D. 


A M Wau, Elizabeth D. S Wilson 


r 


` 


* With distinction. | 


` 


. W. G Tart, Edith A 
t With commendation. 


UNIVERSITY OF LONDON” 


Sir mest Graham-Little, M.P., has been reappointed as aere 
‘tative of the Senate. upon the Court of London University for a 
, further Period of five years from October 1, 1942. 


‘N 


4 


G. French, R. Gibb, Pes R. Gratudge, J. Gray, A. M. ‘Gwynn, < 

erbert, 
T. O'N. F. Kelly, Margaret C. Kemp, W Y. 
Lightbody, R. K MacCussh, J E M. MacDonald, W 


` 


` to Penpheral Nerves. 


The following candidates have been 
.indicated: | á 


. R? Hill, W. H. Hood, A. Hyland, D.`P. Kearns, I. M 
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Camre t UNIVERSITY OF DUBEIN. 


ScHOOL OF PHYSIC, TRINTIY COLLEGE me 
The following medical degrees- were conferred on July'1 : 
MD.—C. G Ambrose, J. E C. Cherry, W. A Gillespie, M. A. Majeko- 
dunni, Isabella M. Murphy (née Dorman), W. F. Roger. , 


MB, BCs, B.AO.W—J. M T Adamson, J E Adamson, P, St G. Ander- 
son,/Violet K. St. G. Breakey, R. B. Brenan, Franziska G. Bril D. M. Brooks, 
Helen U. Croasdale, J. F. Dignan, J. B FitzSmons, J. P. Hearne, W. J. C. 
fll, E K. Holland, A M., Jacobson, H H. B Lamb, Dorothy W. M 
Margaret E, McClelland, J. 


McNutt, W. B.-Martm, J. J. Muscrave, E. S 
Odbert, S: Potgieter, A. WNPnnogle. R. C Rylance, H: . K` M. Shaw 
L Shribman,-S. B Stem, F. S. Stewart, W. J. W. Wolfe. 


QUEEN'S. UNIVERSITY, BELFAST j 
approved at the examinations 


2 p - : 
M.D —W. McK. Bonnar (with gold- medal, W Townaley (with high com- 


mendation), W. S. L. Gilchrist, S A. C Hunter, J. S\ Matthews : rz 


M.Cu.—C. C.D, Marin _ y 


M -Beare, *K. Bew, *D. J. = 
ford, *H. C. Dales, *W. S. Hanna, *T. J. Harmson, *R. M. Laird, *Elizabeth 
*E Momon, *M. R. Neely, J. H 


P Adams, 
W Blar, A. S. Boyd, E. Boyd, R. B. 
Bradley» P. D. Bradley, J. F. Breach, M.>J. Brosnan, J 


. M. 
E C. Calvert, Margaret G. Calwell,, A. N 


A. G. Carson, Castles, Sarah I. Cochrane, G. H. Connor, 
armon W. P. Crone, H. J. Cronhetn, B. J. : Dewar, R. J; 


. McM. Kennedy, 


pson, R.-T. N Smpson, 
EM. 


J. C Stutt, H. A H Summers, B-E. Swain, A. E. P Swinson, G O. Thomas, 
J. D. Watson, E. L. Wbite, R. J. Young - e w s 
D.P.H —S. H Camon, J. M. Fullerton, J. H. P, Grff, A Harbinson, 


W. J. McLeod, T, A. Spence. 


* Second-class honours. 


1 


'-ROYAL COLLEGE OF SURGEONS OF ENGLAND 


-Ata meeting of Council, held on July 9, Sir Alfred Webb-Johnson 


was re-elected President and Surgeon Rear-Admiral ,G. Gordon- 
Taylor and Mr. L. R. Braithwaite’ were re-elected Vice-Presidents 
for the ensuing year. Prof. G. ‘Grey Turner and Sir Hugh Lett 
were readmitted and Brigadier Hugh Cairns was admitted to. the 


‘Council. 


The following professors, 


l lecturers, and demonstrators were 
elected for the ensuing year : -> p 


Hunterian Professors. —Mr. W. H_ Bowen, one Jecture on a Stndy of the 
Actiologzy of Acute A ; Mr H. T. Roper-Hall, one lecture on 


, Premamilary Cysts; Mr L. H. ‘Savin, one lecture on the Surgery of Non- 
-Intraocular Foreign Bodies; Mr. J. C% Ross, one lecture on Injuries - 


magnetic 
of the Urinary Bladder; Dr. Raymond Greene, one lecture on Frostbite and 
Kindred Conditions; Mr. S. M. Cohen, one lecture on’ Traumatic Arteria 


1 
Spasm ; Mr. :J. E. A. O'Connell, one lecture on the Vascular Factor in the 
Cerebrospinal 


. Physicians of London, as: follows: 


. Miller, 
Moore, Margaret F Mulholland, R. S. `- 





- - Diplomas were granted, jointly with the Royal College of 


DirLoma IN Pustic Hearra.—R. Bhaskar, P. R. T. Naidu, W. Dodd 
DIPLOMA IN PSYCHOLOGICAL MEDICINE —J. F. Cooper, H. Fleming, G Gar- 
many, Margaret J. Garmany, J. H. Gould, S. Leviten, P. Morris, J. Slotach, 


- P. C. C Tresise. i 


DIPLOMA IN LaRYNGOLOGY AND OToLogy —J. A Harpman, C. McK Johnston, 
E. Kaplan, E. C. Richardson, E. Rosenbaum . 
ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


At recent meetings of the President and Fellows the folowing 
have been admitted FeHows of the College: J. A. D. Deeny, M.D., 
A. Whelton, M.D., John Duffy, M.D. 


Pi 


The Services 





e 
CASUALTIES IN THE MEDICAL SERVICES 
Acting Surg. Lieut.-Cmdr.\(D.) ROBERT DOUGLAS JOHNSTON, 


- R.N., who was reported missing in the Journal of Jan. 10, is 


now posted as missing, presumed killed, in H.M.S. Prince of 
Wales in ari Admiralty Casualty List published on July 10. He 
was educated at Edinburgh, where he studied for the dental 
profession, taking the diploma of L.D.S. in 1931. He also took 
the diplomas L.R.C.P.&S.Ed. and L.R.FP.S.Glasg. in 1932. 
He was a member of the B.M.A. ? 


-Temp. Surg.-Lieut. WILLIAM ANTHONY CAVANAGH, R.N.V.R., 


„is posted as missing, presumed killed, in H.M.S. Repulse in an 


Admiralty Casualty List published on July 13. He was born 
on June ai 1908, and was educated at Dublin, taking the 


Prisoners of-War-—Major D. C. Bowie, R.A.M.C., Capt. K. P. 
Brown, R.A.M.C.,. Major E. J. Curran, R-A.M.C., War Subs. Capt. 
R. L. Lancaster, R.A.M.C., Capt. J- A. G. M. Lynch, RA.M.C,, 
Major H. G. G. Robertson, R.A.M.C., Capt. J. E. C. Robinson, 
R.A.M.C., Lieut.-Col, C. Ò.' Shackleton, R.A.M.C., Col. J. T. 
Simson, Major J. E. Swyer, R-A.M.C. 


Missing.—Major C. A. Calder, R.A.M.C., Capt. E. T. M. Smith, . 


RAM. t 
` DEATHS IN THE SERVICES 


Surgeon Rear-Admiral GmperT Francis Syms, R.N. (ret.), 
died-on June 23. He was educated at Guy's Hospital and took 
the M.R.CS., L.R.C.P. in 1908 and subsequently the F.R.CS. 
in 1923. After serving as house-surgeon and clinical assistant 
and out-patient officer at Guy’s-he entered the Royal Navy, 
attained’the ranks of surg. cmdr. in 1919, surg. capt. in 1931, 
and surg. .rear-admiral in 1938, retiring early in 1942. He 
served during the war of 1914-18, receiving the medals. 
He was, appointed Honorary Surgeon to the King last year. 


- He bad been professor of surgery at Haslar Hospital and in 


Fluid Circulation’ and tits Relationship to Intracranial Patho- — i 
Wie Os &. Tubea cue e a riet A charge of the Royal Naval Hospital, Plymouth. 


logical Á 
Infection of the Patent Ductus Art 


>; Dr. A G. McD. Weddell, two. 
lectures on 


ertosus ; 
us Innervation; Mr. W. B. Highet, two lectures on Injuries - 


Arris and Gale Lectures.-Prof. -H. A. Harris, lectures on (1) the Anatomy 
of Posture in Industry, (2) the Clinical Anatomy of the Velns, and (3) the 
Relation of the Lymphatic System™ to the Arterial and Venous Systems, - 

Erasmus Wilson Demonstrators,—Mr. L. E. C. Norbury, one demonstration 
on the’ pathological contents of the Museum; Mr. R. Davies-Colley, one 
demonstration; Mr. C. E Shattock, two demonstrations ; Surgeon Rear-Admiral 
C. P..G. Wakeley, two demonstrations on Injuries of the Skull and Brain. 


Arnott Demonsfrator-—Prof. A J „E. Cave, six demonstrations on the con- ' 
tents of the Museum. ' 4 > 


It was decided to recognize the posts.of senior house-surgeon and 
first assistant house-surgéon at Essex County Hospital, Colchester, 
for the six-months surgical- practice required of candidates for the 
Final, Fellowship examination. It was- also decided to renew the 
recognition of the post of house-surgeon at Walsall General Hospital 
for the six-menths surgical practice required-of candidates for the 
Final Fellowship examination, for the duration of the war. ` 


Sir Frank Colyer was reappointed Honorary Curator of the 
Odontological Collection. The thirteenth Macloghlin Scholarship 
was awarded to John Alfred Gorton Holt of Bristol Grammar 


> School., Miss H. B. Collard was reappointed a Leverhulme Scholar 


for a‘-further year. -A yote of thanks was given to Mrs. Rees- _ 
Mogg for presenting. to the College a selection of 150 books from 
the library of her first husband, Dr. Edward Douty, F.R-C.S. >- 

A Diploma of Fellowship was granted to R. S. Lawrie, M.B.,, 
MRCP. z u nei E - 

A Diploma of Membership was granted to J. A. Judson. , 

ad aan K 
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Col. STEPHEN FRAZER CLARK, late R.A.M.C., died at Mosman, 
New South: Wales, in May, aged 77. He was born on July 17, 
1864, and was educated at the University of Edinburgh, where 
he graduated M.B., C.M. in 1885. In- 1904 he took the D.P.H. 
of the Irnsh Royal Colleges. Entering the Army as surgeon in 
1887, he became colonel in 1915, and retired in 1919. He 
served in the China war of 1900 (medals) and in the war of 
‘1914-18, in command ọf a general hospital in France, and was 
mentioned in dispatches in 1914. He also received the Serbian 
Order of St. Sava*(Third Class) and the Croix de Guerre in 
1918. He had been a member of the-B.M.A. for 35 years. 


- Lieut.-Col. JAMES Gwson MCNAUvuGBT, R.A.M.C. (ret.), died 
vat Penzance on April 25, aged 76. He was born in Glasgow on 
November 13, 1865, and was educated at the University of 
Glasgow, where he graduated M.A. in 1887 and M.B., C.M. in: 
1890, proceeding M.D. four years later. He took the certificate 
(with medal) in tropical medicine at the University of Edin- 
burgh in‘1894, and the D.P.H. of the London Colleges in 1903. ° 
Entering the Army as surg. lieut. in 1892, he became lieut.-col. 
in 1914, and retired in 1920. He served in the South African 
War in 1901-2, taking part in operations in the Transvaal, in 
Cape Colony, and the Orange River Colony, and received the 
Queen’s medal with five clasps ; and in the war of 1914-18 was, 
mentioned in dispatches in 1914, and commanded the 13th 
Casualty Clearing Station during the Gallipoli campaign. He 
was a member of the Mediterranean Fever Commission of 1906 
and- was a frequent contributor on pathological and _bacterio- 


logical subjects to the medical press. He had been & member ` 
of the BMA. since 1895. s $ 
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- Medical Notes in Parliament 





-Death Rates for Infectious Diseases 


Mr. Brown, replying to Mr. Leach on June 30, said that the 
death rates per 1,000,000 under 15 in' England and Wales from 


' the following diseases were, for 1939 and 1940: 


-to be 


1939 1940 
Diphther:a -227 `- 265 
Scarlet fever 4 7 15 12 
Measles ‘ Hy E ii 34 95 
Whooping-cough 7 140... roroa 7B. 
Tuberculosis 240 264 


The rates for 1940 were provisional. No rates ‘were yet 
available for age groups in 1941. , 

On June 30 Mr BROWN told Mr. Leach that the death rates 
per 1,000,000 persons living in 1938, 1939, 1940, and 1941 from 
small-pox, measles, scaslet fever, diphtheria, whooping-cough, 
enteric fever, cancer, and diabetes were as follows. ` 
1938 1939 1940+ 1941+ 


Small-pox Şa . a ý u R 

Measles “9 os 4 è . 40 7 21 28 
Scariet fever è . è E aA re 9 4 4 3 
Diphtheria x 7 s ga : 71 51 60- 64 
Whooping-cough as a , 27 29 16 57, 
Enteric feyer, mcludıng typhoid and paratyphoid 4 3 3 - 4 
Cancer ša on . aS ie .. 1,665 1,620 1,662 1,670- 
Diabetes ' .. aa oe ý “ 173 124° 129 117 


The rates for 1940 and 1941 were provisional. They were cal- 
culated on the total population of England and Wales for 1939. 


` Children Employed on the Land 

Mr. Epe, on June 23, in reply to a question on the need for 
adequate medical examınation of school children exempted 
from attendance in. order to engage ın agricultural work in 
any case where, there was danger of overstrain` on account of 
a child’s physical condition, gave the followmg information. 
The Defence Regulation required that “if the local authority 
by notice in writing served on the parent or guardian of any 
child so ,requires, the child shall not be employed in agricul- 
tural work, or,-as the case may be, in agricultural work of any 
nature, unless he is certified by a registered medical practitioner 
hysically fit to be so employed, and it shall be the duty 
of a child’s parent or guardian to take all reasonable steps to 
seo that he is not employed in contravention of this paragraph.” 
In the instructions issued by his Department to local education 
authorities, Mr. Ede continued, the lors was included: 
“Tf the authority, on information received from the school 
medical officer, teachers, or otherwise, has reason to doubt 
whether a child is physically fit to undertake the work, exemp- 
tion must not be granted unless a satisfactory medical certificate, 
which ‘should wherever possible be given by the school medical 
officer, 18 received.” = 


Viscountess ASTOR asked if it was possible to give these. 


- children one hour’s rest in the middle of the day. It would, 


she said, make a great difference to their health. Mr. Epe said 
that where a child was employed for thé whole day there was 
a requirement that a sufficient period of rest should be allowed, 
and there was a general desire that the children should not be 
employed for more than half a day unless it was absolutely 
necessary. Mr. Rays Davies said that if these children, aged 
14 years and upwards, went to work in a factory they were 
all medically examined. Why was there this difference? Mr. 
EDE replied that there were not sufficient doctors available to 
examine all the children on the spot without such delay as would 
frustrate the object of obtaining the help of children on the 


. Colonial Services ° 


Presenting the Colonial estimates on June 24, Mr. HAROLD 
MACMILLAN said few of the Colonies had or were likely to 
have for a long time so large a reservoir of qualified focal 
candidates that the 
administrative, scientific, professional, and technical experts 
needed. A mobile force of experts in admunistration, medicine, 
agriculture, etc., was needed who -would be at the disposal of 
the Secretary of State to be posted wherever in the Colonial 
Empire they were most uired. Mobility was still hampered 
by variations in local regulations, in salary scales, and so on. 

nification of the Colonial Service had been going on since 
1930. Much progress had been made, but to get a fully unified 
and mobile -service needed not only direction from the centre 


but financial provision to equalize conditions of employment ` 


in the poorer and the richer Colonies. The Colonial Office 


. had Lord Hailty’s gifts at its service. With the help of eminent 


paar 
over thé whole field, and would have half a million pounds a 
year ‘to do it with, è ® £ 


pulation could itself supply all the - 


he would advise on the organization of research work . 


` Dr. Moraan said that in Jamaica conditions of treatment of 
venereal disease were unsatisfactory. Mr. SORENSEN said a 
more drastic development of Colonial Medical. Seryices should 
be planned. It was appalling that not one coloured woman 
nurse trained in this country had secured a position as matron 
or sister in any of the medical establishments in West Africa. 


Eyesight of Factory Workers—Mr. Malcom McCorquopaLe 
told Sır Fiancis Fremantle on June 10 that about 12,450 accidents 
causing eye injury were notified under the Factory Acts in 1941. 
There were no special arrangements of a comprehensive kind for 
the services of ophthalmic surgeons to be available for factory 
workers as such, but in a few cases factory managements had made 
arrangements to assist their workers in cbtaining advice from such 
surgeons or from sight-testing opticians. | 

British Sick in Iraq and Persia—On June 16 Sir Tuomas 
Moore asked the Secretary of State for War what was being done with 
the Bntish sick in Iran and Iraq and whether convalescents were 
„being transferred to leas trying climates. Sir James GRIGG said that 
British general hospitals and combined British and Indian general 
hospitals had been established for British sick and wounded in Iraq 
and Persia. In addition hospital accommcdation was available in the 
hills in India for patients recommended for a change of climate. 


Lead Potsoning.—Cases of lead poisoning notified under the 
Factory Acts were—1,258 ‘in 1899, 207 in 1919, and 109 in 1939. 


-_ Dental Man-power—Mr. Brown informed Professor Hill on 

July 2 that in carrying out their tasks of finding dentists for the 

Services the Central Dental War Committee took every care to 

ensure that a sufficient number of dentists were left in civil life 

to cope with civilian demands for dental treatment, including those 

arising under National Health Insurance and “the School Dental 
TVICe. x 


Pneumonia.—During the ten years 1932 to 1941 inclusive the 
‘average number of cases of acute primary and acute, influenzal 
pneumonia notified annually was 50,912, wıth a maxımum figure of 
65,009 cases in 1933 and a minimum of 42,312 in 1939. Mr. Brown 
said that chemotherapy in the treatment of pneumonia was intro- 
duced about six years ago and had come ‘into general use since 1938, 


Medical Schools—On June 24 Sir Francis Fremantle, Capt. 
G. S. Elliston, Mr. Messer, and Mr. James Griffiths gave evidence 
before the Committee on the planning of future’ medital schools 


: Notes in Brief 

The number of cases of non-pulmonary tuberculosis notified in 
England and Wales during the year 1941 was 13,720. The number 
considered to be of bovine ongin is not available. 

The .Public Health (England) (Tb) Regulations, 1942, were pre- 
sented to Parliament on June 3. ‘ 

The National Milk Scheme does not affect any powers of medical 
officers of health in relation to the quality of milk. 

Mr. R. A. Butler roposes to ask local education authorities to 
provide milk and school dinners during the summer holidays. A 
circular on this and other matters relating tò the care of children 
during the holidays is in course of preparation. 


Medical News 








‘ 








Mr. C. Bowdler Henry. will deliver a'lecture on “ The Complica- 
tions and Treatment of Impacted Wisdom Teeth” at the British 
Dental Association, 13, Hill Street, W., on July 28 at 3 p.m. All 
members of the British and Allied Services will be welcome. = 


The Council of Epsom College have available for orphan daughters ' 
of- medical practitioners “St. Anne’s” Scholarships and “ Squire 
Sprigge ” Scholarships. Candidates for the St. Anne’s Scholarships 
must be fully nine years of age, and must be orphan daughters of 
medical men who have been in independent practice in England or 
Wales for not less than five years No such ‘restrictions are laid 

` down for the Squire Sprigge Scholars. The value of each scholarship 
is dependent upon the means’ of the applicant and-the locality and 
fees of the school selected. Forms of application can be obtained 
from the Secretary’s Office, Epsom College, Surrey.’ ¥ 


The Ministry of Food announces that-a category 1(h) has been 
added to the schedule of conditions qualifying for priority milk 
supplies. “ Patients with malignant disease, or lymghadenoma, or 
letkaemia, who are- undergoing radiotherapy, whether by means-of 
x rays or radium, and who suffer from reactions to the therapy as 
- shown by difficulty in swallowing or digestive disturbances such as 
anorexia or vomiting,” will be entitled to a maximum of two pints 
daily on the production of the necessary medical certificate, which 
will be valid for one month, but renewable for- two further consecu- 
tive periods of one month on the production of further certificates. 
If another course of treatment is required after an interval, then 
during this course Priority milk will be available to the patient on 
the: same conditions as before. Certificates for priority supplies of 
eggs or milk for expectant mothers will be valid. for three months 
~at a time and renewable for further periods of three months fo cover 
the duration of pregnancy. 
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The Duchess of Abercorn Wwas'-present at a crowded meeting, 
representative of all interests, held. in the Whitla Medical Institute, 
Belfast, on July 32 The Rt. Hon. Sir Hugh O'Neill presided and the 
meeting was addressed by Dr. Doris Odlum of the, Child Guidance 
Council of Great Britain: At the close it was , unanimously and 
enthusiastically decided to establish a Child Guidance Council for 
Northern‘ Ireland. The Queer recently allocated a an of- £2,000 
from the Bundles ‘for Britain Fund towards this object. 3 


The Association of Scientific Workers, 73, High Holborn, W,C.1 
(with the collaboration of the Bederation of Ayrshire Scientific Film~ 
Societies) has arranged a conference on the scientific film, to be held. 
in two sections: in Ayr_on Saturday and- Sunday, August 1 and 2, 
and in London on Sunday, August 16. The aims of this conference 
are, first, to discuss the need for scientific film societies- run by 

_A.Sc.W: branches to give science films the widest possible showing; 
and, secondly, to draw public attention to these activities and {o the 
need for increased-and co-ordinated production of science films. 


In view of the shortage of medical specialists, particularly in ear, 
nose, and throat work, in the south-east of Scotland, the Edinburgh 
_ Royal Infrrmary has entered into an agreement with the Chalmers 
Hospital, the Deaconess Hospital, £ 
that the out-patient departments of the three last-named Hospitals 
- shall be closed and all out-patients will now report to the Royal 
Infirmary. * y E 
The King has appointed Dr. -Victor W. T. McGusty, O.BE., to be 
- a member of the Executive Council of the colony of Fiji for a further 
| period. T. re vi 











EPIDEMIOLOGICAL NOTES 
G Discussion .of Table ` 
There was àn increase in the incidence of the majority `of 


infectious diseases in England and Wales during’ the week ; the.. 


outstanding increases were 1,206: for measles and 91 for dysen- 

tery. The notifications of méasles, _whooping-cough, and dysen- 

tery are the largest weekly totals that have been' recorded for 

1,-14, and 44 years respectively.. ` 
Pacan i Measles ‘ Poa 

The 7,581 cases of measles notified during_the week in 
England and Wales represent an increase of -almost 20% on 
the total of the preceding week: The largest increases were 
those in the counties of Yorks West Riding 239, Middlesex 166, 

. Lancashire 152, Essex 149, Surrey 128,- Northumberland 94, 
Hampshire 76, Durham 74, London 70. 
recorded in Kent and Hertfordshire of 79 and 88. “The inci- 
dence of measles varied considerably throughout the country ; 

~in 11 English counties with a low incidence there were only 46 
cases, and only a total of 13 in 8 Welsh counties. 

-For the second consecutive’ week there was a big decline in 
the notifications of measles in Scotland, where 358 fewer cases 
were reported than in the -preceding week. In Glasgow 114 
‘cases were notified, a decline of 363. 7 R 

In: Eire 97 cases, an increase of 48, were reported, and in 

- Northern Ireland 233 cases, a decrease of 31. - , | 
' S `. Dysentery ae to STA 
- The largest increase in -the ‘notifications- of dysentery in 
England and Wales was due mainly. to the outbreak in Cumber- 
kol rea U.D. ; 100 cases were notified during the week 
‘in this outbreak, which started in the preceding week’ with 
31 cases. . The only new outbreak of any size occurred in 
Westmorland, North Westmorland R.D. 14 cases. The largest 
` of the other county totals were ‘those of London 22, Lancashire 
16, Surrey 15, Yorks West Riding 15, Oxfordshire 10, and 
Gloucestershire 10. s ` 

Aen ee og . Small-pox : e 
The ‘outbreak in Glasgow appears-to be effectively checked ; 

nq new cases were Teported during the 5 days July 11-16. ‚The 

death of a 72-year-old man brings the death roll to 6. Over 


half a million persons:have been vaccinated, and several of the, 


vaccination agntres have been closéd. In Swindon several sus- 
pected cases have, been reported’; no deaths have occurred in 
this town. The medical officer of health“has stated that the 
response to the vaccination offer has been “ deplorable.” 
According to the daily press a mild case of small-pox has been 
removed: to ‘hospital from a ship at Liverpool. The medical 
officer of health taken the necessary precautions for dealing 
with “the situation. - = x 3 : 
Returns for ‘the Week Ending July 11. - 


The notifications of infectious diseases in England and Wales `` 


„included: scarlet fever 1,279, whooping-cough 1,390, diph- 
theria %68, measles 7,361, acute pneumonia 625,- cerebrospinal 
fever 87, dysentery 155, paratyphoid. 8, typhoid 4. aa 
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(a) E lojojo 
Cerebrospinal fever .. 10. 4| 36 \ 


and the Sick Children’s Hospital ` 


Enteric ( 


Infective enteritis or 


Decreases were - 
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-INFECTIOUS DISEASES AND VITAL STATISTICS 
` We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended July 4. 


Figures of Principal Nonfabia piai for the es and thos for thio cora 
sponding week last year, for’ (a England ani a! ndon 
London (admmistrative county). (c) tland. (d) Ere. (e) Nowhern Treland 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
oe Jor ` a) The 126 great towns in England and Wales (including Tondon): 
E ndon (admmistrative county). (c) The 16 principal towns 10 Scotlan: 
The 13 principal towns imEire. . (0) 10 principal towns in Northern Ireland. 
A dash — denotes no casos; a blank space denotes disease not notifiable or 
no return available. aes ` 





1942 1941 (Corresponding Week) _ 
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Beaths (0+) year)... A) 
Infant mortality rate 
(per 1,000 Irve births) 
` Deaths (excluding: still- 
births) eee 
Annual death rate (per 
1,000 persons li 
Live Births .. 


- Annual rate per 1,000 7 
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* Includes pay form for 
county), and Northern Ireland. e . 
~ t Owing to evacuation schemes and other movements of population birth and 
death rates for’Northern Ireland are no fonger available. s 
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Letters, Notes, and Answers 





All communications in regard to editorial business should be 
addressed to Tue EDITOR, BRITISH MEDICAL JouRNAL, B.M.A. 
House, Pavistock SQUARE, NDON, W.C.1. : 7 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. s x -0 

Authors desiring REPRINTS should communicate with the Secretarý 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
recéipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. P 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 pmo: Orders for copies of the 

+ Journal and subscriptions should be sent to-the Secretary. 

TeLePpHONE No.—B.M A, and B.M J.: EUSTON 2111. 


- TELEGRAPHIC ADDRESSES. —EDIT OR, Aitiology Westcent, London; 


SECRETARY, Medisecra Westcent; London. 
B.M.A. SCOTTISH OFFICE: 1, Drumsheugh Gardens, Edinburgh 


QUERIES AND ANSWERS 
Adder Bite 


Dr. C. W. WALKER (Hereford) writes: Having a child under my 
care suffering from adder bite, I find on looking up the subject 
very little information as to Prognosis. Four or five fatal cases (in 
this country) are vouched for, and about half a, dozen case 
histories published (Sir T. Oliver’s case and Dr. M. R. Taylor’s 
series). I should be most grateful to any doctor who has had 
this rather rare accident (British adder bite) under his care in the 
past for information as to the duration of the severe symptoms, 
and of the subsequent swelling and disability of the bitten limb. 


Incidence of Migraine : 

Dr. M. INFELD (London, N.W.6)_wntes: I am interested in data con- 
cerning the frequency of migraine in the United Kingdom. Are 
there statistics in this regard, official ones or from any out-patient 
departments? 7 è 
" An Unusual Accident 


L. P. S. writes: A cyclist collided with a light horse-drawn vehicle 
The shaft, about the thickness of the wrist, transfixed the extreme 
upper part of his thigh and broke off. I was called in to operate 
6 hours after the accıdent. The shaft was in situ and entered at 
the inne: side, passed through the centre of the thigh, and the end 
caused a bulge on the skin on the outer side. An anaesthetic was 
given and the shaft ‘was pulled out with some difficulty as it was 
firmly embedded, but there-was no resultant haemorrhage. A 
generous counter-opening was made, the entrance wound was 
excised, the channel of the wound was Cleaned so far as circum- 
stances would permit, sulphanilamide powder was ‘introduced 
throughout the whole length of the wound, and a through-and- 
through drainage tube was placed Sulphapyridine—2_ tablets 
every 4 hours—was given subsequently. I was informed ‘that all. 
seemed to be going well until the fifth day, when the whole thigh 
swelled up from infection and the patient died of septicaemia on 
the sixth day. Suggestions would be welcomed as to what might 

e considered the correct treatment of such a case. - 
Income Tax 
' Variations m Earnings 

P. B.’s earnings ın the ‘five years to April, 1942, were respectively 
£200, £100, £70, £250, and £510. He has apparently been assessed 
for the five years ending April, 1943, on. the amounts of £200, 
£100, £250, £250, and £510. Is‘ this correct? s 


“* It is not possible to say without knowing why the earnings 
dropped to £70 in 1939-40, but on the face of the figures P. B 
does not seem to have suffered an excess of tax over the whole 
period. (A cost-of-lving bonus: received in cash us liable to income 
tax.) ` g 

Free Quarteis as an Officer of the Crown . K 
* F is a Civil Servant (prison M O.) with free quarters valued at £50 
per annum and is assessed to include tax on that amount. Is 


r 


** Yes. The liability arises under the special rules applicable 
to Crown property, and the facts accordingly lead to a result 
different from those whete the “ occupier ” of the whole premises 
is a private individual, or hospital authority, etc 


Diminution in Earned Income 


J. M.’s earned income during the actual year ended March 30, 1942, 
was £750; he has been assessed on ‘£1,250. Has he any Temedy? 


"." Yes. If the aggregate actual earned income is less than the 
amour as assessed by more than 20% the md:vidual can claim an 
adjustment of the assesgmeht to the “ actual ” amount. 


`~ 
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MEDICAL JOURNAL 
-- LETTERS, NOTES, ETC. ‘ 
Russian-English Technical Dictionary i 


Sır Jonn RusseLL, F.R.S. (chairman, Anglo-Soviet Scientific Colla-, 


` 


boration Subcommittee) writes: There is. an urgent demand at 
the present time for an up-to-date Russian-English dictionary of 
scientific and technical terms. It is known~that a number of 
Russian-English glossaries of specific:terms have been compiled by 
various scientific institutions and individuals, and it is thought 
that it would be extremely helpful to scientists and technical trans- 
lators if copies of these glossaries could be collected and placed 
in the Science Library in London, where one complete set could -be 
consulted Will, therefore, any stitution or individual who has 
compiled a glossary of Russian scientific or technical terms, 
whether printed or in MS., please send a copy to the Secretary of 
my subcommittee, the British Council, 3, Hanover Street, W.1, 
who will collect these for the Science Library. It is hoped at a 
later stage to compile a large dictionary, but the immediate aim is 


~ to collect the different glossaries in one, place where they can be 


consulted. Each glossary will be known by the name of its com- 
puer. 


Herpes Zoster and Varicella ' $ 


Dr. F. C. GLapsToNs (Cirencester) writes: Dr. S. L. Brimblecombe’s 


letter (July 11, p. 60) on herpes zoster and varicella raises 
the interesting question, Should a case of- herpes zoster 
be isolated? As medical officer to a large boys’ school I 
have no- hesitation in saying Yes. ` The following experience will 
support my contention. Some years ago the head master’s children 
developed varicella, their nurse having had an attack of herpes 
zoster ten days previously. I had warned the head master what 
to expect, and as this happened in the holidays we congratulated 
ourselves that the school had been spared an epidemic of varicella, 
but this was not to be. One of the boys was allowed to retum 
to school with a mild attack of herpes zoste: ; his parents had not 
reported the matter. Although this boy was isolated a few hours 
after his return, within three weeks the school was enjoying an 
epidemic of varicella. 


Treatment of Scabies 


„Mr. C. KLATZKIN, B.Pharm. (Enfield), writes: May I, as a phar- 


, 


macist, comment on one paragraph of the article on the treatment 
of scabies by Dr. Kenneth Mellanby, Major C. G. Johnson, and 
Mr. W. C. Bartley (July 4, p. 1). The authors mention the us@of a 
sulphur vanishing cream. Most vanishing creams are essentially 
soaps, prepared by the interaction of stearic acid and an alkali ; 
one of the best of these is ammonium stearate, A soap lather and 
a vanishing cream do not appear to me to be very different For 
this reason I would not expect a higher percentage of cures in 
the treatment of scabies to result from the use of a sulphur 
vanishing cream than from the bse of sulphur lather tablets pre- 
pared with soap. A formula suggesting this method of preparing 
sulphur lather tablets was published in the Pha maceutical Journal 
of Jan. 31, 1942. - 


Lichen Urticatus 


Dr. G. E. Erus (Gillingham, Dorset) wntes: About five years ago 


I wrote a letter to the Journal (Nov. 6, 1937, p. 948) to show the 
remarkable effect upon lichen urticatus .of small doses of potas- 
sium citrate. No notice was taken of the letter at the time, nor 
have I seen any reference to the subject since. The seasonal 
inorease of this troublesome condition has now begun, and I should 
therefore like to bring this simple remedy again to the notice of 


‘practitioners, and to urge them to give it a trial Five- to ten-grain 


doses 3 times a day will clear the greater majority of cases in 3 
days 





MEDICINE 100 YEARS AGO 


Extract from the Provincial Medical Journal for July -23, 1842: 


“The object of the Colleges of Physicians and Surgeons has been 


defeated. For their own sakes we could have wished that they had 
been less precipitate—less anxious for their own intefests and more 
ready to sacrifice personal considerations for public good and the 
benefit of the profession which they affect to represent. Their dis- 
appointment, however, may lead to useful results. Defeated in their 
attempt to obtain fresh powers from the Legislature at the close of 
the session, the colleges will perhaps be more inclined to listen to 
the suggestions which emanate from the real representatives of the 
profession ; to act with the associations (for ive never advocated the 
destruction of the medical corporations) for the, benefit of all, 
instead of losing their legitimate. share of power, by attempting to 
grasp too much; in a word, to place themselves frankly and openly 
at the head of the Movement, instead of involving themselves in 
ruin by a useless attempt to divert or disperse a force which they 
cannot resist.” z á : 
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THE RADICAL SURGERY OF CANCER OF THE LOWER END OF THE 
COMMON BILE DUCT AND ADJACENT PANCREAS* 


BY 


GORDON GORDON-TAYLOR, C.B., O.BE., LL.D. F.R.CS. 


x Temporary Surgeon Rear-Admiral 


A recent Hunterian Lecture concerned itself, among other 
problems, with (a) the sphincter arrangements ọf the 
terminal portion: of the bile duct, and (b) the radical 
surgery of cancer in that area. The name of Oddi is often 
associated with the sphincter mechanism in this region, 
but an. Englishman, Francis Glisson, drew’ attention to the 
““gstium with the annular fibres” nearly 250 years before 
`- the Italian. The description given by either observer was 
not an accurate. one, and there certainly appears to be no 
valid: reas {-to attach the name of the physiologist from 
Perugia per anently to this area. To Glisson at. least 
is due the credit of. first directing attention to the ostium, 
and the name of Glisson’s sphincter must at any rate appeal 
to the patriotic. 


Cancer of the caruncula major, the head of the pancreas or 
its duct, or the peripapillary portion of the duodenum is usually 
loosely designated “ ampullary ”. carcinoma when surgery is 
undertaken. Although many cases in the literature purport to 
be examples of primary carcinoma of the “ampulla,” true 
ampullary cancer must be rare, since this anatomical abnor- 
mality is itself infrequent. However, Lieber, Stewart, and Lund 
(1939) describe an undoubted case: a patient died of obstructive 
jaundice due to a small polyp arising from the mucosa of a 
definite ampulla. The new growth infiltrated the surrounding 
pancreas and muscular wall of the duodenum,-.but did not 
implicate the surface epithelium of ‘the intestinal’ mucous 
membrane or of the choledochus or pancreatic duct. The 
specimen was regarded by the Boston surgical authors as an 
undoubted example of primary cancer of the ampulla. 


Lieber, Stewart, arid Lund (1939) in their industrious survey 
of cancer of this area were able to collect only three definite 
cases Of primary carcinoma of the duodenal mucosa covering 
the caruncula major ; the cases had previously been reported 
by Borelius, Le Noir and Courcoux, and by Countryman. 
They collected three cases. of primary carcinoma of the terminal 
portion of Wirsung’s duct-in the, literature—those. of Letulle 
and Verliac, of Carnot and Harvier, and of Hadfield. 





A very large number of cases of so-called “ ampullary ” cancer| 


belong to an indeterminate group in” which all the epithelial 
structures ofethe “papilla ” are involved. This early implica- 
tion of adjacent tissues depends more on the proximity of 
anatomical structures than upon apy special malignancy of the 
tumour, Such, tumours are rarely larger than a hazel-nut, and 
are sdid to be limited to the “ papilla ” in 74% of the patients. 


Surgical literature relating to cancer of this region always 
emphasizes ‘the slow growth and low-grade malignancy of 
many of the tumours (OQuterbridge, etc.). Even in cases in 

-which clinical evidence exists that a carcinoma of the head 
of the pancreas implicating the bile duct has been present for 





s Part I of a Hunterian Lecture delivered at the Royal College. “of 
fy “Suterons of Engian June, 18, 1942. 





- surviving 4 years. 


some time and attained considerable magnitude, mobility of 
the tumour may still be retained and surgical removal be 
practicable. In one case of my own, for which three palliative 
operations (1) of diverse nature had already “been. perfermed 
at another institution during’ the previous fifteen months and 
in which the. diameter of the tumour was nearly Di im, the 
affected portion of the head. of the pancreas was found at: 





necropsy still to. retain mobility. and showed. no involvement . 
of the portal vein or its parent tributaries, and there were ne 
espite. the 


metastases... The hope had been entertained” tha 
regrettable wastage of time a radical operation n prey: 
possible, but the woman unfortunately succumbed frome a tis 
hap during a very minor preliminary operative procedure. 

More recently, J. C. Dick (1939) has. stressed the low 
malignancy and. the slight tendency to early dissemination exe 
hibited by tumours of the lowermost end ef the common bile 
duct; in 11 out of 13 cases at necropsy he found ne extension. 
of the tumour beyond the wall of the choledocius, and no 
secondary growths were demonstrable in glands or other organs. 
Microscopically, these tumours of the lowermost end of the 
common. duct are adenocarciiomata, composed of irregular 
acini with large well-formed columnar cells; the cells stain 
darkly and have well-formed nuclei. There is little evidence 
of anaplasia, and very few mitotic figures iwcurnible, The- 
tumour may be a small round, firm) whitish growth of 
size of.a cherry-stone ; it may assume the form ob rae 












soft vegetations, varying in size from a pe jf a hazel eE 









1 to 2 cm. long and extending into the head | f 
Two illustrious American surgeons were th 
a resection of the “ ampuila.”, To Halsted a telon 
credit of being the pioneer in 1898, although his pal 
for only nine months after operation; William May ye 
performed the second successful removal . of an ampullary 
cancer-in 1900, his patient surviving. two years, 

The end-results pf even minor radical surgery for cancer 
of the caruncula- major are naturally more hopeful than these 
of palliative measures. Of 7 patients. submitted te transduadenal 
resection at the Mayo Clinic 5 recovered, and the average post- 
operative survival was nearly 26 months, whereas prospective 
survival after palliative measures amounted to only 14 months. 
The numbers of radical operations of varying degree for caticer 
of this region have slowly and steadily increased, so that 









Whipple, Parsons, and Mullins (1935) were able to report 80 ` l 


cases of resection, mostly of limited scope. 

Nevertheless, even after limited transduodenal removal some. 
remarkably prolonged survivals have been reported: ; 
Körte’s patient was alive and well 22 years after a transduc: enal 
resection of an ‘ampullary cafcinoma l and Schloffer’s cas 
reported by Clar.of Prague, survived 15 years, Kelly's 
was well 9 years after operation, and Cabot’s survived: 
Lewis had a case of 8} years’ survival, and © ne Of. 
6 years’ good health; Lauwers hag pei successful € Tees. ene” 
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Involvement of the surrounding pancreas and adjacent tissues 
demands an increased range of operation if extirpation is to 
be effective for the more extensive and infiltrative lesions. The 
value of the two-stage operation in cases of prolonged jaundice 
has now been learned, and the pre-operative measures directed 
towards the, improvement of liver function and the control of 
haemorrhage have emboldened surgical effort ; experimental 
work has demonstrated that the external secretion of the 
pancreas is no longer to be reckoned as indispensable in the 
digestive economy. The pioneer work of Allen Whipple and 
his colleagues at the Presbyterian Hospital, New York, demon- 
i, strated incontrovertibly the possibility of a truly radical 
operation for cancer of the “ ampullary ” region, and the 
X ; successful results of subsequent operations by these pioneers 

i and by some few other surgeons on each side of the Atlantic 
3 -have put the operation upon the surgical map. Although the 
& first success to attend a “radical” removal of cancer of the 
3 pancreas occurred in 1935, Maingot (1941) states that up to 
December, 1941, there had been published only 15 radical 
two-stage resections, including the second part of the duodenum, 
a variable amount of the head of the pancreas, and even the 
> neck of that organ. Five of these 15 patients died almost 
aS outright from the operation ; in another promising case (Illing- 
worth, 1939) death occurred from biliary peritonitis more than 
6 weeks after operation ; two patients died at later dates from 
the effects of contraction of the surgical stoma between the 
biliary tract and digestive tube, and three developed subsequent 
metastases. Thus of the 15 recorded cases collected by Maingot 
(1941) in only 4 instances were the patients alive at the time 
BL. - of publication of that author’s paper. 

This Hunterian Lecture affords me the opportunity of adding 








E. some personal cases in which at least immediate success has 
x attended limited transduodenal and transcholedochal removal 
$ and the more radical extirpation performed according to the 
4 Whipple technique ; some cases have enjoyed a more prolonged 
eS survival. I also include one or two published and some 


hitherto unpublished cases belonging to my surgical friends. 


Transduodenal Resection (2 Personal Cases) 


A few years ago, in a discussion at the Meeting of the 
Association of Surgeons of Great Britain and Ireland held in 
London, I made mention of two successful cases, in which very 
early in my surgical career I performed transduodenal resection 
of a small malignant tumour of the caruncula major. In the 
course of operations upon two jaundiced patients the tumour 
felt through the duodenal wall was erroneously thought to be 
an irremovably impacted calculus, and the duodenal segment of 
the bile duct was therefore approached through the gut. In 
each case the tumour was only crudely removed by means 
of a curved pair of scissors, and the anterior wall of the 
duodenum sutured ; each of the tumours was reported as a 
short colungnar-celled carcinoma. 
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| In the first case of the two, the patient, a woman of about 
Bes 50, operated upon as far back as 1909, died of jaundice and 
FS palpable liver metastases two and a half years later, leaving no 

doubt as to the accuracy of the pathological report. 

$ The second patient, treated in a similar amateur fashion, 
$ operated upon in 1911, was alive at the beginning of the last 
E 


war, in 1914, but she was then lost sight of ; three years of 
freedom from recurrence had elapsed since her operation. 
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Transcholedochal Removal of Tumours of Lower End of 
Common Bile Duct | 


Case 3.—A lady aged 55 was operated upon for persistent 
painless jaundice in 1925. Exploration of a greatly distended 
‘common duct revealed several small papillomatous outgrowths 
within’. the duct and a larger more sessile tumour obstructing 
the lumen of the canal almost at its lowermost end. This 
terminal portion of the duct was exposed and opened by 
a retroduodenal approach ; the tumours were removed jocally, 
the patency of the ostium and permeability of the duct demon- 
strated, and both openings in the choledochus closed. An 
anastomosis was effected between- gall-bladder and stomach : 
a drain was ‘left in Morison’s pouch. Despite a favourable 
histological report, signs of pyloric obstruction supervened some 
months later, necessitating a palliative gastro-jejunostomy. A 
mass was present in the head of the pancreas which left little 
doubt as to its nature. The patient died about a year after the 
primary “intervention with all the evidences of malignancy in 
the abdomen. Fab. 
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Radical Excision of “ Ampulla ” with Part of Duodenum 
and Pancréas 


Case 4 (Fig. 1): Man aged 60 ;-Painless Jaundice 5 Weeks ; 
Distended Gall-bladder; Ampullary Carcinoma ; AI EE 
Cholecysto-gastrostomy ; gastro-jejunostomy ; division of first 





part of duodenum ; radical removal with reimplantation of 
ducts. Most unwisely this operation was performed in one 
stage ; oliguria and subsequently anuria developed, and death 
ensued in 5 days. The suture lines were in satisfactory 
condition. 

Case 5: Man aged 58; 9 Weeks’ Painless Jaundice ; Dis- 
tended Gall-bladder ; Operation June, 1939 ; Ampullary Carci- 
noma.—First operation : Small bowel divided and united En-Y. 
Anastomosis between distended gall-bladder and short limb of 
Y-shaped jejunal junction. Second operation: Six weeks later 
a posterior gastro-jejunostomy was performed, care being taken 
that the apposed jejunal coil was distal to that segment of bowel 
with which the gall-bladder was connected, lest an anastomotic 
ulcer should result. The duodenum was divided and the gastric 
end inverted; the commencement of the third portion was 
similarly treated, and the descending duodenum and adjacent 
pancreas were removed, the common bile duct and pancreatic 
duct being each ligated with silk. The extraperitoneal bate 
area was drained. The patient recovered, but died in 6 months 
from hepatic metastases. 

. Case 6 (Fig. 2): Woman over 60; Painless Jaundice nearly 3 
Months; Modern Pre-operative Therapy; Operation, 1940; 
Two-stage Intervention; Ampullary Carcinoma.—First opera- 
tion; Chelecysto-gastrostomy. Second operation: Six weeks 





Fic. 2 


later, posterior gastro-jejunostomy. Removal of descending 
duodenum with adjacent head of pancreas. Common bile duct 
and pancreatic duct ligated with silk. Drainage of bare retro- 
peritoneal space. Pancreatic juice leaked in small quantities for 
several weeks ; ultimately ceased. Patient is Wellel year and 9 
months later. í 

Case 7 : I have previously recorded a successful excision of a 
carcinoma of the body of the pancreas (Gordon-Taylor, 1934), 
At the operation, performed in July, 1927, a mass was removed 
one and a half times the size of the closed fist. The tumour 
was reported upon by Prof. S. Baker, now of Manchester , 
University, as a columnar-celled carcinoma; an enlarged 
lymphatic gland attached to the mass was not infected with 
growth. The splenic artery required wide excision since it was 
implicated in the tumour mass ; in addition to the removal of 
a length of the upper circumference of the expanded „splenic 
vein, the left half of the commencement of the portal vein also 
required ablation. The operation was laborious, and at its 
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termination only‘ that- part of the pancreas embraced by the HTHERIA IMMUNIZ 
‘concavity of the duodeniim appeared to remain. No subse- - DIP. ATION OF 
quent sequela seferable fto the-spleen made me regret the ADULTS 
decision to‘conserve that organ, despite the surgical interference ‘ 
with boii its arterial ànd its venous blood supply. aoe patient E BY . 
continued in, excellent health until the autumn of 1938—that is, 
11 years—when the possibility of a recurrence suggested itself. H. MASON LEETE; M.D., D.P.B. 


Just- over 13 pears after the removal of the tumour he died from 
undoubted abdominal malignancy—probably a late metastasis 
of the original tumour. 5 


Case 8 © X Calcified Mass embedded in the Pancreas and com- 
pressing the Common Bile Duct; Removal of Mass together 
with Portion of Head of Pancreas.-A stoker 49 years of age 
with jaundice of 4 months’ duration; rather poor physique. 
Two-stage operation after modern pre-operative measures. 
SLSR RGA i oases at operation a firm mass was palpated 

` in‘ the head of the pancreas near the ampulla, and was regarded 

-as confirmatory of the accuracy of the pre-operative diagnosis 
„of amphllary cancer. Second operation, undertaken 6 weeks 
later: The second part of the duodenum was mobilized- and the 

-mass approached from behind. The tumotr was found 
embedded in the substance of the head of the pancreas in 
intimate proximity to the retroduodenal and pancreatic portion 
of the common duct, and was removed from the pancreas with 
some of the gland tissue.. On section the tumour was found 
to consist largely of calcareous material, possibly a mass of 
agminated calcified tuberculous ‘glands. There was perha 
some justification for the mistake in diagnosis, but at least the 
patient is to be congratulated on the pathological nature of the 
compressing mechanism, which before this experiencé 1 might 
have seriously doubted’ 

Prof. C.F. W. Illingworth has had two admirable unpublished 

-cases in which a successful radical- two-stage operation for 
cancer of the pancreatic head was performed, and which I had 
the good fortune‘to see in' Glasgow some months ago. My 
friend Victor Hurley of Melbourne told me that he had success- 
fully removed a malignant tumour from the head of the 
pancreas by a retroduodenal approach, without removing the 
duodenum or bile duct. Rodney Maingot’s (1941) excellent 
case is the first truly radical and successful case to be reported 
in Britain. i o 

Some new growths of the ampullary region are apparently 
radiosensitive. Upcott (1935) performed a local excision of 
an ampullary growth and introduced radium on a probe down 


the common duct ; the patient was well 75 years later. Sampson 


Handley (quoted by Upcott, 1935); employing 6 mg. of radium 
for 5 days, was able to report 3 cases free from recurrences for 
10 months, 2 years, and 74 years, respectively. Sir James Walton 
(1939a) reported two successful cases of resection of the 
common bile duct for cancer in his Bradshaw Lecture of 1939, 
but amid the wealth of surgical experience and skill contained 
in this address these two cases deserve special mention lest they 
escape “notice. Mr. C. E. Kindersley of Bath had also a 
successful case of resection of the junction of the cystic and 
common bile duct ; this patient has survived several years. ~ 

Of transduodenal reséction of the duodenal end of the 
common bile duct, my friend Mr. David Ligat of Hastings, 
operating at Middlesex Hospital in 1916-during the last war, 
had a successful case, the patient living nearly five years before 
ultimately dying of obvious malignant recurrence in the liver. 
This man had been jaundiced for 4 or 5 months, and the 


~ extrahepatic ducts were enormous.’ 


These, cases have been reported in the hope that the younger 
generation of surgeons may be encouraged to attempt to cure 
and not merely to palliate. The natural history of ampullary 
and pancreatic tumours justifies more vigorous surgical effort, 
and the end-results of the cancer surgery of this region should 
compensate the operator for his enterprise. 


The concluding part of the Lecture will appear, with a list 
of references, in next week's issue. 
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_ The plan for fusion recommended by the Council of the Incor- 
porated Association of Hospital Officers and of the Incorporated 
Association of Clerks and Stewards of Mental Hospitals has been 
adopted by extraordinary general meetings of both -associations. 


- Accordingly, from Oct. 1 next the two bodies will be amalgamated 


under the title of the In¢orporated Association of Hospital Adminis- 
trators, &nd membership will be open to all duly qualified lay 


hospital administrators. <P 
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Medical Superintendent, Hull City Hospital, Cottingham 
The admirable paper by Fulton et al. (1942) has, with 


- convincing proof, laid down a highly efficient routine for 


the immunization of children with alum-precipitated toxoid 
(A.P.T.). The dosage of 0.2 c.cm. followed by a second 
dose of 0.5 c.cm. at an interval of not less than 4 weeks 
has received the approval of the Chief Medical Officer 
to the Ministry of Health in his letter ‘to all medical officers 
of health dated “May 8, 1942. It is safe to assume that 
such a method will become routine’ and will at last lead 
to satisfactory immunization in this country. Provided 
we can rely on the antigen, the checking of which is 
the concern of the issuing and controlling laboratories, 
‘we now have an efficient and simplified diphtheria prophy- 
laxis. Schick-testing can be dispensed with and records 
can be reduced to, the insertion of a batch number and 
two dates upon a card. Whether this work be done in a 
consulting-room, a child welfare clinic, or a school will 
matter little. The aim now should be to get over 80% of 
children under 10 years of age treated in this manner. 


At the same time the Chief Medical Officer to the Ministry, 
in another letter, advised that nurses in general hospitals who 
are Schick-positive should be immunized with toxoid-antitoxin 
floccules (T.A.F.), 3 doses of 1 c.cm. being injected at intervals 
of 3 weeks, The reason given for this recommendation is that 
T.A.F. tends to give rise to less reaction than does A.P.T. 

Fulton et al. in their paper state that above the age of 18 
years the number of subjects tested (20) was too small to enable 
them to obtain a reliable figure for the Schick-conversion 
rate. This encourages me to add as a small contribution the 
figures I have collected during the past 9 years in the course 
of immunizing the staff at the Hull City Hospital. Though not 
large they have been carefully compiled, and all testing, 
readings, and injections have been done personally. All persons 
in the group are more than 16 years of age, and the great 
majority between 18 and 20. Most are nursing and domestic 
staff at the hospital, but occasional visitors, medical and other- 
wise, have been included. ° 

After various experiences with other antigens since 1922, 
including T.A.M. and F.T., I began to use T.A.F. in 1933, 
giving 3 injections at monthly ‘intervals and Schick-retesting 
4 weeks after the last dose. The Schick-conversion rate was 
not good, and largely for this reason I turned to? A.P.T. in 
March, 1935, giving 0.3 c.cm., followed after 4 weeks or a little 
longer by 0.3 c.cm., with a Schick-retest one month later. 
Originally I had intended to give 0.25 c.cm. and 0.25 c.cm., but 
there was always enough in a 0.5-c.cm. ampoule to give two doses 
of 0.3 c.cm. to two subjects, so it seemed a pity to waste antigen. 
The Schick-conversion rate rose to 100%. I get no severe 
reactions; and the methôd, except for an increase-to 0.5 c.cm. 
for both doses in 1940, has been in use since. In 1936 I began 

_to give a single dose of 0.3 c.cm. of A.P.T. to Schick-negative 
reactors if they did not have a pseudo-reaction, and -have con- 
tinued that procedure, increasing the dose to 0.5 c.cm. in 1940. 
The results are summarized in Table I. The details given in 
this Table suggest that the T.A.F. used in 1933 was a weak 
antigen and that it was considerably improved in the following 
year. Despite this improvement, the T.A.F. results as a whole 


were, poor (Schick-conversion rate 78%). The excellent results - à 


with A.P.T. were so soon apparent that there was no question 
of return to the older antigen. I would regard any suċh return 
as a -regression 4 
3 Reactions 

There were no severe reactions in any of the 388 adults 
immunized. I have notes of only 5 moderate lpcal reactions 
—4 with A.P.T. and 1 with T.A.F. One of the 4 A.P.T. 
‘reactors was a pseudo-negative who was given 0.1 acm. of 


A.P.T.`as a detector dose. Some loc&l rgactions have doubtless 
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TABLE I —Diphtheria Immunization of Adults at Hull City 
Hospital, Cottingham 














4 weeks 
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occurred and not been reported ; anything severe would have 
been. No time off duty has been lost owing to reaction and 
nothing has required treatment. i $ 

In this connexion it might be as well to add that the skin 
was cleansed with ether on a small swab, both injections were 
made into the triceps of the left arm, the syringes were all- 
glass 1 ccm. dry (hot-air) sterilized, and the stainless-steel 
needles for injection were of the same small type as that used 
for the Schick test. The needles were also hot-air-sterilized. 
Each dose was given from a sealed glass ampoule opened at 
the time. The syringes are kept for the one purpose sterile 
in Petri dishes. All antigens employed were “ Wellcome” 
products as ordinarily issued. i 

When persons are immunized with T.A.F. they are rendered 
serum-sensitive ın consequence of the antitoxin fraction in the 
antigen. It is difficult to assess the degree of such sensitization, 
but I have noted in 2 cases that nurses who had received 
-T.A.F. had greatly accentuated serum sickness, amounting almost 
to anaphylactic phenomena, when given therapeutic sera‘months 
after their immunization. Since the introduction of refined 
(protein-digest) therapeutic sera almost: the only cases of serum 
sickness I see in hospital are in children who have been im- 
munized with T.A.F. Is not the presence of an antitoxin 
fraction in any material for active immunization an anomaly? 
With the remarkable results now obtained with A.P.T. surely 
we may say that the weaker antitoxin-containing antigens are ` 
becoming obsolete. 

Subjectg who are most likely to have severe reactions are 
those who give pseudo-negative reactions to the Schick test. 
I have not-as a rule given a “ reinforcing °% dose of A.P.T. 
to such subjects. These pseudo-negatives are, however, excellent 
material for testing reactions, and 6 of my’ nursing staff who 


TABLE II.—Experimental Test of T.A.F. (Right Arm) and APT. 
(Left Arm) on Sensitive (Schick-pseudo-negative) Subjects 
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fall into this group kindly offered themselves as, experimental 
animals. They were injected in the left arm, using the usual ` 
technique, with 0.1 c.cm. of A.P.T., and ip the right arm 
with 0.1 c.cm. of T.A.F. They were closely observed at 12, 
24, and 48 hours, and at 3 and 7 days. General and local 
reactions were most marked at between 36 and 48 -hours ; the 
visible any were most obvious at 48 hours, after which, 
except in cases, they began to subside. ‘The results are 
summarized in Table IL. - ; . 

The 7-day readings were as follows: A, D, E—small painless 
nodules in left arm-only ; B, F—induration and sterile abscess 
in left arm ; C—small painless nodule in left arm ; slight right 
axillary adenitis. 

It will be seen that in 5 out-of the 6 cases there was more 
Jocal reaction with A.P.T. than with T.A.F. In 4 subjects 
local’ signs were subsiding by the third’ day, except that the 
left arms had the small nodule of infiltration that is usual with 
this antigen. Three of the reactions could be classed as 
moderately severe. All were feeling well by the third day 

-despite their local signs. No member was off duty ; in 2 subjects 

- the headaches were severe enough to need acetyl-salicylic acid. 
Two volunteered „the statement that their “ worst” arms’ were 
not so bad as when they had had anti-enteric vaccine, and the 
others’ when asked about this stated quite definitely that that 
was their experience also. It must be noted thatthe dose of 
A.P.T. was an effective immunizing one, while that of the 7 
T.A.F. was a tenth of the recommended dose. 

At 7 days 3 had nodules in the left arm without pain or 
tenderness, but 3 presented definite signs, of which more must 
be said. Subjects B and C were very sensitive. At'36 hours B 
had to keep her arms folded to minimize axillary pain, which 
was similar on both sides. At 48 hours the redness of the 
left arm ‘showed double zoning with approximate diameters 
of 30 mm. for the inner zone and 80 mm. for the outer ; but 
she felt much better generally than 12 hours previously. She 
was able to use her arms quite comfortably at 3 days. At 
7 days the' left arm still showed moderate induration and 
swelling. There was a superficial abscess from which 2 to 
3 ccm. of pus was withdrawn by aspiration. Culture on blood- 
agar plate and into infusion broth gave no growth. 

Subject C was the only one who showed more reaction with 
T.A.F. than with A.P.T. She had general symptoms, headache, 
shivering, and a feeling of sickness at 48 hours, and did not 
eat her breakfast. At 48 hours both arms were equally tender, 
although there was much ‘more swelling and redness on the 
right.” At 7 days, on the right side there was slight axillary 
adenitis but no pain’ or tenderness at the injection site, on the 
left side a small nodule at the site without pain or tenderness. 
This nurse-had reacted markedly to anti-enteric vaccines in 
March, 1941, was in bed and off duty for a day then, and 
volunteered the statement that her arm was much worse than- 
either was now. She- affords an excellent example of what 
I believe to be generally true, that it is the individual rather 
than the antigen or its dose that 1s the chief factor in these 
reaction phenomena. ; 

Subject F, though “her symptoms were not $o pronounced 
during the first 3 days, showed redness, tenderness, induration,- 
and sterile abscess formation in the left arm at 7 days.” Two 
or three c.cm. of pus was aspirated, and this gave no growth 
when inoculated into broth and on to a blood-agar plate. 


z 


~ There was no pain, local or axillary,.and no adenitis. „On the 


eleventh day a small incision was made and about 20 c.cm. 
i of pus evacuated. AE ` } 
~- Discussion 
My impression in reviewing these experimental tests is that 
` I have been. right in not giving A.P.T. to pseudogreactors. Until 
now I have never seén sterile abscess formation, though I was 
aware it had been reported. Such cases were probably similar 
to these—pseudo-reactors who had been given A.P.T.: the 
remedy is, not to use T.A.F., which will give a strong though . 
in most cases a lesser reaction, but not to immunize pseudo- 
reactors at al. Here I must plead for a careful reading of 
the Schick tests: the arms must be seen at 24 hours and at 
7 days by:one who has had some experience of reading the 
reaction ; otherwise pseudo-reactors will be read as positive, - 
and results obtained similar to those in this short experimental 
series, to the discredit of the antigen when it 1s the “selection 
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of. the individual that is-at fault. -I have notes on a subject It will be noted that the. average Schick-positive rates for 
who was repeatedly and painfully immunized with T.A.F. 1938 and 1941 approximate each other very closely, and sre 
because of so-called positive reactions ; at last, failing to get considerably lower than those given by Wilson and others 
a “negative,” a blood antitoxin titration revealed the presence (Fulton et al.» 1942) for Oxfordshire, etc. (77.9%, excluding 
of between 5 and 10 units of antitoxin ser c.cm.! It is an -children under 5 years), and Lewis (1941) for Croydon (76.4%). 
important though -secondary function of: the Schick test to It will also be noted that although at 5 years the Schick-positive 
detect these sensitive persons, and for this reason ppe test with. rate for 1941 does not “differ greatly from Wilsor’s (85.5%), 
control,-should not be omitted in.the older groups. $i the decrease during school years as shown in Table I is very 
It is probable that all pseudo-reactors: are- Schick-negative. much more rapid, the rate standing at a little over 40%’ for 
=I. have never seen, at any rate inan adult, an undoubted Islington at 14 years, but still at the high figure of 70.4% for 
combined or pseudo-positive reaction. In a series of 51 pseudo- the counties. The rates in Table I, however, approximate 
reactors’ 48 were definite pseudo-negatives, and in 3 I queried — athe 7s .- Tasi 
the possibility of the reading being a combined one.- * 2 
a Conclusion © 
_ As a result of this experience with A.P.T. covering several 
years, and on consideration of thé experimental tests detailed, - 
I would suggest that nurses can bè immunized with that antigen 
~ without-undue risk of reaction. The one thing to guard against 
is the unnecessary immunization of pseudo-reactors. _I am 
inclined to think, in view of what Fulton ét al. say, together 
with my own experience of 0,3-c.cm. doses, that an initial dose 
of 0.5_c.cm. is not necessary. Schick-positive adults will be 
efficiently immunized, where it is considered desirable to do so, 
by giving 0.2 c.cm. and 0.5 c.cm. of A.P.T. with a four-weeks 
interval. “In‘other words, one method, the efficiency of which — - ; 
has beer! proved beyond doubt, should be used for both children hther more closely. to those given by Lewis for schools of 


Children Tested m 1938 Children Tested in 1941 





and adults. 7 : high diphtheria iricidence, and in this connexion it may be 
: : so = stated that the diphtheria incidence in 1938 for this borough was 
i Fulton, F Moor Fang Vo S Oriini wito G. S. (1942). Brith S bout 7 per 1,000 school’ children and 8 per 1,000 children 


+ - = 


— Žž . from 1 to 15 years of age. 
The anomalies in some of the age groups, particularly the 


< _DIPHTHERIA IMMUNIZATION IN A 5- and 6-year-olds in 1938, are obviously due to the small 


` METROPOLITAN BOROUGH ., ` numbers in these Brows. with ot i 
E eer a: Be For purposes of comparison a and for Heston and 
. , a ce © included the es for Kensington E 

ae V. FREEMAN, M.R.CS., D.P.H. g i Isleworth (Table ID, for which figures I am indebted to 

Medical Officer of Health, Islington ~ Dr.- Bousfield, and also to Dr. Anderson, medical officer of 

Until very recently London as a whole held an unenviable pa ele’ ang as Hace i De Fare D 

vi incial tó tieg officer of health, Kens 

ei BENA O a a an _ a good deal of the Heston. and Isleworth work were both done 

are comparatively few figures available of reaso nably large- - by Dr. Bousfield, individual differences should not affect the 

scale analyses of the state of natural immunity as shown ` amas Taste: U.—Primary Schick-test Rates (1941) 
bythe Schick test of the ‘child population in the various ———— 

_ parts of. London—which might be expected to exhibit their 

7 own peculiarities—and of the various responses to different 

immunizing agents. It was therefore considered that some. 






Heston and Isleworth 





recent figures relating to a large and fairly representative 27 3 
London -borough might be of special interest.- 3 ; 66 6 ole 
- In the early part of-1937 an immunization scheme was 58-1 ee 
started, based on the following principles: (1) Immunization © a 798 
of children 7 years of age and under with alum-precipitated 46 6 
toxoid (A.P.T.) in 2.doses. (2) Immunization of children over $i 655 





this age (except in a few special cases) with . toxoid-antitoxin 
floécules (T.A.F.)‘in 3 doses. (3) Primary Schick tests for 
- children of 7 years and upwards. (4) Post-Schick tests for all 
immunized cases. These particular methods were adopted in < : T. and T.AF. 
the light of local factors which made it especially desirable that Results of Immunization a a d TAF. for 
the number of inimunizing attendances should be reduced so Although A.P.T. for children under 7 years an $ “hoi 
far as was possible, but bearing in mind also ‘that reactions fol- children over 7 yéars were the immunizing agents ol c 1938 
lowing injection should be at an absolute minimum and that there were some slight differences in dosage for the years 1 
` the immunizing process should have a very high degree of and 1941, respectively. 
effectiveness. pot > E ANT J : 
_The progress of diphtheria immunization was completely 
suspended for the early part of the war. Figures for the last 
— complete pre-war year, 1938,-and for the first full war year, 
-1941, have been analysed, and their results are as follows. 


Taste M 










0 1 ecm. | 0-5 c.om. | 2 weeks 1 ccm. 
02cm. |05ccem. |2 » 1 ccm. 


pane cae Suk 
-.. -Primary Schick-test Rates z - 
Islington isa densel ulated borou acreage 3,092 ; - zail = 3 i 
Reenter ~General’s Choate ate ation mid 1938-292300), AP.T. for 1938 and for 1941 were not obtained oe Bee 
with the greatest density in’ the south and south-west. It was sources, but T.A.F. was supplied by the same firm throughout. 
not practicable, ‘for the purpose of this analysis, to separate The great majority of the post-Schick tests ris moam 
children living in different parts of the borough. The figures betweem the thirteenth and twentieth weeks en e A 
given are for girls and boys, and do not include children with immunizing injection. All Schick tests are read on the seven 
‘ a previous history of diphtheria or of diphtheria immunization, day. - ‘ eo š 
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Tass IV.—Ratés for 1938 





















































TABLE V.—Rates for 194] _ s 
Sj o. Immunized with A.P.T, pos with 
m T.A F 
ge c 
(Years) No Pontive |Primary| Postivo All Positive 
Ty Schick- after Primary after 
Schick | Immunizing | positive Immunrzing | Positive | Immunrzing 
Caen parame dd 
1 184 . e 
2 275 2 = 
3 205 1: 1 
7 4 180 1 3 
iy 15 143 1 55- 1 
6 70 1 132 - 4 
7 , 36 1 141 1 10 
8 15 - 88 “1 41 
9 6 - 24 1 135 
10 - 2 7 134. ` 
Ii. 4 ` 132 2 
12 1 119 N I- 
13 97 
14 43 
6 451 = 3 | 76. 3, 
Schick-neg. rate Schick-converaion rate | Schick-conversion rate 
99-58 99-3% 996% 





The above results compare very well with the most favour- 
able ones obtained by other investigators, both for A.P.T. and 
for T.A.F. Published results for A.P.T. were recently sum- 
marized in tabular form (Fulton et al., 1942). 


ER Discussion 
~ I. Dosage Interval P 

Although laboratory immunological «considerations appear to 
. favour a four-weekly or greater interval between doses, it is 
felt that in some districts‘ mothers are more likely to ‘bring 
. their children for completion of immunization if the uiterval 
' between doses is as short as possible, and that fortnightly 
appointments are much more likely to be kept than monthly 
This is particularly important with children up to \5 
who are not under school or nursery control or ‘in residential 
institutions.” Bousfield has stressed this point. If with suitable 
antigen Schick-negative or Schick-conversion rates of over 99% 
can be obtained, there would appear to be no valid objection in 
’ practice to a fortnightly interval between injections beyond the 
unconfirmed possibility of a higher relapse rate at a later stage. 
When results of this order are obtained with a short interval, 
“the evidence that the same antigen when given at longer 
intervals in comparable cases will materially affect the respec- 
tive Schick-relapse rates must for the present be considered 

inconclusive, z 5 

II. Primary Schick Test ~. 

The age of 7 years was arbitrarily chosen some time ago, 
Pending the collection of further data on the Schick state of 
the child population locally, asa period when the proportion 
of Schick-negatives might show signs of rising appreciably. The 
Schick tests performed so: far indicate, as summarized in 
Table I, that the proportion of Schick-negatives rises to about 
„one-third at over 9 years of age. 


‘ 


Lewis states: “ It has been calculated that when the probable’ 


number of Schick-negative reactions is 25% ... then it will 
` mean considerable extra time, much inconvenience,. and the 
unnecessary use of 
carried out, irrespective of immunity state.” Lewis does not 
mention the basis of this calculation, but if we consider the 
problem only as it affects attendances, and assuming that two- 
dose A.P.T. is the: immunizing agent and a post-Schick: ‘test 
is done in every case, then out of every 100: cases, if 33 are 
Primary negative and the remainder positive, 67 will make 
_ 5 attendances eaclt—amounting to 335—and 33 will make 2 
` attendances each—amountigg to 66; giving a total of 401 
a e = 
\ a. e 
oan i 


— given a 1 in 4 or 


prophylactic, if wholesale inoculation is ~ 


attendances. If no primary Schick test is performed, then 100 
cases will make 4 attendances each—that is, 400 attendances. 
` Accordingly, if the primary Schick-negative tate rises above 
33% there will be a saving on attendances, but not: otherwise, 


on the above assumptions for immunizing procedure, 


. From this pomt of view, therefore, primary Schick-testing 
may be disSensed with if the Schick-positives are likely to be 
more than two-thirds of the total group, or below the age | 
of 9 years if the rates determined in Table I are applicable 
to other areas. If no primary tests are performed above this 
-age there will be unnecessary attendances, and material used, 
-in increasing proportions as the age groups rise. r 


The above factors deal only with considerations of mass 
immunization. From the point of view of the individual parent 
or the child to be immunized, it might be preferable to be 
even 1 in 5 chance of not' undergoing a 
complete immunizing course with a_possible post-Schick later 
on. Š 


A further advantage of performing primary Schick tests for 
higher age groups is that arising from Wilson’s conclusion 
that Schick-negative children of any age, or Schick-positive 
‘children of 10 years of age or over, may respond to A.P-T. 
‘with severe reactions. This pomt must be given particular- 
emphasis where there is a high Proportion of Schick-negative 
reactors among the older age groups at school, such as is shown 
in Table I, and where such consequences, occurring in con- 
siderable numbers, would tend to discourage a mass-immuniza- 
tion campaign. A, primary Schick’ test therefore has the 
additional advantage of selecting the most probable A.P-T. 
reactors. 2. 

, ‘IIL. Post-Schick Tests - 

It may appear unnecessary, once preliminary investigations 
have established: satisfactory results, to continue post-Schick 
testing when the Schick-negative and conversion rates are in 
the region of 99%. Batches of antigens may -differ considerably: 
in their immunizing powers, however, and post-Schick sampling 
therefore seems necessary as a minimal precautionary measure. 
Further investigation appears desirable as to the optimum pro- 
portion which should be sampled, so that poor batches may 
be detected with reasonable certainty at an early stage. It 
would hot be an easy matter at the present time in some parts 

* of London to recall children in satisfactory numbers for further 
immunization three, four, or five months after their original 
immunization with a poor immunizing agent. Provided that 

time, staff, and material are available, and until antigen varia- . 
bility per unit volume is eliminated, it would seem a safer 
‘procedure to post-Schick-test all those immunized. Otherwise, 
risks are run which must be recognized. - . 


IV. Immunization with T.A.F. peaa 

` Very satisfactory Schick-conversion rates havé been éffected™ 
with T.A.F. for older children. The administration of 1 c.cm., 
‘1 c.cm., and 1.5 c.cm. was made ‘consequent upon observations 
by Bousfield, using a variation of the final dose. No single 
moderate or severe local or general reaction has been reported, 
and in only a very few instances was the medical. officer 
-informed at the following clinic that after the previous atten- 
dance there had been a little local tenderness around the site of 
injection but with no subsequent physical signs. RARE 

It cannot perhaps be said that the use of T.A.F. is absolutely 
necessary for older children, but it is a very satisfactory 
antigen to use. Wilson and his co-workers note that severe 
reactions with A.P.T. will be more frequently encountered in 
Schick-positive’ children of 10 years of age or over, and that 
42% of Schick-positives showed some degree of Igcal reaction 
to A.P.T. Lewis mentions that when the primary dose of 
A.P.T. causes a reaction ıt might be wiser to withhold the 
second injection of A.P.T. and substitute three T.A.F. injections -~ 
of 1 -c.cm. each. Such a procedure would appear ‘likely to 
substitute four immunizing injections in » considerable number 
of older children in place of the two originally planned, and 
these children would also have experienced the discomfort of — 
a reaction. 

If it is particularly desired to avoid reactions in older children 
it is suggested that T.A.F. as a routine immunizing agentemight 
be restricted to children over 10 years of age. $ 
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; ; - of this sanatoriuni, the results being considered in conjunction 

A series of children in a London borough from 1 to 15 with serial x-ray films and the usual clinica] observations and 
years of age were immunizéd and in part primary Schick-tested. data. It may be stated at this point that it is our practice 
The results for two recent complete years; 1938 and 1941, have to radiograph our patients at monthly intervals, especially during 
been given. ao , : ‘ the early months of their treatment. After prolonged investiga- 
Of 437 children of school age tested in 1938, 65.2% were tion we came to the conclusion that while the claims regarding 
primary, L AET corresponding oumb, Jor aan _ the test were, broadly speaking, true, it was not of great value 
children were positive at school-entry age, but only a little over aeti D i view or TOE Repin o Seca ine oe ald 
two-fifths were found positive at school-leaving age. not give any information which could not be obtained from 


A.P.T. given in doses of 0.1 c.cm. and 0.5 c.cm. with a fort- ; ; 
night's interval produced a Schick-conversion rate of 95.6% the usual routine methods and serial x-ray films. Furthermore, 


and a Schick-negative rate of 99.1%. AP-T. similarly ad- the test would have to be performed at regular and frequent 
ministered in doses of 0.2 c.cm. and 0.5 c.cm. gave a Schick- ‘intervals on every: patient, involving an amount of time and 
conversion rate of 99.3% and a Schick-negative rate of 99.5%. work not commensurate with the value of the information 
T.A.F. giyen in three fortnightly doses ôf 1 cc., 1 ccm. and procured. It was also observed that the test was not 100% 
[2 c.cm. produced a Schick-conversion rate of 91.3% (23 cases efficient and that in some cases the results could be misleading. 
only), and in fortnightly doses.of 1 c.cm., 1 c.cm., 1.5 c.cm., a Jt was possible to observe a patient with obviously progressive 
_Schick-conversion rate of 99.6%. , disease (as shown by serial x-ray examination) but whose B.S.R. 

Provided a suitable antigen is given in appropriate doses, nO , remained unchanged and within normal limits. Conversely, 
practical immunological disadvantage is apparent if an interval patients with lesions known to have been static over long 


ot ema ee eres ine of pecat 189 periods often produced a persistently abnormal B.S.R. 


' With A.P.T. in two doses as the antigen, clinic visits will be Although’ these results’ suggested that the test was not of 

saved if primary Schick tests’ are performed in all cases when great value in assessing the progress of patients under institu- 
the expectation of natural immunes,is more than one-third of _tional conditions, it was thought that it might be of more use 
the total for the age groups concerned. In a typical London when the patient was not in a hospital or sanatorium and in 
borough this can be expected from the age of 9 years onwards. consequence not under such close observation and supervision 
The selection of the primary Schick-negatives when they.form a 'by his physician. Accordingly the investigation was repeated 
considerable proportion of all children also assists in eliminating on the patients attending our out-patient clinics; but again 
or indicating (if it is desired to give a single safeguarding injec- fo evidence was obtained that the B.S.R. was superior to 
tion) the most probable sufferers of local reactions.to A.P.T. the usual examinations in indicating the progress of the disease 
E post Bonick teatins ie ability onhe aane oD o or evidence of relapse. In addition one was apt to be misled 
s i by the alteration in the reading that followed any intercurrent 


sampling 1s necessary. S = $ š 
es . _, infection which the patient bad forgotten or had not thought 
Diphtheria immunization clinic work for 1938 was carried out by © worthy of mention. 


the author, and for parts of th by D . S. . : rs : 
K. M. Hirst. The balk of the 1941 clinic eben Prosi aad As a result of these investigations we considered that the B.S.R. 


H. W. Swann, to whom appreciation is due for his careful work was of only limited value as an index of progress in a case of 
and enthusiasm, and’ the remainder by eat Maer al Thanks pulmonary tuberculosis and could not supersede any of the usual 


hea gH Neate a eee of biic ae part - methods of examination. But we bad noted that the B.S.R. 


arrangements generally. “Thanks are also expressed to Drs. Bousfield, did alter, with the different pathological phases of the disease, 
Anderson, and Fenton. and therefore thought it might be worth while to examine 
S , BIBLIOGRAPHY the test from-a different point of view—namely, from the 
G. (19428). Med 64, _- i i i 
Zoa 2D) Pul. Hik es 16s, , 157, 191 , More remote, as opposed to the immediate, prognosis. 
„G. . Lancet, R 3 z 
Forbes, J. G. (1932). Diphtheria, Past and Present, London. i Observations Made : 
Folton, F.n Moore, B» Taylor, Jy Wells, A. Q., and Wilson, G. S. (1942). British For this purpose B.S.R. estimations were done on admission 
edical a dano , ad Practice of Diphtheria Immunisation, London. arid on discharge on all patients coming into this sanatorium 


during a period of nearly 3 years (1936-9). These values were 
recorded on separate cards for each patient, together with 
the name, age, sex, date of admission and discharge, the 


< Ministry of Health classification of the state of the disease, 
PROGNOSTIC VALUE OF THE BLOOD _ the extent of lung involved as disclosed by x-ray examination, 


SEDIMENTATION -RATE IN PULMONARY and, from the follow-up department of the hospita], the con-. 


—— (1942). Med. Off, 68, 174. 





- dition of the patient at the latest known date, under the headings 


TUBERCULOSIS : “ Alive and Working,” “ Alive,” or “Dead.” . 
BY i It will be observed that the data are limited to patients 
Yos E. LEWIS-FANNING, Ph.D. ` pii were ce and do an eens those one oe 
7 i : eir treatment in the sanatorium, for whom only the Dw.K. 
Member AFINE Sieaica sud of he Medical Research Counci at entry would be known. But our concern, as stated above, 
` - AND ‘ : is with the relationships—if any—between the B.S.R. and the 
MAURICE MYERS, MLR.CS., L.R.C.P. state of health subsequent to discharge: the deaths in the 
Senior Assistant Medical Officer, Brompton Hospital sanatorium are for this purpose irrelevant. In all, 630 patients 
oa . Sanatorium, Frimley, (292 males and 338 females) were discharged between Jan. 1, 


urin i p +g 1937, and June 30, 1939, their dates of admission lying between 
During the past twenty years the estimation of the yn '1, 1936, and June 30, 1939, and their average stay in the 


sedimentation rate of the red blood corpuscles has gradù- sanatorium being 148 days for males and 141 days for females 
ally become established-as part of the routine examination - (round these averages there naturally was much variation) 
of patients Suffering from pulmonary tuberculosis. The These numbers were clearly too small to allow the B.S.R. 
test has been thoroughly investigated, and a vast amount fo be related to the subsequent history of patients of -different 
of literature describing the results has been published. ages as well as of each sex. Division by sex was clearly 
It is claimed that the test has a definite value as a guide Decessaty, but age, as statistical analysis showed, was not an 


to the reaction i is disease ; -`e -important factor. In the treatment of the material no differen- 
ocr e BEA , and, in brief, tiation by age has therefore been’made. The percentage-age 


it is thought that a rising B.S.R denotes that the condi- distribution of the patients was, in fact, as follows: 


tion of a patient-suffering from pulmonary tuberculosis io—  20— 30 40— 50+ 
. is deteriorating while a steadily falling or consistently ~ Males o Tanas AL cess 33 aeaee 16.66 3 
- aormal result indicates that ‘he.is improving. ` Females |) 1l ve 182. 52... 25 ye Aaral 


The fiterature was studied by us ‘with great interest, and The history of these patients between discharge and ¢he end 
-for some\time the test was performed regularly on all in-patients of April, 1940, was known for varfablg lengths of time,-and 
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it has been analysed in terms of 6-monthly intervals—i.e.,-the death rates are 0 at BSR. 0-4, 0 at B.S.R. 5-9, 3.6 at B.S.R. 
mortality experience in the first 6 months after discharge, in 10-29, 7.5 at BS.R. 30-49, and 18.8 at B.S.R. 50 and over. ` 


the second 6 months, etc.. meee Similar changes are apparent up to 18, months after discharge, 
wee aes ~ : beyond which -point the numbers at risk become too few to 

. Results _ l ` s be of very much value. With the females there is clearly a 

An apprximate picture of the relation between the BS.R. suggestion gf a similar trend, but the figures are not nearly 
at discharge and the subsequent history is given in Table L .so consistent... For instance, in the ‘period 6-12 months after 


discharge -the percentage mortality runs 0 at BS.R. 0-4, 1.4 
at B.S.R. 5-9, 0.8 at B.S.R. 10-29, 4.3 at BS.R..30-49, and 
6.3 at B.S.R. 50 and-over: At 12-18 months the corresponding . 
figures are 0, 2.0, 2.2, 13.3, and ~10.0. : 

The total mortality subsequent, to discharge was much less 
in the females than im the males—14 deaths of 338 woren | 
and 25 deaths of 292, males. Both sets when subdivided as 
in Table II lead to very small groups at risk, and the smaller 
number of deaths in the females is likely to give rise to more - 
erratic results. -Further data are required to show how closely 
the prognosis in females is related’ to B.S.R; at discharge, but 
: it may at least be concluded from the present figures that_it is 

~ With males the figures show a clear association between the distinctly associated in males and is associated to some extent 
° B.S.R. on leaving the sanatorium and subsequent ability to in females. i . 5 í i 
survive. With the B.S.R. under 10 no deaths at all had occurred `The B.S.R. was estimated, it will be recalled, at admission 
in the 163 patients concerned ; at 10-29 approximately 1 in 9 as well as at discharge. These figures enable the changes in: 
of the 85 patients had died; while at 30 or over, 16 of the 44. B.S.R. during treatment to be related to history after leaving 
patients, or approximately 1 in 3, had died. The same trend the sanatorium (noting again that deaths during treatment are 
is apparent with females, though the changes are of a slighter . not included). These changes are set oùt in broad groups in 
degree.. Of the 133 with B.S.R. under 10, 2 (1.5%) had died; Table I, and it was- found that all the 25 deaths of males 
at 10-29 the proportion rises to 3.3%, and at 30 and over occurred among the 116 patients with a B.S.R. of 10 or over 
to 13%. - A on admission and still retaining that level on discharge ;. there 
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TaLe Il.—Rates of Mortality for Each Sedimèntátion Group in Periods of Six Months from Discharge from Sanatorium 
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This method of analysis is rough, since it presumes that were therefore no deaths among the 68 males who were ad- 

the durations of observation for all patients subsequent to mitted with, a B.S.R. of 10 or over which during treatment 

z: discharge do not differ materially between the-B.S.R. groups. fell below that level, and none in the small group of 13. males 
It-seems unlikely that these durations would differ, and a more. whose admission rate was under 10 but at discharge had risen 
accurate analysis in which they are taken into account’confirms above 10. Of the 14 deaths of females,-12 occurred, similarly, 
the results of Table I. Jn this analysis (see.Table II) calculation among the 177 patients who had a B.S.R. of 10 or-over at 

~ was -made of the numbers exposed to risk of dying in each admission and showed no fall- below 10 during treatment. The 
6-monthly period after discharge,* -and, related to the deaths remaining 2 occurred in the 46 patients who -had a B.S:R. 
occurring in each such period, it gives a death rate at each of 10 or over at admission but had improved td 5-9 at discharge.~ 











point of time for the varying B.S.R. -groups. n There were no deaths, it may be noted, in the 28 females whose 
- . ` With the males, it will be seen, there is a consistent rise in- B.S.R. at. entry was puder 10 and:at discharge had risen to 
mortality with increasmg B.S.R. above 10 (ie. at discharge) Over 10. im è 
at each 6-monthly period after discharge. For instance, in à = ABLE, = 
the-first 6 months after leaving the sanatoriym the percentage ET ; 7 per , Males | Females” 
ie - F ‘ ` Stats B.S.R.- S ` 
* The numbers exposed to risk were obtained from the formula: a a at admission ang discharge E i 
O Fepete Fo gtr dot- Megat tW] Pee 10 or over k m 4 116 TL" 
: : ~ (B) Improvement in B SR.: - 
Where t=number of 6-monthly periods after discharge (t,=0—6 ‘ * at admission, 0-4 at discharge... 30 -5 
months). 5 E , 10 or over ta 59 ln -` 40 H . 
G pts nimber exposed to risk of dying in period t. (e) Deedptnon mpr: A | 2 2 
X, =number o eats in peri . 0—4 dmus$i 3-9 td e 6 q 
a ake el +t=humber lost sight of in period t. Wee Weer, 7 a el ae 
i E x)+t=number g out of the experience at the end 59 a 10, 11 25- 





of April, , having survived for t complete periods. ` E à 
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: The B.S.R. group of 10 and over covers a variation from 
10 to 100,-and in Table IV a further subdivision is made of 


these values, taking -35 as an arbitrary dividing-line. The 


Aumbèrs at risk are so small that the trend of the death rafes 
cam be. accepted as only suggestive ; but the indication they 
give is’ that later mortality-is likely to be lower “with B.S.R. 
remaining steady at 10-35 or improving during treatment to 
that level from over 35 than it will be with an unimproved 
level of 35 or over at admission and discharge or a rise from 
10-35 to over 35. 


Tine IV.—Pe 
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_ The conclusions from these statistics are therefore: (1) The 
higher the sedimentation rate on discharge from the sanatorium : 
the more unfavourable has the average prognosis been. The 
association is clear with males, less clear but highly probable 
with females. (2) The bulk of the mortality experienced fell 
on the patients who were admitted with relatively high sedi- 
mentation rates and retained ‘them at discharge. There is not, 
sufficient material to determine whether the prognosis was bettér 
in -those “whose B.S.R. fell during sanatorium treatment than 
in “those whose B.S.R. rose or failed to improve, but ‘there 
is a suggestion that this is likely to be the case. 


We wish to our thanks to Dr. A. Bradford-Hill and Dr. 
PG Wingfield for their help and advice in the preparation of this 
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- NON-PENETRATING INJURIES OF THE 
a ee ABDOMEN 
ae 


C TH. SCHRIRE, M.A, MB., F.R.CS. 
. Surgical Registrar, Groote Schuur Hospital,-Capetown 


In these days of motor, industrial, and war accidents many 
of us frequently have to give an opinion on patients suffer- 
ing from non-penetrafing injuries to the abdomen. These 
_ injuries,-as often as not, are sustained under unknowsi con- 
ditions, and the patient’s history is of necessity vague and 
unhelpful. It is therefore. fimely to consider and. evaluate 
thie points that should influence-the surgeon’ in janswering 
the question, “ Should this abdomen be opened or not? ” 


‘ The answer to this question cannot be found in a single 
_symptom.or sign. It isa notoriously difficult problem, and 
Massie (1923) states: “ There is no escaping the conclusion 
- that early diagnosis is almost impossible. The surgeon 
, must be guided more by a general consideration of the 
_ clinical picture than by the-presence or absence of any par- ' 
ticular sign.” While no clinical diagnosis is infallible,- 
guided sby the following points one has been able to give 
a definite and immediate answer in most of the doubtful 
cases presented by a succession of harassed house-surgeons. 


. N 
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, hours after resuscitation measures have 
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Diagnostic Points 

Shock —J£ seen soon. after the accident the patient is in 
a state of typical and profound shock. Even apart from 
the fact that operation is out of the question in spch a con- 
dition, the shocked patient is no fit subject for a thorough 
examination. The treatment of shock takes precedence 
over everything except external haemorrhage, and all agree 
that this latter should .be temporarily controlled by the 
simplest means. If internal haemorrhage is of such magni- 
tude as to prevent the patient recovering from the primary 
shock without operation, it can be safely assumed that a 
desperate, operation to control the bleeding will kill him 
even sooner.: One must be prepared to face the fact 
that a patient who is so severely injyred that he bleeds to 
death internally without recovering from his primary shock 

„is not a subject for surgery at all. But in most cases there 
comes a time when, under adequate treatment, the primary 
shock passes off and infernal haemorrhage ceases spon- 
taneously but temporarily. This time is usually about two 
been started, and 
-mark of a good surgeon. To 

operate too ‘soon will intensify the shock, and to operate 
too late will allow the blood pressure, to -recover and 
bleeding to restart ; later, secondary shock sets in. Blood 
transfusions will heip to increase the margin of safety, but 
as a rule the optimum time is short, and its recognition is 
a matter of urgency. Experience alone will help here, and 
it is in these doubtful cases that the experienced surgeon 
will operate on a larger proportion of patients, and though 
his percentage of operative failures may be greater he will 
show a larger absolute number of successes. 

“Pain—This is always present, its severity being of very 
little importance. The pain is often localized to the part 
struck, and very often bruising and superficial abrasions 
will help to indicate the ‘spot. While this is the site of 
maximum damage, it does not follow that a viscus has been 
injured: some of the most painful injuries are unaccom- 
panied by any visceral damage at all. Often the pain may 
be referred and may be due to broken ribs, with injury to 
_the lower six jntercostal.nerves, or to intrathoracic visceral 
damage. Occasionally the pain is referred to the tip of the 
right or left shoulder. This does not necessarily mean that 
there is subdiaphragmatic irritation ; it may be due to 

trauma to the-diaphragm itself or to supradiaphragmatic 
pathology. Still another pitfall is the presence of an unsus- 
pected lesion of the spinal cord. There may be the most . 
excruciating abdominal pain from such a lesion, which is not 
necessarily thoracic. I have had the mortification of per- 
forming a negative laparotomy on a patient who recovered 
and was later shown to have a fracture of a cervical vertebra 
with no other neurological signs to help in the diagnosis. 

Fenderness.—All injuries of the abdomen will show 
some degree of_tenderness. This tenderness may be acute, 
though the damage is superficial: an injured viscus usually 

shows local tenderness, but if this sign can be elicited at a - 
neutral part of the abdomen it can be safely assumed that 
there has been some spilling of visceral contents. Because , 
of this spill into the general peritoneal cavity remote 
tenderness can always be elicited, and is a valuable diag- 
nostic point... ' 

Rigidity—For the same reasons local rigidity may be 
ignored. Its presence within the first hour or so cannot be 
elicited with assurance. - Later, local bruising of the belly 
wall will give a wrong impression of rigidity. Remote 
rigidity is of vital importance and is diagnostic of perfora- 
tion; it demands immediate laparotomy if the general 
condition of the patient: will allow it. Its presence dmplies 
irritation of the parietal peritoneum, which can only be 
due to free blood or visceral contents in this cavity. , 
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Pulse Rate—All cases suspected of internal injuries are 
put oa to half-hourly pulse charts as a matter of routine. 
A rising pulse rate which cannot be accounted for by 
external haemorrhage or by intrathoracic injuries should 


call urgerft attention to the abdomen. A rising pulse rate _ 


alone is not an indication for laparotomy but for a careful 
general examination. In injured children the pulse rate 
often rises to 130 or 140 for no demonstrable reason, and, 
though it requires considerable restraint to hold one’s hand, 
an hour or so may be safely spent in watchful anticipation. 
As characteristic of peritonitis this sign comes on late, and 
every effort should be made to diagnose without its aid. 


Liver Dullness—Loss of liver dullness often implies that 
free gas has become interposed between the liver and the 
parietes. It also is aate sign and should not be awaited. 
If the abdomen 1s distended this sign is not significant, but 
in the absence of’ distension or when combined with other 
signs it becomes importaht. ace 

- Leucocytosis.—The most ‘bizarre counts may be found. 
Some cases with counts up to 30,000 white cells per c.mm. 
have shown no perforation and have cleared up on con- 
servative expectant treatment, while others with equally 
large counts have required suture of ruptured viscera. 
Similar experiences can be recalled in the presence of 
normal and low blood counts. This investigation is often 
not available, and is usually not helpful. 


Radiography.—When the primary shock has passed off 
it is the easiest thing to sit the patient up in bed and, after 
slipping a loaded casette behind his back, to take a radio- 
graph of the upper abdomen in the erect position. Pneumo- 

` peritoneum as indicated by fluid levels under either or both 
domes of the diaphragm is pathognomonic of free gas in 
the abdomen and is 4 simple, safe, and positive indication 
for laparotomy. The finding ıs of great positive value, but 
if negative it does not rule out haemoperitoneum, a rup- 


„tured bladder, or a small tear in the alimentary canal. 


And, finally, if there is still doubt after one examination, 
re-examination an hour later has been found to be of 
. the greatest value. Progressive tenderness or progressive 
rigidity is especially looked for, and a reassessment of the 
whole condition can then be made without the loss of too 
much valuable time. A comparison with the earlier 
examination will usually lead to a certain diagnosis. 


e Summary 

The classical signs of.ruptured viscera are considered. 

The finding of tenderness and, more important, of rigidity at 
any part of the abdomen remiote from the site of primary injury 
is considered to be the surest indication for laparotomy. 

X-ray findings, if positive, can clinch the Ciagnosis. 

The value of re-examination one hoyr later in doubtful cases 
is stressed. `> S 

REFERENCE ` 
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At the annual general meeting of the Society for Relief of Widows 
and Orphans of Medical Men, with Mr. V. Warren Low ın, the 


* chair, the report and accounts for 1941 were presented and adopted. 


Sixty-thres widows and two, orphans received grants during the year, 
and £4,371 was distributed among them, each widow over 65 years of 
age receiving £75 and those under 65 £60, aud each orphan received at 
the rate of £50 per annum. Relief is granted only to the widows or 
orphans of deceased members. Membership of the society is open to 
any medical man who at the time of his election is residing within 
a 20-mile radius of Charing Cross.- Election is by ballot. The in- 
vested funds of the society amount to £139,000. Capital may never be 
sold and used as income. ~ Full particulars-may be obtained from the 
secretary, at the offices, 11, Chandos Street, Cavendish Square, ‘W.1. 
Since the foundation of the society, in 1788, there have been six secre- 
taries ogly. The first held office for 27 years and the fifth for .37 
years; the sixth, Mr. Edward J. Blackett, has so far held office for 
37 years. 5 = 


Medical Memoranda 
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ChroniœHeadache caused ‘by “Silent™ Sinusitis 


O: 

l Usually we take very little notice of a headache. It may be 
due to a cold, influenza, or some other upset, and we know that 
when the cause disappears so will the headache. When no 
cause can be found, and yet the headache persists, constant or 
intermittent, severe or mild, month after month, year after year, 
then it becomes an unmitigated nuisancé and a hindrance to 
life. Remedies and suggested causes fill the pages of our text- 
books, and advertisements of quack remedies abound—sure 
signs that none can be relied on. Two cases of this nature are 
reported to show how easily the actual cause of the headache 
- may be missed and the patient thus condemned to long years of 
helpless misery. : 


Case 1.—A spinster aged 59 had suffered from constant severe 
., headache for 7 years. At times she had taken as much as 
90 grains of aspirin in a day. Since there seemed to be no hope 
of relief her friends began to fear suicide. Sinusitis had been 
suspected, and she had been examined by three rhinologists,. 
who were all agreed that there were no clinical signs. The first 
supported his opinion by radiographs ; the second, after washing 
out the nasal cavities and examining the secretion micro- 
scopically, was emphatic that there was no infection. Never- 
theless, the fact that the patient had post-nasal catarrh, together 
with marked contraction of her flelds of vision, convinced me 
that there was sinusitis, and when at my request the third rhino- 
logist opened the left antrum the disease was seen. A week 
after the antrostomy there was a sudden profuse flow of blood 
and mucus from the left nostril, and the pain at the vertex 
ceased. A year later she wrote: “J have practically given up, 
aspirin, my head is so much better.” _ 

Case 2.—An unmarried woman Ae oa 39, first seen in 1930, 
had had severe headaches from childhood. They ‘were often 
quite incapacitating, and latterly had occurred daily. In the 
hope of relief all her teeth had been removed, her tonsils 
enucleated, and her septum straightened. When -these measures 
failed no further suggestion could be made by rhinologist, 
ophthalmologist, or neurologist, and the patient and her doctor 
were in despair. Clinical signs of sinusitis were entirely absent 

-eyen during the septum operation, and the x-ray report was 
negative, There had never been any catarrh. Nevertheless, the 
extreme contraction of her fields Of vision led me to diagnose 
sinusitis as a cause of her headaches. Conservative treatment 
by nasal medication resulted: considerable nasal discharge 
and prompt relief of the headache. A year later she had “ the 
best holiday of her life” and could ® eat anything and go any- 
where” without provoking the headache which formerly 
followed any indiscretion. In 1941, eleven years later, the 
patient reported again, well and happy, with only occasional 
moderate headache. (A fuller account of this case is given in 
Proc. roy. Soc. Med:. 1931, 24, 891, in which the fields before 
and after nasal drainage are reproduced.) i 


These two cases are merely outstanding examples of scores of 
others in which the existence of sinusitis has remained unsus- 
pected as the cause of headache for many years, sometimes for 
a lifetime. The hidden nature of the cause suggests an explana- 
tion for the frequency of cases of unrelieved headache and of 
“ migraine.” en it is realized that though—there may be 
nothing to be seen in the nose or in radiographs of the sinuses 
we can detect the activities of the hidden oedema around the 
inflamed sinuses by the fields of vision, these sufferers, hope- 
lessly imprisoned by their own hidden sepsis, can be set free. 


Lonćon, W. Rosa Forp, M.B. 


Sudden Death from Lipoid Pneumonia 


The following case seems worthy of record not only because it 


presents some unusual features in a comparatively rare con- 
dition but also because it points a moral. r 


CASE HISTORY / í 


A patient of mine, a gardener aged 70, died suddenly, and 
¥ was instructed by the coroner to make a post-mortem examina- 
tion. Twenty years previously the man had had a carcinoma 
of the left side of the tongue, removed by Mr. (now Rear- 
Admiral) G. Gordon-Taylor. After a prelimina strostom 
an extensive operation was performed, which included remova 
of half the tongue, with part of the lower jaw, and a clearance 
of the lymphatic tissues in the left side of the neck. The gastro- 
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stomy was-later closed, and he was able to carry on useful work 
as a gardener right up to the time of his death. - On the morning 
of the day he diéd he went out to feed his fowls before Semen 
and as he did not return to his meal his wife sought him, an 
found him dead in the lavatory. ‘ 


At the necropsy I could discover no evidence of any recur- 
rence of the disease in his mouth or neck, and tĦe old gastro- 
stomy' was soundly healed. On opening the thorax I found the 

iastinum displaced: over to the right side. There were dense 
pleural adhesions on both sides of the chest, and the Tight lung 
was almost completely collapsed. In the lower lobe of the le 
lung, and firmly adherent to the diaphragm below, was a hard 
mass, roughly pyramidal in shape, and extending towards the 
hilum. It measured approximately 2 in. in each dimension. 
To the naked eye it resembled‘a neoplasm; butas I had some 
doubt as to its nature I sent a portion to a pathologist for 
section. ° The mediastinal lymph nodes were hard and fibrous, 


and the only other pathological findings were a few plaques of f 


atheroma in the aorta. 


v i 

Section of the tissue sent to the laboratory showed the case to 
be one of lipoid pneumonia, with very marked reticular fibrosis 
and numerous large vacuoles surrounded by iant cells. On 
further inquiry I found that the patient had indeed complained 
to his wife-for some time of-increasing dyspnoea on exertion, 
but had not consulted me about it, though 1 had been séeing 
him during the winter to issue certificates for milk and eggs. 
Me had also been in the habit of taking liquid paraffin asa 

ative. 


. COMMENTARY 


Lipoid pneumonia was first described by G. F. Laughlin in 
1925. Most of the early cases occurred in debilitated children 
whose powers of deglutition were impaired -or whose cough 
reflex was ineffective. In later years a greater number of cases 
have been reported in adults, though they have been more often 
demonstrated at necropsy than diagnosed during life. A large 
proportion of these cases occurred in pone whose deglutition 
was affected either by carcinoma of the mouth or throat or by 


some nervous disease (Freiman et al:, 1940). Brown and 


Biskind (1941) have stressed the occasional resemblance between _ 


lipoid pneumonia and carcinoma of the lung, as in this case, 
though other cases my resemble a low-grade pneumonia 
(Propert, 1940). Un features of the case wert the pleural 
adhesions and the collapsed right lung. Pleurisy is said to be 
a very rare complication. ~ {i Boe 


The American Medical Association has already drawn atten- 
tion to the dangers of oily nasal sprays, and I now feel that a 
warning-should be given against the indiscriminate use of 
paraffin as a laxative by patients with affections of the mouth 
and throat. ‘ n g 

Wivenhoe, Eser. ` WALTER RADCLIFFE, M.B., -B.Ghir. 
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Meningococcal.Septicaemia resembling Malaria 


Meningococcal septicaemia usually presents a fever remarkable 
in its irregularity, variability, and duration, and seldom exhibits 
the regular periodicity shown in ‘the accompanying temperature 
chart. MG z : ’ 


N CASE REPORT ‘ 


I saw the patient, a soldier aged 26 who had never served 
abroad, on, Jan. 17, 1942. He had been quite well until Nov. 
2, 1941, when. he suddenly became ill’ with pains in the legs, 
- arms, and shoulders, with high fever. The fever continued for 
a week, and he was-treated at his regimental medical post. 
Afterwards ęhe went on leave, during which he had occasional 
attacks of fever. Some 6 weeks later, on Dec. 13,-he was admit- 
ted to pee ae where he continued to have periodic. attacks of 
fever, each of which: lasted 12 to 24 hours. , Simultaneously 
with the attacks he had headache, rigor, and sweating, and 
complained of some pain over the splenic region, but was quite 
well in between the attacks. On Dec. 27 and Jan. 6 some 
scattered erythematous spots were seen on the abdomen, and 
algo some tender spots resembling erythema nodosum appeared 
on the legs., Two attempts to recover meningococci from the 
blood proved unsuccessful, and blood films.were examined for 
malarial parasites with negative results. Blood counts showed 
a leudocytosis up to 22,600 per c.mm., with a polymorphonuclear 


increase during the attacks, but in the interval the leucocytes 
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-but never exceeded 104, and 
20a minute throughout. ~ - 


~were reported from this man’s 1 
. fever to quartan malaria is close, for it started first as a con- 
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fell to 8,200 per cmm. The blood sedimentation rate was 
48 mm.; urine and stools showed no abnormality ; and the 
Kahn test was negative. The pulse rate rose during the attacks 
e respirations remained at about 


On Jan. 1 a course of quinine bihydrochloride „was started, 
but there was no effect on the recurrence or periodicity of the 
fever. On Jan. 16 sulphapynidine was given in‘doses of 2 g. 
four-hourly, and continued for-one week in diminishing dosage, 
making a total of 22 g.- The effect was dramatic, for the 


fever did not recur and the patient’s “convalescence was rapid 


2] 25] 24] 25 25] 27] 28 | 29| 30] | 
hojas 2 | 93] 94 [15 [36 [47 4699 | 
ann ree ME 







ecoa [1516 [97 fas [99 [20] 20 | 
_ favoros 2 | 34 | 5fo[7[ 3] 9) 
ps HHH 
























T 
FAN, 


Halse 









y 
aha 
NMA 


Coe Ce 


and uninterrupted. No other cases of meningococcal infection 
unit. The resemblance of the 


tinuous form of fever and then settled down to a regular 
quartan periodicity (except for one period from Dec. 20 to 24), 
with rigor and sweats throughout. 

Meningococcal septicaemia is far from uncommon, being 
one of the causes of a-prolonged irregular fever that is apt to 
be overlooked, and there is much truth in the saying, 
“When you see erythema nodosum, think of meningococcal 
septicaemia.” - 

This case shows that sulphapyridine is as specific for 
meningococcal septicaemia as quinine is for malaria or antimony 
for leishmaniasis. 


I should like to express my thanks to Major-Gen °G. A. Blake, 
D.D.M.S., Western Command, for permission to submit this note 
for publication, and to Lieut.-Col. J. C. Hunt, R.A.M.C, for his 
kindness in giving me the clinical notes. 


A a Rosert Priest, C.B., M.D., F.R.CP., 
r Consulting Physician, Western Command. 








The following medical promotions in and appointments to the 
Order of the Hospital of St. John of Jerusalem were announced in 
the London Gazette of June 23. As Knights: Col. Sir Richard 
Needham, C.I.E., DSO, M.D,_F.R.CS, Capt. R. J. Isaac, 
L.R.C.P.&S.Ed. As Commanders: Capt. H F. Powell, M.B.E., 
M.D., Lieut.-General Alexander Hood, C.B, C B.E, M.D. Lieut.” 
General W. H. Hamilton, C.B., CLE, C BE., D S.O , F.R.C.S. As 
Officers: Dr. C. C. H. Binns, Lieut.-Col. C H. James, CIE., + 
FRCS, Dr. A. M. Barford, Major’ G. F. P. Gibbons, O.B.E, 
M.B., Mr J. R. M. Whigham; M.C., F.R.C.S., Dr. W. P. Kennedy, 
Surg. Cmdr. J. A. Watson, L.M.S.S.A., Mr. H. R. Rishworth, O.B.E., 
F.R.C.S. As Serving Brothers: Dr. R. MacLeod, Capt. R. S. 
Harper, M.R.C.S.; LR.CP., R.A M.C. Dr. F. C. Mann, Dr. E H. 
Shaw, Dr. W. F. Mason, Dr.. M.W. Sellars, Capt. B. Singh, I.M.S., 
Dr. W. Fraser, Dr. R. Dick, Dr. W. Bain, Dr. S. K. Poole, Dr. P. B. 
Wood, Dr E. P. Coyne, Dr. T. B. Gilchnst, Dr. J. Kirkwood, 


Dr. F. S. Hone, Capt. G. B. Thomas, F.R.C.S., IM.S. As Associate » 


Serving Brother: Said Abdul Rahine Dabbagh, M.D. Beirut. 
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‘THE MARCH OF MEDICINE 


The March of Medtane New York Academy of Medicine Lectures to the 
, 1941. (Pp 154 $200 or 138. 6d) New York: Columbia University 
i London: Oxford Univermty Press. 1941 - i S 7 

We are accustomed to look forward to the publication of the 
~“ Lectures to the Laity” delivered ‘at the New York Academy 
of Medicine, nor does the sixth volume of that series disappoint 
that anticipation. Dr. Alan. Greg leads off with “‘ Humanism 
and Science,” jn which he emphasizes the great importance of 
realizing that illness makes a severe’ attack on the patient’s 
whole personality. Only imaginative experience, he declares, 
can appreciate the assaut on the image that the individual has 
formed of himself—“ an arcanum, a secret inner chamber of his 
being, ineffably precious and delicate... . It is not his short- 
ness.of breath, it is his. tumble from omnipotence which in- 
furiates and exhausts? the domestic tyrant stricken with heart 
disease. “A miraculous moment cores when the dactor -be- 
comes the treatment.” As humanism in the 15th century freed 
man from an extreme preoccupation with the exultations and 
threats of the theologians it may serve now to counterbalance 
those of the specialists in whatever department. 

Dr. Sigerist reviews the career of Paracelsus in the light of 
the four hundred years that have elapsed since his déath. With 
‘great literary charm and persuasiveness he presents his sub- 
ject in a more favourable light than is usual. Doubtless 
Paracelsus threw aside the dead hand of Galen—so much to the 
good. What is more doubtful is the 
system he put in its place. : 

Dr. Healy discourses on psychiatry and the normal life, in 
which he reminds us that a normal man 1s simply a mental 
concept which is based on averages and is conditioned by the 
environments of time and, place. His conclusion is that with 
our countless millions of unused brain cells we must have the 
potential ability to develop more of them for the good of 
human society. Indeed, if such potentialities are not realized 





he thinks our very survival is in doubt in the light of our | 


increased’ powers of self-destruction.- 

Dr. Edman intervenes as a layman in a lighter vein than is 
usual with professional philosophers. 
of physicians is not reciprocated by them ‘as awe of philosophy, 
but points out that what an intelligent physician. gives his 
patient is what a philosopher tries to give his readers. The 
doctor tries to make his patient grow up, to make him see’ him- 
self and his situation without conflict or evasion. Maturity 
means facing the issues of existence without illusion, but this 
does not mean disillusion. Thus his lecture accords pleasantly 
with Dr. Alan Greg’s. ~ 

Dr. Riddle takes an encouraging view of “The Promise of 
Endocrinology.” It is interesting to see how the conception 
gains ground of an integration of that systém under the leader- 
ship of the anterior pituitary, itself in turn largely controlled 
through the centres for emotional*expression. He considers 
. that in the future the hormones are more likely to be applied 

to control the emotions than the intellect, and regards the 
former as playing a larger part in personality than the latter. 
He lays down the principle that all men, except identical twins, 
are created genetically unequal. i 

Dr. F. C. Wood winds up an interesting series by a plain 
Statement of “ What we do know about Cancer,” in which he 
aims at depriving it of the terrors of the unknown, a very 
- important task, . He points to records collected by the American 
College of Surgeons of 35,000" patients who have lived for five 


. ears or more after operation for cancer, statistics which could 


not have been obtained twenty years ago. ` 


JUNG’S TEACHING 

The Psychology of CG. Jung. An Introduction, with Illustrations By Dr 

Jolen Jacobi. (Pp 169 12s) London: Kegan Paul, Trench, Trubner 

and Co, . 
Every philosophical psychologist seeks to enunciate a formula 
that will explain human behaviour. One of the most complete 
of theseeis associated with the work of C. G. Jung. Human_ 
behaviour being what it,is*of infinite variéty—the more com- 


~ i / . 


value of the astrological - 


He finds that his awe _ enlightenment from it. ae 


— a 
plete the-formula the more complex does it become and the ` 
more difficult is the story it has to tell. There js consciousness 
and unconsciousness; but they are complementary and. con- 
stantly| interacting; so are the personal and the collective 
unconscious. Attitudes of extraversion and introversion are 
likewise “complementary, and a man may therefore exhibit 
one in his Te but the other in his work. The functions of 
thought and feeling, of intuition and sensation, are almost 
mutually exclusive, but each pair may interact with one N 
dominant function and so inérease complexity. ie 

All this works dynamically in constant interaction, preserv- 
ing a plastic balance between opposites ; but the energy can be 
displaced or transformed so that “ abnormal ” behaviour, results. 
Jung does not in any way refer theoretical.“ structure and 
function,” of the psyche to the structure and function of the 
body ; consequently in some ways his teaching is more a religion 
than a science, and is said to have a wider application than 
“ medical healing.” In practice he works not only analytically 
but also synthetically, having regard to aims as well as to causes. 
The link between the conscious and the compensatory uncon- 
scious is the symbol, especially as met with in the dream and 
in fantasy. The aim of psychotherapy and analysis is to bring 
the unconscious material into consciousness so that the two 
may interact harmoniously. This harmonious interaction can 
never be absolute, only relative’; so “ cure ” can never be com- 
plete, or, in other words, man can never be perfect and must 
always have some neurotic trend. 

One of the most important opposites is the image (“ anima ” 
or “animus,” as the case may be) of the other sex in the 


“unconscious. The first of these images is always the parent of 


the opposite sex, and the freeing of the child’s consciousness 
of the unharmonious intrusion of this image is one of the most 
important psychological processes, in life. „Behind this lies a 
more fundamental image, called by Jung the “magna mater ” 
materialism in the woman and spirituality in the man. When 
all these opposites are integrated, then the whole man, the 
true self, may emerge and the goal of the analysis and synthesis 
be reached. The symbol of this emergence appears in all sorts 
of cultures,- especially oriental, and this fact seems to point to 
its universal validity. 4 

The story of Jung’s teaching is well told in this little book, 
but it is not easy reading, and it-is doubtful whether those not ; 
already acquainted with his work will obtain a great deal of 
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TREATMENT OF SYPHILIS 


. The Modern Treatment of Syphilis. By Joseph Earle Moore, M D ; with the 
collaboration of Jarold E Kemp, M.D » Harry Eagle, MD, Paul Padget, 
MD, and Mary Stewart Goodwin, M.D. Second edinon Œp. 674; 

38s 6d) London: Bailière, Tindall and Cox. . 

Nearly nine years have elapséd since the first edition of this 

work appeared ; a second edition is therefore due, more parti- 

cularly since the incidence of syphilis not only has ceased to 
fall but is definitely rising, in this country at any rate. No 
epoch-making discoveries have occurred in the interval; but 
our knowledge has advanced in many directions and improve- 
ment in serological technique has been noteworthy, but, alas! 
much more so in the United States of America than in Great 
Britain. y 
The increased responsibility thrown on the four collaborators, 


- Drs. Kemp, Eaglé, Padget, and Goodwin, has added much to 


the authority of the book. Perhaps ‘its most striking new J 
feature is that dealing with mapharsen,.a preparation which has 
found much favour in the U.S.A., but which so far has attained 
little popularity in this country. Dr. Moore is evidently much 
impressed with its efficacy, since_he inclines to its use in pre- 
ference to neoarsphenamine in’ early syphilis. ether time 
and experience will bear out his contention seems at least 
doubtful ; in dealing with such a disease as syphilis the wise 
man prefers to wait many years before he commits himself to 
a eulogy~of a new drug. On the other hand massive<dose 
arsenotherapy, which has been so much boomed by certain 
workers, is not recommended in the present state of our, know- 
ledge. Much is made of the quantitative Wassermann test, but 
the critical serologist will inquire whether the progressive feduc- 
tion in the amount of human seruin employed should not be 
taken into account; presumably the serial dilutions arê made 
with physiological saline. The quantitative test is very valuable 
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in estimating progress in, the so-called reagin-fast case, and it 
sseems-apity that more use is not made of the sigma (Dreyer- 
Ward) reaction-for this purpose. 3 

“This excellent book is essentially one for the specialist. That 
the treatment of syphilis should occupy more than 600 pages 
‘indicates that the subject; late syphilis at any rate, is not one 
for the general practitioner or the inexperienced. i 
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HANDLING OF GAS CASUALTIES 


Gas Cleansing Stations A Manual of Procedure durmg Gas Attack for 
Casualty Service M of the Home Guard, Industral 


@p. 64> 2s, 2d. 


` 


As explained in the introduction, the purpose of this handbook ° 


is to assist members of the casualty services to obtain an 
understanding of the treatment of gas-contaminated casualties.- 
The subject is dealt with in 8 short chapters and an appendix, 
comprising in all.63 pages. The writing is simple and direct 
‘and the approach practical. The book should have a wide 
usefulness in the casualty services throughout the country. 
Official instructions on the subject of preparedness for gas 
attack have undergone many changes during the last 5 or 6 
years, the chief being that, whereas attention was first specially 
directed to measures against non-persistent gas, emphasis is 
_to-day placed upon the dangers of blister- gas. This excellent 
handbook deals with the latter problem. We have, fortunately, 
- had no experience-of gas attack and we -hope that gas will 
not be used, Should it be used, mental preparedness on the 
part of all Civil“Mefence personnel will lessen the risks of 
panic and facilitate the treatment of casualties. _ 
For the purpose of instruction the author has postulated 


a simple situation in which blister-gas casualties require treat- ` 


ment. It would be wise when placing this book in the hands 
of volunteers to remind them that the first gas attack may be 
with non-persistent, gas or with a mixture of non-persistent 
„and blister gases. Very. different practical problems will: arise 
according to the type used. For example, a few drops of 
blister gas inside a gas mask will quickly make the wearer 


a severe casualty ; the air lock in its application to blister gas - 


is for the purpose of affording protection against heavy 
concentrations of vapour given off from collections of dis- 
carded contaminated clothing. If and when the attack comes 
we shall learn much about our anti-gas organization, and shall 
improvise and improve and go on doing so until victory is won. 
In the meantime all those responsible for or preparing to assist 
in the treatment of, casualties Will-find this careful and practical 
little book of great assistance. 





Notes- 'on Books 


Unlike some authors, Mr. HAMILTON BatLey apparently reads 
the reviews of his books.and profits by them. This is flattering 
to the reviewer and advantageous to a new edition. The 
~ inclusion of certain signs—e.g., Kocher’s test and Berry’s sign 
—in the eighth edition of Demonstrations. of Physical- Signs in 
Clinical Surgeyy, the omigsion of, which we mentioned in our 
notice of the me is naturally an improvement, and we have 
little but praise for this excellent work. Prof. Wood Jones, 
referred to on p. 133, might be given a footnote as are other 
authors, and diffuse neurofibromatosis, p. 25, might be called, 
as is customary, after von Recklinghausen. -Mr. Sampson 
-Handley, p. 227, should be described as consulting surgeon to 
the, Middlesex Hospital. The “winged scapula (B, Fig. 437, 
p. 299) would be better shown if photographed from the other 
side, and “ulnar paradox”: might be: mentioned in connexion 
with lesions of the ùlnar nerve. We were under the impression 
. that circumftex, not axillary, p. 317, was the old terminology 
for this nerve. These, however, are minor features to criticize 


‘in an edition which is a great credit to both author and ` 


publisher. This is now a standard work which should be read 
~and remembered by every medical student. It is published at 
Bristol by-John Wright and Sons, price 25s. z 


It is difficult to understand for whom the little book, Visual 


Outline of Psychiatry, is really intended. “Admiration for Dr., 


LELAND HINSIE’s ingenuity in compressing so much-into so 
little space.must be expressed by anyone well acquainted with 
Freudian, thèory and practice.. Even so the section on the 
organization of the mind is better than that on the psychiatric“ 
‚syndromes, and the substance of the book can only be of use 
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in reminding and not in instructing the reader. For the studepi, 
however, at least in this country, the book is surely useless 

not dangerous. It ,is inconceivable that he could pass an 
examination on purely Freudian teaching, and few examiners 
would be plea if he were to dismiss all the work on convul- 


_ sive therapy in schizophrenia in one line while adŷłocating deep 


analysis as a cure, for most consider that this has been singu- 
larly ineffective in the true psychosis. Nor would the student 
be popular if he were to trot out such expressions as “ altri- 
genderism,” “ heterogenitality,” or even “ schizoidism,” in every 
paragraph of his examination paper. The book is published 
in this country at 12s. 6d. by the Oxford University Press. 


Two members of the Department of Bacteriology of the 
University of Wisconsin Medical School, PauL F. CLARK and 
ALICE SCHIEDT, CLARK, had the happy idea of compiling a 
calendar of biology and medicine, and the University of 
Wisconsin Press have published it at Madison under the title 
Memorable Days in Medicine ($2). "The months of the year 
form the chapters of this pleasant bedside book; and each 
day has`one or more entries for the birth or death of a man - 
or woman, or the foundation of an institution, famous in the 
annals of our profession or of the biological sciences, or the 
launching of some enterprise. In a short foreword the authors 
disarm the critic of their fragmentary material: “ We apologize 
tor omitting your favourites, we have omitted many of our 
own.” The print 1s good, there is a satisfactory index, and 
some portraits are reproduced, including an unfamiliar photo- 
graph of Charles Darwin without his beard and moustache. 
When the text is revised for a new edition a few minor slips 
should be corrected—e.g., “ Sir ” Stephen Paget, “ Sir ” Richard 
Bright, and the misspelling of Sir Humphry Davy’s first name. 
We wish we could challenge the distressing statement that no 
obituary of Thomas Addison appeared in elther the Lancet or 
the British Medical Journal. 


We have previously commended Approved Laboratory 
Technic, by J. A. KoLMER and F. BOERNER, as a comprehensive 
bench book dealing with clinical pathology in all its aspects. 
The third edition has been embellished with an appendix 
describing fourteen new methods, including those for the 
estimation of prothrombin, vitamin C, and various sulphon- 
amide compounds, but the. original text, which is the work of 
twenty-eight authors, is little changed. The chapter on agglu- 
tination tests, one of several the authorship of which is 
undisclosed, needs revision, and we would again suggest that 
the long lists of bacteria lable to be found in various types 
of materal are misleading -rather than helpful: no fewer than 
twenty-one, including B. subtilis, “ B. Zur-Nedden,” and “B. 
‘anthracsis,” are said to occur in the eye.- The greater part of 
the book is a prolific source of useful technical information, 
and the illustrations are excellent. It is published at 428. by 
D. Appleton-Century Company. ` 








Preparations and Appliances 


NEEDLE FOR REPAIRING FEMORAL HERNIA 
Mr. JoHN W. STRETTON, F.R.CS., Kidderminster, writes: 


The accompanying sketch, Fe pedal half-size, shows a 
needle made to my order by Messrs. Allen and Hanburys. It 
is the latest pattern of a needle I have been using for years. 
It is designed to pass sutures through the ligament of Astley 
Cooper when repairing a femoral hernia. 











The needle is threaded (it will take No. 2 silk): 
first passed, not through, but beyond this TEE and then ° 


its point is 


passed through the ligament from the far side. Now the ne 
point is advanced towards the surface, and then retarded andy 
to prevent the silk lying too tightly against the needle. Non-- 
toothed dissecting forceps bring the suture to the surface. The 
bent handle gives a clearer view. 

I am indebted to the makers for their help. 


Treatment of Scabies——Burroughs Wellcome & Co., 12, Red Lion 
Square, W.C.i, advise us that dimethylthianthrene (mesulphen 
BPC); referred to in the Journal (July 4, p..3), has bé&n issued 
commercially by them since October,e1940, undér the brand’ name 
k sudermo.” Supplies, though limited, ar® still available. 


* limitation, while the men are not restricted at all. 
_ Tecent Parliamentary debate on factory welfare (July 22) 
- ~Mr. Bevin said that they had had to do things about hours 
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THE -EVILS OF LONG WORKING HOURS 


Now that the war will soon be entering on its fourth year, 
with no prospect of an early termination, it is more than 
ever important that we should pay careful attention to the 
question of the hours of labour of our industrial workers. 
If the hours are such as to induce ill-health, it is obvious 
that the longer they are continued the more they are likely 
to do permanent harm to the health of the nation. The 
evils of excessive houfs haye been pointed out over and 
over again by almost everyone who has taken the trouble 
to investigate the subject. The Select Committee on 
National Expenditure, in their seventeenth report, said that 
“ they regref to report that the lessons which the last war 
should have taught seem largely to have been ignored,” 
while the Chief Inspector of Factories, in his last annual 
report, was similarly of the opinion that “some valuable 
lessons of the last war had been widely forgotten or were 
not yet sufficiently appreciated,” and he added, “I have 
particularly in mfind thé lessons that excessive hours mean 
less production.” A return from 5,493 factories showed 
that in nearly half of -them the women were working 
between 57 and 60 hours a week, and the disadvantage of 
long hours was well illustrated by the experience of a 
deputy chief inspector of- faétories, „who found that at a 
factory which: had been working 54 hours it was impossible 
to maintain production until in every third week the hours 
were reduced to 48. | 
- The Government, so -far from doing anything to check 
excessive hours, seems inclined to extend them, at least in 
respect of those members of our industrial population who 
are least able to bear them. The Minister of Labour is 
taking measures to stdndardize a 52-hour working week 
in industry and 46 hours -for clerical workers, and these 
hours are tosapply to everyone, including juveniles ‘aged 


. 14 and upwards. The hours are not to be imposed by 


Order, but by a direction to the man-power boards, and 
there can be little doubt that they will frequently be taken 
advantageeof. It will be remembered that under the 
Factories Act, 1937, juveniles of 14 and 15 are allowed 
to work only 44 hours a week without any allowance for 
overtime, so they are now to be permitted an extra 8 hours 
a week. This may not, at first sight, appear very excessive 
in wartime, but in fact it means that, instead of the usual 


8-hour day, the juveniles have to work for 94 hours, except ` 


on Saturdays. When the juveniles reach the age of 16 they 
are permitted, under the Factories Act, to work for 48 
hours plus 6 hours a week ,of overtime—i.e., for 54 hours 
a week in all (for a limited period)—and when they are 18 
the women are allowed to work for 54 hours with less 
In the 


of labour which had been extremely distasteful, but that 
he was considering tightening up at an early date. During 
the course of the debate one member adduced instances 
where women were in factories for 12-hour periods. 
Another member gave details of young people under 17 
working over 60 hours a week, while a third member stated 
that the war effort was definitely being hindered by the 


+ ‘long hours now required from the workers. 


Long hours of work, alfhost inevitably put a greater strain 
on the women than on the men, not only because of their 


e Z £ s 


poorer physique and stamina, but Besas of the time they 
have to -devote to housework and to sopping. The 
shopping is much more of a trial than in peacetime for 
several reasons. For instance, in an industrial centre such 
as Birminghgm a number of the shops close at five o’clock, 
which makes it impossible for the women employed on a 
normal working day to do any shopping. In a London 
area it appeared that one-third of the women shopped 
on Friday nights and two-thirds on Saturday afternoons, 
and they usually had to queue. As they could not get 
to the shops in the mornings they found it practically 
impossible to get cooked meats or any of the non-rationed 
foods. An additional strain, which is much greater in war- 
time than in peacetime, is brought about by transport 
difficulties. Many of the workers spend well- over an hour 
each morning and evening in getting to and fro between 
home and factory, and this adds considerably to their 
fatigue. 

Evidence showing that war workers are suffering from 
over-fatigue comes from- many sources. In the Times 
Educational Supplement (June 27,1942) there is an article 
on “Youth in Industry” and a report from the Lincoin 
Youth Committee, which relates more especially to the 
16-17 age, group. The maximum hours of work allowed 
in wartime, says Lincoln, ”“seem beyond the physical 
capacity of juveniles. Many of the boys admitted a 
permanent feeling of fatigue,” while a Yorkshire borough 
finds that many boys seem to be “ mentally and physically 
exhausted.” Stirlingshire réfers to young people as 
“ physically and mentally overwrought,” while, Birmingham 
reports on the strain of long hours of work and compulsory 
fire-watching. Again, when the Ministry of Health esti- 
mates were debated in Parliament a month ago, a number 
of members voiced the serious effects of long hours of 
work on young people, and Mr. Kenneth Lindsay reminded ` 
the House that,it is nobody’s business to look after the 
health of the young people between 14 and 18. Statistical 
evidence relating to the effects of wartime conditions on 
the health of the nation has been recently adduced in this , 
Journal, and some of it is-very disquieting. Dr. Percy 
Stocks," when comparing the tuberculosis mortality in 
1939-41 with that observed in 1937-9, showed that there 
was an excess of 11% in young women aged 15 to 19, 
and of 21% ın those-aged 20 to 24. ‚The corresponding 
figures for the death rates in 1914-16 were 22 and 14% 
respectively, or nearly the same, on an average. In the 
latter half of the war, however, the tuberculosis rate rose 
very rapidly, till in 1918 it was 50% higher in the two age 
groups mentioned than in 1911-147 By 1920 the rate had 
fallen back almost to normal, and there can be no doubt 
that the wartime rise was due to excessive hours of work, 
‘coupled with overcrowding and malnutrition. , It was 
especially marked in the large industrial towns, ‘and the 
same condition appears to be holding during the present 
war. Drs. Laidlaw and Macfarlane’ investigated 1,600 
cases of pulmonary tuberculosis notified in Glasgow in 
1941, and at the same time they inquired into the occupa- - 
tion and hours of. work of the sufferers. They found that, 
as compared with 1938-9, Women between’ the ages of -15_ 
and 24 showed an increase of 33%, while their deaths 
showed an increase of 34%. The authors laid special stress 
on the effects of long working hours, for they found that 
members of the commercial and professional classes, who 
were for the most.part working 48 hours or less a’ week, 
showed but little increase in tuberculosis as contrasted 
with the overworked industrial classes. Nearly a third of 
all the industrial women worked over 56 hours a week, 
-and a few of them 65 hours or more. `. 


- 1 British Medical rebate jane 27, 1942, p. 789, 
2 Tbid., July 18, 1942, p. 6. 
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It may be maintained that even if.long hours of work 
do induce ill-health in some.degree, the need for achieving 
a maximum war. production renders such hours `unavoid- 
able. The fallacy of this argument has been pointed out 
over and over again. Hours of work which are so long as 
to induce-a state of chronic fatigue and ill-health, so far 
from increasing production, cause an actual deterioration. 
It is certainly the duty of all to work their hardest, and 
most people are capable of putting in rather more hours of 
work than they do in peacetime, but the margin is not 
‘great, and, prébably in most young persons of ‘14 to 17 it 


~ is non-existent. -That is to-say, the 44-hour week which 


juveniles of 14 and 15 are allowed under the Factories 
Act represents their optimum hours, while the 48-hour 
week, coupled with 6 hours-a week. of overtime, is in 
excess of the capabilities of young women of 16 and 17 
- if it is continued uninterruptedly for more than a very few 
months at a time. Young men, owing-to their stronger 


physique, can easily cope with these hours, and it is remark- 
able how little, adult men are affected by the very long - 


„hours often imposed on them. This does not-prove that 
such hours are the best for maximum production. 
men get into the habit of working at a slowér rate, so it 
follows that they are paid higher wages før'an output 
which they would achieve equally well if their hours were 
kept at a more reasonable level, such as 60 a week. 





ANTIHORMONES: Ts 


“Animals which have had repeated injections of extracts of 


', endocrine gland from a, different species become refractory 


to the physiological action of these extracts. Collip and 
Anderson’ were the first-to demonstrate that this refractory 
` state depends on the presence inthe serum of the treated 
animals-of a substance capable of neutralizing the specific 
‘action of the extract. They called the neutralizing sub- 
stance an “antihormone.” Since the experiments of Collip 
and Anderson, in which relatively crude thyrotropic frac- 
tions of the pituitary gland were used, “ antihormones” to 
almost every fraction of the pituitary have been demon- 
strated. In spite of the tremendous amount of work which 
has been done in this field there is still no conclusive 
~ evidence as to the nature of the antihormones. Collip 
believed them _to be antagonistic hormones, while the 
majority of other. observers think they are true antibodies. 
Ar antibody is usually defined as a substance which is 
. produced in-the animal body as the result-of a stimulus 
given by an antigen administered parenterally, and which 
will react in some demonstrable way with the antigen which 
has. stimulated its formation. Many attempts have there- 
‘fore been“made to show precipitation or coriplement fixa- 
tion between hormone extracts and the antihormones they 
Have evoked. Unfortunately many of the preparations 
used in these experiments have been relatively ‘crude 
extracts of the pituitary or other endocrine glands. Such 
crude extracts contain, besides the hormone, a variety of 
“antigens—for instance, serum proteins—which are character- 
istic for the species rather than the hormone. It is there- 
` fore not surprising that in the majority "of cases the serum 
from any animal-immunized against such an extract reacts 
- as. well in the test-tube with the serum proteins as -with 
the hormone extract used in ‘its preparation. When the 
most highly purified extracts- so far available have been 
used for inimunization, precipitating or complement-fixing 
antibodies have been formed in much smaller amounts or 
not at all. Even these small amounts of precipitin can, 
in most cases, be shown to be directed against species- 
specific antigens rather than the hormone itself. - It has, 
$ 1 Lancet, 1934, 1, 76 ; J. Amer. med. Ass., 1935, 104, 965. 
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furthermore, repeatedly been shown that the amount of 
precipitin present in the serum of an animal immunized 


. against a hormone extract need bear no relation to the 


power of that serum to inhibit the physiological action of 
the hormone., This negative evidence cannot, however, be 
regarded as proof that antihormones are not antibodies. 
It may be that the hormone acts as a simple haptene 
capable of combining with its antibody but incapable of 
forming a precipitate, or the hormone may, as Zondek and 
Sulman* suggest, combine with its antibody in a manner 
not yet familiar to immunologists. If the hormone is a 
haptene it may exist in the animal body in combination with. 
a carrier antigen which may be a normal constituent of 
other tissues or the blood of the same animal species. An 
antiserum to such a compound would then react not only 
with the hormone extract used for its preparation but also 
with any tissue extract containing the carrier only. Such 
an explanation is suggested by the recent work of Singer,’ 
in which ıt was shown that antigonadotropin could be 
absorbed from a serum by an extract of kidney prepared 
in the same manner as that used in the preparation of the 
immunizing gonadotropic extract. Singer’s conclusions are 
unfortunately based on experiments with small groups 
of animals and require confirmation. That a naturally 
occurring hormone (thyroxine) can behave as a haptene in 
artificially conjugated antigens has been strikingly demon- 
strated by Clutton, Harington, and Yuill.t The antibody 
evoked by such an artificial antigen has been’ found, 
‘Moreover, to be capable of inhibiting the physiological 


` action of injected thyroxine in test animals. 


Studies on the physical and chemical properties and site 


-,0£ formation of antihormones have brought forward a 


great deal of evidence ın favour of regarding them as true 
antibodies. Thus they are precipitated in the globulin frac- 
tion of serum, and’ show the same degree of resistance to 
heat and changes in H-ion concentrations as true antibodies, 
They depend for their formation on an intact reticulo- 
endothelial system irrespective’of the state of activity of the 
-endocrine glands. Furthermore, antihormones, like -other 
antibodies, are formed, in any particular species of animal, 
only in response to material from a different species, and 
if only short courses of immunizing injections are given 
there is definite species-specificity of the antibodies pro- 
duced. Species-specificity, as is well known, may disappear 
when long courses of immunizing injections are given. A 
Pregnant woman, for instance, does not produce anti- 
hormones directed against gonadotropin, although during 
pregnancy gonadotropin is present in the body and is 
excreted in the urine in much greater quantities than 
normal. On the other hand, the human subject who 
receives, for therapeutic purposes, Many injections of 
gonadotropic extract of bovine pituitaries ultimately 
becomes refractory, and the subject’s serum is then found 
tò contain - antihormone capable. of inhibiting the 
gonadotropin of bovine origin. A 

The investigations on the biological and -immunological 
properties of the relatively crude extracts from endocrine 


_ glands as yet available, and the antihormones they evoke, 


bave shown, therefore, that in many. ways antihormones 
resemble true antibodies, and no undeniable evidence 
against this hypothesis has been cited. Nevertheless, final ` 
proof of the antibody nature of antihormones will depend 
on thè demonstration of an in vitro reaction with the 
corresponding hormone in the test-tube. This demonstra- 
tion will require hormone preparations which are 
immunologically as well as chemically pure. It seems more 
than likely: that the way towards this final proof is through 
the field of synthetic immunochemistry. 

: 3 Proc. Soc. exp. Biol., N.Y ..1937, 37, 343. 


2 Austral. J. exp. Biol. med. Sct 41, 19, 125. 
4 Biochem. J., 1938, 38 1119. itis 
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SULPHONAMIDES AND THE METABOLISM OF 
BACTERIA 

The importance of the sulphonamides as chemotherapeutic 
agents has been a great stimulus to research into their mode 
of action. „During the last two years it has been shown 
that p-aminobenzoic acid will inhibit the bacteriostatic 
action of the sulphonamides on a wide range of organisms, 
and is even necessary for the growth of more nutritionally 
exacting bacteria. The similarity in structure between 
p-aminobenzoic acid and the sulphonamides, and a study 
of the concentration of the drugs necessary for inhibition, 
have led to the notion that sulphonamides act by com- 
peting with p-aminobenzoic acid for enzymes whose proper 
function is essential to growth. Wood’ has extended pre- - 
vious observations by finding that the bacteriostatic potency 
of each of six sulphonamides is directly proportional to 
its ability to counteract the. antibacteriostatic action of 
p-aminobenzoic' acid. So, although there may be a very 
large disproportion in the concentration of the competing 
substances, the linear relationship‘between them is never- 
theless interpreted as indicating competitive inhibition. 
The circumstantial evidence for this theory is very great, 
but its final proof must await the identification of the 
enzyme system involved. Macleod,’ investigating the 
distribution of inhibitors of the sulphonamides among 
animal and bacterial extracts, found, however, that some 
were still active when the p-aminobenzoic acid had been 
removed’ by extraction with acid ether. And Green and 
Bielschowsky” have encountered similar extracts in which 
the inhibition seemed to be specific, as most of the growth- 
promoting factors had alréady been destroyed. Kohn and 
Harris‘ have now produced direct evidence that methionine, 
a naturally- occurring amino-acid containing sulphur, has 
the property of inhibitmg the bacteriostatic action of 
sulphonamides on E. coli. There may be other such 


_ inhibitors of unknown constitution in proteose-peptone. 


4 


° 


. essential metabolism of the bacteria. 


The inhibition of sulphonamides by methionine must be 
different from the inhibition by p-aminobenzoic acid, for 


“there is no close structural resemblance to the sulphon- 


amides, and the inhibition is seen only in a relatively 
poor salt-glucose medium and with low concentrations of 
sulphonamide. On the other hand the specificity of the 
inhibitor is: great; no similar substance will produce the 
inhibition, and the /-form- is ten times as effective as the 
d-form. Ethionine, which differs only by a CH, group, 
will even decrease the rate of growth i in the absence of the 
sulphonamides, and this decrease is overcome by methio- 
nine ; several of the homologous x-amino acids show a 
simular effect, which in two instances also is opposed by 
methionine. These observations suggest competitive activity 
for an essentral enzyme, with methionine as the natural 
substrate and ethionine as an antagonist, just’as p-amino- 
benzoic acid is the natural substrate fer the enzyme system 
which is antagonized by ‘the sulphonamides.- To explain 
the inhibition of sulphonamide activity by methionine, 
Kohn and Harris suggest that the methionine phase of 
metabolism is secondary to the p-aminobenzoic acid phase, 
and: that there may be a number of such stages in the 
Thus, although the 
presence of sulphonamides blocks the p-aminobenzoic acid 


‘phase, the addition of a variety of inhibitors, such as 


methionine, might fill up the exhausted reserves at a 
secondary stage and enable the processes vital for growth 


to continue. 


If this idea should prove correct—and it will of course 
require adequate confirmation—it is easier to see how 
bacteria can become “ drug-fast ” by elaborating their own 

<1 J, exp. Med., 1942, 7B, 369. 
e | sina 1940, 72, 2 i7 ' 


3 Brit. J. exp. fie T942. 23, 1. 
as. P exp. Therap., 1941, T3, 343, 383. 
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“ inhibitors ” (really the normal substrate) at the secondary y 
stage by_a reaction which will by-pass the blecked primary 
stage ; and the presence of an excess of such inhibitors in 
pus would explain the inactivity of sulphonamides there. 
Moreover the elucidation of bacterial metabolism in this 
way will lea@, it is hoped, to the elaboration of new chemo- 
therapeutic agents which can upset other phases in the 
metabolic cycles of bacteria. 
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; THE BED-BUG 
The report of the Medical Research Council’s Committee 
on Bed- -bug Infestation for the period 1935—40 has just 
been issued.’ It includes six articles dealing briefly with 
the life and habits of the insect and with methods of com- 
bating infestation. Briefly the main conclusions are as 
follows. ‘Temperature, more than any other physical 
factor, governs the life of the bed-bug. In an unheated 
room in Britain itis too cold during about one-half of the 
year for activity or breeding. There is a high mortality. in ` 
winter, and by the spring the population: consists mainly 
of adults and large nymphs. Control methods at this season 
should be most efficacious, as there are fewer bugs to kill, 
and living eggs (the most resistant stage) are entirely absent. 
No chemical fumigant is perfect ; heavy naphtha has cer- 
tain advantages, but cyanide is still the most efficient sub- 
stance. Cleanliness on the part of the housewife will alone 
reduce even a Serious infestation to negligible proportio 
particularly if advice and direction from competent officers 
are available. Attention to ‘certain details in building will 
produce buildings with few harbourages, and in which it 
will be difficult for bed-bugs to establish themselves. If 
public health authorities are able to apply the recommenda- 
tions of this report they should be able to make real pro- 
gress against bed-bug. infestation. But once again it is 
clear that education of the general public to ensure their 
whole-hearted co-operation is essential before these domes- 
tic parasites are likely to be exterminated. There is no 
easy way to achieve this end; it will require perseverance 
and hard work from all parties concerned. 


ra 


STERILIZATION OF DRY POWDERS 
A.brief account has now appeared’ of the recent case in 
which fatal tetanus was’ believed, to have been caused by 
the local application of ‘unsterile sulphapyridine powder. 
The case is also referred to in a letter from Miss G. M. 
Sandes in our issue of July 18.~ The powder was scattered 
in the pelvic cavity during an operation for pyosalpinx, and ` 
tetanus developed seven days later. Cl. tetani was cul- 
tivated post mortem from pelvic tissue, and non-toxigenic 
organisms of similar morphology were cultivated from the 
material of two cardboard containers of sulphapyridine, 
and from the drug itself in one of them. The evidence is 
not conclusive that the infection was of this origin ; it does 
not appear to have been proved that the organisms found 
were in fact Cl. tetani, and it is mentioned that catgut was 
used in the operation. There are nevertheless ample reasons 
for concluding that tetanus could be so produced ; card- 
board ‘and coarse paper are notorious for ‘harbouring 
sporogenous bacteria, and have been implicated in disasters _ 
of this kind before. The container in question bore a label 
stating that the contents had not been. sterilized, and a 

l representative of the manufacturers, giving evidence at the 
inquest, recommended that sulphapyridine powder for use 
locally should be sterilized by dry heat at 160° C. for 20 
minutes. Presumably the more usually employed tempera- 
ture of 140°-150° C. for one hour would be equally effective, 


1 Med, Res. Cocl. 8 Sor, No. 245, H.M.S.O., 1942. (1s. 
2 Pharmaceut. J., Nera Tae $42, p. 192. cE 
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but it should in any case be more generally known that 
temperatures of this order are necessary for sterilizing dry 
powders and many other materials which cannot be pene- 
trated by steam. -There is a common impression that autó- 
claving will sterilize anything, but the temperature attained 
—usually not over 120° 'C.—is only effective jn the form 
of moist heat, and serves only for such materials as watery 
fluids and fabrics! ` A powder in a closed vessel is subjected 
only to dry heat at this temperature, and the temperature 


- required -for the sterilization by dry as distinct from moist 


sa 


heat is many degrees higher. If, on the other hand, the 
powder is in a’‘thin layer, and fully exposed to steam, it 
may be possible to sterilize it by autoclaving, as suggested 
by Dr. J. C. Cherry in our correspondence columhs this 
week, (The' same argument applies to non-watery fluids 
such as liquid paraffin, and it might have been supposed 
to be true-of tulle gras until R. M. Savage" showed recently 
in this Journal that autoclaving unexpectedly does sterilize 
this material, -partly because it is not quite dry and partly 
because it-contains something chemically bactericidal. A 


gas or electric hot-air oven is a simple piece of sterilizing - 


apparatus too seldom found among surgical equipment ; 
the only place furnished with it is usually a bacteriological 
laboratory. It provides also an admirable method of 
sterilizing any glassware, including all-glass syringes and 
most kinds of instruments. ; Za 


HEREDITARY FACTOR IN CARDIOVASCULAR . 
' ; DISEASE ` $ 


The premature death of Raymond Pearl’ must have brought 
to an end some, of. the multifarious: activities which he 
initiated. But he was the founder of an active school, and 
it is satisfactory to know how much is being carried on by 
his associates and pupils. One project, incomplete at the 
time of his death, has been carried to completion by A. 
Ciocco“ : this was an attempt to throw light on the consti: 


` tutional factor in cardiovascular disease. The extensive 


material was comiposed of copies of the death certificates 
of a.sample of life-insurance holders who died between 
1937 and 1940, together with records of their medical 
examination and family history obtained at the time of 
‘application. Out of 11,000 cases those chosen for study 
were persohs whose parents were dead: at the time of appli- 
cation, the causes of death being stated in specific terms ; the 


' cause of death of the policy holder had also: to be_uneqti- 


vocally stated. Only white males, were included. Thése 
criteria were satisfied by 2,309 records, In drawing con- 
clusions from this sample it has to be remembered that the 
group is far from representative of the general population, 
and: that age at the time of application was, owing to, the 
criteria adopted, considerably above thé average. Never- 
theless, there does not seem to be any reason for rejecting 
the striking positive findings at which Ciocco arrives. The 
percentage of policy holders_who died of cardiovascular 
diseases was 54.3, compared with 43.0 at age 30 and over in 
the country as a whole. Too much cannot, however, be 
read into this owing to the limitations of the sampling. 
Duration of life was slightly but significantly longer among 
the cardiovascular group than among those dying from 
other causes: Of the parents of those dying from cardio- 
-vascular diseases 31% of the fathers and 29% of the 
-mothers died from the same cause, as compared with 26% 
and 23% respectively among the parents of the remainder ; 
these differences are significant. -The really striking result, 
however, is~the difference shown when the parents are 
classified according to whether neither, one, or. both died 
from cardiovascular disease. - When both. parents died from 
other causes the percentage- of-‘policy holders dead from 


3 2 Britisk Medical Journal, Apn 11, 1942, p. 472. 
4 Human Biology, 1941, 1 350, 5 
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cardiovascular diseases was 51; when the father died from 
this cause, 57? when it was the mother, 56 ; and when both 
parents died of cardiovascular disease the percentage was 
no less than 65. This study, therefore, supports the hypo- 
thesis that innate biological constitution is a factor of much 
importance in the aetiology of these conditios. Ciocco 
ends by pointing out that the recognition of hereditary con- 
stitution as an important factor does not mean that selective 
breeding -is the.only sensible preventive measure. As in 
other instances, this knowledge should be a warning of 
the need for observation and care when the family history 
indicates that the patient is more likely than the average 
to be susceptible to a particular disease. 





; 
_ THE MIND OF THE | CRIPPLE 
A conviction is slowly permeating the minds-.of those who 
care for physically disabled persons that, just as Napoleon 
found in war, so in orthopaedics, the moral factor is to the 
material as three to one. If the patient’s psyche can be 
induced to work in harmony with the surgeon and the 
physiotherapist, Tecovery 1s accelerated and made more 
sure. The- patient “co-operates in the treatment and sup- 
plies that activity and determination without which results 
are at best mediocre. A valuable contribution to the 
understanding of the mind of the crippled child has been 
made bythe Child Guidance Council in an excellent 
pamphlet’ based on three lectures .given to the nursing 
staff of an orthopaedic hospital. The first two lecttres 
deal with mental deficiency and with backwardness, but 
perhaps the most illuminating is the third, on those 
emotional reactions of the cripple which may make him“ 
unhappy, difficult, or antisocial. Emotional stability is 
essential for a good adjustment to «life, but nothing is 
more’ elusive than the formulation of its ingredients. The 
pamphlet impresses on ‘the nurse the vital truth, too often 
forgotten, that the greatest enemy of the emotions js fear. 
The allaying of fear, it points out, is even more important 
in an orthopaedic hospital than elsewhere, because the 
infant paralysed or confined in splints can do nothing to 
The ward should 


quick to detect the first sign of fear in’a child patient and 
comfort him and restore his security. To avert fear of 
falling, a child should be securely tucked in. He may fear 


suffocation from bedclothes and may fear strangers; the - 


nurse’s duty is to protect him from these fears and to 
establish herself as"a mother-substitute as Efficient as 
possible. An initial lack of self-reliance is especially 
intensified by illness affecting the use of limbs, and by 
anything which makes difficulties for the child or marks 
him out as different from others. Removal from home 
is a potent enemy of security. It is obviously not pos- 
sible. for every nurse to unravel complicated emotional 
problems ; these are material for a child guidance clinic. 
What she can do is to reassure him and give him affection, 
to interest him and stimulate him so that he will determine 
to beat his handicap and make good. She will treat the 
aggressive or disobedient child with patience and under- 
standing, and, most important, she will be loyal to her col-’ 
leagues and superiors and not let the child play off the 
members of the team one against another. 
Christie, writing in thé Journal of the Chartered Society of 
Massage for Jast J: anuary, also stressed the vital need to 
work for the child’s emotional stability, to treat him as 
an individual, and to develop- his initiative and sense of 
responsibility. Her paper and this pamphlet have paved 
the way for the systematic instruction in psychology which 


will soon be recognized as indispensable in the education 
-of evéry orthopaedist and medical auxiliary. ° . 


. 1 Tha Mind of the Cripple, 23, Quecn Suare, Bath. Cs, 6d) ` 


Dr. Anaple ' 
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PITFALLS IN “REMOVAL FOR MENTAL 
- OBSERVATION” 


BY 
ARTHUR HARRIS, M.D., D.P.M. 


The general practitioner is 'often called upon to see patients 
who are showing acute mental symptoms and to advise as 
to whether their removal to the local observation ward by 
the relieving officer is indicated. The conditions under 
which the examination is made are often adverse; there 
may be considerable confusion and turmoil, and a calm, 


_ unhurried appraisement of the case may be difficult. In 


these circumstances it is not surprising that not infrequently 
mistakes are made which become obvious in the calm, 
orderly atmosphere of the hospital The object of this 
paper is to consider in the light of experience the snags 
which the practitioner is most likely to encounter and the 
chief errors likely to occur, although it is very far indeed- 
from being comprehensive. f i 


The main danger lies in the patients in whom the mental 
symptoms form part of some severe organic disorder. Many 
organic cases are eminently suitable for admission to observa- 
tion wards, and indeed-the behaviour of these patients may 
make this the only practicable method of dealing with them ; 
but a consideration of the cause and of therapeutic possibilities 
may suggest’ an alternative means of disposal. The under- 
lymg trouble may be completely missed, with resulting com- 
plaints from the relatives that the patient has been treated as a 
lunatic instead of as a sick man. ‘ 

A great safeguard against this type of mistake is the ability 
to recognize the “organic” mental picture, which, although 
described in detail in textbooks of psychiatry, including the 
psychiatric sections of general medical textbooks, seems to be 
not nearly widely enough appreciated by the profession. Curran 
and Slater; in the Lancet, 1935, 1, 69, pointed out that physicians 
often are ill equipped to analyse mental symptoms and Jacking 
in special knowledge of them. For example,_a young man the 
outstanding features of whose condition were failure of 
memory and disorientation in time, so that he went for his 
dinner when ‘he should have, gone home, and forgot which job 
he was working on—typical organic symptoms-——was regarded 
as a case of functional insanity by several people, including a 
junior neurologist, because he showed no neurological signs. 
Precious months were therefore lost in the treatment of his 
general paralysis, and all hope of cure Vanished. 

Signs particularly indicative of an organic origin are memory 
disturbances with their corollary, disorientation in space and 
time. Mistakes in 1dentities often occur, and the patient may 
believe the Physician to be a relative or a friend of his or some- 
one who has treated him previously. Excessive concentration 
of attention or preoccupation with anxieties or abstract ideas of 
the “absent-minded professor” type is not accompanied by 
true-memory disturbance. > 


- Toxic and Infective Conditions 


Most infections may produce deliriunt, and there is no direct 
relation between the severity of the mental symptoms and the 
degree of constitutional disturbance, Alcoholic subjects are 
peculiarly liable, and, ın them, mental symptoms tend to make 
their appearance early. Pulmonary conditions, cases of 
typhoid, endogenous intoxications such as uraemia, and a 


~ 


. heterogeneous miscellany of febrile states frequently find their 


way into observation wards for this reason. The general 
aspect of the patient and the presence of fever and of distinctive 


” physical signs should afford pointers to the correct diagnosis. 


Meningococcal meningitis may produce sudden furious delirium 
unaccompanied by fever or meningitic signs. In such cases the 
history will usually provide evidence of diagnostic value in the 
shape of prodromal symptoms of a few hours’ or a day or 
two’s duration, such as headache, vomuting, and pains in the 
limbs. Now that sulphapyridine is tending to supplant serum 
in treatment it'is not nearly so detrimental to the interests of 
the patient to send him into the observation ward instead of to 
a fever hospital, and he cambe nursed there quite satisfactorily. 
s 


A good example of the type of meningitic case which gets into 
the observation ward is afforded by a married woman who 
complained to her husband, an A.R.P. worker, of nausea, 
general malaise, and pains in the limbs just before he started 
off for a twenty-four-bour shift. He thought that she had. 
“ flu,” and advised her to stay in bed until he came back. On 
his return hẹ found their flat in great disorder and his wife 
rushing about wildly, with her clothing disarranged and 
babbling incoherently. 

Cases of neurosyphilis showing mental symptoms are usually 
most satisfactorily treated in mental hospitals, and removal to 
the observation ward in the first place is therefore not contra- 
indicated. Alcoholic’ confusional and hallucinatory states 
are also satisfactorily dealt with in the observation ward. 


Organic Lesions of the Brain 


Numbers of. patients with organic cerebral lesions, who 
would be better sent into general hospitals in the first place, 
find their way into observation wards ; -and cases of tumour, 
both primary and secondary, various vascular conditions, and 
disseminated sclerosis have passed through my hands in this 
way. The importance of not regarding absence of neurological 
signs as indicating absence of organic disease and of ‘recog- 
nizing the type of mental disturbance produced by organic con- 
ditions ıs to be stressed. In one case a woman became forget- 
ful and would go into a shop and fail to remember what she 
wanted to buy there. Her amnesia and confusion increased, 
but her doctor did not suspect serious drsease until she became 
aphasic and suffered from transient losses of consciousness. She 
became comatose and died in the observation ward, post-mortem 
examination revealing a large highly malignant glioma. 

In two rather difficult cases there was sudden collapse, after 
which the patients remained mute although conscious and aware 
of their surroundings. Both were sent in with a diagnosis of 
hysterical mutism, but the development within the course of a 
day ór two of a right-sided hemiplegia rendered this untenable. 
Careful consideration of the history and the circumstances in 
which the collapse-occurred would have prevented the mistake. 
To arrive at a diagnosis of hysteria purely by exclusion is 
unwarrantable. The condition is one which presents definite 
clinical features and a characteristic history and mental state, 
well described in the textbooks. The dramatic nature and 
mode of onset of the symptoms ; the possibility of their being 
of some value to the patient by providing him with a solution, ` 
albeit an unsatisfactory one, of his difficulties ; his emotional 
attitude to the symptoms; and the tendency in his previous 
personality to seek the-limelight and’ to create an impression, 
aré important. E 

-; Cardiac Failure 

The confusional and delirious states. associated with con- 
gestive cardiac failure are usually transıtory and clear up 
dramatically when the primary condition is adequately treated. 
It is a mistake, therefore, to rush these patients off to the 
observation ward in the early stages of their illness if this can 
‘be avoided, although a certain small proportion will fail to 
respond to treatment and become chronically psychotic, in 
which event removal to a mental hospital may be indicated. 


Reaction to Severe Physical Pain 


The behaviour of some emotional individuals during an 
attack of severe pain may be so uncontrolled as to appear 
completely mad. For example, a doctor was called to a 


- house aud was told that a young man who had been visiting 


a friend there had suddenly been taken ill while his friend 
was out. When he went into the room the paWent clutched 
his hand desperately and mumbled inarticulately, and was 
quite incapable of coherent speech, The doctor not unnaturally 
concluded that the man was insane, and sent for the relieving 
officer. On arrival at the observation ward the’ patient 
appeared quite normal, but stated that he had just had some 
dreadful pains and described a typical attack of renal colic. 
When they found out the nature of the hospital to which he 
had been sent, both-he and his family expressed great, indig- 
nation, and one cannot help feeling that the doctor's reputation 
in the district suffered considerably as a result of this unfor- 
tunate incident. i ` . 
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. Failures of complete diagnosis such as those described above - 
are easily rectified and rarely prejudice the welfare. of the 


‘patient: at ‘the worst they involve him in an unnecessary 


journey ‘between ' hospitals, but they are somewhat morti-- 
fying to the keen practitioner who prides himself on his pro- 
fessional skill. ‘The patients and their relatives pften attach 


undue importance to these failures because of the faulty atti- , 


tude of ‘the general ‘public towards mental disease and the 
sharp distinction which they draw between it and physical 


_ disease. 


_The mistake of removing a person to the observation ward 
on totally inadequate grounds is not commonly made. 
Foreigners with little or no knowledge of English are sometimes 
the victims, I remember particularly a voluble, excitable 
harbour official from Dunkirk whose behaviour following upon 
the stress of the evacuation caused unnecessary alarm to 
harassed refugee reception centre officials accustomed to British 
phlegm and unfamiliar with the. more mercurial temperament 
of our Latin neighbours. Mere eccentricity or even delusional 
beliefs in the absence ‘of definite antisocial trends are no 
‘grounds for interference with the liberty of the subject. One 
of my patients was a woman with queer hypochondriacal and_ 
religious ‘ideas ; but the former were derived from old country 
superstitions, and the latter were shared by other members of 
the exotic sect to which she belonged, so there was no justifi- 
cation for regarding them as-evidence of insanity. k 
~. Delinquents, both children and adults of low intelligence, are 


` sometimes sent for observation. No harm ‘is done thereby, 


since such people present psychiatric and psychological prob- 


lems, but they are usually better dealt with in the out-patient . 


clinics which exist for the purpose in most large towns. 

The patients for whom Section 20 of the Lunacy Act of 1890 
is intended primarily are those whom it is fairly urgently neces- 
sary to put under control -and restraint. In delirious states 
especially this urgency is usually much reduced by the adminis- 


tration of 2 drachms of paraldehyde or of a similar drug. The ` 
-question of suicidal risk in depressed’ patients is “the most 


difficult one facing the physician in this respect. Co-operative 
patients who can be dealt with in a more leisurely manner may 
be brought under treatment by other means, Subjects of func- ` 
tional psychoses can be seen in psychiatric out-patient clinics, 
and from there, if ‘necessary, arrangements can be made for 


. them to enter mental hospitals as. voluntary patients. Cases of 


suspected tumour and other organic neurological disorders can 
be sent to general or neurological hospitals for diagnosis and 
treatment, 


I am indebted to Dr. O. W. Roberts, medical superintendent 


-of-St. Francis Hospital, and to Dr. Allen Daley, medical officer 


of health to the L.C.C., for permission to publish this paper. 





LEPROSY. IN THE COLONIAL EMPIRE 


Lord MOYNE, ey Secretary of State for the Colonies, pre- 
sided over~the annual meeting of the British Empire Leprosy 


-Relief Association. Sir WILLIAM PEEL, chairman of the execu- 


tive committee, in reviewing the work of leprosy control and 
cure in the Empire, so far as it can be made under war condi- 


_ tions, mentioned the appointment by the Association in 1940 of 


three doctors to Nigeria, a step which had proved most bene- 


ficial to the leper colonies at which: they were stationed. The | 


work in this territory was gradually extending, but the estimate 


` of the number of lepers remained very high; though this might 


be due to a growing readiness of patients to come forward 
rather than to an actual increase in the number of cases.’ From 
the colonies now in enemy hands reports had come of inspiring 
devotion toeduty. Sir William mentioned the leper settlement 
at ‘Sungei Buloh in the Federated Malay States, perhaps one of 
the finest settlements of its-kind in the-world, where its head, 
Dr. G. A. Ryrie, had remained at his post during the occupation 
of the colony by the Japanese, and had -been requested by the 
Japanese to continue his work. He added that the Association - 
had offered financial help to this settlement, should it be needed, 
as soon as contact through the Red Cross or otherwise was 
made. n 


An address was given by Dr. H. G. ANDERSON, medical secre- 


-tary of the Church Missionary Society, who said tbat in view 


of the wide publicity-it had received it.was rather sad to have 
to record that the diphtheria toxoid treatment of leprosy had 
not fulfilled the early claims made for it, though a. negative - 
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result of this sort had its value. No praise could be too high 
for the biochemists who had explored the field of synthetic 
chemistry. By the yardstick of history their work was still 
young, but the pace was quickening, and their triumphs were 
only the first indications of great possibilities. One problem 
facing the association in the future was that of gtill further 
aid to and liaison with the laboratory. He thought the first 
step should be an ‘enlargement of the association’s clinical staff, 
for, after all, it was the.clinician who was the senior partner 
in the association between medicine and the biochemists. it 
would be wise, after the succession of frontal advances in their 
work, to consider seriously the more adequate consolidation 
of the bases created over-seas, As a first moye he suggested 
the doubling of the staff of qualified doctors. With such an 
addition the survey and clinical laboratory work would auto- 


matically ‘be able to take their vital share in the attack on 
leprosy. : 








s . 
ANAEMIA IN X-RAY WORKERS 


A number of workers in x-ray departments in E.M.S. hospitals 
have been taken off work because they were considered to be 
suffering from minor degrees of anaemia due to the effects of 
x rays. Such dcfion, states the Director-General, E.M.S., in 
a letter to Regional Hospital Officers and Sector Hospital 
Officers, is unn , as the anaemia from which these 
persons may be suffering is almost certainly not due to the 
specific action of x rays. In order to allay any uneasiness and 
to guide hospitals in the treatment of such cases, it is asked 


_ that the information in the following note on blood examina- 


tions in x-ray workers be passed on to all E.M.S. hospitals 
with x-ray departments. 


Blood Examinations 

Periodic blood examinations of x-ray workers have been carried 
out in many institutions over a long period of years. Many such 
records are available. In none of these institutions has a single case 
of aplastic anaemia and there appears to be no record in 
the literature of aplastic anaemia developing in any x-ray worker 
who was not also in contact with 1adium. 

A few cases of ordinary secondary anaemia are found from time to 
time, and these appear to result from the conditions of employment 


-rather than from any specific action of the rays. Very rare examples 


have-been met with in which the white cell count has been seriously 
reduced, but recovery has taken place after a short absence from 
work One interesting and apparently extremely rare example has 
been observed at King’s College Hospital of a girl who, on return 
to work, developed a severe leucopenia for the second time and was. 
advised to find some other occupation. 

It seems generally agreed that periodic blood examinations—at 
intervals of 6 to 12 months—are advisable as a means of 
detecting haemoglobin and red cell deficiencies in persons working 
under unfavourable surroundings, of discovering the very exceptional - 
x-ray worker who may develop serious white cell deficiency, and as a 
reassurance to radiographers in general. It is also a reasonable 
procedure to make a blood examination of all candidates for employ- 
ment in an = department before they start work. Minor degrees 
of anaemia need not be treated more seriously among tadiographers 
than similar conditions in other occupations. Minor degrees of 
leucopenia should suggest a further examination at a short interval 
e.g. two weeks—and if confirmed and progressive should entail 
removal from work until the blood state is re-established and the 
count found to remain constant. 

The term “ x-ray anaemia ” has no particular meaning and should 
be avoided. i 








Eleven ‘distinguished medical men, representing the home country, 
the Dominions, and the United States, have been elected to the 
Honorary Fellowship of the Royal Society of Medicine at a special 
meeting. The two from the home country were Lord Horder and 
Sir John Herbert Parsons, a former President of the Society. The 
two from Canada were Prof. W. E. Gallie, Dean of the Medical 
Faculty of the University of Toronto, and Prof. Jonathan Meakins, 
Director of the Department of Medicine at McGill. The two from 
Australia were Sir Charles Blackburn, consulting physician, Royal ° 
Prince Alfred Hospital, Sydney, and Sir Hugh Devine, Lecturer in 
Surgery at the University of Melbourne. New Zealand and South 
Africa each had one Tepresentative—namely, Sir Henry Lindo 
Ferguson, Professor of Ophthalmology and Dean of the Medical 
Faculty, Otago University, and Dr. A. W. Falconer, Professor of 
Medicine at the University of Capetown. The three medical men 
in the U.S.A. were Dr. Hugh Cabot, consulting surgeon at the 
Mayo Chnic, Dr. David Cheever, Associate Professor of Surgical 
Anatomy at Harvard (who had 
which was, sent to the Western Front in 1915-16), and Dr. W. T. 
Longcope, physician-in-chief, Johns Hopkins Hospital, Baltimore, 


~ . 


charge of the Harvard Surgical Unit ; 
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The Teaching of Anatomy X 


Sm—The correspondence which followed our letter, pub- 
lished in your Journal on Feb. 7, 1942, on the teaching of 
anatomy, shows a substantial meastire of support for our 
opinion that an anatomical curriculum of greater educational 
value could be’provided if there were a reduction of descriptive - 
detail in the general course. 9 

Tıme is needed in the curriculum for a broad education in 
structural’ organization with its functional implications, and 
the subject-matter showld be selected from a wide field. A 
knowledge of the requisite descriptive detail should be built 
up on this basis. For example, it is of far greater value to the 
student that he should learn the plan of construction of nerve 
plexuses through an understanding of the nature of that plan 
rather than by memorization of a system of apparently arbitrary 
interconnexions. There should be a sound knowledge of the 
differentiation and growth of tissues, and the sfudy of 
histological detail should be concurrent with that of gross 
structure. ż 
-We agree with those correspondents who have drawn 
attention to the extensive changes that have faken place in- 
the curriculum, during the twenty years that have elapsed since 
Prof. Berry’s contribution to your Journal (Jan. 15, 1921), to 
which reference was made in your leading article of March 21, 
1942. These changes, which have been already introduced in 
the anatomy departments of many medical schools, have been 
noteworthy for the increasing emphasis which is Jaid on the 
study of the living subject and for the variety of methods 
employed, » Again, there has been more pruning of minutiae 
than is realized by some commentators, who depend on their 
own recollections of education ın the past, or on a consideration 
of the needs of their own particular specialization. - 

Further reduction of descriptive detail will concern some 
systems more than others, but it cannot. be effected, as has 
occasionally been suggested, by the complete elimination of 
some region of the body from the course of dissection. From 
our experience-as teachers we dre convinced that attempts to 
learn from previously prepared dissections do not replace the 
advantages of personal dissection, and there is a loss rather 
than a gain of time in-the attainment of a given standard. We 
agree, however, that for the purposes of the ordinary M.B. 
student certain parts of the body do not require to be dissected 
in great detail. ‘ 

In your leading article you expressed the hope that effective 
action will fpllow without delay. We concur in this view. While _ 
there may, in the near future, be some redefinition of the scope 
and functions of the practitioner, with a consequent change 
‘in the requirements of the curricula in anatomy as well as in 
other subjects, we feel that the ventilation of opinions which 
has been privileged ip your Journal will have served to assist 
in further action.—We are, etc., 








ARTHUR B. APPLETON. 
J. D. BOYD. i 

W. E. Le Gros CLARK. 
W. J. HAMILTON. 

J. WHILLIs. 


“ Positive Health ? 


” Sm, —The first object of medical service, says the Planning 
Commision, is to provide a system, directed towards the 
achievement of positive health. The phrase is not defined. 
That achievement, clearly, must be by prevention. I thought 
of Surg. Capt. D. H. C. Given’s letter (Dec. 27, 1941, p. 928) that 
87% of the teeth of the Indian coolit labour recruits at the 
Singapore base were perfect, whereas the corresponding figure 
for our own naval ratings was-only 2.75%. Something had 
prevented abnormal dentition, overcrowding, and decay of the 
Asiatics’ teeth, something operative before the seventeenth week 
of their mothers’ pregnancy. I thought, too, of-a remark in 


7 
. 


- a letter æceived from Dr. Scharff of Singapore: “The war 


had given us the long-yisMed-for opportunity of trying out 


the wholesale distribution” of ‘husked rice’ to the natives of 
Malaya. In the areas studied this measure had halved our 
infant mortality (160 per mille dropped to 80!) largely because 
of its effect on the improvement of health in the mother.” And 
it seemed to me that the “medical service directed towards 
the achievergent of positive health ” must be mainly preventive, 
and, moreover, mainly dietetic ; and clearly, too, the mother’s 
diet has, in many respects, settled the constitution of the in- 
dividual as many years as he has lived, and more, before he 
presents himself to the ordinary practising doctor as a patient. 
Which brings us to this—that we must take thought how to 
advise the mothers and potential mothers about their food. 
What a taskl < i 
I tried to ascertain from the chief figures of the Planning” 
‘Commission whether something of this sort was in their minds 
and -was behind the words “positive health.’ They neither 
confirmed nor denied it. But surely nothing less will suffice. 
Dr. Innes Pearse of the Peckham Health Centre is more forth- 
coming in your issue of July 18 (p. 78). She takes the words 
to imply early recognition of disease and then change of 
environment: “ Nothing but periodic overhaul can disclose the 
disorders of those unaware of their presence,” ,and “it [the 
- overhaul) must be accompanied by circumstances which enable 
the family . . . to move out of the environment that has created 
these disorders into one in which they live and-function more 
fully—i.e., in health.” She is speaking, doubtless, from „her 
invaluable experience of the Peckham Centre ; and as J under- 
stand that dietetics and, more than that, the proper, growing - 
of the vegetables constitute essential features of its work, there is 
no doubt that “ environment” includes the source, quality, and 
choice of the food supply. 

Dr. Pearse points to the knowledge of the man in the street 
that “ hóspitals and clinics, which have a ‘corner’ in scientific 
instruments, without which he presumes that the medical 
services cannot do justice to the nice demands of non-incapaci- 
tating disorder, will almost inevitably immobilize him should 
he go near them”; and advocates, not the periodical medical 
overhaul of individuals, which, even if it were accepted, would 
have a bad effect on the mind, but the periodical health over- 
haul of the family. This she has carried out with 2,000 families, 
it seems, in the great experiment at Peckham. Admirable, 
detailed, laborious work, giving attention to a multitude of 
points, And, of these, some few ate paramount; from the 
long-term point of view one, food, not only its nature but its 
quality. The old rowing coach used to say: “At each stroke you 
must bethink you of 32 maxims; but if you carry out 3 of 
them the rest are automatic.” So with nutrition. With” the 
best wish for the continuance and spread of the pioneer work 
of Dr. Pearse, I feel that nutrition is the chief weapon in her 
_and our crusade for “ positive health”; and, moreover, is one ' 

which can be carried into fields not ripe for a system of 
“periodic overhaul.” . 
To be more precise about the “quality” of food I would 
illustrate it by the article by Rowlands and Wilkinson on 
“The Vitamin B Content in the Crop” (Biochem. J., No.-1, 
1930). Having noticed that pigs on home-grown barley and 
wheat did better than on bought, they fed two groups of rats” 
upon grass and clover seeds, manured respectively with dung 
and‘chemical manure. The upshot was that those on the former 
grew nearly twice as well as those on the latter. Asa brilliant 
little book by Mrs. Grant says: " The question of fertile soil 
affects the’ housewife much more deeply than is at first 
realized ” (Feeding the Family in Wartime. Foreword by Lord 
Woolton. Harraps).—I am, etc., z F 
Holmes Chapel. LIONEL Jas. PICTON. 


_ Sme—I am glad to find the meaning: of “ postlive health ”’ 
questioned by Mr. A. R. Jordan (July 4,’p. 22). Quoting from 
the aiths set forth by the Medical Planning Commission in 
its draft interim report, he infers that the term stands for 
“health at or above the average.” He errs; for its warm 
advocates on the Commission define it as high-grade physique. 
This corresponds exactly to the alternative definition Mr. Jordan 
mentioned and deplored at the close of his letter—namely, 
“ exuberant health.” A few members strongly objected to the 
adjective “positive.” I am disappointed to find no response 
to his lead, as 1 fear that. if the term is retained, it will appear 


` 


_ ludicrous te our successors. 


Me no ; ° . : 
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"When the aims’ of an issue so great as the physical salvation 

of a. nation are ‘stated, journalese should be avoided. Let us, 
at the opening of this great campaign for health, use a term 
whose meaning is “readily grasped.and so avoid speculation, 
in the minds of readers. If we want ambitiously to stress fine 
physique for “all; we may say in plain Englishe “ abundant 
health.” But as such an ideal does not come within the range 
of practical politics, should we not be content with stating 
merely “health for all” as. our aim? Our descendants will 
still be struggling to attain even that 100 years hence. 

The majority of the nation lack health at present, and in 
many ways—major and minor. Let us consider a few hard 
facts. We may fairly assume that the Army which went to 
France in 1939 was composed of the best of our young.man- 
hood, yet no less than 87% of the recruits needed dental 
treatment and 12% of the total were found to require dentures. 
A large percentage of children suffer from tonsillitis and 
apparently require operation. So much for the commencemeht, 
while, at the other end-of the alimentary canal, constipation 
and piles are the bane of hundreds of thousands. Varicose 
veins and foot troubles are very common. The truth is that 
millions of our population are afflicted with more than one 
of the foregoing minor ills. Among major maladies* peptic 
ulcer is so common ‘and affects men in the pmme of life. 
Evidence on this also has been provided’ by the- war, for 
of the sick evacuated from France 12% had ‘peptic ulcer. 
In later lifé cancer causes what is often a cruel ending to the 
lives of some 70,000 a year of our population, and the total 
crippling and pain inflicted by rheumatism makes another 
hideous mountain of wreckage. 

On reflection, it seems well to approach with circumspection ' 
and humility sucha stupendous task as the replacement of. 
widespread disease by universal health. When stating our. 
aims, let us not be Utopians but explicit and realistic) as 
becomes men of scientific training —I a etc., 

Bristol . WILFRID ADAMS. 


Primary Medical Interests 


Sm,—Your correspondence ‘on . “ Positive Health, ” “Social 
Medicine,” and “Health Centres” has become eveh more 
interesting than usual. I am not sure, however,. that advocacy 
of a thorough-going State service is going to serve the real 
needs of positive health,-which, I venture to think, is a spiritual, 
mental, and genetic problem once the elementary- fundamental 
need of a good environment is satisfied." This is not the case 
to-day for a large section of our people. ‘Granted that research 
is needed, this takes a long time to carry out. . Meanwhile “it 
is quite obvious’ that, without waiting, many steps to positive 
health and social advance can be taken. Our post-war frame- 
work must be one which gives’ people room to.live in, not 
only in their houses and gardens but in the arrangement of’ -` 
their houses in relation to one another. - 

I have never “understood why the family and the home is 
not of primary medical interest, and if it is political (I am not 
a member of the Socialist Medical Association) theh we must 
all take an interest in politics, though not necessarily party 
politics. The same inay be said about the primary- needs of 
good food for everyone, and the great question seems to me 
to be how the views of the medical profession are.to achieve 
their proper authority without getting/entangled in the hurly- 
burly of “party ” which they.must keep out of.—I am, etc., . 


Letchworth, Herts, 4 t -NORMAN MACFADYEN. 


The Pianning Commission’s Report 


“Sin,—The issue of the Medical Planning Commission’s 
interim report will, I hope, lead to a great deal of thought 
and adequate discussion, and it is with this object in view . 
that I submit these observations dealing with matters that are 
not adequately dealt with in the report. 

1. The report pays lip service to “ positive health ” but makes 
not the slightest suggestion in. «connexion with its attainment. 
I suggest that the primary health centres should be thè out- 


posts of this service, and that a room (possibly .a “waiting . 


' room or, hall at other. times)’ should .be available for instruc- 
„tional films, lectures, gymnastic “ keep fit” classes; etc., etc. 
Cookery should be taùght or else the centre linked up with 
existing cookery schools; and doctors should urge, their patents 


i 





to attend these classes as a positive contribution to the pre- 
vention of lesions of the alimentary tract. Housewifery as a 
contribution to environmental hygiene must be taught and 
encouraged ; squalor and dirt are detrimental to health. Dental 
services must playan important part, and a more gonservative 
dentistry encouraged among the poor; there is no mention 
of dental services. Propaganda will be required. The report 
doeg not mention convalescent camps: or camps for jaded 
workers as exist:in Russia. 

2. The present appalling state of “industrial surgery” is 
rather slurred over. At present, though compensation is payable 
to workers suffering from injuries or diseases resulting from 
their occupation, no provision is made for the treatment of 
such cases, and to a very large extent this is left to charitable 
institutions to carry out under the gratuitous direction of an 
honorary consulting staff and the immadiate supervision of an 
inexperienced and newly qualified resident staff. The result 
of this is that much of the treatment is bad and disability 
prolonged. There has been a tendency recently to concentrate 
on fractures, but no mention is made of septic hands and 
their crippling effects, many of which could be. avoided if 
the knowledge already available in textbooks were applied, 
nor’of minor muscle injuries. Moreover, if a remuneration 
adequate to encourage surgeons to take up this work were 
paid, and the subject efficiently tackled, not only would this 
knowledge be applied but further knowledge would soon be 
gained. In this connexion some reform in the way in which 
doctors are subpoenaed to give evidence must be achieved. At 
present one’s work is interrupted to go miles to hang about 
in the discomforts of a law court, and either not give evidence 
at all or else merely repeat what has already been written. 
The least that should be done is that the doctor should in 
these cases only be called by the direction of the judge using 
his discretion, and the power to issue a subpoena should not 
be vested in any solicitor. It is this side of the matter as well 
as the absence of remuneration that makes keen surgeons avoid 
dealing with these cases, as they dislike being mixed up in the 
sordid atmosphere of the courts. Other causes of industrial 
casualties such as hernias, etc., are for similar reasons too often 
left to the inexperienced. The,need for reform in dealing with 
all these’ cases is urgent. The number of man-hours saved would 
be enormous if these industrial casualties were efficiently 
treated, knowledge pooled, and a statistical check kept on the 
period of disability in assessing the value of the methods 
employed. 

3. Teaching hospitals cannot be regarded as the pinnacles of 
clinical medicine. For one thing the selection of staff is too 
haphazard. Social or athletic attainments may play too great 
a part iù appointments. For one vacancy there may be many 
applicants, and even supposing, as we are not inclined to do, 
that the best candidate is always appointed, the athers may 
be ‘much above the average and seek posts elsewhere. When 
the next vacancy occurs the applicants that time may not be so 
good, but one has to be appointed as those previously rejected 
are no longer available. Further,~there is not sufficient inter- 
change, and, as a rule, the teaching hospital would sooner elect 
a mediocre candidate of its own school than bring in a brilliant 
candidate from another, A man may be elected quite rightly 
for his teaching ability rather than for his clinical ability, and 
it has been said that in the case of most teaching hospitals it 
would be easy to find as ‘good or an even better’ staff from 
those who failed to get on to the staff. Nor are all teaching 
schools équal in any one respect. In actual practice many 
of the’ non-teaching ‘hospitals do work of as high an order 
as the teaching hospitals, and again there are teaching hospitals 
which are more teaching in name than in practice, and only 
have occasional students. If there were to be a teaching 
hospital ‘in: each region it would mean breaking up and 
decentralizing the London medical school. This, of course, 
might be a good thing, but would carry with it, so far as the 
staff, is concerned, the dangers of isolation and perhaps the 
loss of the stimulating effect of contacts with other teachers. 

It has been argued in some quarters that to plan post-war 
medicine now is to divert our energies from the. more urgent 
and immediate necessity of winning the war. On the other 
hand, one hears rumours of plans for ‘socializing medicine, 
and one prominent member of Pé@rliament in a broadcast 
speech boasted that capitalists would never regain the privileges 


character.—I am, etc., 3, °F 
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they had lost during the war, while at the same time inviting 
them voluntarily to give up further privileges as an act of 
patriotism. J am not in the least concerned about the rights 


and wrongs of the various political ideals, but in medicine we 


have givem up a great deal of our freedom during the war, 
voluntarily and patriotically, and while we may, and I hope 
will, be prepared to continue to do so for the public good, 
it would be, to my mind, contrary to all the ideas of fair play 
if this patriotic abnegation were exploited for party purposes, 
and it is for this reason that we must watch our liberties lest, 
while fighting the enemy, we are stabbed in the back by those 
who put party before alll am, etc., - 


Hove. | 


H. J. McCurrica. 


Sir,—There is an aspect of the interim report of the Medical 
Planning Commission which does not seem to have received 
the attention it deserves. It appears in several places, but 1s 
most clearly expressed in paragraph 60, which says: 

“It is recognized that it will be necessary to amend the existing 
law in order to permit medical practitioners to act as members of 
local authorities while participating in the medical services outlined 
in these proposals.” $ 

A general principle running through the whole constitutional 
structure of this country is here expressed ın the law relating 
to local authorities. It is a law which not only prevents corrup- 
tion but also prevents interference with the private lives and 
liberties of the subject, and it is surely unlikely that such a law 
can be altered as easily as the paragraph quoted would suggest. 
Also, there 1s no reason why an exception should be made for 


.-the medical profession, and claims for similar representation 


would soon be heard coming from other professions such as 
engineering, surveying, and even from the trades. It must 
equally well be realized that if the law cannot be‘altered there 
can be no medical representation. 

The point appears again m paragraph 58 by including in the 
Regional Councils “an adequate representation of the medical 
profession.” If the Regional Councils-are to constitute a new 
series of bodies independent of local authorities, a series of 
fresh laws would have to be enacted to cover them. Again, it 
is unlikely that Parliament would cteate a new law transgressing 
a principle almost as fundamental as that of the Habeas Corpus 
Act in protecting the liberties for which we are fighting by 
preventing the setting up of a dictatorship. 

The position should be made clear by an authoritative state- 
ment from persons with high legal and political qualifications 
before any further castles are built upon a foundation of 
political sand. If some such statement could be made as that 
“ there could be no medical representation in control of a State 
Medical Service that included the whole or a substantial pro- 
portion of the profession,” then medical opinion might be 
much more unanimous on many controversial issues mentioned— 
in the inferim report. My own opinion, for what it is worth, 
is that a Regional Council containing interested medical repre- 
sentation would soon lose all power and become advisory in 


London, S E 3. J. E. STOKEs. 


Treatment of Haemophilia 


Smr,—The paper by Messrs. C. L. Endicott, J. H. Mitchell, 
and G. Qvist (July 11, p. 34) shows so great an unfamiliarity 
with the modern treatment of haémophilia that we hope that 
it does not represent the views of the average dental surgeon. 
Calcium and citrous fruits certainly have no part in that treat- 
ment, but it is quite wrong to advise the dental practitioner to 
“direct his efforts at controlling haemorrhage to Jocal applica- 
tion of demonstrably effective agents rather than to speed up 
the coagulation processes by systemic medication.” * The value 
of fresh blood transfusion in haemophilia has been known 
ever since blood transfusion became popular, and more recently 
the value of plasma and derivatives thereof’ has become ap- 
preciated. Johnson’s* results with lyophile plasma are 
particularly striking. ‘When a haemophiliac needs dental 
treatment—and many of them do—he should be admitted to 
a hospital under a medical man who understands the disease. . 
It is essential not to underestimate the threat of haemophilia 
beforeethe operation or to overestimate it afterwards. Provided 
the patient has good vems for transfusion he should not die 
from a bleeding tooth“socket. In the case reported the bleeding 


was a slow capillary ooze. Experience suggests that replace- 
ment of the blood lost would not have necessftated transfusion 
more often than every other day. Yet because of excessive- 


-concern over the local lesion, a- relatively harmless external 


bleeding was converted into a fatal internal bleeding for the 
anatomical® reasons which the authors have so clearly 
demonstrated. aoe 

Local treatment was discussed in detail by one of us in 
1935.* It was pointed out that “ closing the skin over bleeding- 
points which cannot be controlled is bound to lead to” an 
extensive haematoma.” Nothing but harm can come from 
over-zealous local treatment. A dressing soaked in Russell’s 
viper venom combined with firm pressure applied for 5 minutes 
will usually stop bleeding for 2 to 24 hours. In our last two 
cases Parfentjev’s’ thrombin was even more successful. The _ 
intervals between bleeding become gradually longer till the 
haemorrhage ceases. Those familiar with haemophilia know’ 
only too well asphyxia produced by haemorrhage into the floor 
of the mouth, and infiltration into the planes of the neck is 
one of the most dreaded complications. To sew the gum over 
a bleeding socket is to invite this complication. It 1s our 
hope that the facts so clearly presented ın Endicott, Mitchell, 
and Qvist’s paper will effectively discourage measures of this 
kind in the future—We are, etc., 

R. G. MACFARLANE. 


L. J. Writs. 
. REFERENCES 
EALA AAE 
2 St. Barts Hosp. Rep , 
3 Amer. J. med. Scl., 1941, 262, 578. 


Sm,—One of the comments to the article in your issue of 


Oxford. 


. July 11 (p. 35) contains the following: “It is doubtful if 


in thé present state of knowledge it is possible to take adequate 
pre-operative measures to control haemorrhage in haemophilia.” 
I wish to make a direct challenge to this statement. 

In 1936 I discovered a remedy for haemophilia which was 
announced to the profession in the Lancet of Nov. 14 in that 
year. The discovery was then in its first stages. Continued 
research has enabled me to produce a substance which will 
‘lower clotting-times in haemophiliacs and in normal persons, 
and will arrest bleeding, whether internal or external. In my 
book Haemophilia and Egg-white Derivatives, and in the Lancet 
paper referred to, I gave details Of over 60 teeth extractions 
in haemophilia, and on page 3 of the book I pointed out the 
dangers of local interference. My work has-been verified 
clinically by. other doctors and by clotting-time determinations, 
and so recently as five weeks ago a pathologist used my anti- 
haemorrhage material on a patient who had a spreading 
haemorrhage into the neck and was unable to swallow solids. 
The pathologist wrote: “When I gave him'2 c.cm. of your 
preparation intravenously yesterday I was astonished at his 
improvement ; to-day he got up and was able to eat.” 

In my opinion, teeth extraction in haemophilia is a simple 
and safe operation if my material is used. It can be given 
prophylactically as well as against actual attacks ——I am, etc., 

Sheffield < ae W. A. TIMPERLEY. 
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Narco-analysis in Treatment of War Neuroses 

Sm,—I was very interested in Major J. F. Wilde’s article 
(uly 4, p. 4) describing his results from the use of this method 
in 50 cases. During the past 15 months I have had experience 
of the treatment of 200 such cases and cagnot share his 
enthusiasm. É i : : 

I have always been impressed by the fact that nearly always 
no further information was obtained by using the drug than 
was already available from ordinary conversation, provided _ 
one departed from the more formal type of interview and met 
the patient half way. If, after listening to the patient’s descrip- 
tion of his symptoms and excluding organic disease by every 
possible means, the doctor explains that he is not really a sick 


man but an unhappy one suffering from some thwarted desires, - ' 


which the doctor sympathizes with and would like to help with 
if he can regard the doctor as his friend, the patent will 
almost -always respond with an emotional reaction, usually - 


pair 
. 


t 4 a 
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ıccompanied by tears and a confession of the truth of this authority schemes (either by general practitioners or medical 
itatement. + From,-this moment the flood gates are open and officers) with A.P.T. supplied through the E.M.S. laboratories, 
3y simple questioning most of what one wants to know can .and the obvious measure for practitioners dissatisfied with the 
e ascertained, not only about his present difficulties but also private supply of A-P.T. is to refer patients to the local authority 
us more remote worries and private affairs, and this state for treatment. Surely your statement was not intended to mean 
of “rapport” once established will persist throughout sub- that private practitioners could obtain free APT, from the 


equent interviews. uae z e ` Jocal authority and charge their patients fees for administering 
This. latter fact is important as-the doctor is not merely it—I am, etc., : 


yeeking information but trying to effect a cure, and for this 
ourpose a satisfactory transference is necessary, a factor I have 
often found lacking after narco-analysis, as the patient -tends 
‘0 return to his former attitude, and whén this is accompanied 
py the usual mild degree .of amnesia for’ the period’-of 
inaesthetization he may minimize the, significance of the 
statements he has made and ‘would -likę to deny them. For 
sxample, I had a patient who admitted inverse sex feelings 
in the early part of his life, and from my questioning I- had 
little doubt that his present depression was’ associated with 
a persistence of these feelings, but he maintained that he had 
‘put all that away.” Under the influence of pentothal the 
correctness: of the diagnosis was confirmed, but when seen the - 

next day he scoffed at the-idea and was sure that it was only : Standardized Wassermann Reactions 

the drug which “ made him talk such rubbish.” A confession Sir,—The discussion ın your columns of this matter will 
extorted by force-can be denied later by the patient if it suits dvertise again the canon that the blood serum test is an 
his convenience, and, more important, if his “ super-ego ” still _integral factor in the diagnosis and treatment of syphilis ; and 


Health Department, West Bridgford. W. B. WATSON. 


** We understand that in view of the vital necessity for 
countering the increased risk of diphtheria arising from war 
conditions, thé Ministry of Health has arranged for the free 
issue to local authorities of diphtheria prophylactic, and it is 
urging them-to persuade as many parents as possible to have 
their children immunized. The Ministry does not contemplate 
that this campaign can besrestricted to any particular class of 
parents or children.—Eb., B.M J. 


remains as it was. ` $ there must be consequent insistence on the test being subject 
In a large proportion of cases, however, there will still to the least possible error. 
remain unconscious factors which cannot be elicited by the The arbiter of the worth of any test for the live patient 


simple establishment of “ rapport,” and it ig here that hypno- will always be the experienced’ clinician, and he has long and - 
analysis is the ideal short cut and a real advance on the more weli learnt -that whenever the result of the serum test must 
time-consuming methods of orthodox psycho-analysis. In this ” weigh heaviest in the evidence, at the least it should be repeated. 
matter it is astonishing how relatively easy it is to -induce ‘To lessen the chance of error, standardization of material 
hypnosis in war neurotics as compared with their peacetime reagent and of human method is an obvious step. The Medical 
counterparts. Ín cases where this has failed I have not found -Research Council’s publications have gone far towards 
any assistance from the use of pentothal. From my experience standardization of method, and all those who have the care of 
I would maintain that the latter never reveals deeply repressed syphilis patients are indebted to Col. L. W. Harrison for.the 
‘material nor unmasks a true amnesia, but only a pseudo- valuable service constituted in the-supply by the Ministry of 
amnesia. By that I mean that the patient really has access Health’s special laboratory of tested (which surely is to say 
to the. apparently forgotten material but does not wish to “ standardized”) reagents. - - 
reproduce it, either for his own or others’ inspection,-because ~ Dr. Orpwood Price (July 11, p. 54) tells us that three things 
he is ashamed or frightened of ‘it or,realizes it possesses a’ used in the performance of the Wassermann test can be 
certain value as a means to an end. ` standardized—the technique, the antigen, the saline—and that 
As an illustration of this point I would like to quote an the complement, the amboceptor, and the red blood cells can- 
example of a type of case iñ which I think pentothal is not be so dealt with. In view of the supply of tested 
definitely a help—that is, an anxiety state of extreme degree complement and amboceptor from the Ministry's laboratory, 
in which the patient is too agitated to be able to settle to listen Dr. Orpwood Price’s meaning is not perhaps fully apparent. 
to an explanation ofehis illness. The man in question was However, I pose the question, Why bother any more with 
showing extreme terror, unable to sit still during interview, Wassermann tests for blood serum which require the dubbed 
and when it was suggested that his experiences at Dunkirk refractory three, carrying. many more chances of error than 
‘were a-probable factor in causing his illness he said that he can enter into a precipitin blood serum test for syphilis, such 
did not remember what happened and that, therefore, it was as the Kahn or Laughlen, which require only the dubbed 
‘no use discussing it. -As he was unapproachable by any other amenable three? Moreover, though the Wassermann test still 
means he was given an injection of pentothal and a full account enjoys a tacit “approval” in “approved” laboratofies, many 
of his experiences obtained.- When seen the next day he ad- years’ clinical experience has not yet detected any superior 
mitted that he had really been quite dware of the facts all ‘reliability or usefulness, for it over the Kahn as a blood serum 
the time but was trying hard to forget them and “did not test for syphilis; on the contrary, in some stages of syphilis it . 
want anyone to drag them up again.” - There was only slight js notably inferior. And if on top of this it is more subject— 
improvement of his condition, but he was now agreeable to as it is—to error in any hands-in any laboratory, again, what 
frequent talks about his troubles and subsequently improved and why the inertia that underpins its “ approval ” as the blood 


enough to be fit for duty. Here the amnesia was obviously only ` serum test? e 
apparent, and the process of repression a conscious rather than In dealing with syphilis as a public medsure I put forward 
an unconscious effort. TAS the axiom that the best for the patient and tbe public is for 


To conclude, I should like to maintain that narco-analysis the medical officer in charge of the patients to have had such 
should only be rarely resorted to as it is a confession that more first-hand experience of the performance of all serum and 
simple methods have failed ; secondly, that it is not a reliable other laboratory tests as to be able to do them again for 
means of effecting a. transference ; and, finally, that it is not himself if need be; that his pathologist or his, the clinician’s, 


a meats of gaining access to deeply repressed material— laboratory technician (why not?) should be at his elbow ; an 
Iam, etc, ° See active though subordinate colleague in the medical care of the 
are ° J. L. CLEGG. patient. This is hardly possible in the large clinic with the large 


1 - Co e. Pageant) AiE M 3. Hormia: y laboratory, where the doctor and his pathologist may easily be 


i ‘ ` kept too far apart, even though they be under the same roof. I 

” Diphtheria Prophylaxis _ maintain that because laboratory tests are integral, indispensable 
Sm,—In your issue of June 13 (p. 735) there appears a rather’ factors in diagnosis_and treatment, laboratory and treatment 
misleading statement to the “effect that medical practitioners rooms should be but different near-by rooms in one house, with 
are entitled to receive A.P.T. free of cost from the local one head of the house, who must be the medical officer actively 
- authority. It ought to be made clear that Section 177 of the and primarily engaged in, and responsible for, all that pertains to» 
Public Health Act, 1936, limits the facility to “the poorer the proper diagnosis and treatment of the patients. He, not the 
4phabitants.” These are already being treated under- ral staff of the treatment centre, must be the doctor. Therefor®, in the 


~ 


is 
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major ruling interest—the patients“ plans for the future” 
should provide for splitting all large V.D. clinics and large 
V.D. laboratories into smaller treatment centres, and for each 
centre of clinic-and-laboratory to be under one director.— 


I am, etc., H. M. HANSCHELL, 
e` Director, V.D. Department, 
e Albert Dock Hospral. 


Sm,—The point at issue is that while large numbers of labora- 
tories carry out Wassermann tests, few can be trusted 
to give really reliable results. This casts no aspersion on the 

. Skill of the pathologists concerned, since, it is obvious that it 
is only in those laboratories which carry out large numbers 
of tests and in which there is a close liaison with the clinical 
side that results can be properly checked; without such a 
check errors may creep in only too easily. If the Ministry 
of Health would publish a list of those laboratories which have 
been approved under® the V.D. scheme, practitioners would 
know where to send specimens of blood in the hope of getting 
results on which reliance could be placed.—I am, etc., 


London, S W 1 T. E. OSMOND. 


Tetanus after Sulphonamide Treatment of Cavities ` 


Treatment of, Scabies 


Sm,—Advance in the treatment and contrel of scabies has 
been delayed by the element of mystery and uncertainty which 
has followed it down the ages. Prof. R. M. Gordon and 
Dr. D. R. Seaton (June 6, p. 685) have introduced a new sub- 
stance whigh may prove-to be a definite therapeutic advance. 
Whereas the limitations of their animal experiments were ap- 
preciated by the authors, certain of their conclusions support 
traditional beliefs which are now being questioned by clinical 
observation. The infectivity of clothing and blankets depends 
on the ability of the patient to infect them and is a variable 
factor. With the average case to-day the parasitic population 
is not large, and the infectivity of fomites is correspondingly 
low. Investigations in the last war seem to have been carried 
out with cases having a great number of active and potentially 
infective mites, and reports often placed blankets among the 
chief sources of infection. In cases seen over the past few 
months I have not yet been able to find or to expect the 
presence of as many mites in a case of scabies as were recovered 
by the above authors fromthe small piece of silk tied overnight 
to an infected rat’s tail. 

A hot bath, often with soaking and scrubbing of the body, 
is accepted. as, the usual preliminary to treatment. The 


Sm,—Dr. E. C. Atkinson (July 4, p. 24) hag certainly proved- traditional reason given is that the burrows are thereby opened. 


the fallacy of the second part of the statement, “ Sterilization 
of sulphonamide crystals does no harm but is unnecessary.” 
I have found, however, that, although sterilization is necessary, 
“unless care is taken ın carrying it out-harm is done to the 
crystals, and I think that the recommendation suggested of 
sterilizing at 160° C. for, twenty minutes will prove harmful 
to the drug. If sulphapyridine is heated above 150° C. for 
twenty minutes ıt shows some darkening in colour. Sulpha- 
thiazole will certainly form a purple tint at this temperature, 
as also will sulphanilamide. This change in colour probably 
renders the powder toxic, and it should not be used. 

I believe Dr. Atkinson is right in his statement that the 
powder is constantly used in hospitals without -being sterilized, 
and I would suggest that the reason for this is that the makers 
have not supplied adequate information as to how this steriliza- 
tion should be carried out. I have used the following technique 
of sterilization for the past eighteen months and have found 
it satisfactory; I give it in some detail in the hope. that 
it may prove useful to others using the drug. 


1. Place 15 es of the powder in a 500-c.cm. conical glass 
beaker which has been previously boiled, Plug the mouth of the 
beaker loosely with sterile cotton-wool. y 

2 Boil a ine jar ım which it is intended to store the powder. 
(This jar may then be labelled with an ordinary gum label after 
the jar has been boiled and before it is placed in the autoclave. 
The label will remain on the jar during the autoclaving, and is 
uite readable, if a little discoloured, when the jar is en out) 
A glass rgd and a few small bowls should also be boned. 

3. All ihe above are placed on a large tray in the autoclave. 

4. The door of the autoclave is made fast and the vacuum pump 
turned on until a negative pressure of 16 lb. to sq. in. registers. 

5. Shut off the vacuum pump and-turn on the steam. Raise steam 
to a pressure of 16 lb to sq. in (16 lb. pressure to sq. in.=260° F. 
or 126° C. approximately). This pressure. of steam is maintained 
for 20 minutes. y 

6. Turn off the steam and empty the autoclave of steam The 
vacuum pump 1s turned on until a negative pressure of 16 lb. to 
sq. 1n. is registered, (The object of pr 
time is to make sure the powder comes out dry.) 

7. Shut off the vacuum pump, open the autoclave, and take out 
the tray. (The person taking out the tray should wear sterile gloves, 
gown, and mask.) . 

8. Place the tray on a sterile table The powder in the beaker 
may be slightly caked, and may need to be pounded a little with 
a glass rod. It will then easily be transferred into the plass jar 
(which has been in the autoclave already labelled). e glass 
stopper is placed in the jar. 

9. The jar is stored in a sterile theatre drum ready for’use. 


If the powder before being placed in the beaker. is not 
moistened its sterilization may not be quite so effective. How- 
ever, the powder if moistened before. being placed in the 
beaker (as recommended by some) will crystallize to a greater 
or less extent according to the degree of moisture achieved. 
On taking it out of the autoclave it will be found to have lost 


. its nice powdery appearance. This crystallization does not 


alter its therapeutic value, although it may render its absorption 
from @ wound less rapid.—I am, etc., ree: j 
Dublin. om J. C. CHERRY. 


ucing a vacuum the second - 


After a study of the microscopical appearances of active 
burrows, I have found that before any treatment these burrows 
are either already open at their entrances or have been 
scratched further open by the patient, or have had their roofs 
penetrated by emerging nymphs. The active ovigerous female 
usually lies in cuticle of normal appearance one or more milli- 
metres ahead of the atrophic and friable portion of the’burrow 
which would be removed by scrubbing. The mites are found 
to be killed by benzyl benzoate with the same speed and 
completeness whether a bath is given beforehand or not. I do 
not doubt that bathing assists the treatment of severe infections, 
crusted scabies, and rat scabies.” The ova which may be re- 
covered after benzyl benzoate therapy appear intact under the 
microscope, but when an attempt is made to hatch them by 
incubation they shrivel up and collapse, whereas ova removed 
before treatment develop‘normally. I have not found a second 
course of treatment to be neceséary in any of the cases so far 
treated. í 

It will prove of great Value to an`Army in the field if further i 
research reveals to what extent bathing and full disinfestation 
can safely be omitted from the treatment of scabies. Ablution 
and disinfestation facilities may thus be freed to deal with 
the more urgent problem of control of the louse. Such an 
advance can, however, only be made if the conclusions drawn 
from experience of the last war are re-examined by clinical 
observation and experiment, and are ‘retained only so far as 
they are found to-apply to the present day.—I am, etc., 


H. F. Lunn, 
Captain, R A M C. 


Operations and Workmen’s Compensation 


Sm,—The letter of Dr. Hermann Levy (July 18, p. 82) raises 
matters of great importance in regard to Workmen’s Compensa- 
tion ; but there are others. f - 

No one with any knowledge of the facts would deny th 
correctness of the observations made by Dr. W. A. Brend and 
quoted in Dr. Levy’s letter. It would appear desirable that 
all cases coming within the Workmen’s Compensation Act 
should be referred to a neutral body for decision. I suggest 
that the Ministry of Pensions is admirably suited to perform 
this work, as it has a highly trained medical personnel whose 
most important function is that of assessment of disability and 
disablement.—I am, etc., J 

Tunbridge Wells. ~ : W. O. Moore EDE. 


Use of the Term “ Orthopaedic » 


Sm,—It would be a help to those wishing to arrive at an 
unprejudiced opinion on this mafter if Brigadier Max Page 
“would supplement his letter (July 18, p. 79) by giving the ' 
reasons for recanting the views expressed in his presidential 
address to the Section of Orthopaedics of the Royal Society’ S 
of Medicine’ in 1935, in which he stated: “The term 

1 Page, C. Max, Proc. roy: Soc. Med., 1935, 29, 63. 
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‘orthopaedic surgeon’ is now so well established in this 
country, that the title is not likely to be displaced, although 
the later development of our specialty has marred its aptness. 

. The limited application of “the term, which’ may be 


translated ` ‘the correction of deformities. in children,’ was. > 


certainly , lost when early in the nineteenth century the 
orthopaedic urgeon commenced to treat the adul@ and the 
field of thé specialty has widened ever since. Indeed, since 
the last war orthopaedics has so expanded that it may now 
properly be considered as that section of general surgery which 
deals with any disorder of the locomotor apparatus.” e- 

The aspiration of most-orthopaedic surgeons would perhaps 
be best expressed by the exhortation of Sir Robert Jones” in 
a presidential address to the British Orthopaedic Association : 
“We should be known not by the label wħich is attached to us, 
which in many ways is tnfortonate, but by the excellence of 
our work.” —I am, etc., 


H. JACKSON BURROWS. 


$ 
’ 


x Maternity Service of the Future — 

Sm,—We submit below a memorandum on the improvement 
of the materhity services of the country\\based on the statement 
made by Dr. Everett on our behalf at the meeting of the 


Section of Obstetrics, of the Royal Society of Medicine on > ’ 


May 15. 
‘The frend of what may be`termed “ official opinion ” , seems 


to be towards establishing a comprehensive institutional ‘scheme , 


‘ for maternity service for the ‘whole country, based on the 
rapid rise in institutional confinements during recent years. We 
recognize that in industrial and crowded’ turban districts institu- 
“tional planning for the great majority is inevitable ; but we 
wish to emphasize that over the greater part of the country— 
suburban, semi-rural, and rural—the ideal scheme will be based 
on the principle that many confinements will still take place 
in the home, partly because of the insufficiency of maternity 
beds; especially for private cases. 

Such a scheme must be regional, and will entail the fol- 
lowing: (A) A first line or periphery consisting of general 
practitioners and midwives. (B) Local hospitals with local con- 
sultants. -(C) Central organizing consultants for each region. 

As regards (A), the first line, we consider the general practi- 
tioner is essential for two reasons: (1) The personal relationship 
between doctor and patient. The majority of women planning 
for confinement ask that they shall be attended by their own 
doctor.’ Their confidencé in the family doctor, with the doctor’s 
knowledge of the’ patient’s physical and mental make-up, is 
of inestimable value in-the conduct of a maternity case. (2) The 
number of medical officers required to staff an efficient 
maternity Service, would render the exclusion of the general 
practitioner a practical impossibility. Not every practitioner 
wishes, or is necessarily competent, to practise midwifery. It 
is suggested that a-list-would be drawn up in each area, 
inclusion in which would imply willingness to serve, special 
training and/or experience, and an undertaking to attend post- 
graduate courses. The midwives would be highly trained 
responsible nurses, also with opportunity for. refresher training. 
All patients treated at home must give thé name of one of the 
doctors on the list for SOS service. 

: (B) The local hospitals and consultants would be established 
in suitable towns and-country districts of the region. Adequate 
accommodation must be provided as regards number of beds Gn- 
cluding private wards), equipment, and ancillary services (x-ray 
facilities, pathological laboratories, etc.). They would be avail- 
able for all cases of “difficulty or abnormality, as well as for 

. mothers who prefer to be admitted for confinement. Central 

hospitals are umnecessary and disadvantageous because’ of the 

difficulties and dangers of transporting émergency cases over 
long distances, and the disinclination of patients to be removed 
to hospitals outside their own districts. The local consultants 
should form a most important part of the service, and their 
qualifications and selection should be very carefully considered. 

They should have had at least ten years’ postgraduate experi- 

ence of obstetrical practice. They should have had some ex- 

perience of general practice, which would give understanding 
of the outlook and difficulties of the general practitioner, and 
they’ showd preferably hold some -higher degree in obstetrics. 


2 Jones; Sir Robert. J. Bane Jt. Surg., 1926, 8, 247. . 
g Y er 


_here suggestéd:—We are, etc., 





They should be chosen by the central consultant of the region, 
in consultation with the local practitioners of the service, in 
order to retain the confidence of the’latter, without which their 
work would be gravely handicapped. 

_ Ante-natal Care.—Ideally this should be the responsibility of 
the doctor who is to deliver the case, andit is unforttnate and 
manifestly wrong that at present much of this important work 
is in the hands of whole-time clinic medical officers, who never 
deliver a cdse. Doctors on the practising list should do their 
own ante-natal work. Midwives’ patients should attend clinics 
under the local consultant, who would report and consult with 
the patient’s doctor in every case of abnormality. 

(C) The central consultant of the region should be an obstetric 
specialist of repute, and should be wholly responsible for the 
organization of the service in the area under his control He 
should always be mobile and readily available to visit local 
hospitals * in consultation or emergency. e 

We hope that when a comprehensive scheme is adopted for 
the maternity services of the country the general practitioner’s 
point of view will be considered on the lines of the scheme 


G. Winn EVERETT. 
EpwarD A. WILSON. 
R. C. B. RAMSAY. 


1 
Bushey Heath, Herts. . STEPHEN A. SCORER. 


Declining Population 


Sir,—In one sentence Dr. Margaret Hadley Jackson (July 11, 
p. 55) vigorously denies that contraception is a cause of the 
decline in the birth rate, and-in the very next she frankly admits 
that many persons are shying away from parenthood for a 
variety ‘of reasons. And how? By the use of quinine and 
mercury and other noxious ingredients with or without or 
mside rubber products, which injure, often-times permanently, 
one of the most delicate and selective cell sites in the body— 
namely, the arbor vitae of the cervix. Is it to be wondered 
at that those who do routine gynaecological O.P.s or conduct 
sterility clinics in large teaching centres have found during 
the last ten ygars that more than 50% of patients with primary 
sterility have used contraceptive means or gadgets supplied to 
them by so-called welfare clinics ; and that many a bride and 
young mother has a “strawberry” erosion indicative of 
endocervicitis, which it will take months of anxiety and care 


- to treat, and even then with no security of prognosis? Nine 


years ago Séguy and Vimeux in Paris demonstrated that the 
penetrability of the cervical mucus plug, which is normally 
ever there, is in inverse ratio'to the number of leucocytes 
present ; in other words, the clearer and more transparent the 
glairy fluid, the more certain the chances of conception. It 
is this mucus plug, with the cells and glands that make it, that 
chemical contraceptives injure and alter. 

In the early ’thirties Germany and Italy, closely followed 
by France, forbade by law the sale of contraceptives except 
in attested cases, and simultaneously they closed down the 
vested interests concerned, not merely for reasons of cannon 
fodder, nor for arguments of Lebensraum, but because their 
Registrgrs-General, like our own, viewed with dismay the fast- 
falling birth rates, well re¢ognizing, as the Russians since have, 
that unchecked and indiscriminate birth control spelled not 
only race suicide but economic ruin ; for had not Darwin and, 


„later, Oswald Spengler testified that without numbers there can 


be no selection and no racial advance, and that decreasing 
fertility and increasing eugenism tended not only to the non- 
production of genius but also to the non-production of pioneers 
and Jeaders of men? 

No one finds fault with spaced births after the first child. 
It is the necessity for the first child at an early date and at an 
early parental age that is imperative. Of course it is impossible 
to suppress birth control; but surely its principles should not 
be'relaxed“to-day, or its methods be injurious and/or unbridled, 
even- before, as well as just after, matrimony. What is still 
more urgently necessary is, that the State should remove those 
obstacles and deterrents to parenthood that stifle instinct—the 
fear of poverty, the fear of physical breakdown, ‘the fear of 
social decadence through lack of good educational facilities, 
the fear of failure or stoppage in a career. Only. remission 
of taxation, housing relief, family endowment, and physical 
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_ child, famıly to itself and the State. 
` - There seems little doubt that Dr. Jackson is correct,in as- 


suming that the condition of subfertility is on the increase and - 


to-day more frequently encountered. Among the ~ multiple - 
factors fesponsible I suggest thatthe present generation of 

` young people are paying the price of ante-natal and post-natal 

_ ` avitaminosis in their parents during and after the last war; 
~ for there ‘can be little question that the preventiorf of sterility 
- T begins in utero and continues through the periods of thé first 
š and “second dentitions to the all-important time of puberty, 
when the greatest strain falls upon development and most 
particularly upon the generative- system of both sexes, a time 

_ when every school doctor and home doctor should ever bear 

~ in mind that ‘most wise axiom -of Gowland Hopkins: “The 


vitamins are to the endocrines what the endocrines are to | 


the economy.”—I am, etc., 


London, W. V» B. GREEN-ARMYTAGE. 


™~ ra 
i Treatment of Hypertension 


© Sr, — The leading article on hypertension (July 4,-p. 15) will 
bave. interested a Wide -circle of réaders, and none more 
' than ‘those who, like myself, have been using in recent 
- years detoxication methods in the treatment of high blood 
pressure. i E ; i 
Now that it has been scientifically established that high 

~ et blood pressure can be produced by a toxic agent which forms- 
~ in the kidney when’its- blood supply is_cut off, there will “be 
x ~ less reason for us-to draw upon our imagination when we try 
to explain good results. In future, when a marked fail in 
pressure occurs after a few days’ or weeks’ treatment, shall 
we not be justified in claiming’ that this has occurred as a 
result of nullifying the action of that toxic agent by some 
method of detoxication which has been employed? Further, 
k : when symptoms we associate with the progressive stages of 
A Bright’s disease gradually disappear as treatment continues 

(an experience I have had on many occasions when using the_ 
_ permanganate method of detoxication that was introduced by 


Nott in a paper: in 
so greatly surprised by the remarkable results achieved? 
Since we are now told that when only one renal artery in 
the experimental animal is clamped changes take place in the 
minute anatomy which are indistinguishable from those seen 
in Bright’s disease, and that these. changes are also found in 
_ the undamaged kidney, does “this not suggest that the 
permanganate method has the power at times of ‘neutralizing 
this self-same toxic agent when it is circulating in the blood? 
If this is so, have we not a scientific explanation, for the 
‘emarkable results which Nott reported in the paper referred 
"\to above? As I am one of many who have used his treatment 
regularly for the past 17 years with great success, I believe 
I shall be expressing their opinions as well as my own when 
I ask if the time has not come to accord a little credit to one 
who has added something ‘of very great value to our 
therapeutic -knowledge?—1_am, etc., 

, London, W.1. 


` 
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GILBERT ORME. 
_ Nurses in Hofpital 7 
Sm, —Dr. S. Lò B. Wilks’ writes (July 18,-p. 84) that “ the 
brutality óf matrons (and sometimes of sisters) to their nurses 
is notorious” and “needs no investigation,” and goes on to 
- state that “the remedy les with hospital boards and medical 
officérs.? I submit that his statements and the general tone 
of his letter are unsupported by. well-known and widely 
recognized facts, and that they constitute an unjustifiable and 
gross attack upon many who are the responsible feaders of a 
great profession, and contain also a libel on hospital boards 
and their medical officers. - i 
I suggest that the need for Dr. Wilks to make ar investigation 


— 


is very great, and that if he will be at some pains to.extend 
his knowlédge of relevant facts he will -find that the one 
hospital he knows well has its equals all over the country, and 
that matrons throughout the land are loyally and ungrudgingly 
-caring for the welfare and, interests of their nurses and 
prob@tioners.—I am, etc., - a) ' 
. 5 e 


' T.C. Mackenziz, MD. 
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e H S. BIRKETT, C.B., M.D. LL.D. 
Many medical men in this country have already heard with 
much regret that Brigadier-General Henry Stanley Birkett, the 
eminent Canadian laryngologist, died on July 19 at Montreal, 
where he occupied the chair of laryngology-and otology ‘in 
McGill University for 37 years and was dean of the medical 
faculty for eight years. At four annual meetings of the British 





_ Medical‘Association he held office as vice-president of his sec- 


tion: 1897, Montreg] ;.1906, Toronto ; 1930, Winnipeg ;- and 
1932, Centenary Meeting in Loddon. - ! 

Born on July 17, 1864, at Hamilton, Ontario; the son of 
Wuliam Birkett, merchant, Birkett came to this country for his 
early. education at Chester.- He returned to Canada for medica! 
study at McGill, graduating M.D.; C.M., and winning the 
Holmes gold medal in 1886. His Jong service to the Montreal 

. General Hospital began as house-surgeon;and he was appointed 
laryngologist in 1891. At McGill University he was a demon- 
strator of anatomy for seven years, and became professor of 
laryngology and otology in. 1895 and emeritus professor in 
-1931- His tenure of the post of dean of the medical, faculty was 
-interrupted by the last war, during which he gave outstanding 
military service. He organized and ‘commanded for 34 ‘years 
No. 3-Canadian General Hospital (McGill) for service with the 
B.E.F. in France. He was then made- consultant in oto- 
laryngology at -Boulogne, and in 1918-19 Assistant Director- 

- General of the Canadian Medical Services over-seas with the 
tank of brigadier-general. In these posts he made many lasting 

friendships with’ British medical officers, both regular and 

temporary. He-was ¢reated C.B.,- Military Division, in 1917, 

and received the Colonial Officers’ Auxiliary Decoration. 
Birkett’s standing in his own specialty may be judged from 
the offices he held at one time or another: President of the 

American Laryngological Association, of the: American Oto- 

logical Society, and of the American Laryngological, Rhino- 


-Clinical Congress of Laryngology, held in London in 1919: 
Semon lecturer, University of London, 1922 ; honorary member 
of, the Scottish Otological and Laryngological Society, of . the 
American Academy of Qphthalmology and. Oto-laryngology, 
and_of the Italian Society of Laryngology. He was consulting 
laryngologist and otologist to the Royal Victoria Hospital, 
Montreal, a governor of the Montreal General Hospital, anc 
past-president of the Montreal Medico-Chirurgical-Society, ol 
which he had been general secretary.” McGill. University con: 
ferred upon him its LL.D. degree honoris causa in'1921. He 
wrote many papers on diseases of the throat-and_ nose, con- 
tributed to Osler’s System of Medicine and to Jackson anc 
Coates’s large textbook, and published his Semon lecture or 
‘the transatlantic development of rhino-laryngology. o 


W. K. ANDERSON, M.D., F.R.F.P.S.G. are 

By the death of Dr. William Kirkpatrick Anderson, which tool 
place on June 27, Glasgow has lost one of its physician: 
specially known for his work in psychological medicine. Hi 
seceived his medical education in Glasgow University, gradu 
ating M.B., Ch.B. in. 1902 and M.D. in 1926. He became : 
Fellow of the Royal Faculty of Physicians and Surgeons 
Glasgow, in 1924. His professional training was continued a 
Dundee Royal Infirmary, and he then entered general medica 
practice in Glasgow, at the same time developing his inclination: 
towards psychological medicine. In 1914 he was appointed” by 
the Corporation. of Glasgow visiting physician and physiciat 
in psychological medicine to the Eastern District Hospitalanc 
to Stobhill Hospital. ` In 1923 he became Yecturer in psychiatr 
_in the Anderson Collége of Medicine, proving himself to be 1 
popular teacher; gaining the confidence-of those who appreci 
. ated his instruction. During and after the last war he hac 
_ charge of the mental wards in Dykebar Military Hospital 
Renfrewshire. Dr. Anderson made frequent contributions t 
- medical literature, some of which were: “ Morphinomania' 


_ and “ Gastric Infection secondary-to Oral Sepsis ang Systemi! 


Disease,” published in the Practitioner ; and his chief work o1 


= we 


AUGUST 1,'1942 
Malarial Psychoses and Neuroses, published in 1927, was 
generally accepted as a standard book of reference on the 
subject. He also~published in the Glasgow Medical Journal 
a. paper entitled “The Superior Mediastinum in its Clinical . 
Aspects: with Special Reference to Signs of Aneurysm.of the 
Transverse Aorta ”™—a record of 110 cases ; and in c@njunction 
with Drs. Horowitz and Palmer an -account of a’ case of a’ 
fatal agranulocytosis after sulphapyridine therapy. 

, Dr. Anderson travelled frequently on the Continent, visiting 
German medical and psychological clinics in Dresden, Munich, 
Berlin, and Vienna, and some of the sanatoria in Switzerland. - 
He was keenly interested in social work and was a generous 
contributor to various means of carrying on this activity. His 
literary interests were specially centred in biography, particu- 
Jarly that relating to American statesmen. His many 
professional friends will cherish happy remembrances of a 
man who had the gift of friendship, and one who maintained 
the highest. traditions of his profession. . 
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Dr. Grace Batten, 
gist in the L.C.C. medical service. 


Dr. GEORGE VIGERS WoRTHINGTON, who- died suddenly at 
Llandrindod Wells on July 8, had a varied career before settling 
down to- spa practice. -The son of a doctor, he was born at; 
Lowestoft on May 18,.1870, and .from Marlborough College 
went up to Pembroke College, Cambridge, ‘and thence to St. 
Bartholomew’s Hospital, graduating M.A., M.B., _B.Ch. in 
1898. After serving as housé-surgeon at Bart's he won the 
Brackenbury surgical scholarship, and then spent two years in 
India holding various appointments. During the South African 
War (in which he was awarded the Queen’s medal and clasp) 
Dr. Worthington was. second surgeon to the Princess Christian 
Hospital and later specialist plague M.O. for Cape Colony. In 
the last war he held a temporary commission in the R.A.M.C., 

_ag medical officer to the ‘Red Cross and Auxiliary Military 
Hospitals at Llandrindod Wels and -consulting medical officer 
to the Red Cross Hospital at Knighton. He was. the author of 
several papers on spa treatment of arteriosclerosis-and rheuma- _ 
toid a tis, and wrote a little book on the climate and waters 
of Llandrindod Wells. He joined the B.M.A. in 1897 and 
served on the Spa Practitioners’ Group Committee from 1934 
to the time of his death. 


Dr. Ricaarp OGILVIE Girpwoop, pathologist to the Southern 
Group of Hospitals, Liverpool, has ‘died at the. house, of his 
mother in- Aberdeen. He was born on June 16, 1896, and 
. graduated M.B., Ch.B. of the University of Aberdeen in 

1923, after wich he- served for a time as assistant in the 
pathological department ‘of that’ university, then as assistant 
city pathologist and bacteriologist at the Bradford Municipal 
Laboratories, and as senior assistant pathologist to’ the Royal 
Sussex County Hospital, Brighton. Before taking up his appoint“ 
ment at Liverpool in 1937, Dr. Girdwood had worked on insulin 
at St. Thomas’s Mo and had published a number of papers 
on pathological subjects~in the Journal of Pathology. and 
Bacteriology. He joined,the B.M-A. in 1924. 


‘Alderman James Henry CHESSYRE DALTON, M.D., a veteran 
worker for the public health, died on July 13 at his home ir 
Cambrid He was born in Manchester on April 15, 1861, and 
from Marlborough College went up to Trinity College Cam- 
bridge, in 1880. He was placed 12th Wrangler in the. Mathe- 
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matical Tripos of 1884 and went on to study medicine in London 
at St. Mary’s Hospual, qualifying in 1889. After taking the 
“M.D. degree and the D.P.H. in 1893 he returned to Cambridge 
to devote himself largely to problems allied to public health. 

e was elected a guardian in 1898 and a town councillor soon 
afterwards, and for many years served as chairman of the 
Public Health Committee. In 1903 he was Mayor of Cambridge 


* and in the following year was appointed a justice of the peace. 


Jn 1907 he was elected to the County Council and became a 
county alderman in 1928. When the Education Act came into 
force he accepted chairmanship of the Borough Maternity and 
Child Welfare Committee. Throughout all his years of public 
service Dr. Dalton was indefatigable in his efforts to raise the 
health standards of both the county and the borough, and he 
worked in close touch with the officers concerned. As chair- 
man of the Tuberculosis Committee his work was invaluable. 
Dr. Dalton joined the B.M.A. in 1891 and represented the 
Cambridge’ Division at the Annual Meeting in Belfast in 1909. 
One of his sons is Dr. C. H. C. Dalton o Ipswich. 


Dr. James ERNEST SCANLAN died at Middlesbrough on 
with tragic suddenness, aged 51. The only 
B. Scanlan of Middlesbrough, he was 
St. Mary’s Hospital, 
1916 till 1918 as 
trol. At the 


large general practice made it impossible to devote the necessary 
time to his hosp 
Master of the Ferrum L 





Universities and Colleges 


UNIVERSITY OF LONDON 
Lonpon HosprraL MEDICAL COLLEGE 


The following Entrance Scholarships have been awarded for 1942-3: 
Price Scholarship in Science (value £100)—K. L. Cleminson. Epsom 
Scholarship (free medical education)—D. R. Reid. Price University 
Scholarship (open, to students of Oxford and Cambridge; value, 
zooa T. Wright (Worcester College, Oxford). Open niversity 
scholarship: (a) £100—J. C. Sloper, Corpus Chnsti College, Cam- 
bridge; (b) £100—A. G. Beckett, Merton College, Oxford. 


Guy’s HosprraL MEDICAL SCHOOL 

The following awards have been made for 1942: - 

- Entrance Scholarships in Ats —Scholarship, value £100, C J. 

Earl. Exhibitions, value £50, P. A. Shave an H. Neđves War 

Memorial Scholarship in Science, value £200, E. L. W. Leiser 
Entrance Scholarship in Science, value £100, J. D. Oriel. 


A ROYAL Cancer HOSPITAL (FREE) 
The following candidates have been approved at the examination 
indicated : © . E 
ACADEMIC POSTGRADUATE DIPLOMA IN MEDICAL RanioLogY.—L S Carstairs, 
R.C.M Hadden, G. M. Ross,*D. W. Seth-Smith 


UNIVERSITY OF SHEFFIELD ; 
At its last meeting the University Council received the resignation 
of Dr. M. S. Spink of his posts of assistant bacteriologist and demon- 
strator and temporary lecturer in bacteriology. The Council accepted 
the resignation with regret and accorded its thanks to Dr. Spink 
for his services to: the university. 


UNIVERSITY OF ‘EDINBURGH 


A graduation ceremony as held on July 15;~when the following 
degrees‘and diplomas were conferred : = 


MD.—J. N Hay, 2W K. Henderson, ‘Major D M'Intosh, R A.M C., 
rt aioe Mackenzie, I M S , 1Major-Gen J. A, Manifold, AMS, 
Cu B.—Gi . 


. 2J. Thomson. 

F. Alexander, et J. M. Arnott, 

G M. Baird, 3A. H.-Banton, R. C. Bignold, R. E. Bosanquet, 
ttomley, H. M. Bradmore, A. W. Branwood, Agnes A. Brash, 
beth S Brydone, W. H Burnett, Violet 
. D. Caldwell, Yun-sun E, 

. R. Capps, W. L. 
Donaldson, 3J P. Duguid, 


Graham, D. C. Haig, J., D. 
. Hamilton, W. £ Hatswell, J Haworth, 
D. Jack, E. L. Jacobs, G M. Jones, I. S. 


O 
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Kirkland, J. E. Lamg, J. M. Large, A. R Laurence, K Mack., Teien from wartime conditions ; the discharge of unfit-men from the 
Me q kend. W Seer R, T. S. Toattt CS. R. Towdon, A: A: C- Dorces- and inability to use all available Beds owing to lack 
MacArthur, D. G M'Cann, A. J. A. M'Cormick, A. B M'‘Calloch, J. A. i A a a i A 

M'Ghe, D. A. Macıver, J R. Mackenzne, Elzabeth M'Kenne-Newton, Joan of staff—in particular, domestic staff. Moreover, e trend was 
E. W. Mackie, J. S M'Kınnell, A. T. MacKnight, D. G. Maclean, A M'Qucen, for the period of treatment ın hospital to lengthen, resulting 


KAMRA ie a Marunson.. D <S Kaian DP.’ in a slower turnover of cases. The ` present waiting list 


Mitra, M Monson, E V. B.-Morton, E N Moyes, Alexandrina K Mur, . numbe: just over 500; of whom about 100 were Service or 
Edith R Munro, D J G. Naudé, M. J. D_Noble, J. Phisp, D. LI Richwhite, ex-Seryic# men. The number of beds available in the Associa- 


A Or Richie: Rosemary Ro M Robinson, Si Roe; J.-R Paget gta tion’s own institutions was 1,969, including 160 beds rented to. 
Small, R H N. Smith, S. P Smith, 3) D. T, Stecle, Josh E Stewart, I H the Association from the es ged hospital provision. Of 


Stokoe, J N Swanson, J. H Taylor, W. N. Taylor, Mar E M Thomas, these 1,969 beds, 128 were out Of commission owing to shortage 


Tragek Coe Barbee AON val Penn ee Wale y aatheone EC of nursing and, particularly, domestic staff. The employment. 


Marion E Welsh, L. Willson, T. M'S. Wilson, W. A. Wilson, Margaret P of non-resident and part-time domestic staff had been widely 
Yeoman, J. Young - adopted but had not been able to meet requirements. The 


ie somes aha T eM Der Tane ` Canara deat J eee Ministry of Labour had recently instructed its Regional Con- 


E. J. M Shearer, 4Doreen M. Waddington. ` trollers to give preference to filling vacancies for domestic 
DIPLOMA IN TROPICAL MEDICINE AND HYGIENE.—F O Adewole, W. A M workers at ospitals, with special emphasis on sanatoria. Jt 
Akiyem, L G. Bruce, J. Crabb, W. E. Lawes, C H H B Sparrow might be possible to provide more beds from the Emergency 
The following prizes were presented : - Hospital Scheme, and some help might be given at the new 


Ettles Scholarsmp and Leshe Medal, Beaney Prize tn Anatomy and Surgery, 600-bed hospital shortly to be opened near Swansea. 
Royal Victona Hospital Tuberculoss Trust Medal, and Annandale Medal in 


Clinical Surgery: R_T.S Loutnt. Scotush Association for Medical Education Hospital Survey in Lancashire and Cheshire 
of Women Prize: Grace Ross. Mouat Scholarship in the Practice of Physic: . . 
2 R.T S Lount, prox acc., I. D B Bottomley Buchanan Scholarship in On July 21 Mr.-Ernest BROWN informed Major Owen that 


Midwirery and Gynaecology, Wiritman ee in Climeal Mediante nsi Robert the terms of reference to the officers whom he had appointed 
Tz rthopaedic Surgery, an cholarship in F ae a E r 
a Banton, James Scott Scholarship in Midwifery and Gynaecology: tO survey the hospital services in the North West were: 


A.J. A. M'Cormick. * Dorothy Gilfillan Memonal Prze- Shema B Scot. “To survey the hospitals (other than mental hospitals and 
Keith Memorial Prize in Systematic Surgery ` TR B. Bouomley Murdoch mental deficiency een) i the geographical counties of 
Corn Medalin Wee Gan ee Surgical Fellowship: A W Willanson Lancashire ‘and Cheshire, and in North Wales and other neigh- 
Vans Dunlop Scholarship in Materia Medica and Medicine: Shela P V. bouring areas which look to those counties for hospital treat- 
Sherlock. | Gunning Victora Jubilee Prite in Botany . eoimebern G Gay. ment ; and havıng regard to the information thus obtained, and 
n, tctona Jubilee nze in oremnsic . e Brown. . . . . 
Memorial Medal ın Child Life and Health « R. M MacDonald Lews Cameron tO the general principles of post-war hospital policy.laid down 
Undergraduate Prize in Bactenology : R J. M M'Cormack, R. F Robertson, by the Minister of Health in the House of Commons on Oct. 
and P. R yyalbaum (equal | Anderson Henry Prize in Botany . J. M'A Todd. 9° 1941, to advise the Minister what areas would appropriately 
Robertson Maclagan Prize in Forensic Medicine H T. G Strawbndge be served by a hospital system centred on the teaching hospitals 
Cunningham Memorial Medal and Prze in Anatomy I S. R. Smnclair. of Liverpool and Manchester, and what modifications or exten- 
Whiteside Bruce Bursary: Rosemary W Lawrence. Vans Dunlop. Prze im gions of the existing hospital facilities would be necessary or 
Botany and Zoology: Barbara E. Clayton ‘desirable to give effect to that policy.” The terms of reference. 
4 


oa Sy commended for thess Iro amended for thesis made no express mention of Bangor. 
ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH Last-war Service and Gazette Rank 


ms 
: : : . On July 21 Sir ALFRED Knox asked the Secretary of State 
cee Be ere oe e College; ae Be Wile oe for War whether it was his intention that medical men who 


; served in the last war in the rank of. lieutenant .or captain, 
Clark (Edinburgh) was elected a Fellow of the College, R.A.M.C., should now be called up at the age of 41 to 46 years 


and posted to serve' under youths of 25 to 30 years of age, who 
. only received their medical degrees a few months ago. Sir 
-JAMES GRIGG replied: Medical men called up for service who 


i in i held issi the R.A.M.C. for a year in the | 
Se aiene ee ee ae Ae 


———————eoaxXY__i>**K*x*_ii>*—»——a—X—_—_——i———————— Í officers under 0 are commanding units, and these are in all 
- ` cases Field Force units with active duties, to which it is not 
7 Emergency Hospital Scheme ~ intended to post the 41- to 46-year-old officers. 


On July 13 Mr. Davip Apams asked the Minister -of Health Maternity Accommodation in Glasgow.—On July 14 Mr. JOHNSTON, 
whether he was aware of the cumbersome character of the replying to Mrs Hardie, said he had seen the report of the Medical 
administration of the Emergency Hospital Scheme, necessita- Officer of Health for Glasgow that the demand for indoor accommoda- 


. re $ n tion for confinements was increasing and was very difficult to meet 
ting a multiplicity of forms and returns ; that the Ministry had Thè am. of the Governments E 

. 5 , edical- Qspital policy was to secure that 
recently instituted-a complicated record form for the medical hospital treatment should be available to every person in need of it, 


notes of patients admitted to chest centres ; that a recent draft and that included adequate provision for maternity cases. In the 
weekly return for wartime day nurseries had to be submitted meantime, expectant mothers in Glasgow might be admitted to emer- 
in triplicate asking for information under 27 different heads ; gency homes outside the city set up under the Government evacuation 
and whether he would cut down the size and. number of hee scheme, in which there was at present vacant accommodation. 
forms. Miss HORSBRUGH said that it was the constant effort T w 2 f 

of the Emergency Hospital Scheme to restrict its forms and pas fiat the Fits fe OF Heath ee Habe ie iormed Mr 
returns to the minimum necessary for conducting so consider- making all possible use of dental man-power available in the country, 
able a service effectively, and for meeting Service requirements and the question of facilitating the employment of alien dentists 
Keeping relatives informed, and ensuring proper treatment of with registrable qualifications had recently been discussed by his 
patients. The form E.M.S.105 was a simple form used, with Department with the Home Office, the Board of Education, and 
carbon copies, for Service and police cases and civilian casual- representatives of ‘the dental profession. .The school medical service 


: z . Se probably offered the best scope for the emplo nt of these dentists, 
ties. It was the main means ‘of recording the admission and and a memorandum was issued to local education authorities on 


movement of such patients, of informing relatives and Service this subject last April by the Board : ` 

authorities, and of enabling proper allocation to’ special treat- Practice- could Hare be yen ic ard oE aot a Teta 
- ment to be followed up. The form for certain chest cases qualifications without admitting a standard lower than that required 

applied only to a small number of specialist cases, enabled. the .of British applicants. This course had obvious objections. 

medical case notes to be kept on more uniform lines, and so Tuberculosis in Glasgow Scliool Oe eRT OA July 14 Mrs. 

D uae Stat if, 

as well as enabling specialist treatment methods to be observed increase in the number “ot eae of peel the ache 
and improved. She was making inquiries from the regional children examined on entrance to Glasgow schools, he- would have 
offices about the return for wartime nurseries, as no such return an invéstigation made into the quality of the milk supplied in the 








' 


was required centrally. city ‘Mr. JOHNSTON said he had no Teason to believe that the milk 
7 supplies to Glasgow were the cause of any part of the increase in 
Tuberculosis Treatment in Wales " suspected tuberculosis. The cases in question were of suspected 


`~ pulmon: tuberculosi hich i 
Mr. ERNesT BROWN on July 14 met a deputation from the qafection: conveyed by milk ch was not generally due to bovine 


Welsh Parliamentary Party to discuss tuberculosis treatment 
n Wales. The geputation melüded. Sir menty Moris Joies. On March 31 last there were 1,507 persons in England and 400 
The Minister said that the elst Board of Hea ad ha in Wales who had been on local authority waitinge lists for 
consufations with the Welsh National Memorial Association. institutional treatment for tuberculosis for upwards of 10 days 
The Jatter’s lengthenipg fist of people awaiting treatment was In Scotland at that date 652 persons had been awaiting admission 
largely due toʻan increase in civilian cases, probably resulting for more than four days. 
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apt pt, (Temp. Major) G. F. Edwards, R.A.M.C., has been 
an M.B.E. ilitary Division) in recognition -of 
at and distinguish services at Malta. 


CASUALTIES IN. THE MEDICAL SERVICES 7 


Lieut. Ertc MACE ros A.M.C., the only son of Mr. 
and- Mrs. S. M. Foster of West Bro mwich, was accidentally 
drowned on March 26 while servini with the Middle East 
Forces. He was born on June 26, 1918, and was educated at 
the University of Birmin , where he graduated M.B., Ch.B. 
ın 1940. After Holding, pital posts he entered the R. AMC. 
as temp. lieut. in Aug., ioaie -and was posted to the Middle East 
a few months later. He was a member of the B.M.A. 


- Missing- Lieut. Col. G. F. A. Condon, IM.S., Capt. J. VY. 
Schofield, R.A:M.C. -a o 


Wounded. —Brigadier R. R. G. Atkins, M.C., Temp. Surg. Lieut. | 
gE ganmi C.N.V.R., War Subs. Capt. W. B. McKenna, 


DEATHS IN THE SERVICES 


Major-General THOMAS GEORGE FERGUSON PATERSON CB., 
D.S.O., LM.S: (ret), late of Aldeburgh, Suffolk, died in a 
London nursing home on July 7, aged 65. He was born on 
Dec. 6, 1876, and was educated at Trinity College, Dublin, 
where he graduated B.A. in’1899 and M.B., Ch.B., B.A.O. in 
1901. He entered the LMS. as lieut. in 1902, became capt. in 
1905, major in 1913, brevet lieut.-col. in 1919, lieut.-col. in 
1921, brevet col. in’ 1928, col. in 1930, and major-gen. in 1932, 
retiring in 1935. He served throughout the war of 1914-18 in 
Iraq and Egypt, was wounded’ at Sahil, and was twice men- 
tioned in dispatches and received the D.S.0. in,1917. He was 
appointed an Honorary Physician to the King in 1928 aad 
received the C.B. in 1935: During his service in India he held 
the post of Deputy Director of Medical Services, Northern 
Command. He had been a member of the B.M.A. for 32 years. 


EPIDEMIOLOGICAL NOTES 
Discussion of Table ‘ ` 
A decline i in the incidence of infectious disease was recorded in’ 
Englarid and Wales during the week.. Diphtheria was the only 
with an increased incidence, there being 40 more cases 
than in the preceding’ week. The differences between the totals 
for the counties for the e_past two weeks were generally very 


The largest variation shown by scarlet fever was in 
London, where 25 fewer cases were recorded last’ week than 


in the previous one. The greatest variations in the returns “for - 


whooping-cough were a decrease of 50 cases in Kent and an 
increase of 28 in Staffordshire. An outbreak of diphtheria 
involving 44 persons in Kent, Romney Marsh R.D., was the 
outstanding feature of the returns for this disease. These were 
the first cases reported from this area during the present year. 

The notifications of measles were 220 fewer than in the pre- 
‘coding week, when the very large increase of 1,206 was reported. 
The counties with the est decreases in incidence were 
Middlesex, London, Surrey, and Essex, where 151, 78, 72, andy 
65 fewer cases were recorded. The largest i increases were those 
of Nottinghamshire 116, Hampshire’ 62, “Kent 60, and 
Staffordshire 51. 

The incidence of sntery decreased, by 87, due to the 
decline in ‘the outb: in-Cumberland, Penrith U.D., where 
31 fresh cases were feported compared with. 100 in the pre- 

g week. New outbreaks occurred during the week in 
an an Eon Pagnell R.D. 16 ‘cases, and Shrop- 
Hesmere R.D. 7 cases. 

The chief features of the returns for Scotland were an 
increase in the fiotifications of scarlet fever and a -decrease in 
the number of cases of diphtheria. 
of scarlet fever was-due to an outbreak in Paisley, where 56 
cases Were reported, compared with 4 the previous week. 
The incidence of measles, which fell a 273 and 358 cases in 
‘the preceding two weeks, showed a further small decline of 18. 


Returns for the Week Ending July 18 x 


The notifications of infectious diseases during the week in 
Englarid and Wales included: scarlet fever, 1,558, whooping- 
cough 1205; diphtheria 692, . measles 7,050, pneumonia 516, 
fever 83 ao polipai 16, dyrene 198, 

corebrospihal 6, typhoi 


: Landon (admmistratıve county). (c) 


The rise in the incidence ` 
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INFECTIOUS DISEASES AND VITAL” STATISTICS 
We print, below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended July 11. 

a of Principal Notifiable Disessss for the week and those for the corre, 

sal cel baat tland. \(d) Eire. (e) Northern aie 
and of Deaths recorded under each infectious 

at fo diets oan” Eis ica ie Ea 
ini wos in 

(a adan, GA te; ouan: {3 The 1 0 principal towns in Northern 


A dash — denotes no cases; a blank space denotes disease not-notifiable or 
no return available. ~ 





1942 1941 (Corresponding Week) 


(b) olol oJ] © | @{oO 
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ths. ae hae aed ee 
Infective enteritis or 
diarrhoea under 2 
years aie sy 7 98) 
Deaths 45 5 9 32 13] 1 2 
Measles ka . |7,361| 737| 231| 97| 201]6,524] 187| 62} 90 — 
Deaths Sy a 1 5} — | — 5} 1 i 2| — 
Ophthalmia neonatorum | 1 4 29 — BB 28/2) — 
Paratyphoid fever ..,| -78 5| 2 
Pneumonia, influenzal* | 625) 39 1] — 5 23 — 5 
Deaths (from ” i i 
fluenza) —_ {a} — = 
Pneumonia, primary .. 172] 17 156| 14 
` Deaths be piel — | 13 — 4 3 
Polo-encephalitis, acute | — | — — 
Deaths , .. — — 
Poliomyelitis, acuto o ees i| — 1 = 2 == 
Puerperal fever — | — 4 — 1 1 1 3) — 
Deaths. -| , — 
Puerperal pyrexia 182) 12 12 — 158| 9 18 1 
Relapsing fever = = | J = |= ae: 
Dea’ 
Scariet fever 1,297| 59} 288) 51 787| 23) 11 17 
Deaths i —|— |»+j|—-ļ—]|— — 
Smallpox .. ..{—|—] 13 ses ie E = 
Deaths aie 3. a el ee ee ee fee ee | 
Typhoid fever .. oe _ 1), 7 1 
ths tes, e —|-)|-— 
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21| 55| 23)5,31 





582] 158| 124 3,898| 460 84 168) 99 
13 1| 10-5 


8 E 2511 4,978| 328| 887| 375) 178 
18 0| 25-8 18 0 
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e evacuation schemes and other of population, birth and 
death ates for Northern Ireland are no longer 
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. Medical News - 
Eea 
''’ The seyenteenth Congress of the French Medical Association of 
North America will-be held at the Hôtel-Mont-Royal, Montreal, on 
Sept. 14 to 17. A z . Se n i 
~The second Latin-American Congress of Plastic -Surgery will be 





r 


held at Buenos Aires in October. The exact date will be announced - . 


later. > 


The Minister of Health, opening a new six-day residential nursery | 


in Leeds last week, said that there were now 700 wartime nurseries | 
_in Britain, and another 700 were under construction. a 
His Excellency the Soviet Ambassador has made-a donation of 
£100 to the work of the Anglo-Soviet Medical Council. . 
` At the annual general meeting of the Central Council for Health 
Education Dr. Charles Hill was elected chairman in succession to Dr. 
W. Allen Daley, who, with Sir Walter Langdon-Brown, was elected 
vice-president.Dr. Maitland Radford_succeeds Dr. Hill as vice- 
chairman, and Mr.- Henry Lesser has been re-elected honorary 
treasurer. ra meg? are S 
. The many friends in this country of Prof. A. Castiglioni, formerly 
professor of the history of medicine at Padua, will be glad to know 
that he is giving a series of weekly lectures on’ medical history.at 
the Yale University School of Medicine. oS 
Beginning with its issué of May~9 the Journal of the American 
Medical Association is devoting a section each- week, entitled “* Medi- 
cine ‘and the War,” containing official notices by the Committee on 
Medical Preparedness of the A.M.A., announcéments by the Surgeon- 
Generals of tha Army, Navy, and Public Health Servicés, and other 
Government agencies dealing with medicine and the war. 
_. For some time now, school medical officers have tended to reduce 
the period during which a child contact of a case of infectious disease 
should be kept away from school ; in some instances, even, the con- 
tact has continued-at school. The Ministry of Health and the Board 
“of Education have issued a joint ‘statement on this matter, bringing 
the official memorandum (last revised in 1927) more into line with 


medical opinion. Copies of the memorandum can be obtained from ~ 


H.M. Stationery Office, price 1d. j ` 


Letters, Notes, and Answers 











All communications in to editorial business- should be 

- addressed to THR EDITOR, British MepicaL JouRNAL, B.M.A. 
House, Tavistock SQUARE, on, W.C.1. : P 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 


are understood to be offered to the British Medical Jourhal alone ` 


unless the cootra be stated. ` r 

Authors desirin PRINTS should communicate with the Secretary 
of the Jo Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
-if reprints epee a as ‘proofs are‘not sent abroad. = 

ADVERTIS should be addressed to the Advertisement 

- (hours 9 a,m.. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be sent to: the Secretary. 

TetepHons No.—B.M.A. and B.MJ.;-EUSTON 2111. pi 

TSLEGRAPHIC ADDRESSES.—EDITFOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

_B.M.A. Scormsu Orrice: 7, Drumsheugh Gardens, Edinburgh. 
_ QUERIES AND ANSWERS : 
Re Artificial Respiration in Phosgene Poisoning ? 

Dr. J. L. Barrorp (Redhill, Surrey) writes: I recently heard it 
advocated by a medical AR P. instructor that as a last resort 
artificial Tespiration—presumably by Schafer’s. method—should 
be tried in case of phosgene poisoning when oxygen, CO,, etc., 
were unavailable. It was pointed “out that the patient, having 
stopped.breathing as a result of flooding of the lungs with exudate, 
would undoubtedly die if nothing was done, and that such an 
extreme measure was advisable in the hope, presumably, thaf the 
movements, rhythm, and position would help to drain the lungs’ 

, and possibly to stimulate- the respiratory centre As artificial - 
respiration in these cases is very definitely vetoed in the manuals 
and charts, I should be glad to have any further expert advice 


.7 Or opinion. Secondly, ın a book' review ın your columns recently 


the author advocated direct-transpiration in the treatment_of blast 
injury of the lungs.- Is there any evidence in other literature 
of the usefulness of this procedure? 


` : Persistent Psoriasis” ; A 
Dr. C. W. Patrerson (Golcar, near . Huddersfield) writes: With 
regard to the query of S. C.M. concerning . psoriasis (May 9; 
“.1p. 600) the following may be of interest. (1) At a recent medical 
z e z Anyi 


MEDICAL NEWS ` 


BRITISH . 
MEDICAL JOURNAL 





board’a man was seen with typical psoriasis, who said that the 
eruption occurred every 7 years, lasted a few weeks, and then 
cleared up. ' Periodicity in disease is ofte traceable to some 
nervous origin. (2) About 5 years ago I was consulted by a girl 
of 17 for psoriasis:of trunk and limbs. After treating her 
unsuccessfully I seit her to the out-patient department of the 
local haspital. About 2 years later I visited a member of the 
family, and on one occasion asked the mother how the daughter 
_ with psoriasis_-had progressed. With apparent reserve the mother 
‘replied that the girl was completely cured. When asked what 
remedy had been successful the mother said that after attending 
the hospital for a year there was no improvement, but that an 
elderly pedlar had called one day, and, seeing the girl’s arms, had 
volunteered to cure her. When pressed for information the rather 
embarrassed mother informed me that the “ cure ” was to dab her 
own urine upon the eruption when retiring at night. Relief and 
cure were rapid. en I saw the patient subsequently and the 
_ “cure” was discussed, I asked, “ But didn’t it smell? ” The 
‘rather elegant young woman- replied, “ Well, naturally, but I 
washed it off next morning.” Was this cure by- suggestion? 
I ‘might add that in the course of 23 years’ practice. I have 
_ encountered -two patients who have confessed to drinking their 
own urine as a cure for “ rheumatism.” One would think that if 
ever cure by suggestion were likely tô succeed this-is, par excellence, 
the example. A 5 ee wt 
wa Se - A Case of Neurosis 
À X™ writes: The patient described by J. W. M. (June 27, p. 808) 
would probably- be greatly assisted by a spray’ of 2% percaine. 
* He could use this with safety up-to a maximum of six or seven 
times a day,-and it is highly probable that within a few days his 
habit of vomiting would be broken. [| have had an almost, 
exactly sumilar case and this line of treatment was highly successful. 


r v 


LETTERS, NOTES, ETC. - 
- Nomenclature of Night-blindness 

Dr. J. Price Witiams (Ambleside) writes: In his interesting article 
on night-vision tests (June 27, p. 800) Mr, Francis Preston makes 

a welcome and praiseworthy~ effort to-supply a long-felt want by 
finding’ a new word to replace “ hemeralopia'’ and “ nyctal- 

* “opia; a word which will express itself and leave little or no room 
for confusion. He suggests “ nyctamauria ” or *-nyctamauroma.” 

I don’t object to the former, but must protest against the latter on 

~ a ground which he himself indicates. The termination“ oma ” is 
common enough, but it is used invariably to express something 
concrete’ or objective (see his little list), whereas blindness, whether 
by day or-night, is mainly, if not entirely, abstract or subjective. 
‘It is a condition’ or state, and the termination we usually employ’ 
fo express- that is “ osis” and not“ oma "—e.g., pediculosis, 
diverticulosis, and (oh!) tuberculosis, Perhaps “ nyctamaurosis ”. 
would be better than “ nyctamauria ” in spite of its extra syllable 
and lack. of strict accuracy. We already have “ amaurosis ” to 
express one forth of blindness, and I think a good many-of us 

. Tegard-it as the equivalent of blindness in general. Hence the word 
- -would tell its own’ tale and would be consistent with the other 
““ oses” Even if we feel bound to invent,“ hemeramaurosis ” to 
balance it there would be no‘ room: for confusion. ý 


~ 


MEDICINE 100° YEARS A 
Extract from letter by J. F. H. R. W. in the Provincial Medical 
fy ournal for July 30, 1842, headed “ Parochial Medical Rebef ”: 


“ Gentlemen,—Should the following observations be deemed of 
sufficient importance to obtain insertion in your very useful Journal, 
I shall fee] both flattered and obliged. In the present age of improve- 
ment, I venture to offer some suggestions relatrve to the medical 
relief of the poorer classes. It has long been my opinion that parish 
patients would feel much more satisfied, and have less aversion to 
the existing poor laws, were they permitted, when ill, the privilege 
of choosing their own medical attendant. I have frequently heard! 
them exclaim, ‘We are not even allowed the surgeon we like best, 
but are obliged to be attended by a man of whon®we know nothing, 
or by one we cannot- trust.’ I need scarcely appeal to you, as 
members of the profession,- for confirmation of the fact how, in’ 
many instances, faith in the skill of the professional person tends 
to alleviate the sufferings of the patient, and acts in some measure 

- as a remedy to the disease itself. The pnvations-to which such 
individuals are subjected must be at alt times: great. Surely, then,” 
_it is-not unreasonable to ask that they should enjoy the right of 
selecting the man in whom they place the greatest confidence; besides 
` which, ‘a parish doctor,’ as he is termed, is always an object of 
abhorrence ; however ; skilful, however great the attention received. 
ape him by, paupers, they always~fancy themselves objects of 
néglect....” ` i 
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7 | THE SPHINCTER MECHANISM OF. THE LOWER END OF 


J 


THÈ BILE DUCT* 


+ 


ne dk ` GORDON GORDON-TAYLOR, CB. ORR: LLD. F.R.C.S. 
t; Temporary Surgeon ‘Rear-Admiral 


' That some sphincteric acravigement exists in ‘this region is 


of course incontrovertible. - The obliquity of the bile duct 
in its passage ‘through the wall of the duodenum, which 
attracted the attention of Fallopius in the sixteenth cen- 


tury, would seem to indicate an important part played by ~ 


the muscular coats’ of the, gut in the control of biliary 
outflow ; this obliquity of “channel and the marked pro- 
longation of the “ portio intestinalis ” of the choledochus: 
in certain animals—e.g., sheep, certain whales, seal, walrus, 
dolphin, leathery turtle, etc!—are very’ significant. Samson 
Wright (1940), however, adumbrates‘a dual ‘mechanism. 
and suggests the existence of additional ‘fibres round the 
termination of the duct just before it finally reaches the 
lumen of the duodenum. 


appears to be uncertainty. oe! 


The precise relation of function to structure may necessitate 
` investigation ‘by several methods of approach ; there is no con- 
' tentious rivalry between the methods of science, and one may 


` proye of valpe in supplementing the lessons learned from 


another mode of inquiry, and may help to illumine the dark 
and more obscure parts of the problem. Various’ methods of 


_ investigation have been utilized by many different workers on 


the, present problem : (1) the lessons from the results of opera- 
tive surgery .in 'man; (2) the experimental method, including 


the pharmacological approach ; (3) the study of anatomy, in-’ 


cluding histological and embryological methods ; 


and @: ‘the 
_comparative- anatomy approach., \ 


+ 
ò 


Surgital Evidence in Favour of a Special Intrinsic 
Sphincter 
“The hepatic infections which appear prone to constitute a 
_ frequent aftermath of promising operations for reconstruction 
of the injured or strictured main biliary channel, when the 
choledochus or more often the hepatic duct is united by surgical 
effort :to the stomach or duodenum, and the recurrent attacks 
of cholangitis which are apt to punctuate the’ after-story of 


4 


those for whom choledocho- duodenostpmy: has been performed . 


for other pathological conditions of the main duct, are sugges- 
_ tive of a special sphincter mechanism at the lower end of the 
bile ‘canaL The presence: ‘of such an intrinsic’ mechanism 
‘appears ‘the ‘more probable, since the bilio-digestive anastomoses 
referred to involve a portion of the alimentary tube apart from 


. the biliary caruncle, and in those cases in which an end-to-end 


repair of the structured duct ‘is possible‘ and the integrity of 
„the ostium is maintained, ascending cholangitis is less likely, 
to’appear. There-seems to be something peculiar- in the neuro- 


‘ muscular mechanism in ‘this area which is absent in the - 


muscular tisss of the neighbouring stomach or, duodenum. 


The presence of air in the upper portion of the biliary tree | 
may, denote a patent anastomosis, but also indicates the absence. 
of a sphincter controlling reflux into the duct. The readiness. 


with which the contents of a barium meal may penetfate up 
to the hepatic ramifications of, the biliary tree after hepatico- 
duodenostomy was demonstrated radiologically by Lardénnois ; 

no mechanism comparable td _that which obtains at the 


* The second and concluding part ofa a Hunterian Lecture delivered 





“at the a College Bt Surgeons of England, June 18, 1942. ui y 


i 


4 


It is ‘concerning the: existence: 
of, this special sphincter, its nature, and origin: that there oa 


„as betokening divergent sphincter mechanisms ; 


vi biliary ostium ” is reproduced by an% surgical attachment of 
hepatic duct or choledochus‘ to duodenum. 

Mallet-Guy, Auger, and Croizat demonstrated experimentally 
the constancy and severity of ascending biliary infection which 
follows any surgical intervention that sections or destroys 
the sphincter mechanism ; Bengolea and Velasco-Suarez (1939) 
also specially emphasized the frequency of cholangitis as a 
sequel to choledocho-duodenostomy, and entered a strong plea’ 
against its routine performance. 

The remarkable immunity (Walton, 1939b) to ascending in- 
fection shown by cases of congenital dilatation ‘of the bile duct 
for which an anastomosis has been performed between such 
a bile pond and the duodenum may be due to the escape of 
a certain quantity of the bile through the normal ostium and 
the preservation of the normality of the sphincter mechanism. 


The Experimental Method of Inquiry 


Perhaps the greater bulk of the literature relating to the 
problem has emanatéd from the experimental laboratory. The 
intermittent flow of bile from the intact papilla in man and 


\ ' 


gall-bladder-bearing animals, which contrasts with the con-~ 


tinuous dribble in mammals which lack a gall-bladder, is 
thought to suggest the action of a special sphincter mechanism 
in the former group. The differing reaction to mechanical 


irritation of the biliary caruncle in the two mammalian groups’ 


which either boast or lack a gall-bladder has been reckoned 
and the 
dilatation of the extrahepatic ducts after experimental or 
surgical cholecystectomy has also been regarded by some 
observers as indicative ‘of some special functioning sphincter 
in the gall-bladder group and its absence in the other. 


Mann and Higgins (1927) pointed out that if the intramural 


_ bile’ duct in animals~was dissected away from the duodenal 


wall, care being taken to remove all the intestinal muscle 


grossly visible, there remained enough muscle around the 


lower end of the duct to prevent the escape of bie, even at 
a pressure greater than the secretory pressure of the liver or 
that’ induced. by contraction of the gall-bladder: the area of 
the duct in this experiment which responded to stimulation 
was limited and restricted. Lueth (1931) expressed his certainty 
that the intramural portion of the common bile duct possesses 
a special sphincter mechanism, and even estimated that this 
sphincter ‘exerts one-third ta one-sixth of the total resistance 
Offered to the flow of fluid through the “ portio intestinalis.” 


’ Considerations of space preclude any complete catalogue and 


` review of the experimental work devoted to the problem, and 


it would be churlish and impertinent for a surgeon dealing mainly 
with human anatomy to pass judgment on the labours of those 


whose approach to the problem bristles with formidable tech- . 


nical difficulties, yet it is not easy to find the truth amidst the fog 
of conflicting experimental results. Despite the use of methods 


-of inquiry cleverly devised, elaborately staged, and graphically ` ° 


recorded, the experimental investigation of this limited ana- 
tomical district is necessarily a somewhat rude insult to the 
integrity of the extrahepatic ducts, and engenders a certain 
scepticism and a lack of confidence in the deductions derived 
therefrom. For example,'some disturbance of the sphincter 
mechanism.-ini man results from a mere choledochotomy, as is. 


: evidenced by the presence of pancreatic ferments"in the human 


bile which drains from the bile duct ; the escape ‘of granules of 
í ° 4257 
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carmine, etc., as shown by Bond, also suggests the cerangement 
of sphincter action effected by a minor mundane manœuvre. 
The accuracy of results in experimental work which involves 
‘incision and intubation of the bile duct must therefore be 


always open to criticism. A ; ‘ 
' 


Tie Pharmacological Method of ‘Approach 


Major Hilary Long (1942) has ingeniously endeavoured, by 
means of carefully conducted pharmacological perfusion experi- 
ments upon the biliary ducts, to differentiate purely sphincter 
effects from those produced by the activity of the duodenal 
musculature, and claims by her research to have demonstrated 
an intrinsic choledochal sphincter acting “independently ” of 


. duodenal tone and peristalsis in the dog. The pitfalls and 


difficulties of the experimental method have already been 
sympathetically referred to ; yet very suggestive and illuminating 
is her contention that the concentration of bile salts‘ and the 
alkalinity of the bil produce relaxation of this special 
sphincter ; thus the sphincter may be closed to the efflux of 
bile which is not of the appropriate reaction and concentration, 
and a train of untoward circumstances be inaugurated. 


‘ 
7 The Anatomical Approach 


The arrangement of the muscle fibres round the intramural 
portion of the duct has been investigated by different workers 
employing histological methods or the dissection-microscope on 
material preserved and prepared in diverse fashions. There 
has been little unanimity of opinion since the time of' Oddi, - 
who claimed in 1887 to have demonstrated a more or less 
distinct band of circular fibres encircling the “portio intes- 
tinalis ” of the duct, which, apart from some slender loops ‘that 
lose themselves between the fibres proper of the gut, are almost 
independent. Hendrickson (1898) as a result of dissection both 
described and depicted an intrinsic circular sphincter in man, 
dog, and rabbit; Boyden and his co-wofkers in text and illus- 
tration have described an intricate web of muscle fibres 
surrounding the duct which are separable into definite collec- 


“ tions and for which a very special nomenclature has been 


coined ; nevertheless, these workers neither discuss nor depict 
any circular fibres near the papillary orifice, such as have been 
mentioned and figured by Hendrickson, Newman (1931, 1933), 
and others. Broman (1921) mentioned a well-formed intrinsic 
sphincter in.the foetus of the Antarctic whale, and Helly (1899) 
also emphasized its existence in human anatomy. On the other. 
hand, Auster and Crohn were unable to demonstrate any distinct 
intrinsic sphincter. 

My colleague Prof. John Kirk kindly interested himself in 
the subject on my behalf, and investigated adult and foetal 
human material both histologically and by dissection, and has 
afforded me ready and willing access to his preparations. We 
have assured ourselves that in no specimen ‘examined histo- 
logically was any circular arrangement of muscle fibres found 
at or nedr the opening of the common bile duct on the 
duodenal papilla. Muscle can be.seen in considerable amount 
on the more basal portion of the intramural duct; but this 
is oblique and longitudinal in’ its arrangement, and can be 
«definitely and indubitably traced in continuity with the circular . 
muscle coat of the duodenal wall; in other words, when the 
«duct pierces the outer wall of the duodenum it carries in some 
«of the circular muscle fibres of the dfiodenum, which -are now | 
arranged in an oblique and longitudinal fashion in the wall 


eof the duct itself. The muscle of the duct is abundant in its 


‘basal intramural portion, and bundles of the longitudinal 
imuscle fibres can be traced into the connective-tissue core of 
‘many of the villous processes. Š 

It was subsequently realized that our findings are very closely 
‘comparable to those of Dardinkski (1934-5), who reported: 
-(1) the greatest constriction of the common duct is produced 
“by the intestinal muscle; (2) the independent muscle fibres 
described by Oddi as responsible for sphincteric action are 
“longitudinal or oblique, and not circular. He also (3) drew 
-attention to the muscle fibres in the villi and suggested that 
ithey may play an active part, and (4) noted the mucous gland 
which we had observed as a most conspicuous feature in 
“histological examination of the terminal bile and pancreatic 
passages. Furthermore, microscope-dissection of the lower 
-extraduodenal part of the common bile duct shows the presence ° 
+of well-defined longituding] muscle fibres which pass deep to 


‘ 


the longitudinal muscle of the bowel and become directly 
continuous with the circular. coat .of the’ duodenum. The 
longitudinal and oblique arrangement of the muscle fibres in 
the duct wall would seem to indicate that the papillary muscle 
acts as a retractor of the papilla ; and this action, in point of 
fact, can be readily seen in operations in man which involve. 
.opening of¢he duodenum. This initial retraction of the papilla is 
followed by the -biliary efflux from the ostium afd inspection 
of its postero-internal wall. 

,The,muscle bundles m the villi by their contraction may 
stiffen these structures and secure their closer apposition, in 
a manner comparable to the disposition of the human fingers 
assuming what is termed the “accoucheur's hand”; on the 
other hand, the temporary intermittent shortening of the. villous 
Processes by the action of the contained muscle fibres may 
aggregate them into a clump or cluster which prevents re- 
gurgitation of the duodenal contents, and, acting in co-ordina- 
tion with the circular tunic of the duodenum, temporarily holds 
up the issue of bile. Kirk and I have also satisfied ourselves 
that no circular arrangement of fibres exists in the hepatic duct 
in either adult or foetal material; there is no evidence of an 
anatomical sphincter here, despite cholangiographic suggestions 
of a “physiological sphincter”. (Mirizzi, 1940). i 

An embryological approach towards solving the question of 
a separate intrinsic sphincter has been’employed by Boyden 
and Schwegler (1936, 1937) with exemplary thoroughness.‘ They 
claim that the musculus proprius of the duct differentiates 
in,situ from the mesenchyme and is not an emanation from the 
duodenal musculature. It is admitted that where the duct 
penetrates the gut wall the margins of the “ fenestra ” contribute 
a few scattered fibres to the outer longitudinal coat of the 
sheath, but that the inner circular coat round the lumen of the 
duct is exclusively intrinsic in origin., These authors, as a result 
of their studies of the foetal and adult stages, mention 
“ fasciculi longitudinales,” but, unlike Kirk and myself, pay 
far more attention to an annular sheath of intrinsic muscle 
round the, duct, and also describe a “sphincter ampullae (1). 


\ = 
The Comparative Approach i 
Like any other discipline the “ comparative ” method is not 
without its dangers and pitfalls: generalizations drawn from 
the dissection or examination of a‘single specimen are apt to 
be misleading: the law of ‘variation obtains in the subhuman 
as well as in the human type. The concepts of human anatomy . 


` are based upon numberless dissections of myriads of material.; 


it is essential that museums of comparative anatomy should 


` assemble ample store material, to be held at the disposal of 


research workers. The so-called “ Physiological Series ” of the 
old Museum of the Royal College of Surgeons of England 
contained much that constituted an iJluminating- basis and 
background of the anatomy of man. _ 

My “comparative” interest in this region concerned itself 
initially with the involution of the so-called “ ampulla,” which in 
point of fact is an infrequent abnormality in man. The beauti- 
fully arranged physiological series in the lamented Museum 
in Lincoln's Inn Fields afforded strong evidence that the 
“ampulla ” is an involutionary anatomical structure, and it may 
be possible some time to produce and publish morphological 
evidence in support of this view. But a study-of the collection 
referred to also furnished ‘here and there naked-eye evidence 
that the muscle surrounding the terminal part of the bile duct 
originates from the intestinal’ musculature: elementary em- 
bryology would indeed suggest such a derivation. , 

No comprehensive comparative histological study has been ` 
possible during the war, but careful examination of such selected 
materialas time has permitted indubitably co the genesis 
of the muscular sheath of the “ampulla” from the musculdr 

, coats of the duodenum in ‘at least certain types ; for example, 
the origin of the bile-duct musculature in the circular coat 
of the duodenum is apparent in the lion and tiger cub, and 
‘Prof. John Kirk has made extensive researches in the cat. In 
this animal, where the duct pierces the duodenal wall the circular 
muscular coat becomes greatly thickened and is indeed several 
times thicker than the circular coat of the bowel at a short 
distance proximally and distally. In this region where the . 
circular, coat is so markedly thickened Auerbach’s plexus is 
distinctly enlarged, and clumps of ganglion cells may*® be seen 


+ 


`- oy 
i a OE eS 


„AUGUST 8, 1942 ` 


T ga N $ 
SPHINCTER MECHANISM; OF 


= ny m 


LOWER EÑD OF BILE DUCT yeiga 151 








collected ‘in that aréa-in much greater numbers than in the 
duodénal wall elsewhere.. _ The muscular thickening and the’ 
concentration of ganglion cells must indicate increased muscular 
action where the common bile duct penetrates the circular coat 
Of the bowel from without. No sign of any- intrinsic circular 
musclé ring. round an ampulla has been discernible. It is hoped ‘ 
that in the future further comparative histological iftvestigation 






. 


which ceases abruptly at apex of amp No muscle in walls 
, of pancreatic and biliary ducts. (Le., ampulla =intestina] pouch, 
not a mere dilatation of lower end of ucts.) (Cross-hatching 
; indicates-cut surfaces.) ` - . aa aa aere Ay 


A + 0. duodenum: 
Fic. 4=-Seal (Phoca vitulina): RCS. Museum (store ` 
specimen). Ampulla -wall “formed of intestinal muscle, which- 
is confined to the pouch and does not extend into the bile duct. 
(Cross-hatching indicates cut surfaces.) 5 ' z 


may be carried out. But there is also macroscopic evidence 
‘of ‘such a'.muscular relationship: j f 1 
Carnivora—eig., Viverra civetta—and in some Pinnipedia—e.g., ` 
.Phoça` vitulina—it is abundantly clear even to the naked eye 
.that the muscular coat of the ampullated, duct takes origin 
`, from the ‘intestinal muscle tunics (Figs. 3 and 4). : 


This paper comprises two sections of a recent Hunterian 
Lecture. . . L a es j ; : 

-It emphasizes the low grade of malignancy of many tumours |, 
of the lower-end of* common bile, duct’ and adjacent head 
‘of the cred®, and appeals for.more radical measures in this 
type of case. Several personal cases, of resection are ‘quoted, 
and reference is made to those of other surgeons. 


_, The diverse methods of ‘scientific investigation lend support” 
‘to the view that ‘a spécial intrinsic. sphincter exists-at the ` 
' terminal portion’ of the common :bile_ duct, or the conjoined 
bilio-pancreatic duct. ' . eis f 
“The,muscle sheath ‘of the duct is derived from. the, circular 
muscle tunic of the duodenum. cane F PRAA 
, | Although -circular muscle .deřived from the bowel tunics is 
to be fqund round the basal portion of the’ intramural duct 
only” longitudinal and oblique fibres are present in the dista 
_ portion of the papilla. fe 4S ee g . 
= he a \ 
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, ‘biliary ducts, 
fibres forming a sphincter in the hepatic duct. 


> an endeavour has 


thus in certain of -the’ . 


f ` Some of these fibres are prolonged as a core into the villous 


“processes with which the wall of the terminal segment of the 


duct abounds. , - S 
The direction and arrangement of these fibres shows that 


‘their action’ is partly to retract the papilla and partly to erect 


or.-to aggregate the villous processes centripetally, thereby 
preventing reflux from the duodenum and controlling the exit 


“of bile. © ` ‘ 


There is no circular arrangement of fibres close to the ostium 


“a reputed disposition credited with ‘mythical properties. 


There ‘are: few muscular fibres in any of the extrahepatic 
and certainly no circular disposition of muscle 


The kindly co-operation of Prof. John Kirk and of Prof. A. J. E. 


_ Cave’ has been invaluable in the preparation of this lecture; my 
thanks l 


are due to both these friends for all their help so 
spontaneously and enthusiastically given., Mr, S. R. Scarfe of the 
Middlesex Hospital, has prepared the 
ve formed the basıs of 

part of this inquiry, and to him I am indeed most grateful. My 
iend Col. A. E. Hamerton has erously afforded me material 
from the Gardens of the Zoological Society. S 
W. A. Hopkins, R.N., and members of the staff o the pathological 
de t of a naval hospital have readily and eagerly granted me 
facilities fot work in their laboratory. ' Surgeon Vice-Admiral Sir 
Sheldon Dudley has always a stimulating effect on any worker, and 
at alb times encouraged me, so that the occasional minutes and hours 
of cal inactivity inevitable in war have not been idly spent, and 
AV: made to on, though feebly, the spirit 
and tradition of the Founder of our Museum, who the fleeting 


n Commander 


hour for Science, even amidst the distractions and disorders of war. 
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‘ENTERITIS ‘IN A NURSERY HOME ASSO- 


BY 


1G. ORMISTON, M.D, M.R.C.PEd. 
- JOAN- TAYLOR, MB., B.S. B.Sc, D.P.H. 

Pi A . AND 

G) S. WILSON, M.D. F.R.CP., D.P.H. 
The followifig account of a prolonged outbreak of enteritis 
associated. with Giardia lamblia (G. intestinalis), affecting 
both children and adults in a nursery home for evacuees, 
is reported partly because little attention seems to have 
been paid in Great Britain during recent years to infections 


-with this protozoon and partly because there is reason to 
_suspect that the’ condition is commoner than is generally 


supposed. 

The outbreak’ occurred in a spacious country-house, referred 
to as the Grange, used both as a family residence and as a 
wartime nursery. The domestic arrangements of the two com- 
munities were separate, but there was naturally a good deal 
of communication between the ‘two sides of the house. Con- 
sequently, the entire population, numbering 51 in Jan., 1941, 

* A Report to the Medical Research Council from the Emergency 
Public Health Laboratory, School of thology, Oxford. : 
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was exposed to the infection, and 86% showed signs or 
symptoms as a result. ' ‘ 

The infants, 31 in all, of both sexes, and aged at the time 
of. admission from 4 to 16 months, came from poor working- > 
class homes in or about London. They were cared for by 
eight nurse? under the supervision of a matron with special 
paediatric training. The nursery accommodation was ample 
and reasonably well adapted to its purpose, and the manage- 
ment of the children very satisfactory, so:that a detailed 
description of the hygienic arrangements may be omitted. The 
first batch of infants arrived at the home on July 18, 1940, 
in good health. Included were twin sisters aged 16 months ` 
and a boy of 13 months, all of whom had loose stools: on 
July 29; these were the first to be recorded. Within another 
week 3 more, and within six weeks all-the infants, had loose 
stools. Further infants joined the nursery in Aug., Sept., and - 
Nov., 1940, and in Jang 1941, and all but 3 became ‘similarly 
affected within a month—2 within as short a Period as’ seven, 
days and 2 within nine days. 

Some of the adults soon began to have diarrhoea as well, 
Two nurses were attacked early in August, and other nurses, 
and the family in residence and most of their servants, in the 
months that followed. Symptoms in the nurses appeared within 
10 days to 8 weeks of their arrival. Several months elapsed 
before some of the house servants had diarrhoea, but this can 
probably be explained by the fact that they had less contact 
with the children than the nurses and the private residents. 

Between July, 1940, and Jan., 1941,-28 out of 31 infants 
were affected and 16 out of 20 adults. The more intensive 
phase of the outbreak.extended from Aug. to Dec., 1940, during 
which time additional children arrived at the nursery in small 
groups: From Jan., 1941, the acute episodes were less in evi- 
dence, but the trouble continued to smoulder until May, when 
treatment put-an end to it f 

Symptoms P ; 

Infants:—In nearly all: cases the earliest sign of infection 
was looseness of the stools. This,did not at first arouse 
anxiety. The infants were given grey powders and were not 
confined to bed. A few of them rapidly got worse. The 
stools became fluid, pea-soup or dark green in appearance, 
and increased in number up to ten a day- No blood was 
seen. There was repeated vomiting, dehydration, loss of 
appetite and weight, and sometimes a rise of temperature to 
100° F.’ In one case at least there was severe abdominal pain 
and tenderness.” Recovery from this acute, phase took place in. 
a few days, but was sometimes delayed for two or three, weeks. 
These urgent symptoms appeared quite soon in some of the 
infants, but in others they were preceded by a mild form of 
diarrhoea for several weeks. In all, 9 infants were severely 
ill ; 2 of them had to be removed to hospital, where they died. 
In the renfaining 19 infants the initial symptoms were less 
striking. Once started, the enteritis continued for a few days 
to a month or more. The stools were generally ‘loose, though 
persistently fluid in a few cases, brown or green, often with 
‘a noticeable excess of mucus, but without blood, and number- 
ing two to four ın the 24 hours. Some of the infants vomited 
on several consecutive days or intermittently. ‘Systemic’ effects 
were mild, and the infants. were not confined to bed. A 
chronic stage followed the initial acute or subacute attack, 
except in the 2 fatal cases and in 2 that cleared up completely. 
In 7 cases: diarrhoea was persistent till therapy was instituted. 
Soft green or brown stools were passed every day. One of ~- 
the patients had loose green stools for seven months, and 3 


* whose stools were always fluid suffered impairment of appetite 


and growth. In the remaining cases the diarrhoea was inter- 
mittent, taking the form of subacute attacks lasting for two to 
four days or longer, every few weeks. Again the.stools were 


.loose, green or brown, or else fluid. As the attacks subsided 


in some of the infants the stools became large, soft, and white 
before they were normal. t 

Adulis—Of the adults affected 6 were nurses, 4 were 
members of the resident family, and 6 were servants in their. 
employment. Only 3 nurses and 1 servant appear to have been 
free from symptoms. In general, members of the nursing staff 
were the first to be affected,'and the domestics the last. The 
onset was somewhat different from that in the children.’ There 


~and none was acutely ill when seen. 


eS T 


; was no prodromal period of mild diarrhoea, but a sudden acute 


and usually violent attack of diarrhoea accompanied by more 
or less severe abdominal pain. The stools were dark, very loose 
or fluid, and numbered 10 to 20 or more in the 24 hours. Blood 
was never noticed. The pain was of a griping nature, usually 
in the lower abdomen, but in some patients located in the 
epigastrium or the night hypochondrium.. Vomiting was 
frequent. Additional symptoms in order of frequency were 
giddiness, loss of energy, weakness or faintness, anorexia, head- 
ache, nausea, flatulence, backache, and fever. When the attack 
was over there was usually a rapid convalescence. About one- 
third of the 16 adults affected had one attack, a like proportion 


„had two, and the remainder three attacks before treatment. The 


interval between the attacks varied from four to eight weeks. 
One nurse had prolonged attacks at short intervals over ‘a period 
of three months. She kept at her work, but suffered from lack 
of energy and “ pain in the stomach and back, especially when 
carrying anything or making the cots.” Two other nurses stated 
that after their last attack they had never been really free from 
diarrhoea, and often felt weak and faint. These nurses had 


apparently entered a chronic symptomatic stage of the infection 


like the children. The other adults felt perfectly well between 
attacks, and many of them remained free of symptoms for some 
months. No physical examination of the adults was made either 
before or after treatment, as all were engaged in their affairs 


Bacteriological Investigations 
At the request of Dr. Cowan, medical officer of health, 
Gloucestershire County Council, the Oxford laboratory was 
asked to investigate this outbreak. ` The Home was first visited. 
on Jan. 29, 1941. Bacteriological examination of the stools at 
a neighbouring laboratory had shown organisms of the paracolon 
group in several specimens, and it had been suggested that these 


‘were probably. water-borne. There were two water supplies 


available’ for the nursery, and both had appatently been con- 
demned by local‘ analysts. Our investigation of the two water 
supplies showed that they were collected from a hillside 
under almost perfect conditions, and both bacteriological and 
chemical examination confirmed their freedom from excreta] 
pollution. So 

There were two milk supplies—one to the nursery and ,the 
other to the private residents. A sample from the’ nursery 
supply proved to be of relatively poor bacterial quality. Since, 
however, all milk and water for the children was boiled, it was 
difficult to believe that they could be responsible for the 
outbreak, , 

Specumens of faeces from 25 children and adults were 
examined for organisms of the dysentery and Salmonella 
groups, with completely negative results. Blood serum from 
4 of the adults was tested for agglutinins against organisms of 
the Salmonella, dysentery, Brucella, Proteus X, and Leptospira 
groups—again with negative results. Further faecal specimens 
were. obtainèd in February from 8 children with recent or 
current diarrhoea, special arrangements being made for their 
receipt at the laboratory within a few hours of collection. 
These were examined for protozoa. Five of them contained 
Giardia lamblia in either the free or the cystic form, three in 
very large numbers. Since, according to Dobell (1921), the 
infection rate, ın this country is between 4% and 9% for adults 
and 14% and 40% for.children, it seemed desirable to obtain 
further information on the frequency of this parasite in the 
Grange. Accordingly on March 3, 1941, specimens of faeces 
were examined from 29 children and 22 adults. ; 

The method we used consisted in rubbing up amall portion 
of the faeces on a slide in a 1% solution of eosin with a wooden 
toothpick or platinum spatula, so as to make a moderately 
opaque suspension. A cover-slip was applied, and the prepar- 
ation was examined at once under a 1/6-inch objective. 
This method has the advantage of providing a pink background, 
against which thè unstained’ protozoa can be distinguished 
readily by contrast. Giardia appears as a pear-shaped body 
about 10' to 20 » long by 6 to 10 „ wide in the free form, and 
10 to 13 » by 8 to 9 p in the cystic form, having a faint bluish 
tinge. Little structure is visible, but if a second preparation 
is made in a drop of Lugol’s iodine, the nuclei, the axostyles, 
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‘and other details can: often be seen, 


TABLE I.—Frequency of Giardia.lamblia in. Faeces >. \ 








. %4 Positive, 





The proportion of children carrying Giardia‘ was higher than ‘ 


‘that of adults. Taking both together, no less than 37% of the 
“51 persons examined proved to be infected.’ An analysis of 
these figures was made in relation to ({) the presence of loose 
„ Stools at the ‘time of examination; and (2) a history of continual 
or intermittent loose stools: for «some months previously 


(Table wD. 
"Taare 1. Frequency of: Giardia lamblia in Relation to Diarrhoea 








C. History of inter- 
mittent or con- 
tinual loose _ 

+ stools for some 

D. No hist ti 
o history o 
termi i 








10 1 25 





' From Table I it is seen that the- proportion of persons 


harbouring Giardia was more than twice as great in those with’ 


loose stools at the time of examination as in those without. 
The numbers, however, are small and the odds against gétting 


./ such a distribution by chance alone are ngt more than 27 


` tion of “Giardia with chronic enteritis 


` 


‘toil. i The proportion of persons harbouring Giardia was, more 
than three times as great in those with a history of intermittent 
or continual loose stools for some months as in those without, 
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infected ; the other, who had joined the staff only three weeks 
previously, had not suffered from enteritis and had no Giardia 
in her-stools. Ali food was prepared in the cottage, and‘ no 


: communication, except by the matron, was permitted between 


the inhabitants ‘of the cattage and those of the Grange. Before 


` treatment began, and-again after the conclusion pf the first 


course of treatment, the cottage was thoroughly cleaned and 


. disinfected, 


and the odds against such a distribution are over 37,000 to 1. - 


” There appeared, therefore, to be little doubt that the associa- 
was more than 
coincidental. . When it is remembered that Groups B and D 
were not strictly ‘control groups, practically all the patients in 
these groups having suffered at one time or another from 


diarrhoea, the association becomes even more significant. .It. 


is hardly necessary, however, to point’ out that such~-an 


association does not prove the causal relationship of Giardia, 


. to the ‘enteritis, but it does add weight to other evidence that 
may be, brought in favour of this assumption. 


i Treatment . .. 

Since Brumpt (1937) recorded his finding that mice infected 
with -Glardia muris could be. rapidly feed from infection by 
the, oral administration of quinacrine, several workers have 
successfully applied ‘this treatment to human- beings. Galli- 


Valerio (1937), Love and Tayloe (1940), Voltrina, | (1941), 


Nutter, Rodaniche, and’, Palmer (1941), and Hartman and 

Kyser (1941) used atebrin ; but .de Muro (1939) and Grott 
(1939) obtained better results with acranil, a hydrochlorate of 
a, new acridinic compound prepared by Bayer. Atebrin and 
quinacrine, it.may be noted, are different names for the same 


substance, Chemically this substance is-an acridine compound _ 


related to the antimalarial plasmoquine, but differing froin it 
in the substitution of. the acridine for the quino e nucleus ; 
it has therefore no direct Telationship to quinine: Since acranil 
was. unobtainable we decided to try quinacrine. . 

Six ‘children who were heavily’ infected with Giardia were 
‘transferred to'a cottage some distance from the Grange and 


put in charge of two nurses. One of these was heavily | 


aye 


‘ 


. Feb., 


Tablets containing 0.1 g. of quinacrine -were obtained from 
Messrs. May and Baker. The children, ‘all of whom were 
under 2 years of age, were given one-sixth of a tablet, and the 
‘infected nurse one tablet, three times a day for five days. As 
the drug is very bitter the tablets were not pulverized, but were 
mixed with the food at the end of a meal. A drink of milk 
was given immediately afterwards. The nurses were instructed 
to keep the children’s bowels well open and to watch for toxic 
symptoms. . These comprise persistent headaches, severe 
abdominal pain, cerebral excitement, and acute restlessness, 
and are best treated by the administration of purgatives, large” 
doses of alkali, and plenty of sugar. The first course of treat- 
ment lasted from May \12 to May 17, 1941. Examination of 
the stools on May 19 showed that they were all’ free from 
Giardia. As none of the patients had suffered from toxaemia, 
and as the probable: duration of the apparent cure was in 
doubt, it: seemed wise to repeat the treatment. This was 
carried out between May 21 and May 26. Samples of faeces 
collected on the last day again proved negative. 

The success of this treatment, as indicated by the disappear- 
ance of Giardia from the stools, seemed to warrant its 
application to ,the remainder of the children at the Grange. 


“Accordingly 25 children, of ‘whom 13 were known to be 


infected, and 13 adults, of whom 5 were known to be infected, 
received a‘-first -course’ of treatment between June 5 ‘and 
June 10, and a second course between June 15 and June 20. 
Stools taken on Jume 11 after the first course and on June 24 
after the second course all proved negative. Before and after 
the first course the nursery portion of the Grange was 
dišinfected so far as possible in order to reduce the opportunity 
for reinfection. Apart from insomnia in some of the adults, 
and occasional slight yellow coloration of the skin and urine, 
no untoward effects were caused by the drug. 

The stools of many of the patients were re-examined at 
intervals up to Feb., 1942. During this time only two of the 
previously positive children relapsed or became reinfected—it 
was impossible to say which. One showed a few Giardia in 
the stools in Aug., 1941, and the other a very scanty infection 
in Feb., 1942. Two fresti cases, however, were detected in 


. children and one in a nurse whose stools had been repeatedly 


negative. These occurred ‘in July and Aug., 1941, and in 
1942. All five cases cleared up at once after a single 
course of quinacrine treatment. So far as the elimination of 
Giardia infection was concerned the treatment was yndoubtedly 
sucessful The failure to achieve complete ‘sterilization may 
perhaps have been due to the presence of infection in two or 
three of the adults who were unwilling cither to provide stools 
for examination or to undergo treatment. 


Clinical Results of Treatment 


Before treatment statted, and again 8 to 9 months later, 
the children were physically examined, and blood counts were 
made on a number of those who were most heavily infected. 


,At the first examination, 5 to,9 months after their admission, 


most of the 31 infants were fairly well nourished, but 26% had 
skin infections of one type or another, including eczema, and 
in 40% muscle tonus was poor. Many of them had diarrhoea , 
or loose stools at the time, or gave a history of enteritis in the 
recent past. At the second examination their nutritional state 

and general well-being had improved; only 4% now had skin ` 
infections, and muscle tonus was good in all but 16%. Diarrhoea 
had ceased for several months and loose stools were unusual. 
We had hoped to find out whether the beneficial effect of treat- 
ment was reflected in the rate of growth, but we were unable 
to make use of the figures available because the weight and 
height of the infants were taken at irregular intervals, and the 
numbers falling into appropriate age periods Were too small 
for comparison with normal] standards. In the adults diarrhoea 
had likewise Resse, and those who on previously” suffered 
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from abdominal discomfort, weakness, giddiness, and anorexia 
Mow, appeared to be quite well again. 
Before treatment the average number of red blood cells in 
7 of the infected infants studied in April, 1941, was 4,700,000 
per c.mm., and of white blood cells 8,100 per cmm. After 
treatment thé corresponding figures obtained in Feb., 1942, on 
the same infants were 4,800,000 per c.mm. and 11,000 per c.mm. 
respectively. These differences are of little importance. The 
haemoglobia content of the blood, on the other hand, showed 
a considerable rise. Before treatment the figures varied from 
60 to 88%, with an average of 74%, and after treatment from 
80 to 94%, with an average of 85%, thus showing an average 
_increase of 11%. Before‘treatment some degree of hypochro- 
Masia, polychromasia, and basophilic stippling was common, 
whereas after treatment the red cells were normal except in one 
child ın which they showed slight anisocytosis. A remarkable 
feature of the differentiat white cell counts in Feb., 1942, was 
~the finding of a mild degree of eosinophilia, varying from 
4 to 14%. Observations on two occasions for Enterobius made 
by the cellophane swab technique were negative, so that a 
helminthic infection seems improbable. What the explanation 
is must remain undecided, but it is thought worth while 
reporting this finding in case others meet with a similar degree 
of eosinophilia in Giardia infection treated with quinacrine. 


` Discussion $ 
It is not our purpose here to discuss in detail the evidence for 
and agamst the pathogenicity for man of Giardia lamblia. 
Those wishing for fuller references should consult papers by 
“Lyon and Swalm (1925), Véghelyi (1938), Manson-Bahr (1940), 
and McGrath, O'Farrell, and Boland (1940). Opinion is 
divided between those who regard this organism as a harmless 
parasite and those who believe that it may give rise to symptoms 
of disease. ’ £ 
So far as children are concerned one of the most careful 
of recent studies is that of Véghely: (1938, 1940), wbo made 
observations on 92 infected and 92 contro! children aged 2 to 
17 years at the children’s clinic, Budapest. He found that in 
the infected subjects the occurrence of anorexia, headache, 
dizziness, abdominal pain, irregular bowel movement, and 
anaemia was much more frequent than in the controls. Of the 
infected children 86% were below average weight and 75% 
showed signs of disease. Studies in the laboratory revealed 
that fat absorption was defective, and that excretion of biliary 
pigment in the urine was much below normal. Véghelyi 
attributes this to the mechanical effect of the parasites in 
covering to a greater or less extent the wall of the intestine and 
rendering it impermeable. ‘The resulting interference with 
absorption he regards as being sufficient to account for the 
anaemia and retardation of development. Great clinical 
improvement followed eradication - of the organism by 
acetarsone, ° 
Hartman and Kyser (1941), who described 100 cases of 
Giardia infection at the Mayo Clinic, all but 5 of the patients 
being over 14 years of age, found that 89% had symptoms 
of illness. The commonest complaints were diarrhoea and 
abdominal pain. In a small number of cases which were 
treated with atebrin and followed up, clinical cure resulted. 
Nutter, Rodaniche, and Palmer (194f), in a study of 14 
infected adults, noted the following symptoms in order of 
frequency: diarrhoea, fatigue and weakness, abdominal pain 
and flatulence, blood in the stools, insomnia, dizziness, nervous- 
ness, and loss of weight. The symptoms disappeared after 
treatment with atebrin. 
* Our own observations support the’conclusions of other recent 
workers in indicating that Giardia infection may not be without 
. a detrimental effect on the health of the patient, It is difficult 
to estimate the exact part played by this organism in causing 
enteritis at the Grange, since other causes cannot be excluded 
with certainty. During the last two or three winters a disease, 
which for want of a better term we refer to as “ non-specific 
enteritis,” has been common in many parts of the country, 
giving rise to acute transient attacks of vomiting and diarrhoea. 
Opportunities for a thorough examination of cases have been 
few, but so far we have failed to find any evidence of bacterial 


+ or protozgal infection. This disease may have been responsible 


for some or all of the acute cases of enteritis at the Grange, 
e 
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though probably not for the chronic cases. The higher 
frequency of Giardia in the patients suffering from chronic 
diarrhoea than in those with normal stools is very suggestive ; 
but too much weight should not be put on this finding alone, 
since there is presumably a greater chance of finding cysts in 
the faeces when the stools are Joose than when they are normal. - 
Taken, ho r, in conjunction with the clinical'improvement 
after treatment, it does suggest fairly strongly that the presence 
of Giardia was more than a fortuitous association. 

Undoubtedly one of the factors that has most influenced 
recent opinion in favour of regarding Giardia as potentially 
pathogenic is the disappearance of symptoms, even of long- 
standing diarrhoea, after treatment with one of the new specific 
remedies. Such an observation was not possible for a worker 
like Boeck (1927), who, on statistical grounds alone, was 
unable to satisfy himself that Giardia was more than a 
harmless parasite. ; 

How infection was introduced into the Grange 1s not known. 
The matron who opened the nursery, and who shortly after- 
wards left, was suffering from enteritis on her arrival ; she may 
have been responsible, but this can be no more than a surmise. 


Summary and Conclusions 

An outbreak of enteritis, much of it of a chronic type, 
affecting a high proportion of both children and adults in a 
residential nursery for evacuees is described. 

Giardia lamblia was found ın 71% of children and adults 
having loose stools at the tıme of examination and in only -> 
32% of those with normal stools. 

Giardia lamblia was found in 82% of children and adults 
with a history of,intermittent or continual loose stools for some 
months and in only 25% of those without such a history. 

Cure of the infection was quickly and successfully accom- 
plished by the use of quinacrine, given in two 5-day courses. 

The symptoms—chronic diarrhoea and some degree of 
anaemia in the children, and diarrhoea with giddiness, loss of 
energy, anorexia, headache,'and epigastric discomfort im the 
adults—disappeared after treatment, and the genera] nutrition 
of the children improved. 

The high frequency of Giardia in the stools of the patients 
with long-standing diarrhoea and the favourable effect of 
treatment suggest that this organism may have been responsible 
for the chronic enteritis observed ın the nursery. Further 
observations, however, are necessary to establish the exact 
degree of pathogentcity of Giardia for man. 


We should hke to express our thanks to Dr. Cowan, Dr. Goodwm, 
Dr. Gordon, Lady Ismay, and Sister Houchin for their generous 
help in investigation We are particularly indebted to Prof. 
Leiper of the London School of Hygiene and Tropical Medicine not 
only for his frequent advice but for showing us an advance copy 
of the report to the Medical Research Council on the incidence of 
protozoa and helminths ın the faeces of certain groups of the 
population in this country which Miss Young made while working 
in his department 
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F. Chfton and S. M Lard J R.A M C., 1941, 77, 318) record 


. two cases of acute meningococcal. conjuncuvitis m soldiers aged 21 


and 23. In both a diagnosis of gonococcal conjunctivitis had been 
made before admission to hospital, but the absence of any evidence 
of infection in the genito-urinary tract suggested that the correct 
diagnosis was one of meningococcal conjunctivitis. One patient bad 
received sulphapyridine before cultures were made, but in the second 
case the diagnosis was confirmed by bacteriological examination. 
Neither case showed clinical evidence.of involvement of the, ecrebral 
nervous system. ` 
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7 costo-chondral junction and there was no tenderness. Investiga- 


i CASA TIETZE’S i 7 ' tions: Blood W.R., negative ; white cell count and differential, 
za . S DISEASE 3 - normal; B.S.R., normal ; sputum, nothing significant; Widal, 
(NON-SUPPURATIVE NON-SPECIFIC SWELLINGS OF- negative. : 

`O RIB CARTILAGE) ` Case 2.- A 24.—Admitted :complaining of cough and 

: : -  pain-in the left chest, the latter of two weeks’ duration. A 

- 2 ae BY e comrade a a his ee toa umg a the keg “UPD Et 

7 ; . ' $ chest at the time of onset of the pain. On admıssion he~was 

-1 A. MORTON GILL, -M.D., M.R.C.P. ` -~ afebrile, and presented the signs of chronic bronchitis -and 
i R. ARDEN ‘JONES, M.B. r em. A swelling was visible at the second left costo- - 

i 5 > chondral junction—firm, smooth, and tender on pressure. 

y ` AND ‘ my Spontaneous pain was not present. j ne overlying skin was 

= . = normal. Three' weeks later, when last seen, the lump was 

LEO “POLLAK, M.D.Vienna smaller and was no longer tender. Investigations : No material 

(From the Medical Division of an E.M.S. Hospital) j could be obtained on needling; culture, sterile; radiograph, 


. negative; Widal, negative; white cell count-and differential, 
” In 1921 Tietze. described 4 patients aged from 28 to 50, normal; B.S.R‘, normal; sputum, pneumococci predominant ; 


$ - : ; P blood W.R:, negative. 
. 3 females and 1 male, who all showed:the same clinical Case 3. Aged 21—Developed brorthitis following appendi- 


picture VIZ; -swellings of costal cartilages | of insidious cevtomy, and, five days later, pain in the left chest. Tempera- 
Onset associated with little-or no constitutional disturb- ture 99°. Six days at his this he noticed a swelling of the chest, 
añce, spontaneously painful, and with a prolonged course and on‘ examination there was a visible prominence in the 
characterized by fluctuations in the size and tenderness’ Tegion of thé seventh rib cartilage, extending about 2 in. along 


; . the-costal margin and involving the sixth and eighth cartilages. 
of the swellings. Though one case was followed for over The swelling was hard, and was confined to the cartilages, the 


` a year, no ‘signs of suppuration developed. The lesions, intercostal spaces being normal. On discharge some three 
were firm and were confined to the cartilages, which weeks later the tenderness had gone, but the swelling was still 
- appeared to be expanded locally. The skin over them was Present. As in the previous’ cases, all investigations were 


: “te negative. 
normal and freely movable. . In óne the~intercostal Case 4. Aged 29-—He had noticed, ten days after 


space was filled by the mass. In two patients, aged 42 and’ pneumonia, a painful tender swélling in the right upper chest. 
50, radiographs showed calcification of the cartilage, but This to a large extent subsided during the next two months, 
this may have been coincidental. but a month later, following a common cold, it reappeared, 

Bh DA 2 Se an ae vo _ . and -on admission to hospital'a diffuse, smooth, firm, tender, 

In reporting these cases Tietze stressed his ignorance of their’ ill-defined swelling was visible and palpable in the right upper 
nature and the fact that, although he had encountered them chest, involving the first, second, and third costal cartilages 
all in a short space of time, he had not previously seen a similar and filling up the intercostal spaces. Laterally it extended to 
condition and could find no reference to earlier descriptions the anterior axillary line. The overlying skin was normal. 
of such kases. Following Tietze’s paper, Harttung (1923) There was no fever. This patient has been observed over a 


descri simil A A total period of nine months, during which time the pain and 
bed a very ar case which he also had seen in 1921. tenderness, and the size of the swelling, have altered only 


Radiographs disclosed no changes, but biopsy of part of the ` PA wae F 
diseased cartilage revealed calcification and fibrosis. He referred slightly, the. condition a ot substantially unchanged ied 
pian’ f i x date, Occasionally there has been fever up to 99°, Investiga 
also to another caso reported in'1921 at the Medical Society of sions; B.S.R:, 8 mm. in !“hr. (Westergren); white cell count, 
Breslau by Froehlich, in which four rib cartilages were involved normal; blood W.R., negative: Widal, negative: blood cal- 
and which had developed during the course of-ofe year. At cium, normal; radiographs showed soft-tissue shadow in the 
` the’ same meeting Kuettner, in the discussion on this case, region of the swelling, but no bony abnormality; needle 
mentioned several’similar cases, in one of which biopsy showed exploration, negative. 
‘small nodules consisting of fibroblasts and many giant cells- , Biopsy of Case 4 (Mr. John E. Rowlands)——At operation an 
No further references have been found in the: literature since „incision was made directly over the third right costal cartilage 


; E -< . ‘extending 4 in. laterally from the edge of the sternum. There 
that time, except for a paper by two Japanese authors, Satani `. was a spindle-shaped enlargement of the cartilage. The inter- 


and Fujii (1937), who reported 9 cases of! Tietze’s disease costal spaces above and below were encroached upon by this 
occurring in under-nourished women. Radiographs showed in swelling, but were clearly definable from it. The tissue of the 
one case atrophy of the rib cartilage, and in another shortening spaces was oedematous and abnormally vascular. but was not 
of the rib and calcification of the cartilage ; in all other cases ‘infiltrated by the tumour. The swelling was incised and a 
radiology revealed no abnormality. Biopsy in these cases wedge-shaped piece removed. It had the appearance of normal 
evealed fibrosis, ossification, and atrophy, there being neither cartilage. : 
granulation tissue nor pus. ` 4 Histology ee 4 Os A.M. Parrett = The section eee 
During the last few months we have observed 5. young 22 unmistakable resemblance: to cartilage, the cells bemg 
A f f RER . REAA enclosed in spaces the typical cartilaginous matrix. Along 
soldiers showing the HEVE ee by Tietze, and-owing one border (apparently the periphery of the nodule) the cells 
to its rarity we have considered’ these cases worthy -of record. were flattened and small, and at the extreme edge here the 
That this condition should have been encountered so frequently appearance of the tissue- approached that of collagenic fibrous 
in such a short period indicates that at present it is no longer tissue; elsewhere in the section the cells were for the most 
so rare as the scarcity of references suggests. Personal com! part much larger, and the miatrix stained more deeply with 
munications tend to support ‘this contention “and confirm its aematoxylin. Here, too, the cells were not arranged so 
former rarity. 7 ` 2y regularly in pairs, groups of 6 to 8 cells_being frequent. A few 
aa ~ ie * rather wide blood spaces and more abundant smaller ones were 
ae - Case Reports HAIR ` present ; -alsô areas (apparently corresponding to the opaque 
Case I. Aged 27.—Six days before admission the patient streaks seen with the naked eye) having a fibnllar structure, 


had noticed a tender swelling in the left-upper chest, followed and as the fibres stained deep red with van Gieson’s stain thev , 


in the left chest. Rrevious health: good. On admission: _ inflammation. f ; - 
temperature 102°; signs of bronchopneumonia at both bases. Conclusion—The nodule was composed of cartilage, and on 
There was a visible swelling of the second left costal cartilage histological grounds alone it would be difficult to say that it 
vat the costo-chondral junction. This-was of firm elastic con- was not,a piece of normal costal cartilage. However, it would 
sistency,-and arose from the second cartilage, but its upper do equally well for a chondroma. 
limits were ill-defined. and extended -upwards to- become con-, Case 5. Aged 19.—Developed rheumatic fever with pneu- 
tinuous with the first costal cartilage. It was tender on pressure, monia following tonsillectomy, and seven weeks ‘later com- 
but not spontaneously painful. , The overlying skin was normal. plained, of pain in the second right costo-chondral junction, 
Radiographs showed no’ abnormality. - With treatment, in- examination of which revealed a tender’ swelling in every 
* cluding sulphapyridine, the bronchopneumonia résolved, but the way similar to those previously described. Ten“ days later the 
lump, though less tender and slightiy smaller, remained four pain and tenderness had disappeared, but a slight enlargement 
weeks After- the onset: However, when last seen, some four of the costo-chondral junction persigted. As in the oter cases, 
weeks later, there remained only `a slight thickening of the all investigations were negative. ë j 


threo days-lajer by malaise, shivering, fever, cough, and pain were presumably collagen fibres. There was no evidence of 
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Commentary 


In an analysis of the relevant literature it is unnecessary to 
refer to the frequent accounts of osteomyelitis of ribs due to 
typhoid, tuberculosis, syphilis, or pyogenic infections, as in the 
cases here reported there was no evidence of any bone disease. 
With regard to conditions confined to rib cartilage, Staehelin 
(1940) remarks that little is to be found on this subject in the 
literature, and we have been unable to trace any: reports in 


? 


‘English of cases similar to the above. 


It is evident that, clinically, the cases here recorded closely 
resemble those described by Tietze and subsequent authors, 
and it seems probable that they represent the same morbid 
entity. The association with respiratory tract infections has 
not previously been noted. In each case the swelling was 
noticed by the patient himself or by a friend, and clinically 
it could not be disregarded. No fever which could not be 
attributed to other causes was present, except in Case 4. In 


` each instance the swelling persisted for some time after the 


respiratory infection had subsided, and we were unable to 
observe complete return to normality in any case before dis- 
charge from hospital; indeed, Case 4 still presents symptoms 
and signs nine months after the onset. Special investigations 
have failed to throw further light on the aetiology of the 


* syndrome. : 


With regard to the morbid anatomy, in a description of the 
biopsy findings Tietze writes: “The histological examination 
shows chondral tissue, the irregular arrangement of which 
suggests neoplasm, but there are no signs of malignancy. I 
therefore removed the entire mass, which consisted of two 
cartilages and part of the sternum. To our surprise the 


cartilages were not abnormal ; the soft tissues, perichondrium, 


muscles, fascia, and ligaments were thickened, but micro- 
scopically did not show any inflammatory changes. The 
cartilages showed histological changes, described above, and 
here and there calcium deposits and dissolution into fibres.” 
The similarity of this description to the findings at biopsy in 
Case 4 of our series is striking. a 

In discussing the aetiology Tietze tentatively suggested that 
the condition represented a dystrophic change in the cartilage 
analogous to the bone disease of nutritional origin which was 
prevalent in Germany in the early 1920’s; but there has been 
no evidence of malnutrition in our patients, all young soldiers 
of good physique. A 7 

We cannot throw any light on the pathology of these: 
swellings. Tietze's cases were all observed at a time when 
nutritional conditions in Germany were at their, lowest ebb. 
This does not entirely apply to our cases, since, although the 
national dietary has altered, it is agreed that evidence of 
general malnutrition is lacking. Nevertheless, qualitative 
changes of which we are ignorant may be of aetiological 
significance.e 

Summary — 

‘An account is given of a syndrome first described by Tietze 
in which non-suppurative non-specific swellings appear affecting 
tib cartilage, and 5 cases are added ‘to the 16 already recorded. 


The association with respiratory tract infections has not 
previously been noted. E 


Thanks are due to Dr. F. R. Berridge for the radiological examina- 
tions and to Dr. O. Morrey for all other special investigations. Our 
thanks are also due to Mr. John E. Rowlands and to Dr. A. M. 


Barrett. 
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D. Skinner and J. E. Edwards (New Engl. J. Med., 1942, 226, 8) 
record two cases of subacute bacterial endocarditis caused by. an 
enterococcus in men aged 72 and 60. In the first case symptoms of 
endocarditis followed prostatectomy, and death took place seven 
months later, The necropsy showed typical vegetations on the mitral, 
aortic, and tricuspid valves. The organism (strain A) was recovered 
from the blood, vegetations, and an extracted tooth. In the second 
case the symptoms developed in a patient who had had cardiac 
decompensation for six years. The necropsy showed old rheumatic 
heart disease with vegetations on the mitral valve. The organism 
(strain Of was recovered from, the blood before death and from the 


vegetations post mortem. » i 


THE CHEMICAL LUMINESCENCE TEST 


FOR BLOOD- 
FORENSIC AND CLINICAL APPLICATIONS 
° BY 


JOHN McGRATH, M.D., M.Sc. 


(Department of Medical Jurisprudence, University College, 
Dublin) 


‘Although it is now some years since Specht (1937) first 
, Suggested the use of chemical luminescence for the identi- 


fication of suspect blood-stains, it would seem that no 
references to the method have as yet appeared in the 
English literature. This reaction ha’\been of considerable 
practical value in many technically difficult- medico-legal 
cases -and merits description. Its forensic use has led 
to other applications, and the clinical adaptation now 
described is simple and very delicate, though it has the 
disadvantage that it must be observed in the dark. 


Gleu and Pfannstiel \1936) described the preparation of 
3-amino-phthalic-acid- hydrazide-hydrochloride, and indicated 
that the alkaline solution, with the addition of hydrogen 
peroxide or sodium peroxide, produced a typical chemical 
luminescence with haematin. This reaction is the basis of the 
luminescence test for blood. One of two solutions may be used ; 
they yield identical results: 


A. 3-anuno-phthalic-acid-hydrazide-hydrochlonde 1 g. 
Sodium peroxide ii 3 oe a 5 
Distilled water P . 1,000 ml. 

B. 3-amino-phthalic-acid-hydrazide-hydrochloride 1 g. 
Sodium carbonate af i : by 50 g. 
Hydrogen peroxide (10 vol.) " 50 ml. 
Distilled water .. z 1,000 ml. 


These solutions may show a trace of ınherent luminescence. 
This is of no practical disadvantage, but may, if desired, be 
eliminated by the addition of a trace of indazolon-4-carboxylic 
acid. The solutions are effective when freshly prepared, and 
remain usable for years by the addition of about 10% of 20-vol. - 
hydrogen peroxide to reactivate the quantity of stock solution 
required for, a particular test. 


-Forensic Application 


In medico-legal cases blood-stains are normally identified by 
close inspection ; a chemical test such as the benzidine reaction 
to exclude negative stains; positive identification of blood 
spectroscopically and perhaps with the help of various 
microscopical preparations; determination of the source of 
the blood by-means of the precipitin reaction ; and, in suitable 
cases, possibly identification of the blood group. In a number 
of cases, however (and not infrequently those in which the 
evidence as to blood-stains may be of the utmost value), the 
stains may be obscured for various reasons and the discovery 
of. their position and content may be attended with more or 
less difficulty. The stains may be small in amount; they may 
be mixed with mud or ashes, or other interfering substance ; 
they may have been more or less cleaned away off, say, dark 
or dirty clothes, off the ground, carpet, or walls, or off a 


“weapon, and traces only may have remained in crevices or 


cracks; they may have been irregularly distributed in small 
amounts or difficult to discover on the ground, on dark or 
rusty or soiled or painted objects, or in cellars or other places 
not easily susceptible to complete and thorough examination ; 
they may have been changed by temperature, weather, and age. 
Ir still other instances the blood may be mixed with or 
simulated by other stains such as paint, oil, fruit juices, rust, 
etc. In these cases of difficulty the luminescence test is of 
especial value. 

The solution is introduced into an all-glass pressure-spray 
designed to produce a fine mist from a watery solution. When 
this mist falls on a stain containing haematin the result is 
a marked bluish-white luminescence which is clearly visible in 
the dark. The luminescence persists for some minutes and 
can readily be photographed. Very fresh blood-stains, con- 
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taining little haematin, show little luminescence ; but the older 
the stain, and the greater the proportion of haematin con- 
sequently present, the more marked and clear is the light effect. 
The method we use is to spray the suitably arranged suspect 
articles in a dark-room, or, in- a house, to arrange for the 
room or area to be darkened or to wait for night. 

We have experimented with a very wide variety df substances, 
and have found the reaction to be specific. There is no reaction 
with serum, bile, sputum, pus, seminal stains, “pleural fluid, 
earth, faeces, fresh or rotting vegetable material, various paints, 

“oils, metals, wood, wax, shoe-polish, or various other substances. 

Very slight traces of blood-stains contaming haematin, and 
not detectable to the naked eye, are readily apparent with 
the luminescence test. Nevertheless, in the present state of 
knowledge it is not suggested that tltis ‘test should be used 
as a final specific test for blood. After the site and extent 
of thé stain have been determined, it is essential to proceed 
through the complete routine examination. 

-The luminescence test has a special value in this respect— 

_ that after its application to detect the site of the blood-stain 
all of the further necessary tests may be applied to portions 
of the stain. The spray allowed to fall on the stain is 
preferably kept minimal in amount, and after marking or 
photographing the stain it is allowed to dty. The stain is 
then available for all the usual tests, and we have been unable 
to detect any difference in the reactions obtainable in stains 
which have been sprayed. with the reagent and-allowed to dry 
-and those which have not been so treated. Nevertheless, as 
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: CARDIAC’ MASSAGE 
AN EXPERIMENTAL STUDY 
- BY 


GEORGE A.- POLLOCK, M.S., F.R.C.S.Ed. 
(From the Wilkie Surgical Research Laboratory, University of 
Edinburgh) 


In the treatment of collapse under anaesthesia Hamilton 


Bailey stressed the importance of early and prolonged 


cardiac massage in addition to artificial respiration; the 
present record demonstrates this from the, experimental 
side. 

During an experiment on haemorrhagic shock a cat collapsed 
fronran overdose of ether, after the right carotid artery had 
been cannulated and the respiratory tambour adjusted, but 
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‘an additional safeguard, and to eliminate all possibility of 
error, we have in practice invariably adopted the precaution 
of running a control from a portion of the article which has 
been sprayed but which shows no evidence of staining. 


Clinical Application * . 

In the most direct and sımple form of the test the fluid or 
suspension of the material suspected of containing blood is 
placed in a test-tfbe. A small amount of the activated stock 
solution is added, and the resultant fluorescence, if any, is 
observed in the dark. Faeces may be:dried on a slide, and 
the test solution poured over it as with the benzidine 
reaction commonly employed. 

A positive-result depends on the formation of haematin from 
the blood originally present in the suspect maternal, and the 
greater the amount of haematin present the more marked is 
the reaction. The delicacy of the testein the presence of fresh 
blood may be enhanced in the following way: To the suspect 
fluid or suspension are added a few drops of NaOH solution 
(about 30%), the tube is shaken and haematin is thus formed ; 
the addition of the test solution will then produce a marked 
reaction if blood is present. Warming increases the brilliance 
of the fluorescence but shortens the duration. 

So employed, the test is remarkably delicate, and will show 
a clear: positive reaction with blood in dilutions over one in 
a million, ' 

3 REFERENCES 
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was given by means of a pump; while this was being carried 
out impulses transmitted to the heart from expansion and 
collapse of the lungs were .registered as minor fluctuations in 
the blood-pressure tracing. When artificial respiration was 
stopped these transferred fluctuations also stopped, and there’ 
was no sign of either respiratory or cardiac recovery. 

So certain was I the cat was dead that I was beginning to 
dismantle the apparatus, when I decided to try the effect of 
direct cardiac massage. Two minutes 40 seconds after 
breathing and heart had stopped, the heart was compressed 
regularly between the fingers of the left hand, which could 
be pushed up under the left costal margin, and the right hand, 
which pressed downwards on the left thoracic wall. After 
40 seconds an irregular rhythm returned to the heart; this 
was registered as an irregular fluctuation on the blood-pressure 
tracing. Massage’ was continued for 14 minutes, after which 
the heart began to beat regularly. The artificial-respiration 
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before bleeding had been begun. Immediately before the 
collapse respirations were 8 a minute and: the blood pressure 
was 150 mm. Hg. In 64 minutes respiration had ceased and 
the blood pressure fell to 14 mm. Hg. Artificial respiration 





pump was reconnected and the respiratory tambour adjusted. 
For one minute the heart maintained its recovery rate; but 
after the blood pressure had reached 74 mm. Hg it pegan to 
fall, as respiration had not bea re-established. Artificial 
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respiration was begun 15 seconds later (or ‘1 minute 15 seconds 
after the heart had started to beat). The blood pressure fell 


for 15 to 20 seconds longer, to 54 mm. Hg, and then rose ~ 


‘ steadily. Artificial respiration was continued until, after 
1 minute, voluntary spasmodic respiratory efforts began. Nine 
minutes after the first irregular cardiac contraction the blood 
pressure had risen to 132.mm. Hg, and there was a corresponding 
improvement in respiration and pulse pressure. 

The tracing gives a graphic record of the sequence of events, 
and demonstrates in a striking manner the completeness of 
recovery that- may be obtained ın cases of~ severe collapse 
under anaesthesia when the appropriate treatment 1s used in 
time. - - A 
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Parturition with Fractured Femur 


The following case, ın which the Roger Anderson method of 
treating fractured femur was applied to facilitate delivery, seems 
to be worthy of record. a 
.CASE’ REPORT 
The patient, a normally developed woman aged 27, sustained a 
simple transverse fracture of the shaft of the right femur in the 
- upper middle third on~March 21, 1941. She was ‘treated at 
first by skeletal traction on a Thomas-splint. This overcame 
the shortening and angulation, but it was found impossible to 
correct by manipulation a posterior displacement of the distal 
, fragment by nearly one diameter. There was very slow forma- 
tion of callus. Open operation with onlay bone graft was per- 
formed on June 23, when soft-tissue interposıtion was found 
1esponsible for the difficulty in reduction and the delay 1h union. 
After this, immobilization in-a plaster spica was continued for 
three months. The patient had had no menstrual period since 
Jan. 27, and when the plaster was removed she; was obviously 


"pregnant. After a period of exercises in bed she was allowed 


to walk in a calliper, union appearing satisfactory, but she 


- unfortunately refractured the callus and graft shortly after- 


wards. On Nov. 6 the femur was immobilized by the Roger 
Anderson half-pin technique, using two half-pins above and 
two below the fracture, and acor poratne the superior and 
inferior half-pin units in a plaster from groin to knee. This 
was very comfortable, and the patient was able to sit in a chair. 
At this stage she was transferred to the maternity department, 
and was“discovered to have a breech presentation with extended 
legs which could not be turned by external’ version. It was 
decided to let her go into labour, and to perform Caesarean 
section if there was any difficulty. The foetus was known to be 
small and the pelvis roomy. ~~ 
On Dec. 3 she went into labour spontaneously by rupture of 
the membranes at 10 a.m. Pains began 6 hours later, and the 
breech wasseen at the vulva two hours after that. Delivery was 
carried out in the lithotomy position, the injured leg being held 
by a nurse. In this position there was no difference from the 
delivery of a normal patient. The child was a healthy male of 
54 1b. The puerperium was uneventful. 7 
COMMENT 
“It would seem that the Roger Andefson method is extremely 
satisfactoryʻin this complication of parturition, and in fact the 
` only one which gives an absolutely free hand to the obstetrician. 
There is no reason why delivery should not be carried out in the 
lateral position if preferred, provided the leg in plaster 1s upper- 
most and is suitably held. $ 
With tbe Roger Anderson apparatus -not availáble, Mr. 
-. Norman Capener has recently suggested, and has successfully 
“used, 6-in. carpenters’ gimlets instead of the half-pin units. Two 
gimlets are inserted into the upper fragment so ‘that they lie in 
two planes and engage in the opposite cortex of the bone. ‘The 
> lower fragment is held by one gimlet and a transfixing 
Steinmann pin at the lower end. These are all incorporated in 
plaster from the groin to just above the knee. This method 
gives a somewhat more bulky, plaster ; but there is-absolute fixa- 
tion of the fragments, and it has proved very successful. 


I am indebted to Mr. Norman Capener for permission to publish 
the case, and tp Mr A. L. Candler for allowing me to deal with the 


obstetric side. 

G. BLUNDELL Jones, M.B., B.S, ` 
Resident Surgical Officer, Royal Devon and Exeter Hospital 
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Treatment of ‘Plantar Warts 


In common with the experience of observers € 
have been struck by the increased number of children 
coming \to my orthopaedic clinic in Rochdale with plantar 
warts. The treatment of these has in the past been very trouble- 
some and rather unsatisfactory. The opinion has been harden- 
ing that these warts are due to an infective agent, the exact 
nature of which has not been ascertained. Having seen the 
good results obtained in the treatment of impetigo by covering 
the patches with elastoplast and Jeaving the plaster undisturbed 
for a week or’ more, I determined to try a similar treatment 
for these warts.- As the infecting agent must be a much less 
virulent one than in the case of impetigo, I argued that the ' 
elastoplast must be left undisturbed for a much longer period 
in order to get the same effect. I accordingly began to treat 
plantar warts by covering them with elastoplast. The results 
have been uniformly ‘good. , 

Since March, 1940, 17 cases have been seen ;,of these, 9 have 
been completely cured (for details, see Table) and 8 later cases 
are still under treatment. I have used the ordinary 2-in. elasto- 
plast for the feet and 1-in. elastoplast for the toes. Wherever , 
possible the élastoplast has been put right round the foot or 
toe and overlapped a little, as that makes the bandage` more 
secure. The elastoplast is left undisturbed for at least 3 weeks 
(longer if possible), and the patients are instructed to keep the 
bandage dry and when a bath is being taken to keep the foot 
out of water. At the end of 3 weeks the bandage is remaved, 
the foot cleansed with methylated ether, and a new bandage . 
put on. This treatment is continued “until the skin is normal. 
Quick results must not be expected, but in nof one case have 
we failed to effect a cure. 
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My impression is that the longer the elastoplast can be kept. 
dry and left undisturbed the more rapid is the cure. This is 
confirmed in one or two of the cases.in which holidays have 
intervened and patients have waited an extra week before coming 
for treatment. Every treatment is carried out at the clinic, ` 
and the patients are instructed not on any account to disturb 
the plaster. Each case is seen 2 to 3 weeks after the treatment 
is completed to make sure that-there is no recurrence. ` 

The treatment is carried out for me by my physiotherapist, 
Mrs. Fletcher, to whom I am indebted for her care both in the 
details of the treatment and in the keeping of records. 


S W. Hirst BATEMAN, M.B., Ch.B. 
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At the annual general meeting of the National Birthday "Trust 
Fund the chairman, Sir Julien Cahn, reported that the Trust con- 
tinued to maintain the headquarters at 57, Lower Belgrave Street, 
providing accommodation for the Queen's Institute of District Nurs- 
ing and the College_of Midwives. The Analgesics Agpeal Fund had 
supplied 50 machines for administration of gas-and-air analgesia free 
of charge to hospitals and district nursing associations, etc., and 46 
at a nominal charge of £5, 36 of them to district nursing associations. 
The Fund had also supplied 48 machines to emergency maternity 
hospitals, under a scheme approved by the Ministry of Health, at 
purely nominal cost to the local aufhorities concerned. Sir Julien 
also referred to the report upon the nutrition’ work of the National 
Birthday Trust Fund and Joint Committee of Midwives which 
Dr. Margaret Balfour would shortly complete, and to the Human 


Milk Bureau at Queen Charlotte’s Hospital, a further activity of ~ ` 
the Fund. í - = Oe es, 











GENETICS AND RACE BIOLOGY 


Race, Reason and Rubbish. An Examination of the Biological Gedentials 


of the Nazi Creed. By Gunnar Dahiberg, M.D., 

the Swedish by Lancelot Hogben, F.R.S. 

George Allen and Unwin. 
The writings of Prof. Dahlberg are nothing if not robust. To 
anyone who likes his popular science served up without subtlety 
in the manner of the traditional sergeant-major this book 
should make a strong appeal. If, however, the fastidious avoid 
it altogether because of its ridiculous title, or abandon it after 
glancing at its earlier pages with their unattractive illustrations, 
they will be depriving themselves of one of the best and 
clearest of recent popularizations of genetics and race biology. 
The account of the principles of heredity is thoroughly plain 
and forceful, but the most skilful feat of exposition is 
the explanation in very simple language of the genetics of 
populations. This is, of course, the field in which Prof. Dahlberg 
has himself done so much important work. Much emphasis 
is naturally attached to his own conception of “ isolates,” which 
some. prefer to treat under the more general headings of 
inbreeding and assortative mating. The fact that a few 
generations ago the choice of a mate by a human being was 
usually effectively limited to a relatively small group of persons, 
and the further fact that the average size of these isolates 
has greatly increased in recent times, have very significant 
consequences. To give a single example, Prof. Dahlberg 
advances an interesting speculation as to the increase in stature 
which has occurred in Western Europe-in recent times. Thus, 
in Sweden the average height of recruits for military service 
has increased by 9 cm. during the course of a century. It is 
usual to ascribe this to improved standards of living, but, he 
points out, it is difficult to accept so simple a view, because 
the increase has been uniform whereas the improvement in 
standards of life was much more marked during the second 
half of the period ; moreover, the famine years of the *sixties 
were without effect on the figures. The increase might possibly 
be due, however, to continuous increase in the average size of 
isolates, provided that genes increasing stature tended more 
often to be. dominant than recessive. 

“The subject of race is dealt with as trenchantly as the rest, 
and if few in this country are to-day in need of conversion, 
many will.be glad to read’such a lucid exposure of the myths 
which have had so harmful an effect in Germany. Occasionally, 
however, the arguments of the author appear tendentious. 
His contention that the effects of large-scale sterilization would 
be negligible is based on the assumption of the recessive trans- 
mission of undesirable characters; he does not consider the 
much more probable case of multifactorial inheritance with or 
without partial dominance, He minimizes the effects of differen- 
tial fertility by concentrating all his arguments upon social 
classes and ignoring the undoubtedly large association between 
intelligence and infertility_quite apart from questions of social 
class. Nevertheless, in spite of the imperfections which it 
displays so honestly upon its face, this able book deserves 
recommendation. 


WOUND TREATMENT IN THE LAST WAR 


Pathology and Treatment of War Wounds. Researches from the Inocula- 

tion Department, St. Mary’s Hospital. By Sir Almroth E. Wright, M.D.. 

PiS: (Pp. 208. 21s) London: “William Heinemann, Medical Books, 
This volume is a reprint in book form of ten papers published 
by Sir Almroth Wright during or shortly after the war of 
1914-18. Two af these deal with gas .gangrene, one with the 
acidosis of shock, and one with the phenomenon of “ inter- 
traction ” ; the remainder expound general principles of wound 
treatment with a view to combating sepsis, and describe the 
many ingenious forms of experiment. on which the author’s 
doctrines are based. A proposition fundamental to all this 
work is made on p. 8: here itis said of Metchnikoff’s experi- 
ments on phagocytosis that because they were made in vivo 
„they were made “under conditions which cannot be sufficiently 
` simplified to give quite unambiguous answers. And we require 
' for the elycidation of our problems, and for ail detail work 
connected therewith, absolutely simple crucial experiments, 


LL.D. Translated from 
(Pp. 240. 8s. 6d.) London: 





accepted. 

Much has happened since these papers were written, and of 
the principles they advocate some are still accepted and others 
have been superseded. The value of early excision and the 
futility of crude antiseptic applications need no emphasis 
nowadays, but antiseptics have come into their own again with 
local sulphonamide chemotherapy, and -users of the Bunyan. 
bag would not now accept even the strictures on hypochlorite 
treatment which it receives here. Hypertonic saline may perhaps 
have suffered undue neglect, as may the ue of vaccines in per- 
sistent wound infection. We are grateful for this volume mot 
so much for the lessons to be learned from it a quarter of a 
century after most of it was written as for the complete picture 
it gives of a historic controversy. As an exposition of a system 
of experiment and belief -it would have been better. rewritten, 
since as it stands there is naturally much repetition, and even 
illustrations recur, but we should then perhaps lose some of the 
vigorous and: picturesque language of which the author is a 
master. As an exercise in polemics the last chapter. is un- 
rivalled: to tear one’s opponent into little shreds with such 
magnificent freedom of expression must be highly satisfying, 
and is perhaps worthy of emulation in these too-polite times, 





A STUDY OF THE BLOOD IN CANCER 


_ A Study of the Blood in Cancer, with Special Reference to the Medi of 
(Pp 109. is) 





Methods comprise studies of wet preparations, vitally si 
preparations and ordinary blood smears, as well as certain 
special techniques. Observations are made in very great detail 
of all the cellular and. plasmatic elements in the blood, usitig 
ordinary illumination, dark ground, polarized light, and ultra- 
violet light. The code for mononuclear cells.of the blood alone 
contains 80 different possibilities... The possible, data are so 
numerous that they can only be expressed as pictorial diagrams, 
patterns, or trends, There are unsuspected pitfalls, too, as in 
the demonstration that a meal which features pork will produce 
a blood picture’ indistinguishable from that of cancer, though 
of course ‘normality reappears after eight or nine hours. 

The author does not claim absolute certainty of diagnosis. by 
these methods, but he does indicate a very high dégree of 
probability. It would seem as though the degrés of alteration 
of the blood picture is proportional to the degree of advance 
ment of the disease. These results may interest. ps Who 
are interested in the natural history of the bl x 
curious bypaths of cancer research: We doubt whe p 
have any value for the early. diagnosis. or treatment ol c Cer. 
It is evident that the author has a high “credulity i 
The most remarkable expression of this is his. opinion 
radi-aesthesia, aeprocedure akin to water-divining, we have “an 
absolute test (100% both ways) for the existence of malignant 
disease in the body.” This suggests that radi-sesthe 
even make the distinction between cancer and pork. 
remarkable that claims to diagnose cancer infallibly should be 
made without any corroboration by experimental observations 
or statistical data. ; 


BROMPTON REPORTS 


Brompton Hospital Reporti. A Collection of Papets recently. publisied 
from the Hospital, Volume. X, 1941. (Pp. 127. 35. Tds pies (Te? 
Copies obtainable from the Secretary of the Hospital, Leadon, S 
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of the problems involved, and review past experimental work 
on this subject. Their own contribution is based, in the first 
instance, on pathological examination of lungs or lobes removed 
at operation from patients in whom bronchography had been 
carried out at some time or other before the operation. The 
duration of the retention of the oil appeared to depend on two 
factors: *on the cellular activity of the phagocytes and on the 
speed with which fibrous tissue is developing. Experiments 
were carried out to determine whether decomposition of the 
oil took place under physical conditions that develop when 
the iodized oil is retained in the lungs—that is, exposed to air 
and moisture. No free iodine was detected, but some dissocia- 
tion of the oil did occur, as was shown by the rise in acid 
value. Further experiments showed that, while the oil was 
not an adequate medium for bacterial culture, the addition of 
broth to it did provide a medium in which the bacterial growth 
was not inhibited by the oil. Thus infected material, if present, 
was probably conveyed by the oil to the terminal bronchi and 
alveoli. These investigations are being continued, and further 
results should be awaited with interest. 

The papers previously published include three of particular 


-interest in wartime: on drainage of the pleura, by R. C. Brock : 


on closed wounds of the chest, by J. G. Scadding; and on 
traumatic haemothorax, by C. Hoyle. There are also reprinted 
A. F. Foster-Carter’s valuable paper on bronchial adenoma 
from the Quarterly Journal of Medicine, ‘and some notes on the 
treatment of carcinoma of the bronchus with radon seeds by 


F. C. Ormerod. 
E S 





Notes on Books 


Part I of the Fourth Supplement to the British Pharma- 
ceutical Codex, 1934, has been published by the Council of the 
Pharmaceutical Society by the Pharmaceutical Press, 17 Blooms- 
bury Square, W.C.1, at 4s. 6d. It contains amendments to the 
monographs in Parts I and II, amendments to some formulae 
in Part III, and amendments to appendices in Part IV. 


Mr. Nits È. EckHorF has completely revised the text of Aids - 


to Osteology for its fourth edition and has introduced’ forty- 
two diagrammatic line drawings of bones to help the student 
in revision. As in the third edition, the nomenclature recom- 
mended by the Anatomical Society of Great Britain and Ireland 
is used throughout. This little book is one of Baillitre, Tindall 
and Cox’s Students’ Aids Series and the price is 6s. 


Dr: Gorpon’Sgars has revised his Vade Mecum of Medical 
Treatment for a third edition (Edward Arnold and Co., 10s. 6d.), 
and it continues to give in. a convenient form an outline of the 
treatment of the diseases most commonly met in general medical 
practice. References to chemotherapy have been brought up 
to date, the term “sulphonamide” being used for the whole 
group of drugs. Practical notes on the three main types— 
sulphanilamide, sulphapyridine, and sulphathiazole—are in- 
cluded in an appendix. 
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A LIGHT TRAILER AMBULANCE 


Lieut.-Colonel J. L. Morr, M.B., Medical Officer, No. I Zone, 
Anglesey Home Guard, writes: . 


At my request Mr. Duerr of Bodorgan, a well-known 
inventor, undertook the designing of a light trailer ambulance, 
especially suitable for the use of the Home Guard in country 
districts. The chief features I asked him to incorporate were 
as follows: easily man-handled and towable by any light car ; 
cheap and easy to produce in quantity ; designed to exclude so 
far as possible the exhaust gases of the towing car ; easily loaded 
and handled by two persons ; some method of heating provided, 
and if possible provision for an attendant to travel in contact 
with the stretcher occupants. Mr. Duerr made a complete 
model to scale, and the following brief specification shows how 
well these ideals have been attained. : 


Ventilation and Heating—Fresh air is drawn in at the highest 
point through a chute or cowl. It is conducted along the ridge of 
the ambulance and distributed through a series of holes to the 
interior to avoid strong draughts, thus creating a slight internal 
pressure which leaks out at the various small openings around the 
stretcher tray and prevents the admittance of exhaust fumes. Pro- 
vision is made in the tray for four hot-water cans, two under each 
stretcher, holding about a gallon each. 

"d 


Loading.—It is safe to say that two girls of ordinary physique cant 
easily lift a loaded stretcher and place it into position without strain, 
because the top of the tray is only 30 inches off the ground and 
there is no sliding in from the rear to be done; ‘all that is necessary 
is to lift the stretcher, step sideways, and lower into slots. 


Brakes and Springing—Owing to the extreme lightness of the 
ambulance, only parking brakes are necessary; these automatically 
come ‘into gperation when the leg of the towing beam is lowered and, 
acting directly on the tyres, they are most efficient. Very light and 
supple leaf springs are provided for the comfort of the occupants 
and are made fairly flat. y 

Wheels, Tyres, and Cover—Motor-cycle type wire wheels with- 
26” x24” tyres are suggested. Any suitable canvas anti-gas or other 
cover may be used, fastened down by press studs and held up by 
cords and cleats. ; 

Towing Attachment.—The object in providing the simple attach: 
ment shown on the ntodel is to enable any local blacksmith to fit 
the swan-neck fitting to any car, either to the car frame or bumper 
bar. (One of the many more elaborate ball joints could be used 
instead.) 





Attendant’s Seat—When it is desirable that the. attendant should 
be in contact with the stretcher cases, a pillion seat is provided with 
foot rests under the tray. Contact is made by means of the “ light- 
ning fastener ” down the centre of the canvas cover immediately in 
front of the attendant, the occupant’s head being next to him. A 
bell communicating with the driver is available to the attendant and 
to the patients. An interior light run off a dry battery is to be fitted 
under the ridge board. Two sloping-lid first-aid boxes are fitted into 
the rear end of the ambulance within easy reach of the attendant. 
(A motor-cycle spring pillion seat, three or four inches deep and 
fitted with a back rest, could be used in place of the plain seat shown 
on the model. Two small windows might with advantage be fitted 
into the rear end of the canvas cover, to keep the occupants under 
continual observation.) 


The photograph (by Jones-Owen of Bangor) shows the canvas 
cover lifted from one side with one stretcher in place ; the other 
has been removed to show the two hot-water cans under each 
stretcher. 

The main features of this “ Duerr-Moir” ambulance are: 
(1) its extreme lightness and simplicity ; (2) it can be used either 
as a trailer ambulance attached to any light car or as a hand 
ambulance detached from a car, to be used over fields and 
rough ground ; (3) the simplicity of the heating and ventilating 
systems ; (4) it is cheap to produce in large quantities ; (5) the 
cost of upkeep is practically nil. i 

Comment or criticism is invited and the opinion of medical 
men practising in country districts would be especially 
welcomede 2 








That the use of metrazol in the treatment of psychoses may be the 
origin of spontaneous epileptic seizures in a patient not previously 
subject to them is the conclusion of E. Liebert (J. Amer. med. Ass., 
1942, 118, 119). In 8 of his patients epileptic convulsions developed 
3 to 24 months after the cessation of metrazol treatment. As these 
patients had been observed in hospital for many years, it was not 


difficult to establish the fact that this was a new phenomenon, and 


as, in addition, epilepsy is rare in cases of schizophrenia, Liebert , 
believes that in his cases the seizures were the result of the treatment 
to which the patients had been subjected. 
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stations while the presence of a stone causes irri- 
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f 7 irritability and spasm may also be of significance in 
Be sot Se conditions other than biliary calculus. Ivy and others 
BRITISH MEDICAL JOURNAL demonstrated in 1933 that painful sensations identical with 
: i ; biliary colic might be caused by spastic contraction of the 
-LONDON sphincter of `Oddi`in_man;'and Westphal, Glẹchmann, 
TD ine and Mann in their important book in 1931 described in 
SATURDAY AUGUST 8 _1942 detail various forms of dyskinesia of the gall-bladder. 
- - As-long ago, however, as 1761 Morgagni had. suspected 
: 4 : : - ~ that spasm of the bile duct might produce clinical dis- 
SPHINCTER MECHANISM OF THE BILE DUCT orders, and Oddi himself supported this proposition. We 
In the second part of his Hunterian Lecture published in are still, however, uncertain of-the true frequency of such 
our present issue’ Rear-Admiral Gordon-Taylor discusses “ functidnal ” gall-bladder conditions of of the exact details 
the important question of the sphincter mechanism of the of the nervous control of the biliary apparatus. Mirizzi 
bile duct and-raises many problems of great interest. Oddi’s “has attempted to investigate this subject by the slow injec- 
original investigations were carried out in 1887 and were tion, at operation, of 3 to 5 c.cm. of iodized poppy-seed 
based upon both anatomical and microscopical work, oil into the cystic duct of man, followed by’ immediate 
mainly in animals. Since that time the sphincter to which radiography. He concludes, after some 800 examinations 
his name is given has been the object of varied and elabo- by this method, that increased sphincter spasm associated 
rate study and experimentation. Anatomists have demon- with and caused by a calculus leads to anatomical changes 
strated beyond question that a definite intrinsic sphincter of biliary. stagnation and muscular hypertrophy at the 
exists at the terminal portion of the common bile duct, and sphincter of Oddi. Cases of purely functional dystonia of 
Gordon-Taylor’s review concludes that the muscle sheath the sphinctér may also, in his opinion, show dilatation of 
of the duct is derived from ‘the circular muscle coat of the biliary tree, and in these cases reflux of lipiodol into 
the duodenum. It will be remembered that the common the duct of Wirsung is a characteristic radiographic find- 
bile duct runs obliquely for a distance of one or two centi- ing; this he suggests is due to an active (abnormal) biliary 
‘Metres through the duodenal wall in company with the current and is not a purely passive phenomenon, and it is 
pancreatic duct (of Wirsung), the two uniting at the thus a condition ofpossibly high significance in the causa- 
ampulla of Vater into a common papilla projecting into tion of pancreatitis. E 
the duodenum. In this passage through the duodenal wall How far variations in activity of the sphincter of Oddi 
the ducts are subject to extrinsic muscle influences; and in fact occur in health and disease it is difficult to say. 
constriction of the common duct may be brought about Fatty meals may cause relaxation, but fresh olive oil may 
by this intestinal muscle—from which the intrinsic musclé have:no such effect, and similarly a carbohydrate meal 
of the sphincter is itself derived. Gordon-Taylor points exerts Jittle influence (Bergh). To what extent its action 
‘out that the direction and arrangement of the fibres around is reflexly affected by the stomach, colon, or other distant 
and in the duct wall also enable them to act by retracting organs is also uncertain. It seems clear, however, if only 
the papilla and ‘partly by drawing together the duodenal from ‘the careful study of structure reported by Gordon- 
villous processes, thereby preventing the outlet of bile into Taylor, that the regulation of biliary flow into the intestine 
the intestine. Embryological and comparative anatomical —and hence of much of the digestive activities—must 
researches also tend to confirm this conclusion—namely, depend upon a delicately controlled intrinsic bilé duct 
that the sphincter mechanism of the ampulla is defived sphincter ; it is thus not simply governed by the movements 


~~ 





“from the muscular coats of the duodenum and not from of the duodenal wall which allow bile to flow according 


any distinct circular muscle of the duct itself. Whatever to whether they are relaxed or contracting. 
the exact origin, however, of this sphincter muscle, there -~ t 
can be little doubt as to its importance and its special func- Z - oe 

tions in biliary control. The exact extent of nervous and POST-WAR EPIDEMIC PROBLEMS 
hormonal control is uncertain, but that some reciprocal, 
mechanism exists whereby gall-bladder contraction is 
related to. sphincter relaxation is undoubted. If the 
sphincter mechanism is destroyed or put out of action 
the gall-bladder does not fill and bile flows diréctly into 
the intestine, so that one important function would appear 


to be that of aiding gall-bladder filling as weil as regulating cies Í 
the flow of bile into the -intestine. As Gordon-Taylor t9 Call for urgent solutio in Europe when fighting ceases. 


remarks, the ascending hepatic infections which may so he results of his_cogitations are published by the Royal 
often follow surgical interference with the normal bile- ~ Institute of International Affairs in a pamphlet entitled 
duct structure indicate another’ of its important functions Medical Relief in Europe : Questions for Immediate Study.’ 


—namely, the prevention of regurgitation of duodenal con-- He writes of some of the grim happenings in those post- 
tents into the common bile duct. war years as seen by himself, evidently in Russia ; of some 


Although experimental work involving incision and intu- Of the difficulties encountered by philanthropic organiza- 
bation of the Wile duct is open to criticism, many reports Ons and Governmental agencies in providing adequate 
of such investigations are’ available, and’ Bergh, reviewing relief ; of the lack of co-ordination of. the many agencies 
this subject recently, confirms certain main points upon engaged in the stupendous task of trying to control the 
which agreement is fairly general- A fatty’ meal, for spread of disease in the conditions then prevailng and of 
example, causes relaxation of the sphincter, while mag- the loss of efficiency occasioned thereby ; and of typhus 
nesipm sulphate does the same with less regularity but fever, malaria, and malnutrition. He describes the remark- 
with definite gall-bladder contraction. Morphine causes able development of international health work during the 
contraction of the sphincter—under the conditions of the ‘wenty years between the two world wars and makes sug- 
gestions regarding the resumption of that work after this 
one. The, machinery for post-war medical relief is outkined. 

— e m 


~ 


-Dr. Melville D. Mackenzie, in common with many who 
were brought into close contact with the great human 
tragedy arising from the uncontrolled prevalence of 
epidemic disease, destitution, and famine in the years fol- 
lowing the-Jast war, has evidently given much thought to 
the medical and public health problems that are likely 


bility aad tendency to spasm which may. persist many 
weeks after its removal from the common bile duct. Such 1 Chatham House, 10, St, James's Square, Lomfon, SW 1 (2s.) 
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Some of Dr. Mackenzie's statements anid: contentions 
may not command universal approval, but all will agree 
as to the necessity for setting up co-ordinating medical] 
machinery before the war ends, so that no time may be 
lost in dealing with the most urgent problems that will 
arise. -Dr. Mackenzie reminds us that during the three 


. years following the last war more people died from famine 


and preventable disease than were killed in the war.. It 
should not be forgotten that a still greater mortality was 
caused by the pandemic `of. so-called influenza that was 
ravaging the world when the Armistice was signed. That 


. murderous pandemic flared up almost simultaneously ın 


most parts of the world. Countries very remote from the 
scenes of actual fighting suffered most. Individuals in the 
prime of life paid a heavier toll than infants and the aged. 
Public health effort to control its spread proved lamen- 
tably inefficient. Reference is made to those happenings 
because they explain in part the fact that valuable time 
was lost in mobilizing international aid for the newly 
created States of Eastern Europe in their fight with devas- 
tating epidemics, chiefly typhus fever, the legacy of the 
war. It was influenza that occupied, the attention of most 
public health administrations of the world during the 
winter of 1918-19 almost to the exclusion of all else: it 
was influenza that was the subject of the first post-war 
international medical conference, in Paris in March, 1919. 
Small wonder : no such epidemic had-occurred within the 
memory of living man, and we were all sadly conscious of 
the limitations of preventive medicine i in the face of such 
a catastrophe. 

Dr. Mackenzie makes no a ae to ‘the work of the 
Typhus Commission, subsequently called the Epidemic 
Commission, of the League of Nations. That Commission 
was set up with the express purpose of co-ordinating 
international work in the post-war epidemic campaign, 
about which he has much to say. The Commussion’s con- 


< tribution to the fight was by no means insignificant: it 


may claim to have done`all that was humanly possible 
withia the limits of the not inconsiderable sums that were 
placed at its disposal. The difficulties it encountered and 
the experience it gained might perhaps be turned to good 
account in making plans to cope with similar situations 


that are likely to arise when present hostilities cease. It . 


is true that the Epidemic Commission, created in_ 1920 
(there was then no Health Organization of the -League 
of Nations), did not start field work till 1921. This delay 
was in°one sense fortunate: the renewal of hostilities 
between Soviet Russia and Poland would have destroyed 
much of the first work it was ee to do had an earlier 
start been made. 

Fortunately, in public health, as in other fields of human 
endeavour, events rarely justify one’s worst forebodings. 
Forecasts of epidemic happenings are frequently wide of 
the mark. It would be foolish, however, to shut one’s 
eyes to the probability of catastrophic happenings in the 
field of public health when hostilities cease. Dr. Mackenzie 
is concerned only with likely happenings in Europe. The 
possibilities in other parts of the world are perhaps even 
more disquieting. In the Far East plague, cholera, and 
small-pox, to Mame but three dread scourges, may well give 
rise to very serious trouble when normal commercial rela- 
tionships are re-established. Malaria in many countries 
has only been kept under control by unceasing vigilance 
and effort; the relaxation of that control may have incal- 
culable consequences. There can be no doubt about’ the 
need to’set up co-ordinating international medical machi- 
nery before the war ends: the combined medical resources 
of the world may well be taxed. The ‘growth of inter- 
natidnal medical work in the inter-war period‘ simplifies 
considerably, the approach to the problems confronting us. 


The Epidemiological Intelligence Service of the League of 
Nations continues to function in’ Geneya. Its Weekly 
Epidemiological Record still appears regularly: the-amount 
of information this contains in present conditions is no 
small achievement. The machinery, experience, and con- 
tacts of the Health Organization of the League of Nations 
should prove of véry great value in facing post-war 
epidemic—problems’ 
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INTESTINAL ANTISEPSIS © 


Sulphaguanidine, although introduced for the main pur- 
pose of treating 'bacillary dysentery, has also been used to 
reduce the bacterial population of the lower bowel as a 
safeguard before operations on the colon. Another drug 
has now been introduced for this purpose, and remarkable 
claims’ are made for it by E.J. Poth and F; L. Knotts. 
Succinylsulphathiazole behaves like sulphaguanidine in 
being poorly absorbed from the alimentary tract; indeed 
only 5% of the amount administered appears in ihe urine. 
It is hence not surprising: that full doses can be given 
without any untoward general effects. A high concentra- 
tion of the drug thus persists in the intestinal contents, and 
is believed to exert its bacteriostatic action not directly— 
since succinylsulphathiazole has almost no in vitro action 
on bacteria—but by liberating sulphathiazole. That 
hydrolysis ` of the drug does occur in faeces can be shown 
by maintaining voided specimens at body temperature ; in 
these the concentration of free sulphathiazole steadily 
rises. Whatever their exact mechanism, the effects reported 
are astonishing. In a patient “ prepared ” with succinyl- 
sulphathiazole the bowel at operation is found to be 
collapsed, the evolution of gas having ceased. It is possible 
in the dog so treated to cut through one-third of the 
circumference of the descending colon and, leaving it 
unsutured, to close the abdomen, without causing fatal 
peritonitis. The stools are ‘relatively odourless ” and the 
numbers of living Bact. coli per gramme of moist faeces 
usually fall from 10,000,000 to less than'1,000. No other 
micro-organism was studied quantitatively ; that anaerobes 
must be affected is deduced merely from the change in 
character of the intestinal contents, and Strep. faecalis, 
Bact. aerogenes, and Proteus aie said’ to be resistant to 
the drug. It is also mentioned that dysentery bacilli are 
susceptible and typhoid and paratyphoid bacilli resistant. 
The effect on various elemefts in the normal flora of the 
lower bowel is clearly a matter calling for further study, 
and such a study is said to be in progress. Although it is 
not really known which of the numerous species found in 
the bowel can play an active part in producing peritonitis, | 
it is incredible that the escape of intestinal contents should 
be rendered harmless merely by reducing its Bact. coli 
content. The bacteriostatic effect as indicated’ by this 
reduction was regularly achieved.except in a few cases 
having ‘either diarrhoea or obstinate constipation ; either 
of these conditions, the former particularly, prevents the 
proper action of the drug. . These authors have now treated 
with it 100 patients suffering from variousespecified bowel 
conditions ; they record its effects only in 27 cases requiring 
operation on the lower bowel, in which its administration 
was designed to prevent post-operative peritonitis. Of 
these, 10 are described in detail and 4 are illustrated by 


- diagrams of the complex resections and anastomoses 


which were necessary. Operations inevitably soiling the 
peritoneum were performed with apparent impunity, and ` 
freedom from post-operative distension was a further’ 
advantage secured: This form of medication wil} evidently? 


1 Arch. Surg., 1942,.44, 208. 
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SN a necessary adjunct to colonic’ inya and 
‘succinylsulphathiazole appears from this account to be the 
drug of choice, *but-a close comparison of its effects with 
those to -be obtained with sulphaguanidine, preferably by 
‘quantitative bacteriological methods, “would. establish its 
positión more clearly. - RE 


t 


PROGNOSIS -OF ACUTE HAEMORRHAGIC 
i NEPHRITIS IN CHILDHOOD 


Varying opinions on ‘the ultimate outlook for children who 
have suffered from acute haemorrhagic nephritis have been 
expressed in the past twenty. years. These discrepancies 
appear to depend essentially on the standards offered by- 
the- investigators, and the introduction of the “ Addis 
count ” some years ago was an attempt to reach agree- 
ment on what could be regarded as formal. This test 
turns upon examination of the ‘deposit obtained after. 
high-speed , centrifugalization of the urine,and various 
workers have set out the upper limits for the calculated ` 
numbers of casts, white epithelial cells, and red blood cells 
after a drop of the deposit has been examined in a blood- 
counting chamber., G.-E. Pittinos, J: D. Craig, and A. G. 
Desanctis' report the use of this Addis count among other. 
methods in the examination of 32 patients who had all 
-suffered from acute haemorrhagic nephritis at an average 
time of about six years before the investigation, only 4 of 
the patients having had the acute illness'less than two 


years, before being.examined. The group -òf 19 boys and. slight. 


13 girls were subjected to the following procedure: physical, 
examination ; blood-pressure 
the urine with an-Addis count} complete blood count ; 
chemical, blood examination for urea, non- protein airos” 
gen, creatinine, cholesterol, serum albumin, and serum 
globulin ; and a urea clearance test,. All the children. were 


‘found to be essentially normal -physically, except one who . 
had a`raised blood pressure with no other abnormalities. . 


Routine examination.of the urine ‘showed 6 children with 
albuminuria. Two of ‘these were found: to have high white 
‘cell counts by the Addis method, which were ascribed to 
pyuria rather than to nephritis, one showjng an abnormal 
renal. pelvis with an intravenous pyelogram. Two others 
with albuminuria were examined eight and ten months 
later and found to be normal. One patient Had no abnor- 
poality apart-from the albuminuria, and had two normal 
Addis counts eight months apart. The authors do not 
‘think that this patient should be classified as having residual ` 
kidney damage of what is' termed “ latent nephritis ” type. 
‘The ‘remaining patient with albuminuria did not return 
for further study and was therefore classified as having 
potential latent nephritis. Chemical examinations of the 
blood- for retention of nitrogenous products were all nega- - 
tive.~ Urea clearance tests on all patients were normal, 
and there was no -anaemia ascribable to the. nephritis. - 
-Addis counts done on-all the children were normal except 
for the two who were considered-to have pyuria. . These 
` results would indicate that acute haemorrhagic nephritis . 
in children has an excellent prognosis, for the Addis count 
f introduces strist criteria of cure. The 32 patients who 
_ formed the subjects of this investigation were, however, 
drawn from 110 patients suffering from acute haemorrhagic 
“nephritis jn the Post-Graduate Hospital, New York, in 
the years 1928-39: Four patients died during the initial 
manifestations of their disease, and the attempt to establish 
contact with the remaining patients produced only the 32 
who served for this follow-up study. The value of, the 
d report lies, thereforé, not so înuch in any statistical deduc- 
. 1 oui med. Ass., 1941, 117, 1855. 





tions as to. the ultimate ptognosis_in this disease as in the 
emphasis laid upon the need for standardizing the criteria 
of a healed. kidney. It'is suggested that every child who 
has suffered from ‘acute haemorrhagic nephritis should be 


> examined every three months up to and including two years 


after the acute attack. This examination should include 


„physical overhaul, blood-pressure reading, and examination 


of the urine, and an Addis count at the end of two years. 
If in the course of the two-year period the slightest urinary 
abnormality is found the Addis count should be employed 
as a further check. 
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- SIMMONDS’S DISEASE 


Wasting and loss of strength are such*important symptoms 
that the study of their farer organic causes is of special 
interest. In this connexion Simmonds’s disease is of par- 
ticular significance because it brings into prominence the ` 
~ endocrine factors in cachexia and offers some key ‘to the 
complex interaction of the ductless glands. First described 
~by Simmonds in 1914, panhypopituitarism, or Simmonds’s 
cachexia, has since received its fair share of attention in 
medical literature. It occurs most often in women between 
30 and 40 years of age and in those who have borne several 
” children. _In some cases’ the condition follows infection 
or trauma, and in others it arises after severe post-partum 
haemorrhage. The disease usually begins with amenor- 
rhoea, and wasting appears later, in some cases being very 
Although loss of strength and alertness are the 
main symptoms, the hypogonadism and general lowering 


termination ; analysis of ~of metabolism, with loss of hair and retardation of growth, 


are characteristic. Most cases are fatal, but the course is 
slow, and the gradual wasting may in time lead to extreme 
emaciation. The cause of this disease is some destructive 


. lesion of the anterior pituitary. 


Non-fatal and minor degrees of. the condition are diffi- 
cult, if not impossible, to distinguish- with certainty from 
other causes of wasting and weakness. Of these the one 
which has perhaps given rise to most difficulty is anorexia 
nervosa. -Here the wasting is often extreme, though the 
weakness is much less-in evidence. Indeed the typical 


patient with anorexia nervosa, usually a girl of from 15 


to 25 years of age, may appear full of energy and be con- 
stantly on the go, while losing weight to an alarming extent 
as the weeks pass. In anorexia nervosa the periods also 
cease, blood pressure and’ basal metabolism fall,«and the | 
hair may be lost. In pituitary cachexia the patient wants 
to eat but cannot, whilst in anorexia nervosa the sufferer 
often emotional or actually psychopathic—usually 

“wants ”’-to lose weight and will not eat; in both condi- 
tions there is often found an undue sensitivity to insulin 
with a relatively low bload-sugar content. Ina recent paper 
R. Fraser-and P. Smith’ have investigated the insulin sensi- 
tivity by means of an insulin-tolerance test, as well as the 
urinary excretion of steroids derived from the adrenal 
cortex and testis, in a number of cases of Simrhonds’s 
disease and similar clinical conditions. Though of neces- 


-sity post-mortem confirmation of the diagnosis was not 


possible and the number of cases.was small, the results 


` suggest that by these tests a distinction between the various 


conditions may be made biochemically. Briefly put, the 
insulin-tolerance tests showed that the initial fall in blood 
sugar after insulin injection was followed, in cases of 
Simmonds’s disease, by a longer delay in return to the 
previous ‘fasting level than in normal individuals. In 3 
out of $ cases of anorexia, however, a similar delay, or 


‘ hypoglycaemic unresponsiveness,” was also found, so 


1 Quart. J. Mcd., 1941, 19, 297.. = 
` ’ ‘ 


164 AUGUST 8, 1942 





BLOOD FLOW TO LIMB. MUSCLES 


> 


Barish ~ >» 
MEDICAL JOURNAL 





this response is not confined to panhypopituitarism, The 
authors found that in all their cases of Simmonds’s disease 
except one the urinary 17-ketosteroid assays were negative, 
while in the 4 cases of anorexia tested the assays varied 
from 2.7) to 14.7 mg. pêr 24 hours.’ Such investigations 
as these Offer hope that further knowledge may be derived 
from the subtle reactions of the pituitary upon growth, the. 
sex glands, and the adrenals; they also suggest methods 
of diagnostic value to the clinician. - 


BLOOD FLOW TO LIMB MUSCLES 


Studying by means of a segment plethysmograph the flow 
of blood to the muscles of the forearm and calf, Wilkins 
and “Kichna’ observad that warming the body led to an 
increased, and cooling to a decreased, flow. Stimuli 
known to-cause vasoconstriction in the hands and feet -had 
to be.more intense to produce measurable changes in the 
forearm and calf. Immersion of the hand or foot in iced ' 
water was the most effective of such stimuli.- On the other 
hand, certain emotional stimuli—such as mental arithmetic 
—which are known to cause vasoconstriction in the hands 
and feet resulted ın an increased flow of blood to the fore- 
arm and calf. This reaction was of two types—early and 
delayed.’ All the reactions mentioned, except the delayed ~ 
vasodilator response to certain emotional stimulation, 
depended upon an intact sympathetic nervous . supply. 
There is evidence of a humoral mechanism, possibly’ 
adrenaline, in this reaction. WVasodilatation in the forearm 
and calf, due to exercise or after temporary arterial 


CONFIDENTIAL DEATH CERTIFICATION 
Civil registration has been carried out in ,the Province of 
Quebec since 1622. When . the Province joined the 
Canadian registration area in vital statistics. in 1925, no 
change was made in the-civil registration system, and the 
collections of- vital statistics was entrusted to the clergy. 
The old system, which was not designed for vital statistics, 
had defects when judged by modern requirements. The” 
procedure regarding death registration was somewhat 
cumbersome. The undertaker was responsible for obtain- 
ing the death certificate, and he retained it until-the inter- 
ment, when he delivered it to the priest or minister, who 
made his returns at the end of the month. By this pro- 
cedure the certificate was seen by a number of. persons, 
and in a small community the disease from which a person 
died soon became known to all. This practice embarrassed 
the doctor who wanted to maintain his professional secret 
and ‘yet desired to provide accurate information to the 
Ministry of. Health: as to the cause of death. In 1931 a 
number of physicians who had visited Europe suggested 
that the procedure should be modified by adopting the 
European system of a confidential medical certificate. The 
term “European system” is hardly accurate, because con- 
fidential death certification was not common in Europe, 
although it was established in Switzerland. The need for 
some modification in registration was emphasized in 
1936-7, when an- investigation was carried out .on death 
certification. The inquiry covered 5,965 deaths, and visits 
were made to the doctor issuing the death certificate, and 
he was asked his actual opinion regarding each case, 


occlusion (reactive hyperaemia), was unaffected by sympa- .~without reference fo the statement he made on the official 


thectomy. It was also shown that vasodilatation after arterial 
occlusion for five minutes was relatively complete, being 


certificate. This inquiry revealed that 1,163 certificates, 
. one-fifth of the whole, had been intentionally falsified, 322 


unaffected by sympathectomy, warming the body, and by ‘were partially inaccurate, and 841 were completely untrue. 


other stimuli known to cause vasodilatation As this 
method is technically easy and its effect relatively complete, 
the authors recommend, it for inducing experimental vaso- 
dilatation in the.forearm and calf. The only thing which 
materially affected ~the degree: of vasodilatation ,was a 
strong vasoconstrictor ~stimulus ; 
stimuli had no effect. The flow of blood during reactive 
hyperaemia varied directly with the blood pressure, both 
in normal subjects and in hypertensives. Further, if the 
blood pressure of normal „subjects was raised to levels 
comparable to that of the hypertensives, the flow of blood 
was of the same order in both. groups. Conversely, when 
the blood pressure of hypertensives, was lowered to normal 
levels the blood fiow. was like that in normal subjects. 
The authors think this is evidence against the view that 
in hypertensive subjects the vessels in the limbs are in a 
state of increased peripheral resistance which cannot be 
affected by physiological vasodilatation. Five patients with 
hyperthyroidism were also investigated. All showed an 
increased blood flow to forearm and calf, both under 
basal conditions and with reactive hyperaemia. There was 
little correlation between the volume flow and the basal 
metabolic rate. ~ 

While there is little exactly new in these observations, and 
although the method of measuring the blood flow. to the 


«muscles of the forearm and calf is not ideal,the Work never- 


theless represents a step in the right direction, and has an 
important bearing on the interpretation of the clinical tests 
usually employed in cases of peripheral vascular disease. 
Surgeons have long mistrusted predictions, based on skin- 
temperature reactions, that sympathectomy would be with- 
out benefit in certain cases of intermittent claudication. 
There -has: always been a need for measurement of blood 
flow to the muscles rather than to the skin, and this should 
heigtften the value of preliminary testing. ig 


The concealment offour causes of death comprised almost 
90% of the false certificates: they were cancer 23.9%, 
heart diseases 22.5%, infectious diseases 20.7%, and tuber- 
culosis' 11.8%. . 

The situation was remedied in 1940 by adopting a 


‘weak vasoconstrictor ; system of confidential medical certificates.” The new certi- 


ficate has a flap which covers the medical certificate proper 
and is sealed. Anyone opening the flap is liable to prose- 
cution. On the face_of the flap, which is a permit for 
burial, it is noted whether death was due to violence or 
infectious disease, so that the Public Health Acts dealing 
with these causes can be complied with. No conclusions 
regarding the possible alterations in the trénd of the death 
rates can be attempted after so short a trial, but there has 
been an increase in some causes of death which in the past 
were the ones most often concealed. Besides the satis- 
faction that the new certificate has given the medical pro- 
fession, the statements provide more explicit details and 
are easier to interpret and tabulate. One disadvantage is 
that the mucilage on the flap tends to stick and has given 
rise to loss of certificates: the author states that “in our 
office we have lost a few thousands.” In view of this defect 
it seems that the death rate from specific causes must still 
be inaccurate, although an improvement has been obtained 
in proportional mortality. ke 

Doubtless the innovation has improved tt vital statistics 
of Quebec, but te ~the perhaps conservative Briton the 
method has no advantage over ours, and it does not seem 
likely that such a scheme would improve our vital statistics. 
Our control of local registration is more efficient than in 
Quebec, which is “on the somewhat benevolent basis of 
co-operation.” The knowledge of one’s family medical 
history is surely not generally undesirable, and for most 
life insurance policies it is a necessity if a penalty is to be 
avoided. . 1 Se a 
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“the medical profession. -The women’s movement took full 


to a successful issue the movement for the general emancipation 


ee re, “on Fy es 7 = E os : ; i 

z z x á$ „shape in the middle of the nineteenth century. Medical women 

Ee) Yao MAINLY ABOUT | WOMEN asian and Florence Nightingale, as a great historian has said, did 
si a Sy BY, = .ı > , more than any others of their sex to bring- about the new 

‘ Sir ALFRED WEBB-JOHNSON; K.C.V.O , conception of the place of women in society, and to carry 
n wee -2 9 og.. 


: CBE, DS.O. T-D.- of women. „Voices had: been raised before. But 4t is-not the 


F President of the Royal College of Surgeons of England; ~ one who first says a thing, but those who say it so long, so 


> I feel I am treading historical ground, for, though medical 
- women are now such an essential part of our profession, a 
, Position has beén attained only by the self-sacrificing effort 


> “ Surgeon to the Middlesex Hospital ` ` ' ` Joudly, and so’cledrly that men are compelled to hear them— 
i ý g it is to them that the credit belongs, 


AF ; 5 s os In the fight for women’s ‘rights there have been mistakes, 
Medicine. for Women, for I have the’ greatest admiration for But, after all, as Milton said, error is but opinion in the making. 


_.your achievements, and I have many personal links with mem- Nothing great was ever achieved without enthusiasm, but too 

bers of your staff—past and present. Whenever I visit you much attempted often leads e violent reaction. The history 
of the movement provides a striking example of the inevitable 
gradualness of change, and shows that besides -a moving power 
there is also need for a steadying power. Improvement is then 


- 


™- of your founders and the devoted, determination of those who “gradual and slow—but sure and lasting: “ Chi va piano va sano 


? fought their way to general acceptance. - s 


e 


~ thé people, wise and eloquent, in their instructions: àll these 


~ 


v 


x ye en a eae — ed va lontano.’~ No martyrdom has changed the known 
| in the Apocrypha it is written: “ Oh ye men,-are not-women tendency of things. An era comes to an end. Time advances, 
“strong? ” , Although this fact -has been realized from such facts accumulate, doubts arise, and conditions become ripe for 
early. times, and is borne in, on us forcibly to-day, it is but a new epoch. The spirit of the age then makes straight the 
yesterday ,that ‘the rights -of women have been recognized. path of progress. ~ . 

Great women there have been: throughout known history—great Times had changed now, for improvements in travel ,had 


made, it possible for women to move more freely about the 
country. Before railways all but the wealthy had to “ stay put.” 
Boarding schools and visits. to friends became commoner after 
a ; 5 . railway travel was possible. The horizon was enlarged and 
ha Sonona, in their generations, and Sd the glory of, possibilities of freed om and service were seen more clearly. 
es Seeds’ Sown ‘in the -18th Century : ' Two Pioneer Medical Women 
`, I always think that the seeds of the general recognition of _ , The pioneers in women’s fight to enter the medical profession 
woman’s true place in society. were sown in the latter half of in this country ‘were Elizabeth Garrett and Sophia Jex-Blake. 
the eighteenth century, about the-time that “ gentlemen” were - ‘After a long struggle Elizabeth Garrett attained her personal 
invented by George IM and Beau Brummel made bathing ambition, and soon-showed that a woman could be a reliable 
fashionable.- My mind naturally dwells much on this period, physician. I am glad to recall that, although my hospital does 
for it: was the time of the foundation of scientific surgery., It not admit women students, Elizabeth Garrett found some of 
. was an age of intellectual giants—the time of Samuel Johnson ; her difficulties met by being allowed to attend classes at 
+ of Zoffany, Hogarth, Reynolds, and Gainsborough; of Burke, Middlesex. She used her feminine arts to get her way. And, 


able to them as well,as to mep: ‘Leaders of the people by 


their counsels, and ‚by their knowledge of learning. meet for 


_ - the elder and younger,Pitt, and Gibbon ; of Nelson and Cook; why not? As a pretty girl once said to Max Beerbohm: “ After 


of Sheridan and David Garrick—it was: the time: of John and ‘ all, women area sex by themselves, so to speak.” The assistance 
William Hunter and Edward Jenner. In this starry firmament + Elizabeth Garrett received -at Middlesex was chequered and 
a -group of women of* the period shone as a -brilliant: intermittent; but in spite of~ disappointments her debt to 
constellation. ` ae n Jek _ Middlesex and the medical staff was great, and, on the whole, 
- - Not unnaturally women found their earliest opportunities for she had happy memories of the hospital and always said that 
distinction in the giving of pleasure, especially in the imitative the training was invaluable to her. And so Elizabeth Garrett 


‘© ~and creative arts, -Thero were great players like Mrs. Cibber, reached the Medical Register. 


t 


Peg Woffington, and Mrs. Siddons; Among the painters of the — Sophia Jex-Blake was of a different type. She was determined 
time a woman; Angelica Kauffmann, was one of the first of to force the padlocked portals of the medical schools, and, 
-the Royal Academicians. But, to my mind, the brightest star when in the United States, was not prepared, to graduate from 
‘was Fanny Burney. ea vindicated the right, of her sex fo a women’s college. -She failed to enter Harvard, however; ir 
an equal share in the fair and noble province of letters. But spite of the powerful support of Oliver Wendell Holmes and 
though generally acclaimed, Fanny Burney still felt the dis- Brown-Séquard, and decided to seek medical eduéation in her 


` abilities of her sex. Her ‘father’s lack-'of interest was largely native land. She tried London and Cambridge without success, 


responsible for her selling: the copyright of Evelina for~£20: and then concentrated her attack on Edinburgh. Through 
Her father’s estimate of her worth was probably ‘only typical sttife, riot,-and public protests she eventually ‘attained her goal. 
of the general attitude towards women, and he thought he was Elizabeth Garrett was an instance of an individual success, 
doing her good service when he secured for her an appointment but Sophia Jex-Blake fought the battle not for herself alone 


* as lady-in-waiting to an, exacting Queen, although it was clear, but for all, and events moved rapidly., In 1874 your School 
|. „that in that position she would have no tune for writing. was founded, largely owing to the efforts of Miss Jex-Blake. 


Johnson’s estimate was. probably coloured by a subconscious Two years later a new Medical Act allowed examining bodies” 


“\ superiority complex, ‘for he influenced her writing and ruined- to admit women, and in 1877 the Royal Free Hospital was 


it. I am also drawn to Fanny Burney because shé provides _ secured for the clinical teaching of your students. London 
a slender link with surgery. Her patronymic was originally ' University opened its doors-to women, and they lost ho time 
‘McBurney, a name familiar to, you all; and ‘she was a visitor in showing their worth: your brilliant alumna Mary Scharlieb 


at Huntet’s house. ~ st - passed her examinations in the first division, and was awarded’ 


- IN Jt was. nafural that women should find in. the field of social gold medals and a scholarship. Women ‘doctors: had arrived. 


reform their opportunity to take a larget. part in. the life „of © Throughout the struggle there was a good deal of mental ton- 


- the community. The outstanding pioneer was Elizabeth Fry. fusion and many hard words, These, I hope, have been softened 


Though she was the mother of éleven she found time to. fight. by the. passage of time. fs a 
_for and attain shelters for the homeless, and libraries for naval f aah ` 
`~ _ hospitals ; ‘and she was able to. carry through her great work ni 2 Women and the College of Surgeons 


3 


_ of prison reform and to bring about the foundation of charity’ ° -I come to, you to-day, dressed in a little brief authority, 
organization societies. ‘From Elizabeth, Fry it was but a step, representing a College which was slow to take advantage of the 


FA 


to Florence Nightingale, and then to women’s fight to enter Medical Act of-1876:; for it’ was not until 33 years later tbat- 

à KA! ` “Á 4 

* Address at tho London School of; Medicine for Women, on the „Our diplomas were granted to women. But, though the doors 

' ogcasion of the presentation of prizes, July 24, 1942. were slow to open, women have not been slow to enter, and 
i . j es $ ‘ - ‘ Stale “ 
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now one in eleven of our Members and one in eighty of our 
Fellows are women. : 

Women did: not attain full rights in the College until the 

reign of George V, when the Charter of 1926 was applied for 

during the Presidency of my late friend and colleague Sir John 

Bland-Sutton. As the next .Middlesex surgeon to .be elected 

| to this high *office, it was my privilege to be the first President 


to welcome women Fellows: and Members to the Buckston - 


Browne Festival, the occasion being honoured by: the attendance 
of our only'lady Honorary Fellow, H.R.H. the Princess Royal. 
The Charter of 1926 was a landmark in our history because 
it gave women Fellows the same privileges as men Fellows. 
They are now able to vote for the election of Members of 
Council ; they. may ‘themselves be candidates for the Council, 
and they are eligible as Examiners, and for the offices of 
President and Vice-President. : k 


Our College has good reason to be proud of its women_ 


Fellows and Members. *Two of them have held Hunterian 
Professorships; one has been Arris and Gale Lecturer, and 
one has been awarded the John Hunter Medal and Triennial 
Prize. In addition, two women students have won the Hallett 
Prize in the Primary Fellowship, and three have ‘won the 
Begley Studentship,  ' f 

My personal links with women surgeons have (‘been very 
happy ones. I was proud to call Dame, Mary Scharlieb my 
friend. I am also proud to be Vice-President of the Marie Curie 
Hospital, to the excellent work of which I was glad to call 
attention in the Bradshaw Lecture on “Pride and Prejudice 
in the Treatment of Cancer.” In the last war I fook over the 
Chateau Mauriciens in Boulogne base from Louisa Garrett- 
Anderson and Flora Murray. Curiously enough, I turned it 
into a hospital for women, while ‘they came home and founded 
a hospital for men—the hospital of splendid Memory in 
Endell Street. 

War seems to give women .their greatest opportunities for 
proving their worth. Florence Nightingale found her oppor-, 
tunity in wartime. War again in 1914 brought a big 
opportunity, and maturity may be said to have been thrust 
upon you almost at the sword’s point or the €annon’s mouth. 
In this war you took an honoured place by acknowledged 
right. ' Foye 


The Future of Women in Medicine 


And, now, what of the future? You are heirs to a great 
inheritance. Your place is assured though special lines of work 
may be reserved for you. “In India, for example, there is still 
a special field’ of work for women. In the Simon Report we 
read: “The women’s movement in India holds the key to 
progress, and the results it may achieve are incalculably great. 
It is not too much to say that India cannot reach the position 
to which she aspires in the world until her women play their. 
_due part as educated citizens.” 

In social medicine women can play a special part in working 
for what it is fashionable to call “positive health.” In the 
Scriptures it is written: “They that are whole need not a 
physician, but they that, are sick.” Those who hold that view 
to-day are in a small minority, for members of the medical 
profession no longer regard themselves merely as agents in 
the recognition and treatment of diseasgs; they now want to 
know the cause of disease and how to prévent it. The sick 

‘and injured cannot be herded through “ marshalling yards ”™ 
` as some organizers would have us believe. The family doctor 
will remain the backbone of medical’ practice. As Alexis 

Carrel emphasized: “ Disease is a personal event. It consists 

of the individual himself. -The patient is not limited by his 

duter covering. His surface is not his real frontier.” A man 
may be more- interested in his’ environment than in his own 
. body. His position in the community, for example, may appear 
to be of more importance than life itself.” Medicine is 
ntially a calling. It ‘has been well said that a physician 
surgeon may possess the science of Harvey or Hunter and 
-the art of Sydenham and yet be lacking in those finer qualities 
of heart and’ head which count for so much in a profession 
so intimately linked with the humanities. N 
Many of you may be about-to leave hospital. There you 
have seen the best that: medical science has to give. I often. 
* recall what Sir Frederick Treves said to King Edward VII 


. 
z - 
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- skill in your illness as 


© University. 


-of general hospitals. The obstetric 
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when his Sovereign thanked him for his life-saving attentions. : 
Having in mind the splendid work of his great hospital—the 
London—he replied: `“ Sir, you have had as much care and 
the humblest of your subjects.” E 
I congratulate the prize-winners and venture on a few words 
of advice. Don’t hurry out into full independent autonomous 
isolated work: knowledge and timber should not be much used 
until they are seasoned. Remember that your calling is an 
exacting one: to do your duty you must be well equipped ; 
for, as Kipling said when speaking in the Royal College of 
Surgeons, “ Is it any wonder that your calling should exact the 
utmost that man can give—full knowledge, exquisite judgment, 


and skill in the highest, to be put forth, not at any self-chosen ~ 


moment; but daily at the need of -others?” Remember also 
Francis Bacon’s words: “I hold every man a debtor to his 
profession ; for the which as men of course do seek to receive 
countenance and profit, so ought they of duty to endeavour 
themselyes by way of amends to be a help and ornament 
thereunto.” In spite of ‘a busy life and hourly-calls you must 
keep up to date and this help to narrow the gap between 
experiment and practice—between the acquirement and applica- 
tion of new knowledge. In the war against disease, just as in - 
military campaigns. a time lag may be fatal to success. 

We are now all of one great army, concerned no longer with 
the place of women or the preserves of men,- but with the 
practice of mediciné and the war agaist disease. As members 
of a united profession we should bear in mind what Tennyson 
wrote in The Princess :- . : 

“The woman’s, cause is man’s: they rise or 


sink 
. Together.” ` = : 
me - 
BEIT MEMORIAL FELLOWSHIPS 


At a recent .meeting of the Trustees of the Beit Memorial 
Fellowships for Medical Research Dr. A. N. Drury, F.R.S., was 
appointed to the Advisory Board in the place of Prof. A. J. 
Clark, F.R.S., whose ùntimely death in July, 1941, was so 
deeply regretted by all who had worked with him. The Trustees 
noted with pleasure the election this year of three past Fellows.. 
to the Fellowship of the Royal Society—namely, E. Hindle 
(Junior Fellow 1910-12 and Senior in ta et Medicine 1927- 
33), F. M. Burnet (1926-7), and A. R. Todd (1935-6). Out 
of the 28 present Fellows there are now 14 seconded for whole- 
time war work. i 

The following elections were made, with permission for each 
Fellow to be seconded at any time-for war duties : 

Fourth Year Fellowship (£500 a year) —E. G. L. Bywaters, M.B., 
B.S.Lond. To continue his studies of crush injures in relation to 
kidney function, at the British Postgraduate Medical School, London. 

Junior Fellowships (£400 a year).—D. Herbert, M.A., Ph.D.Camb. 
To study the biochemi of toxoids for active immunization against 
gas gangrene, at the Dun Biochemical Laborato ,» Cambridge 

i F. W Landgrebe, D.Sc.Aberd. To stu y the separa- 
tion of posterior piuitary hormones and their clınical-uses, at the 
Medical School, Aberdeen University. $ 


` 
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The Maternity and Child Welfare Group of the Society of Medical 
Officers of Health, m a memorandum on planning for the future 
health services for mothers and children, points out that factors 
outside medicine influence maternity and child health, and therefore 
the provision of -adequate food, housing, and financial aid are 
essential features of any satisfactory plans. A complete Maternity 
and child welfare seryice—with ancillary services—should be avail- 


-^ able to all as part of a national salaried medical service organized 


on a regional basis, -with the Health Centre asthe local unit. The 
Prevention and treatment of illness in children should be in the 
hands of doctors who have had a special .postgraduate experience, 
and the present maternity and child welfare and school medical 
services should be amalgamated, so that one service prevides for the 
child from birth to school-leaving age. There should be enough. 
institutional accommodation for all women who require or' prefer 
confinement in maternity hospitals, which should be separate units 
care and confinement of the 
mother should be carried out by a specialist obstetric service based 
on the maternity hospitals. For ante-natal purposes a minimum of 
10 hospital beds per 1,000 persons in an area is required, in addition 
to hostel accommodation, which should be attached to maternity 
mstitutions, especially those serving rural areas. There should be 
short-period residential nurseries for children -during the mother’s 
“incapacity.” The Group also recommended the organized teaching 
of “ parentcraft ” during adolescence. * 
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2 oa te T RR: a: hydrolysis was negligible, so that the sloughing of the tissues 
ok Reports of i Societies . ' after injection was not experienced to anything like the degree 


’ 


3 that it was with quinine. He added that it’ was improbable 


z T tHat the last word in synthetic antimalarials had been said. 

- f ` & ees Certain arsenical- compounds had ‘been shown to have a 

6 By TREATMENT: OF MALARIA - - sterilizing effect on certain forms of malaria. Sulphonamide 
At a meeting of the Royal Society of Tropical Medicine and > preparations might yet prove useful, and a compound of the 
Hygiene on July 23 Sir RICKARD CHRISTOPHERS, the president, synthalin type had also been found effective. 
gave a paper on the treatment of malaria, a subject, he said, - Dr. Witt14M Hucues of Lagos followed with a short note 
of the greater importance because British troops are already on the treatment, of -malaria in a hyperendemic zone. In the 

_ operating in many malarious countries, and the indications treatment of troops-in such an area, he said, antilarval methods 

are that, sooner or later others will be added. - were out of the question. He would recommend nothing 

- Nowadays; with powerful specific drugs, malaria was looked beyond the mosquito net and the maintenance dose of quinine, 

upon as a relativély mild disease, but in-the absence of these just as with the civilian. He favoured 5 grains daily as the 

drugs it would be seen again in. its old grim shape, with routine treatment and 30 grains during the acute stage. 

infections whose fatal course the physician was unable to Prof. WARRINGTON YorKE said that in losing Java we had 
stop. The sheet-anchor was the specific drug, which up to lost 90% or more of the world’s supply of quinine, and if 
ten years ago was quinine only.’ The cultivation of. cinchona increasing numbers of our troops wore operating in malarious 
bark had unfortunately been concentrated in Java, and with countries and,more and more of our ships calling at malarious 

Java now lost. to the Allies the supply of “quinine must be ports, there would be a great demand for an adequate supply 

seriously curtailed. It was doubtful whether other cinchona of the only practical substitute for quinine—namely, atebrin 

alkaloids or various derivatives of-the quinine type, such as (or mepacrine)—and the conservation of the limited supplies 
hydroquinine, were available. to meet what must now be an -Of quinine retaining. If quinine was to be saved the economy 
enormous demand for efficient substitutes, and it was necessary must be in the large amounts used for prophylactic treatment. 
to turn to. recently developed synthétic antimalarial drugs. ~- „Prof. Yorke added that he had listened with surprise and 

- ~ The first antimalarial compound ever to be produced was “consternation to the president’s denunciation of the intra- 
plasmochin, synthesized in 1924-6, and this was followed in muscular- use of quinine. When the president said that it 
1932 by atebrin, probably the most powerful antimalarial at was unjustifiable to treat serious cases with pernicious mani- 

. present:known. Since then many compounds had :been-made festations by means of intramuscular quinine because the 
in different countries, all more-or less closely related to or necessary rapid absorpfion could not be expected, he parted 
identical with atebrin or plasmochin; thus quinacrine, acri- company from him. He had found that one or two intra- 
quine, and mepacrine were respectively French, Russian, and muscular injections of quinine bihydrochloride were invaluable, 
British atebrin; and praequine, plasmocide, and pamaquin the ~ only it was urgently necessary to make certain that the patient 
corresponding equivalents of plasmochin. It was stated that would absorb some quinine very quickly. He agreed that it 

- biologically mepacrine, the British product, was indistinguish- was by no means all absorbed, but enough was absorbed to 
able from atebrin, atid it seemed a pity to have changed the produce the desired effect. He had never seen the terrifying 
mame. - | °.._” = ate results, the president liad depicted. ~ i 

Plasmochiñ could not be considered a satisfactory substitute- ` Major RowLanp Hu said that under-treatment was the 
for ‘quinine in the treatment of the acute*disease, nor, by itself, greatest fault in the present-day management of subtertian 
in the after-treatment or prophylaxis, but atebrin had come to malaria in hyperendemic zones. Of atebrin he said that it 

_ be generally accepted as equally effective with quinine. With was as ‘non-toxic as any drug could be expected to be. He 
atebrin not more than 0.3-g. in the day-was given, in three at least had never seen any toxic response. As an anti-relapse 
doses of 0.1 g. The toxicity did not seem. to be great, but drug atebrin was far more satisfactory than quinine, and some- 

__ ~atebrin showed quite definitely some cumulative effect, and’ thing between 4 and 7 standard-size tablets a week were 
therefore the daily total was: fairly well fixed. Usually in the helpful in preventing recrudescence. 
acute attack atebrin was given for a period not exceeding 7 Sir Paue MANSON-Bagr said that he believed quinine and 
days, and if necessary repeated again after an interval. In atebrin went well together in subtertian malaria, but he could 
prophylaxis the chief difference from quinine was in the not agree that the intramuscular or intravenous administration 
avoidance of continued daily administration; this again was of atebrin was anything like as efficacious as the same 
on account of the cumulative effect.- Usually the dosage was administrations of quinine. 

* rather cautious, say 0.2 g. on two successive days in the week | ~~ 
or even at longer intervals. Atebrin was ‘a powerful yellow 
dye, and its administration was liable to give rise to yellow Nova et: Vetera . . 
coloration of the skin, but this was.in no way related to - 
jaundice and it had no disadvantage except the cosmetic one. 
It was.supposed that atebrin did not, like quinine, precipitate CLOSED TREATMENT OF FRACTURES 

Raat tone but it was perhaps early to be completely sure on. Dr.’ Robt. D. Campbell (Kirriemuir) writes: 

-One feature in which atebrin had a clear advantage over J. siding May eee arere REENER AEE E 
quinine was its suitability for intramuscular injection. The haps, take the- paternify of this ique’a little further back. 
treatment of the ordinary case of malaria was best carried In December, 1901, I was acting as “locum ” in a district of the 
out by oral administration, but should there be any--sign of Island of Lewis. One day I received a message to go to a case 

. cerebral or other_pernicious manifestations parenteral adminis- of a broken leg. This involved a journey by Ja d and sea-loch, 

. tration was a matter of urgency.’ The intramuscular use of Occupying the greater part of the day; finishing with a climb 
quinine: in such circumstances was quite unjustified, as the UP a hill-face in the dark to one of the “ black ” houses of that 


necessary rapid absorption could not be expected. - Intra- tune, The patient was a boy of-about 14. The leg, from knee 


muscular a ae was in fact not so much used in pernicious to ankle, was enclosed in a thick casing, evidently composed 


: Ps ree ‘largely of peat pulp. On breaking this off, there was the usual 
malaria as th the treatment of cases of a chronic kind thought wound in the front, about the middle of the lower leg, where 


to be resistant. Actually the use-of intramuscular quinine for the sharp end of the fractured tibia had penetrated and then ` 
such a purpose was largely the perquisite of the doctor babu been retracted. The fracture was in a very good position. 
‘or low-class practitioner, and in the ‘opinion of many it Theré had been a good deal of leakage, but this had been v> 
amouńted to malpractice. The results at best formed a necrotic ‘absorbed by the peat casing. After spending the night at 
mass in the tissues and at the worst led to tetanus or serious Shooting lodge, I took him by sea next day to Stornoway. 
* sloughing and other evils. With atebrin, however, it appeared The ceriness of the situation, the dim light and the peat reck, 
‘to be accepted as the correct procedure, and Sir Rickard with the unwashed look of the people and the undertones of 


explained- that the difference was due to-the different hydro- me E ani teal proeeaute Shick Rai Hive Cowie 
lysis—the splitting up -of ‘a “proportion of the salt into the down even from Palaeolithic times. I wondered sometimes what 
base &nd “free” acid—of the two drugs. With atebrin the would have happened to the leg if it had been left “lone. 
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i age Social Medicine ou 
Sir,—As a member of our local group ‘committee, “I have 
been much interested in the various discussions on this subject 
and also in the letters in your Journal. It Seems to me that 
there is a confusion of ideas, especially among the consultants 
‘Surely -the preventive side of medicine—such as housing, em- 
ployment, ‘diet, wages, sanitation, heredity, ‘environment, etc— 
is the concern of the M.O.H.s and the- Ministry of Health. 
It is quite useless telling the busy general practitioner that 
he is to prevent his patients getting ill and to diagnose their 
complaints before they have any -physical signs.. The fact 
remains that they come.to him ul, and he has to deal with 
„them on the spot and help them immediately. It matters not 
if the doctor is a panel doctor, a~paid State doctor, or a private 
doctor ; his success will depend on his ability to deal with his 
patients clinically (of course Prof. Ryle is right to’ use this 
expression). Snr T ia 
I personally don’t think it matters a row of pins, from the 
patients’ point of view, what type’of practice the future scheme 
is made of. What does matter is that the members of our 
profession shall be the right type of man and woman, keen on 
medicine, with a’ good training, and, if possible, with com- 
» pulsory house jobs and postgraduate work: and, may I add, 
with as little clerical work as possible—I am, etc., 
Hampstead HAROLD VAN PRAAGH. 


The’ Planning ‘Commission’s Report : 

Sin,—May. I offer the following opinions on the Planning 
Commission’s interim report? 

-' 1. The Commission is to be congratulated on its achievement. 

2. The majority view-(paras. 47, 48, 49), envisaging the sug- 

~N gested reorganization in- hospital, consultant, public health, 
‚and other services and standard form of health centre, is well 
reasoned,” sound, and acceptable. : 

3. A whole-time salaried medical service would be wholly 
bad for the profession and the public. It bristles with un- 
palatable features and would “ flatten” two essential points in 
any good medical service: (a) the individual general practi- 
tioner’s independence in medical (and other) thought > and 
(b) the spur to achievement given the prdctitioner by the 
knowledge that legitimate rewards—humaztitarian, professional, 
financial—ere only his in direct proportion to his efficiency and 
endeavour. . iy r 

4. There is no need for a whole-time service (or for the 
third, half-and-half, scheme). , All its good points, and much 
more besides, are encompassed by the scheme outlined in the 

+ majority vigw. i : 

5. Many of the advocates of a whole-time State service seem 
intolerant when not dogmatic or fanatical. Obviously good 
points against whole-time service, such as free choice of doctor 
and ‘bureaucratic stultification, “cannot be dismissed as 
“bogies” or “resuscitated platitudes.” With gentler thought 
it can be realized that the community; “ who want a complete 
medical service” (Dr. A. R. Fox, July 11, p. 53), will get a 
complete service in the scheme envisaged-in the majority view 


—a scheme in which the profession loses little or nothing, gains“ 


a lot, and is spared a great deal. “No one can be so short- 
sighted as to imagine that the end of the whole scheme will 
not be a whole-time salaried medical service. . . . Let us have 
something new: it has to come anyway” (Dr. G. G. Airey, 
“July 11, p. 52). What is to be gleaned from these and similar 
statements? Such obsessed authors should realize that there 

- is nothing inevitable, about a whole-time salaried service ; on 
the contrary, many of us have found that the majority of our 

, RO eBues view it with disfavour if not with abhorrence. They 


ght, also consider the letter by the serving officer in the 


Supplement of July 18 (p. 6), which drops an authoritative hint 
on, what a State service can be like, and advances a plea 
“which I am sure will be echoed by the great majority of 
doctors who, like me, are temporarily with the Forces, to put 
.on the brake, strongly, and stop this precipitous rush towards 
State metlicine.” ' The lay, press teems with, evidence of the 


t 


—¥ 


extravagance and inadequacy of State control, and of the : 
frustration forced on the individual by what the late Lord . 


Chief Justice Hewart called “ the, new tyranny ”’—bureaucracy. 

6. Dr. T. D. Cultert’s belief (July 18, p. 79} that “since a 
capitation fee is retained the major evil of the present panel 
scheme is retained—namely, the inability of the doctor to act 
justly, according to his lights, towards his patient for fear of 


offending Hit and losing financially by a transfer ’—cannot be - 


supported when one reads in the report (para. 69) that the 


capitation fee is but one of the three parts of which a doctor's , 


remuneration would consist, and that another would be a basic 


. salary. 


7. In 13 years of general practice in all manner of com- 
munities I have frequently deplored the present system, but 
nevertheless feel convinced that State niedicine would be a most 
unhappy blunder, and would indeed point the lack of “the 
necessary will and the necessary perseverance.” To a G.P. the 
majority-view proposals seem almost too good to be true, giving 
maximum benefit and minimum tears to patient ‘and doctor, 
with one notable exception. . 

8. As Dr. Culbert’s letter notes: “ Close liaison between the 
general prdctitioner and the hospital is not envisaged nor is 
the need for it stressed enough.” Here is.a real deficiency, and 
this deeply important point forms the subject of the admirable 
article by Mr. Staveley Gough and Dr. Duffus (Supplement, 
‘July 18, p. 5), which should be read by all interested as a most 
constructive -complement to the Commission’s report. We, 


recognize that the medical efficiency of any scheme rests on the ~ 


efficiency of the family doctor. Create the “general practi- 
tioner hospital unit ”—i.e., set aside hospital wards for the - 
treatment of cases by general practitioners, with the freedom 


‘for the latter to seek’ specialist~help when necessary, as at any 


‘other time—then would many patients be given an additional 
very real benefit; the G.P. would be afforded continuity of 
treatment, and.G.P. prestige and standard would be raised.— 
Jam, etc., 

Englcfleld “Green, Surrey 


Use of the Term “ Orthopaedic ” 
Sin,—tIn suggesting that orthopaédi¢ surgeons should confine 
their activities to “the treatment of deformities ’” Brigadier 
Max Page (July 18;p. 79) is approaching the subject from the 


N. MORTIMER VALLELY. 


, point of view of a surgeon who finds part of the orthopaedic 


field attractive, and would like to put up a fence on the far 
‘side of it to keep the orthopaedic surgeon out! If, howevér, 
we approach the subject from the interests of the patient and 
of the general practitioner, it is clear that there is great 
advantage in giving the orthopaedic surgeon free access to 
treat injuries of bones and joints, ‘and the opportunity of 
teaching pre- and post-graduate students in this field. - 

Sir Robert Jones said, when delivering the Lady Jones 


” 


Lecture on crippling due to fractures before the University * 


of Liverpool in May, 1925': g 


Tt will, I think, be generally agreed that the teaching of the 
proper treatment of fractures can only be effective when based on 
experience, not of mechanical detail alone, but also of the principles 
which relate to deformity. Every fracture should be looked upon as_ 
a potential deformity. Some of these deformities develop in very 
insidious ways. They may be traced to omissions or commissions, or 
both. They may arise during treatment or when treatment 1s dis- 
carded. The least obvious frequently prove the most disabling 
The surgeon called upon to teach should possess the experience 
enabling him to visualize all such difficulties and dangers which are 
sure to encompass the practitioner in after-years. 

“Team work and segregation in many fields of surgical endeavour 
saved the lives of patients and the reputation of surgery. This 
became evident in fractures more than in ‘any other branch of work. 
I have no hesitation in saying that greater progress was made ın the 
treatment of fractures during the four years of war thay had-occurred 
during a generation in our big teaching hospitals. i s 


< . there is no mind so comprehensive that it can keep pace ~ 
_ with all the requirements of modern surgery.” 


These-~are the carefully chosen words of a great surgeon, 
a very wise, considerate, and open-hearted man. It is surely 
right that there should be team work among surgeons.. Some 
should confine themselves to the study and the treatment of 


the ills and accidents of’ the locomotor system. These men . 


become more and more expert in the treatment of'fractures. 





_ l-Brinsh’ Medical Journal, May 16, 1925 - a 
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‘Could anything be ‘more. illogical than an attempt to exclude 


-a surgeon from the treatment of fractures because he ‘has ` 
_ given up abdomjnal surgery! . f ; 


The training and experienceé~ of an orthopaedic “surgeon - 


involve close study of the biology and reactions of the léco- 
‘motor system. These possess characteristic differences from 


those of the viscera::' These two systems differ widely iñ their 


’ 


+ 


ii 


function in reaction to injury vand inflammati » in the 
methods which will restore function, and in the relative speed 
(or lack of speed) in their response> There is a difference, 
too, in that after a well-chosen and well-executed operation ` 
on the viscera the surgeon’s work is often largely done, whereas 
the -locomotor system commonly, demands long and watchful 
rehabilitation. The good orthopaedic surgeon must’ combine’ 
the mechanical aptitude and craftsmanship of the engineer 
with the understanding, the gentleness, and the patience which 
living tissues need, ny eet peek . 
' So to limit_the field of Srthopaedic surgery-that it would 
fail to ‘attract young men™ of first-class ability would be 
disastrous for all those crippled or threatened with physical 
disablement ; for unless orthopaedic surgery is very good it is 
very little,good! Well knowing this, Sir Robert Jones,” having 
outlined the orthopaedic field much as ‘it is now widely 
accepted, says: ree 

“ This definition admittedly covers a large area of surgery, and for 
this reason will attract the very best of our young surgeons. These 
are’ the men whom we specially desire to attract in order that they 


` may devote themselves ‘to a very Intricate branch of work, bristling 


y 


with problems which require solution, and démanding .the highest 
operative skill.” ey An > 7 

To the orthopaedic surgeon a difficult fracture is a fascinating ‘ 
problem, to most other surgeons a confounded. nuisance! Max 
Page is indeed an -exception ; he has given proof of his con- 
tinued interest in orthopaedic work and has been welcome. 
His present attitude is unlike him, and his proposal is 
indefensible—I am, ete., 4 > 

Oxford.” ' , G. R. GIRDLESTONE. 


Sm,—It would appear that Brigadier Max Page in pleading 
for a more restricted use `of the term _“ orthopaedic ” has 
changed his views. On Oct. 1, 1935, when he gave his 
presidential ‘address before the Section of Orthopaedics of the 
Royal Society of Medicine (Proc. roy. Soc. Med., 29, 63) he 
said, “ Orthopaedics has so expanded that it-may now properly 
be considered as that section of general surgery which deals 
with any disorder of the locomotor system.” (Italics mine.) 
I cannot get up much enthusiasm about these definitions, but 
if we must have one then I am quite prepared to subscribe 
to Brigadier Page’s. H 
what he really fears is that the orthopaedic surgeons are using 
the term “ orthopaedics ” in such a way as to deny to surgeons 
who are not so labelled the right,to treat diSofders of the 
locomotor system. ` There-is ample evidence that this is not 
so; two examples will suffice: Mr. Hey Groves has. been 
President of the British Orthopaedic Association, Mr. Max 
Page President of the Orthopaedic Section of the R.S.M.— 
I am, ete., : l ; 

. Oxford. 


H, J. SEDDON. 
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«two words I bave ‘compounded that of orthopaedia to express 
in One term the design I propose, which is to teach the different 
methods of preventing and correcting the deformities of 

children.” 3 Jg 
On strict etymological grounds the word “ orthopaedia ” was 
sufficiently expressiye to convey what André implied, but in 
actual practice the choice was not particularly happy? for there 
“was perpetual confusion in many minds as to the meaning 
of the word. Apart from the general public, members of the 
profession with some Latin and less Greek readily ‘assumed 
that it meant to make the foot straight and no more. But 
gradually that misconception largely disappeared. Again, in 
the process of time, like so many other words, “ orthopaedic ” 
has expanded its meaning so that it embraces the surgery of 
bones, joints, and muscles. Itis surprising to be told that in 
America the scope of orthopaedic surgery is in dispute. That 
country is about the most progressive in this branch of surgery, 
and a perusal of the Journal of Bon? and Joint Surgery, a 
significant title of the official periodical of the two great 
American orthopaedic societies, should leave no doubt about 
the meaning of the term to transatlantic orthopaedic surgeons: 
” Brigadier Max Page fears that if the term “ orthopaedic ” is to 
include injuries and diseases of the locomotor system, then 
their treatment will be restricted to orthopaedic surgeons. That 
would not be so. For any surgeon who has had the necessary 


, training should be able to engage in this work whether he be 


-a general or an orthgpaedic surgeon. But if, as he suggests, 
„the term should be restricted to the treatment of deformities, 
then there would be a real danger of the orthopaedic surgeon 
finding -himself .confined to the cure of deformity. No 
orthopaedic surgeon that I know would accept such a retrograde 
cofiception of his work. The fault is. not with the orthopaedic 
surgeon but with the choosing of a term at once restrictive 
in its root meaning and expecting it to stand for a branch of 
surgery more expansive than an eighteenth century physician 
could possibly have dreamt about or intended. There are 
many branches of surgery, and some have emerged in our 
own day—e.g., thoracic surgery and neurosurgery. They are 


a tribute to the progress of surgery and they arè special, re- ` 


quiring a training and a technique of their own: If we are 
to avoid looseness of nomenclature we must first begin by 
asking: “What is general surgery "?—I am, etc., 

Lonfon, W.1. ` z ARTHUR ROCYN JONES. 


, Complacency in Anaesthetics? / 

Sir,—In a leading article (July 18, P, 73) you refer to’ the 
prevailing interest in anaesthesia and to the correspondence 
‘to which it so frequently gives rise. A 29-years experience 
in teaching students and the administration of a general 
anaesthetic on more than 20,000 occasions cannot but result 
in the forming of some definite impressions and opinions which 
may be of some. interest and possibly of some value to others 
Briefly they may be stated as follows: S 

1. The administration of anaesthetics is an art. Idiosyncrasy 
to the drugs Which we employ is common and a measured 
dosage system is not succgssful. 

2. A drug-can be introduced directly into the circulation 
to produce an uncontrollable state of coma, but this procedure 
` does not appear to be a desirable one, nor does it call for the 
exercise of.the ait of thé anaesthetist. ` 

3. When complete relaxation of the abdominal muscles is 


full view of. the patieńt’s face and eyes. Complete control 
over his jaw and upper respiratory passages is also necessary. 
A closely fitting face-piece is thus undesirable. The mask 
and drop-bottle form the ideal method for these cases, the 
mask being something’ more than a “rag” and the bottle 
being one that will deliver a steady drop at any desired rate. 
4. Machines are of great use for operations requiring a 


- lighter typeof anaesthesia, and a machine of some kind is 


absolutely necessary when*remote control of ‘the anaesthesia 
is required. oA a eek 

5. Ether convulsions~.are not mentioned “in Hewitt’s 
Anaesthetics and their Administration (1912) or in Buxton’s 
Anaesthetics (1941). Their occurrence dates from the ințro- 
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duction and general use of machines, ànd the attempt by 
means of these machines to give gas—oxygen-ether when a deep 
anaesthesia is required. Convulsions are a terminal symptom 
in asphyxia and probably due to oxygen starvation of the 
brain cells. Cyanosis is not a true indication of the degree 
of anoxaemia present, and anoxaemia may exist ın the case 
of an anfiemic patient without obvious cyanosis. Abdominal 
relaxation cannot be obtained with a weak anaesthetic agent 
without producing a degree of anoxaemia, and this condition 
persisting may give rise to convulsions. Do administrators 
always remember that their patient requires at least 250 to 
300 c.cm. of oxygen per minute? Under no circumstances 
should a patient be deprived of his full supply of oxygen. 
I have fever seen a case of ether convulsions. a 

- 6. Since entirely discarding chloroform ın 1916 as an agent 
for the induction of full anaesthesia, have had no anaesthetic 
deaths. Grave emergencies rarely occur, and ıt is many years 
since I had occasion to perform artificial respiration. 

A death rate on the table of between 1.3 and 1.8 per 1,000; 
or a record such as that described by Mr. Hamilton Bailey, 
accepted with complacency, must, in the minds of many of us, 
give rise to a sense of wonder.—I am, etc., 

Dundee. ARTHUR MILLS. 


Anaesthetic Death in the Surgery 
Sır —The following experience in a general practitioner’s 
consulting room will, I feel’sure, be interesting to your readers. 
Avgirl aged 8 years was brought into my surgery one night 


` about two months ago with a severe supracondylar fracture 


of the .right humerus., As the nearest hospital was over 7 
miles away, and the shock produced in sending her there was 


taken into consideration, I decided to reduce the fracture in’ 


my surgery. I accordingly administered an ether—chloroform 
mixture (3 to 1), open mask method, and with the assistance 
of a nurse, to whom I handed the mask after the child was 
apparently under, I reduced the fracture. This had barely 
been done when my attention was called to the child. She 
had stopped breathing and was practically pulseless. I promptly 
began artificial respiration for about one minute, then.told the 


nurse to carry on while I went to open a cupboard for the, 
purpose of giving an injection. 


This delay took about 14 


_minutes. I injected 2 c.cm. anacardone into the right deltoid, 


then again took over the artificial respiration from the nurse. 
After half a minute I gave this up and decided to massage 
the heart., I dug my left hand under the costal cartilages 
and placed my right hand over the praecordium and did a 
cardiac massage for a’ quarter of a minute. The sense of relief 
when the child took her first breath can be imagined. _ 

It would be interesting to know what the consensus of 
opinion is with regard to general practitioners accepting a 
responsibility of this type, which seemed justified in the circum- 
stances. Death in a surgery and death in-a hospital under 
these conditions are regarded quite differently by the layman. 
The one spells ruin for the G.P.; the other is a natural event 
in a hospital fully staffed.—I am, etc., 3 


+ Maltby. A. H. BARTLEY. 


e 
Trichlorethylene as General Anaesthetic 
Sin,—In view of the increasing use of trichlorethylene as 
a general anaesthetic we feel that the following case will not 
only be of interest but may perhaps serve as a warning too. 
The patient, a~woman of 25 with a nodular goitre showing 
no toxic symptoms, was chosen as a suitable case for trilene 


anaesthesia. “Her electrocardiogram showed no abnormality, - 
the pulse rate was 72, B.P. 115/75, and her Goetsch test for 


sensitivity to -adrenaline was negative. “She had the routine 
premedication for a thyroidectomy, -which consisted of 30 
grains of chloral by the mouth the night before operation, 
a further 30 grains of chloral 4 hours before operation, and 


-omnopon 1/4 grain with scopolamine 1/125 grain hypodermic- 


ally 14 hours before operation. 

She came down to the theatre.quite calm and drowsy. After 
local infiltration ofthe thyroid area with 120 c.cm. of 0.5% 
procaine and -1:150,000 adrenaline, general anaesthesia was 
induced by 100%, oxygen passed first over and then through 
trilene in a’ Boyle’s bottle. Blind nasal intubation was per- 
formed after a few, moments, and the- patient’s condition 


` seemef to be satisfactery ; she was breathing quietly and 


regularly and was a good colour. Her blood pressure taken 
immediately after intubation, however, showed that her heart 
was fibnillating at a rate of about 140 beats.per minute. The 
systolic pressure was 140, the diastolic_varied from 80 to. 110. 
Her colour remained good. The trilene was discontinued im- 
mediately, 100% oxygen only being administered and the pulse 
continuougly observed. After about 5 minutes the fibrillation 
was replaced by a series of coupled beats, quite forcible in 
‘character, the rate slowly decreasing. This continued for 40 
minutes. Anaesthesia was continued ‘under nitrous oxide and 
oxygen, using a high percentage of oxygen. When the operation 
was completed the pulse had become quite regular at 80 bedts 
per minute and the B.P. was 140/90. She was returned to 
the ward ın good condition and’ has made an uneventful 
recovery. An electrocardiogram ‘taken 5 days later shows no 
organic change except some loss of ventricular tone. 

The most probable cause of this patient’s fibrillation séems 
to us to be the trilene. We have never seen a case of 


‘fibrillation during an operation in a case of non-toxic goitre 


with a negative Goetsch test, and we do not think the 
adrenaline is a likely, cause in this case. The close resemblance 
chemically between chloroform and trichlorethylene should, 
on theoretical- grounds at least, make us be on the look-out 
for abnormal cardiac rhythms. Dr. Langton Hewer,’ in his 
recent review, suggests that there is no evidence of this drug 
having any marked toxic action on the heart, and an examina- 
tion of the literature supports this view. Nevertheless we feel 
it is of value to record this case.—We are, etc., 
K. G. LLOYD-WILLIAMS. 
Royal Free Hospital, W.C.1. ‘Davip HEWSPRAR. . 


Treatment of Scabies 7 


Sır —My attention has been drawn to the leading article oñ 
scabies (July 11, p. 44) -in which some misconception as to 
the value of treatment by benzyl benzoate has crept in. 

You state that benzyl benzoate is liable to cause an intrac- 
table scrotal dermatitis.” Jt would be interesting to know what 
evidence there is for this statement. So far I have not seen 
it recorded, and from my own personal experience in a con- 
siderable number of cases I have not come across it, It has, 
of course, been recorded by several observers in the case of 
derris and rotenone preparations. There is some truth in the 
statement that the spirit soap preparation of benzyl benzoate 
gives rise to smarting when applied to the skin, especially 
when there is much secondary infection. This difficulty has, 
however, been overcome without loss of efficiency by the 
introduction of a benzyl benzoate: emulsion. This emulsion 
fas the further advantage of obviating the use of spirit and 
soap, both of which are at the moment in short supply. 

While there is no doubt that the: efficacy of the classical 
method of treating scabies by sulphur ointment has been amply 
proved, it has the disadvantage of being messy and, unless 
properly controlled, is liable to give rise to dermatitis. At the 
present time, when supplies of soft paraffin for the ointment 
and soap to wash the clothes are limited, this method is not, 
for economic reasons, well suited for treatment on a large scale. 

The Advisory Committee on Scabies of the Ministry of 
Health, in the light of work done by K. Mellanby and others, 
has come to the conclusion that the preparation of choice 
is a 25% emulsion of benzyl benzoate prepared in accordance 
with the instructions in the Nafional War Formulary. It is 
necessary to add that this treatment cannot be carried out 
satisfactorily by the patient himself, but must be applied by 
someone who has been given full instructions as to the applica- 
tion. This recommendation was accepted *by the Ministry of 
Health and is repeated in the Ministry’s revised Memorandum 
on Scabies which will appear shortly. ° 

I may add that the Executive Committee of the British 
Association of Dermatology, after consultation with representa- 
tives of the Society of Medical Officers of Health, has come 
to a similar conclusion.—I am, etc., 


A. M. H. Gray, 


London, W.1. Charman, Advisory Committee on Scabies 


Sir,—I notice the opinion is expressed in your leading article 
of July 11 (p. 44) that sulphur ointment,’ properly applied, is 
the most effective and the easiest treatment available. This 

1 Hewer, Langton, Proc ‘roy. Soc. Med., June, 1942, p. a6. 
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has always been the treatment advocated here, and it has met 
with considerable success. I “agree with you when you say 
that the whole solution of the problem appears to be in the 
direction of moré accurate diagnosis and not only inspection 
but treatment of contacts: I would like-to add that it is desir- 
able to master oné method in detail rather than experiment 
with the most_recently advertised remedy. You evidently 
consider benzyl benzoate, a second best to sulphur? although 
a memorandum of the Ministry of Health dated April 30, 1942, 
describes a°25% emulsion as the preparation of choice. 

_ Two quite unnecessary instructions are. commonly given to 
patients, doubtless copied fronf one book to another and from 
one set of directions to another. The first is to put on clean 
underclothes after the initial-bath, and the second is to take 
a daily bath while under treatment. Since the essence of the 
sulphur method consists'in thorough saturation with sulphur 
ointment for three or four days, and since baths of themselves 
do not cure' scabies, there is no advantage, but rather the 
contrary, in taking them, between‘ the initial hot bath and the 
final hot one preceding terminal disinfection. Seeing that 
sulphur ointment treatment is admittedly somewhat messy, and 
bearing in mind that fomites,do not carry infection to any 
extent and that in any case the underclothes will become 
saturated with sulphur ointment, there is no point in putting 


on clean underclothes after the initial bath as is commonly 


directed. Our routine directions run as follows: 


“Scabies isa contagious disease spreading readily from one person , 


to another by contact and to a less extent by infected clothing and 
bedding. 
breeding there. The mite 1s very small and barely visible to a 
person with good eyesight. Cure is simple and certain if the 
following instructions are strictly followed, but it is most important 
to treat all affected members of a household at the same time ‘and 
equally thoroughly, otherwise infection will persist and symptoms 
“will return. The chief symptoms are itching spots on the hands, 
wrists, arms, legs, and elsewhere. The itching is-worse at fight or 
when the patient is warm. ‘ 3 
Read Carefully ` 

Ist day.—Scrub yourself thoroighly in a hot bath with soap 
(preferably soft soap) and a nail brush. Cut finger- and toe-nails 

ort. Dry yourself and while still warm apply the sulphur oint- 
ment well everywhere except face and scalp: Pay particular attention 
to skin between fingers and toes. . Continue to use the same day 
and night clothes and bedding. - The towel used must be boiled or 
placed in weak disinfectant and laundered. 


2nd day } Once each day apply thoroughly fresh ointment over 
~3rd day jibe old, rubbing well in. Do not bathe or change 
4th day ) clothing. a 


5th day—Take a hot bath, preferably with a small handful of soda 
crystals in it. “Wash off all the ointment. Put on clean clothes. 
All clothes and bedding used during treatment must now be dis- 
infected, ~ p AA 

Do not expect all itching-to stop at once. Do not repeat treat- 
ment without medical advice, If itching spots return seek medical 
advice. It is most important to watch all members of the house- 
hold for ıtching spots, and to make certain that all infected persons 
in. the house are properly treated. Treatment, advice, and disin- 
fection by the public health department are free. 
—I am, etc., f 

Exeter. 


l G. F. B. PAGE. 


It is due-to the itch mite burrowing in the skin and > 


« 


Sir,—I should like to be permitted to criticize under the ; 


following. heads your leading article on the subject of scabies: 

1. “ Reproduction probably takes place both sexually and 
parthenogenetically.” At the risk of displaying abysmal 
ignorance, I should like to: ask for chapter and verse for this 
statement, as I have not previously encountered it. 

2. “It appears that no-substance has yet been tried which 
is superior to the old stand-by—the 10% sulphur ointment 
of the B.P—or to the polysulphide . preparation known as 
‘Marcussen’s ofhtment’ or ‘kathiolan.’” This was certainly 
not my deduction from the paper of Mellanby, Johnson, and 
Barclay. = 

3. “The only other sarcopticide which gives results in any 
way comparable is benzyl benzoate, of which a 20% emulsion 
in soft soap and spirit appears to be quite satisfactory. There 
is, however, a serious objection to this application in that it 
is liable to cause an intractable scrotal dermatitis. . . . More- 

over, it is not very suitable . . > for it always causes a certain 
(srnount of stinging, and if applied to a raw area‘. . . is ex= 
tremely painful.” Jt is evident that the pain and stinging are 


3 - 





chiefly catised by the spirit, and the dermatitis by wartime 


‘soft soap. Both of these objections gre very largely overcome 


by.using aqueous emulsion of benzyl benzoate. The writer 
of your article has chosen for special mention the type of 
benzyl benzoate preparation which could give rise to objection, 
and has omitted the types which are nearly painless, and safe 
as well as effective. Personally, I find that aqueots benzyl 
benzoate emulsion is effective, safe, clean, easy to apply, and 
acceptable to patients, and am glad to find that it is held in 
good repute by those who should know. 

4. I find myself in agreement with your remarks about the 
standard- of diagnosis, and have to record that it took me 
many months to learn what I was looking for. 

5. I regret that' you have omitted to make reference to a 
standard of cure which is generally applicable to clinical as 
opposed to research practice. Personally, as the result of 
observation, I consider any sign of the disease within three 
months of treatment as, a relapse, and am not prepared to 
accept a cure under that period. To me, therefore, series 
of, cases which show a follow-up of only a few days are value- 
less, and indeed dangerous in that they tend to perpetuate 
a false idea of the value of various medicaments.—I am, etc., 

I. C. Monro, 

Elgin, ; Medical Officer of Health. 

t The writer-of the article on scabies got the impression 
that the acarus reproduced parthenogenetically ‘from an article 
by Prof. P. A. Buxton in which it was stated that the pairing of 
‘S. scabiei has not been observed. On rereading the article 
(B.M_J., Sept. 20, 1941) he admits he was wrong in drawing the 
inference of parthenogenesis from this statement—Ep., B.MJ. 


` ‘ Treatment of Malaria in England 

Sir,—I have read with considerable interest the article on 
the diagnosis and treatment of malaria in England by Prof. 
Warrington Yorke (July 18, p. 61). There are one or two points 
in the suggested. treatment which need comment. First, Prof. 
Yorke suggests the sulphate of quinine for the “ ordinary” 
case. I am inclined to prefer the bihydrochloride, as it is more 
easily absorbed and is less of a gastric irritant. Furthermore, 
it can be combined with acid. hydrobromic. dil. to lessen the 
effects of .“‘ quinism,” and with liq. arsenic. hydrochlor., a 
useful adjunct in malaria. Quinine should be prescribed with 
special reference to the cycle of the parasites and not in the 
stereotyped “t.d.s.” manner. The ordinary “ benign” attack 
usually starts at about 2 o’clock every third afternoon, which 
means that the parasites begin to invade the blood stream at 
about this time. It was therefore my custom to get into the 


-circulation as much quinine as possible before the parasites 


began their “invasion.” J accordingly gave the required doses 
at 6 a.m., 10 a.m., and 2 p.m. 

In his treatment of the more severe types of malaria, Prof. 
Yorke suggests intravenous quinine in 1/2 to 1 pint of 3% 
saline. Intravenous quinine is admittedly the only remedy, but 
20 c.cm. of distilled water or saline is all that is necessary, 
particularly in gerferal practice. - It is considered advisable to 
add a minim or'two of | in 1,000 adrenaline chloride solution 
when giving intravenous quinine. Organic arsenic intravenously 
seems to help in chronic or resistant cases. An occasional 
injection is all that is necessary —lI am, etc., 


London, W.1. ? 


E. S. FENNELL._ 


Recommendations of Radium Commission 

Sır, —The recommendations of the Radium Commissioners 
outlined in your issue of July 11 (p. 48) call for certain com- 
ments. The first concerns the status of the Commissioners 
themselves. On this point the Cancer Act is quite clear. The 
initiative in implementing the Act rests solely with the county 
councils, who, after consultation with the staffs of the local 
hospitals and with local organizations of registered medical 
practitioners, shall submit their arrangements for the approval 
of the Minister. The Radium Commissioners are not mentioned 
frorn beginning to end. 

On Feb. 13, 1939, during the third reading of the Cancer 
Bill, on the proposal of the Minister of Health, Dr. Walter 
Elliot, a provision whereby. local authorities must consult the 
Radium Commissioners was deleted and replaced ‘by another 
provision whereby the Minister was to be advised by a sub- 
committee. of the Medical Advisory Committee. It was Ander- 
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‘stood that local authorities might, if they wished, consult the 
Radium Commissioners, but only informally. Dr. Elliot ex- 
pressed the hope that this plan would meet the fear of some 
Members that radium was given too prominent a place in the 
Bill, and thaf local authorities were going to be placed under 
a technical commission. The fears of these Members were: 
well founded. Dr. Elliot no doubt meant what he said, -but 
he was evidently not binding his successors ; for the Com- 
missioners, so far from being relegated to the background as 


was the intention of Parliament, continue to dominate -the ` 


„situation, urging the country to get on with the job and 
telling us how to doit. _ : 

Among other things, they recommend that each centre should 
be under a whole-time director and’ that the radiotherapist 
{who may or may not be the director) should be in full charge 
of all radium and x-ray therapy. This means that those of us. 
who use x rays only would be faced with the alternative either ` 
of subordinating oursglves ‘to men less experienced in x-ray 
therapy than ourselves or of going out of business altogether, 
losing our practices and our main interest in life. No doubt 
the Commissioners regard me and those like me as obstacles 
to the cure of cancer, so much dead wood to be removéd before 
everything in the gārden is made lovely. ý 

Some of us began x-ray therapy long before the Commis- 
sioners were thought of. For many years we have instructed 

‘and examined for the diplomas most of the younger 
radiologists in the country. For many years the patients from ' 
one of the Commission’s own radium centres in another town 
have been sent to me because the Commissioners failed to 
provide -x-ray therapy, being apparently unaware of its 

` necessity. Most radium centres, having failed to obtain the 
results they expected from radium, have come to rely more and 
more on™x rays, and some of them have sought my advice 
regarding technique. Even after the flasco of the -Erlangen 
school in the early "twenties a few of us retained our 
faith in x-ray therapy.. It was we who, through years of 
scepticism, discouragement, and sometimes scorn,, rescued. and 
nursed it, believing that the craze for radium, then in full 

-swing, was not destined to last. Events have proved that we 
were right; for, except in a few situations, radium treatment 
must, in relation to the magnitude of its promise, be accounted 
.one of the major disappointments of medicine. We backed 
the right horse, the Radium Commissioners backed the wrong 
one. They backed our horse when the race was over and now 
they calmly propose to relieve us of our winnings. | 

It is, of course, essential to ensure that radium is, within its 

- limited sphere of action, only administered on scientific 
principles, but this end can be achieved without penalizing 
those of us who bore the burden and heat of the day in proving 
to the Commissioners and others the superior merits and wider 
applicability of xrays. Whether it is in the public interest that 
those of us who showed a sounder instinct than the Radium 
Commissjoners should now be prevented’ by them from con- 
tinuing our work I leave it to your_readers to judge. In my 
opinion, where there is so much to` learn, every shade of 
thought and line of inquiry should be allowed to. develop 
unfettered by artificial restrictions ——I am, etc., 

Cambridge i 


A 4 

District, Nursing „Service 
“Sir,—Lord Horder, writing as Chairman of Council, Greater 
London Provident Scheme for District Nursing (July 25, p. 109), 
must- surely be referring to London only when he says that 
“much too little use is made by doctors with panel practices 

of the facilities’ afforded by the district nursing service.” 

~  B.M.A, figures for 1937 show that qut of 26,520 general 
practitioners 17,787, were engaged in ‘panel or “mixed” 
practices. Figures for 1938 show that sout of a population 
of 46,200,200 there were 19,959,000 entitled to National Health 
Insurance benefit. It is generally accepted that the latter, with 
their dependants; account for over 90% of the population. 
This being so, it would appear that the bulk, if not the whole, 
of the district nursing services is concerned with panel patients 
and their dependants, and if the district nurse is a busy person 
it may well be because her services qre made use of by the panel 
doctor. Where her services are not fully used. by a particular 
panel doctor it has to be’ remembered that there are degrees 
of coMpetence in nurses as. well as in doctors; sometimes, 


FF. ROBERTS.. 
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perhaps, she is not always to be relied upon and the doctor 
is wise to insist upon seeing the patient himself. Lord Horder 
instances a case of cellulitis, but we do not know what this 
means. Perhaps the patient was very ill and ‘should have been 
in bed; or perhaps it-was a mild cellulitis of the. finger and 
the doctor wished to trust to no judgment but his own as to 
the course that the infection was taking ; or perhaps it was 
discharging pus and perhaps the nurse was in attendance upon 
one of this same doctor’s midwifery cases. 

I venture to suggest that Lord Horder’s reproof, while no 
doubt justified in certain instances, is altogether too general, 
and that the panel practitioner above all others’ has_the-most 
_Teason to hold in high regard the services provided by district 
nurses, without whose help he could hardly sustain his work. 
—I am, etc., 


Buntingford, Herts ALAN WIGFIELD. 


Urethral iasiinentaton ec 


Sm,—I should like to endorse Dr. Vincent Norman’s re- 
strained and convincing reply (July 18, p. 80) to Mr. Gordon 
Bohn’s letter on urethral instrumentation. 

Mr. Bohn’s letter (July 4, p. 25) is an example of the 
tendency among some specialists to treat the G.P. with con- 
temptuous tolerance, and though the tendency is confined for 
the’ most part to the lesser lights and to the less experienced 
among the specialists, this attitude -of mind appears to. wax 
and wane from time to time.” To-day it appears to be in- 
creasing, and that it should be so is all the more unfortunate 
when so much is being written and discussed concerning the 
“medical service of thé future. ~ 4 

In an article entitled “ The G.P. as the Basis of the Medical 
Service of the Future,” which appears in the Supplement of 
July 18, the following observation occurs; “That the G.P. 
servicé should bë given such a position that it will not fail to 
attract men of a calibre reasonably equal to that of the 
specialist.” But™what is this calibre? Surely the calibre of 
the specialist is as variable in worth as is the calibre of the 
G.P. The far-sighted, expert, and experienced specialist under- 
stands and appreciates the worth of the G.P. as fully as the 
fighter pilot appreciates the worth of his ground staff, but to 
those who cannot attain such a state of mind, may I suggest 
that they should assimilate the following facts: (1) that the 
specialist is much more often the product of his unusual 
opportunity than of his’ unusual intelligence and skill ; (2) that 
though the specialist may inveigh against the occasional errors 
of the G.P., the G.P. has to take the largest share in, and 
to continue to treat, the consequences .of the no less frequent 
errors of the specialist ; (3) that the G.P.- has to be competent 
and knowledgeable about many things to earn a living, but 
that the specialist has usually to be competent in a much 
smaller and more highly paid field. . x 

It is, I believe, this last paragraph which explains the attitude ' 
of some of the specialists towards the G.P. The specialist, 
because his scope is small and his earnings large, in some cases 
tends to become insular and arrogant in his views, and, as 
Dr. Norman observes; “offers evidence of the fatuous and- 
narrow outlook of.the one-specialty man.”—I am, etc., : 

Hampstead, N W. H. J. S. MORTON. 


Sm,—The teaching of urethral instrumentation advocated 
by Mr. Clifford Morson (June 20, p. 771) is in my opinion 
most important, and in elderly persons the relief obtained ‘by 
the catheter for retention of urine due to obstruction caused 
by prostatic enlargement is immediate and safe. The acute 
discomfort and pain of a distended bladder is immediately 
relieved, and it is only by the passing of the catheter -that the 
nature of the cause can be clearly discovered, as no local or - 
rectal examination, can maké -the ‘cause obvious, but a supra- , 
pubic palpation will always:be necessary and® should. not be 
overlooked. I am not referring to organic nervous disease ‘or 
atony of the bladder, but to retention due to enlarged prostate. 

I have seen the rubber catheter (normally No. 8 or No. 9) used 
for years without any unfavourable symptom, and I can speak . 
from personal experience and from the history of other sufferers 


- 


from prostatic enlargement. I have never seen any haemorrhage 
from the kidney or bladder, but I have known of”ruptures of 
‘the bladder walls from over-distension, when the outflow of 
urine is hampered by obstruction and when a catheter would 
afford relief. ies y ° 
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I do not refer to spasm of the sphincter or to obstruction 


` associated ‘with prostrating diseases of- the nervous system. 


During catlietetization the contraction of the detrusor muscle- 
keeps the bladder wall continuously in contact with the urine 
„until it is completely voided.” There is consequently no negative 
pressure (through the gradual emptying by the catheter)'which 
| can favour haemorrhage. The relief to the sufferergis immediate 
and is most gratifying—t am, etc., 
London, W.8. i 


i 
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. Epididymitis after Acute -Gonorrhoea 
` Sw,—Lieut.-Col. T. E. Osmond’s letter (April 18, p. 507) 
_ calls for a reply. ’ = 


“The patient had a right epididymitis. In my opinion this ` 


is invariably caused by spread along the right vas from thé right 
seminal vesicle. “In the tests of cure and investigation no 
mention is made of having obtained any sample of secretion 


' from the seminal vesicles, though prostatic beads were free 


y 


, 


from pus. How much prostatic and vesicular massage was 
given is not stated, but if adequate drainage was not obtained 
from -the right seminal ‘vesicle relapse was to be expected. 
`> -The difficulty in obtaining a specimen from the- seminal’ 
vesicle is considerable, and ‘the fact that , four, different 
- Yenereologists, all experienced medical officers, did not obtain 
‘it does- not mean that this was not-the focus of infection.— 
“I am, etc. 
Capetown. 


-Active Rehabilitation by C.S.M.M.G. Masseuses 
“~ SR, Mr. G. O. Tippett has drawn attention in his letter 
to the truly magnificent work of the R.A.F. orthopaedic centres. 
The treatment of injuries by active methods—i.e., the main- 
ténance of function during fixation, ráther than the restoration 
of function after fixation—is a basic orthopaedic principle. 
The organized practice of this principle has been of slow but 
steady growth. It- has, however, received’ impetus during the 
war because the expansion of hospital services has given 
greater opportunity to segregate cases of injury of certain types,’ 
and. to create a new and better organization to deal with them. 
` It is -greatly to the it of the orthopaedic representatives 
at the several’ Ministries that they have takei advantage of. 
these opportunities. ` 
Although Mr. Tippett noticed that the medical officers at 
the R.A.F. centre he visited were personally teaching~and 
` helping their patients, he seems to have failed to appreciate 
~ fully the significance of this. Rather, seeking to. cast out the 
mote from his ‘brother’s eye bef considering the beam in 
his ‘own, he has tried to lay on. ienien of the C.S.M.M.G. 
the blame for deficiencies at the hospitals with which he is 
‘associated. he ‘really imagines that*'chartered masseuses 
can only give massage and faradism to-an injured limb, he. 
is sadly out of date. Members of the Chartered Society are 
required by its ethical code to work only fo the instructions 
of-a qualified doctor. \If that doctor (or surgeon) fails ‘to 
Prescribe modern methods of treatment he has only himself 
to blaine; ahd if he has not the facilities he must blame 
the organization for which he works, not the C.S.M.M.G. The 
- syllabus of the Chartered Society Has been modified to lay 
emphasis on modérn methods of rehabilitation, and post- 


F. W. F. Purceir. 
C 3 aire 


"1. graduate courses organized by the society are in progress. 


~ 


2 


2 


< where he works 


ere is a first-rate organization for the rehabilitation of the 
injured at many hospitals of the War Office, the B.R.C.S., the 
Ministry of Health; and the ‘Ministry of Pensions, as well as the 
R.A.F. It is true that many other hospitals are backward.in this 
Tespect;-but it is up to us, as orthopaedic surgeons, to overhaul 
“our methods and reorganize our departments. I find- chartered 


examines candidates trained in the latest methods of rehabilita- 
tion, and the masseuses are fully alive to the scope of modern 
Sehabilitation, which- includes heat, Massage, galvanism, 
faradism;\ ciathermy, short wave, ‘ultra-violet light, hydro- 
therapy, and rehabilitation exercise plus occupational therapy 
.and games, i ; 

I feel sure that Mr. Tippett would be surprised*if he made 
excursions from his narrow sphere where patients “lie in 
plaster and physically rot in bed or loaf about on a stick.” 
I would suggeat'that he visits the Sector Hospitals and London 
and provincial teaching hospitals, where he would find depart- 
ments and wards equipped with suspension sling apparatus, 
either the standard metal unit or the makeshift Balkan beam 
unit and modifications ; he would find the patients treated from 
the earliést possible moment in recumbency by progressive 
active weightless exercise, graded up fo active resistance exercise 
‘and games, with certain hours allocated to occupational therapy, 
orthopaedic and diversional in type. * : 

I feel that Mr. Tippett and others must be unaware of the 
progress in rehabilitation exercise which has been taking place 


. Since this war broke out, and also the good results obtained 


not only in fracture cases, but in spondylitis, peripheral . 


` neuritis; . poliomyelitis, and rheumatoid arthritis cases. apart 


from multiple injuries sustained in air raids. The C.S.M.M.G. 
masseuse. has a high ideal and a good training in modern 
methods, and cannot be blamed if the hospital is unable to 
- afford the necessary. ropes, slings, springs; etc., required for 
modern rehabilitation; no doubt some civilian hospitals may 
be restricted through lack of funds and the masseuse’s efforts 
appear feeble. It is up to the physicians and surgeons to make 
full use of the trained C.S.M.M.G. masseuse and “ go to it”; 
the C.S.M.M.G. masseuse and Chartered Society have gone 
„to itl—I am, etc., j : 

London, NOV. LANCKENAU, 

Body Mechanics 

Sır, —The theories advanced by the au 
Mechanics in Health and Disease, which w 
issue. of July 25 (p. 99), 


thors of Body 
as reviewed in your 
are similar to those propounded ‘by 
Andrew Taylor Still, the origina] osteopath, 80 years ago, and 
which have had attention drawn to them since by many others, 
including myself. - Still’s conceptions have been disregarded or 
strenuously denied by the medical profession: now that they 
are put forward, however, by those with accepted medical 
qualifications wha have“been careful not to use the word 
“ osteopathy,” these theories are apparently to be given kindly 
encouragement by the medical profession. 

On account of. the unfortunate antagonism between the 
medica] and the osteopathic” professions—and there are faults 
on both’ sides, no ‘doubt—valuable time, experience. and 
personnel have been, and aré continuing to be, wasted. Is 
it not pogsible, even at this late stage, for this misunderstanding 
to be resolved?—I am, etc., va 


London, Wl Š GEORGE MACDONALD. 


Diarrhoea and Vomiting 


Sir,—Your annotation under the above heading (July 25, 
p. 102) prompts me to send you some views 1 have been 
forming on the -subject in the course of investigations made 
into the-hature of epidemics, z 7 

Diarrhoea and vomiting, in an epidemic form. may be more 
common in infants than older people, but they are of frequent 
occurrence in the latter and of particular Importance as 
heralding what is to occur in the following winter. Diarrhoea 
and vomiting are the most common initial signs and.symptoms- 


. ‘Thasseuses ate the keenest ‘and most co-operative’ people With- of infections from within, caused by the developmental forms. 


-whom I am associated. Y can assure Mr. Tippett that if he 
“will-make the effort necessary to introduce modern methods 
,» his masseuses will not let him down — 
I am, etc., as me ~ 
~ Pane Wies. M.S., F.R.CS,, 


London, W.i. ~ Vice-Chairman of Council, C S.M.M G. 


` Sirn—It is astonishing to read in, Mr. G. O. Tippett’s letter’ 
(July 18, p. 81) that “the best effort.a masseuse of the 
C.S.MM.G. can do is her routine stock-in-trade of massage 


and faradism to the injured limb.” The Chartered Society 


` 


i d 


of the B. coli communis, resicent ın the intestinal tract. _ 
Although any one of these forms may be the causative micro-- 
organism, the most active are those belonging to the Proteus, 
Salmonella, and dysentery groups; and these and the other 
micro-organisms ring greater changes in infants than in older 
people, because the former have had Jess time to develop an 
immunity against them, o 
These signs and symptoms are the initial ones of infections 


from within, because, owing to the micro-organisms residing 


in the large intestine, the portal system is the one 4o be first 
“involved on their becoming’ active; and thus an explanation 
+ e 
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is afforded for their incidence in the summer months being 
a prelude of what is to happen in the winter months. Diarrhoea 


and vomiting are most common between June and October, 


because heat augments the other climatic factors which govern 
infections from within to account for their developing cyclically. 
An annual py! is to be detected where the-nadir and zenith 
of the host's resistance are found to occur most commonly in 
the ‘months of July and January. The’ chemico-physical 


. changes which the protein in the plasma (wherein resides the 
host’s resistance) undergoes at the hands of climate are the second - 


factor governing infections from within. The micro-organisms 
in the colon come third, because their activity is determined 
by the state in which the. host’s resistance happens to be. 
Diarrhoea and vomiting have been more common this summer 
than for some years past; consequently 1 venture to predict 
that we will not be so free from influenza next winter as we 
have been in the last few winters.—I am; etc., 
London, W.1. ° J- E. R. MCDONAGH. 


A: Depression-Hyposexual-Alopecia Syndrome 

Sin—This interesting case (July 18,-p7 67) has unfortunately 
not been fully investigated. No mention is made of the 
physical condition ‘apart from the loss of hair, nor of any 
investigations regarding metabolism (B.M.R., blood. sugar, 
blood cholesterol, blood morphology, etc.), the condition of 
the pituitary fossa, and other items indispensable for an 
endocrine diagnosis. Not even the blood pressure or the result 
of a urinary routine examination has been recorded. 

The syndrome itself is not unknown to the endocrinologist. 
It can occur either as the result of a pituitary (or pituitary- 
diencephalic) disturbance, representing a beginning or mild form 
of Simmonds’s disease, or it can be of thyroid origin and 
represent a beginning or masked myxoedema. In both con- 
ditions complete loss of hair has been observed, loss of ‘sexual 
function and mental depression being well-known symptoms 
of either of them. The onset after vaccination is slightly more 
suggestive of a lesion affecting the pituitary or the base of 
the brain, but hypothyroid conditions can occur after any 
infectious disease. : ees 

A proper examination of the patient would probably throw 
enough light on the nature of his condition to avoid its being 
regarded as a new endocrine syndrome.—I am, etc., 

London, W.4. - H. Ucko. 


Saving Cotton-wool and Using Sawdust 


. Sm, —I was much.interested in the article on. the .use of 
sawdust as a dressing by Mr. Fitzwilliams because I have used 
this dressing. I was particularly impressed with its value in 
a case of psoas abscess with which I had to deal many years 
ago. A profuse discharge of pus was absorbed by and diffused 
through the sawdust, and the surrounding skin was kept dry. 

A full acgount of the méthod.of its use will be found in 
A Surgical Handbook by Caird and Cathcart, a book full of 
wise counsel and in much request during my student days in 
Edinburgh. I found, as Mr. Cathcart taught, that sawdust from 
pitch-pine was the most satisfactory —I am, etc., 7 
Bushey. Herts. N Tuomas Fentem, M.D. 


_ Sir,—In view of Mr. Fitzwilliams’s statement (July 25, p. 105) 
that one of the reasons for using cotton-wool is its absorbent 
qualities for septic wounds or where there is discharge the 
following should prove of interest. - 

To investigate the properties of various dressings as gids to 
drainage the following experiment was performed. Lengths 
of gauze, home-made plaster, arid <“ cellona,” 14 inches wide 
and eight layers thick, were marked at one-inch intervals. The 
ends were placed into a bowl containing either citrated blood 


_or coloured water, and the transmission of the fluid noted 


“at various time intervals. The actual figures are not quoted 


because they varied so much with each experiment, but constant 
comparative results were obtained. These were: (1) that the 
transmissibility of the gauze was the most rapid up to six to 
ten hours, when it was overtaken by the home-made plaster, 


-and that “celona” in the 24-hour period remained inferior 


to both; (2) that the transmissibility was more rapid at the 
start and gradually diminishéd with increase in the time period ; 
(3) that the transmissibility increased when the materials were 
dependent. Various other esubstances. were tried, such as 
at f i 


, 


> f = 
jaconet, felt, and bandage, all of which showed no tendency 
to transmit. Brown wool merely floated on the surface of 


` the fluid. White wool déserves special mention because it is- 


so frequently stated to be a satisfactory dressing ‘owing to ifs 
absorbent qualites,- but the experiment’ showed that only the 
portion submerged in the fluid absorbed and became weighted, 
and that there was no transmission whatsoever above the 
fluid level. As a close dressing, therefore, it is useless, as only 
that part in actual contact with the discharge is “absorbent. 
Since there is no direct transmission it will only serve to 
retain the discharge in proximity to the wound and macerate 
the skin. This has been repeatedly noted clinically. When 
wool is used it should be employed only as an external 
covering, and should be separated from the wound by a pad 
of gauze several layers thick. -= 

Hence rather than an economic alternative to cotton-wool, 
sawdust is a better dressing as it absorbs and transmits well.—, 
I am, etc., G. MARIANI, 


Senior Housc-surgeon, 


Radcliffe Infirmary, Oxford. Accident Service. 


—— 
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F. DAWTREY DREWITT, D.M., F.R.C.P. 








The death of Dr. Frederic Dawtrey. Drewitt on July 29 takes from ~ 


us a physician and naturalist of wide culture and most kindly 
disposition, a connoisseur of beautiful and interesting things, 
who was held in affection by friends, old and young, throughout 
a very long life. Born on February 29, 1848, he was educated 


at Winchester, at Christ Church, Oxford (where he won second- - 


class hotiours in Natural Science), and at St. George’s Hospital. 
He qualified M.R.C.S. in 1876 and took the M.R.C.P. in 1879. 
At Oxford he graduated M.A. and B.M. in 1878 and D-M. in 
1883. He was elected F.R.C.P. in 1888. After house- 
physicianships at St. George’s and at Great Ormond Street 
he held the post of physician to the Victoria Hospital for 
Children, Chelsea, from 1881 to 1897. At the West London 
Hospital he was assistant physician and later physician from 
1882 to 1902, and then served for many years on its board 
of management. In an address in 1907 H. H. Clutton wrote: 
“Attention was first called m England to’adolescent or late 
rickets by Dr. F. G. D. Drewitt, who showed a boy aged 10 years 
at the old Pathological Society of London in November, 1880. 
The boy was in the Great Ormond Street Hospital under the 
late Dr. W. B: Cheadle, and died two years later, when a_post- 
mortem, made by Sir Thomas Barlow and Dr. P. Abercrombie, 
showed that the case was one of true rickets.” 

Dawtrey Drewitt was a lifelong student of Nature. He spent 
thousands of happy hours watching birds and naming wild 
flowers, or sketching in the open at home and abroad. He 
had served on the committee of the British Ornithologists’ 
Union, and for many years on the Councils of the Zoological 
Society, the Society for Promotion of Nature Reserves, and the 
National Trust for Places of Interest or Beauty.. Until 1941 
he represented the Royal College of Physicians on the com- 
mittee of management of the Chelsea Physic Garden, which 
he frequently visited as its vice-chairman, and his pleasant 
little book The Romance of the Apothecaries’ Garden in 
Chelsea went into a third edition. He also wrote books~on 
Bombay in the Days of George IV ; and on the Latin Names 
of Common Flowers: Their Pronunciation and History, and 
a second edition of his’Life of Edward Jenner appeared in 1933. 
His sensitive eye’ and delicate “touch were revealed in many 
water-colour sketches and etchings, some of them shown 
publicly at the Royal Academy, and in more recent years at 
medical art exhibitions. At the age of 94 his handwriting 
was a miracle of shapeliness and legibility. 

His well-stored mind, his lively interest in the world around 


- him, and his charm of manner and appearance made Drewitt 


a welcome companion at the Savile Club (which he had joined 
in 1877), at the United University Club, at the dining club 
of the Royal College of Physicians, and at the periodical 
dinners of thé Lucretian Club, which he attended until well 
past the age of 90. His sixtieth year of membership of the 
Savile was celebrated by a dinner party given in his hpnour 
in the.club house. He bore the disabilities of old age with 
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gentle good humour, and the bombardments of London could 
not shake his spirit. Though very frail and lonely towards 
‘the end he neter complained or expected others to put them- 
selves: out for him. 


MARK RONALD TAYLOR, MRCS. _ 
The death took place: at Formby in Lancashire on July ’22 


a 


of Dr. Mark Ronald Taylor, who was for many years before — 


his retirement a regional miedical_officer 
Health. z n 

He was born in 1871 the son of Thomas Taylor, a surgeon 
of Bocking, in Essex, who had qualified in 1841, so that between 


of the Ministry of 


them father and son completed a hundred years’ continuous ` 


-service in the medical profession. Mark Taylor received his 
education at Rossall and St, Bartholomew’s. He qualified in 
1894 and started practice at Helston, where for ten years he 
was also medical officer of health. In 1915 he moved to 
Acton and was surgeon to Acton Hospital. Both in Cornwall 
and in Middlesex he was a prominent member of the Insurance 
and Panel Committees and the Medical Service Subcommittee, 


and.in 1920 he was appointed one of the first batch of whole- . 


time regional medical officers of the Ministry of Health, being 
stationed for seven years at Norwich and afterwards at 
Southampton. , 

For the ten years 1904 to 1913 Dr. Taylor was honorary 


` secretary of the West Cornwall Division of the B.M.A., and, 


` 


for`a while, of East Cornwall too, while that Division was 
being pulled together. During his term of office he initiated 
two reforms which eventually affected the whole county. One 
of these was the placing of the district nursing service on a 
proper basis. At that time many districts seemed to make 
their own rules, with the result that some nurses prescribed 
and dispensed, and some even attended fractures and serious 
eye troubles without reference to any doctor. In consultation 
with: two other prominent members of the Association, Taylor 
drew up a set of rules which were adopted, and two medical 
men were co-opted on to the committee of the District Nursing 
‘Association. ° -The other matter was his successful resistance 
to the suggestion that doctors should give courses of Red 
Cross lectures for nothing. -Taylor was a valiant fighter, and 
in the West of England, where he was practising at the time 
and represented his Division, the fight over the National Health 
Insurance Bill was long and bitter. i £ 

, In recent years, after his retirement, Taylor went to live 


» Near Liverpool, where he continued to do some part-time work 


for the Ministry, and, until his last illness, served on Medical 
Boards. «He was a keen naturalist and an ardent angler, 
inventing a number of gadgets, which increased the scientific 
interest in fish and fishing. He was also an earnest student 
of folklore, and wrote much on the subject. While in Norwich 
he collected material for a good-sized book on East Anglian 
folklore, medicine, and magic, but never published it. 


GEORGE KEPPIE PATERSON, M.B., F.R.C.P.Ed. 


Edinburgh has lost a venerable figure by the death of Dr. G. 
Keppie Paterson, who had been for more than-half a°century 
associated with the Livingstone Dispensary in the Cowgate, 
of which ‘he was consulting obstetrician and physician for 
maternity welfare at the time-of His death. í 

George Keppie Paterson was bom in 1861, and took his 
M.B., C.M.Ed. with honours in 1882. Afterwards he studied 
in Berlin and Vienna. For ten years he was assistant to 
Sir Alexander Simpson, the holder of the chair of midwifery 
and diseases of women in Edinburgh University. He acquired 
an extensive general practice which he carried on until a few 
years ago. He became in 1891 a member of the Royal College 
of Physicians of Edinburgh and in 1895 a Fellow. He was 
one of the oldést members of the British Medical Association, 
his membership extending over 58 years. In 1903 he became 


hon. secretary of the old Edinburgh North-East Division, an ` 


appointment he held until 1911, and then, for a further ten. 
years; he was hon. secretary of the new Edinburgh and Leith 
Division, of which in 1924-6 he was chairman. In 1930-1 
he was president of the Edinburgh Branch. 

One of Dr. Paterson’s greatest interests was medical missions. 
He had travelled extensively in North Africa, Egypt, Palestine, 
and ethe West Indies. He joined the Edinburgh Medical 


_ Missionary Society in“1890, and was for several years: its hon. 
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‘treasurer and vice-president. It was an abiding joy to him that 

his professional services during almost the Whole of his career 
should be given ‘to an. institution- which bore the name of 
Scotland’s greatest médical missionary. Dr. Paterson was a 
man of high culture and greatly respected in his city. One 
of his keenest interests was in music, and he even ran a choir 
in his dispensary. a 


PROFESSOR MARFAN 

Prof. Antonin Bernard Jean Marfan, the eminent Paris 
paediatrician, whose death without mention of the date is 
reported by the Schweizer Medizinische Wochenschrift of 
May 9, was born at Castelnaudary in the Aude Department 
of France on June 23, 1858. He received his medical education 
at Toulouse and Paris, where he qualified in 1887, and five 
years later obtained the coveted post of Médecin des Hôpitaux. 
In 1914, when he was elected a member of the Académie de 
Médecine, he became the first occupant of a chair of infantile 
hygiene, and held this post until his retirement in 1928. For 
many years he was physician to the well-known Hôpital des 
Enfants Malades in the Rue de Sèvres with special charge of 
the diphtheria block. . His literary output was considerable and 
of a high order, His prin@ipal work was a treatise on lactation 
which went through four editions and may be regarded as 
a classic. He was also the author of a monograph on 
diphtheria, a series of volumes on diseases of infants, and 
shorter works on periodic vomiting with acetonaemia, puncture 
of the pericardium by the epigastric route, and diagnosis of 
sore throat. Besides being founder and editor of the quarterly 
journal Le Nourrisson he was co-editor of the System of 
Medicine with Charcot, Bouchard, and Brissaud, and of the 
Treatise of Children’s Diseaszs with J. Comby. He was well 
known in this country, where he was elected an Honorary 
' Fellow of the Royal Society of Medicine in 1934. 


Universities and Colleges 





y - 
UNIVERSITY OF CAMBRIDGE 

The following candidates have beeg approved at the examination 
indicated : 


DIPLOMA ‘IN MEDICAL RADIOLOGY AND ErecmoLoay—Pari 11. G. K. F. 
Cohen, R. McK Crichton, T. Culloty, F Freund, Mana E. Grossman, H. T 
» H. R. C Hay, C, J. C. G. Hodson, D_ A. Jennings, M. B. Leitch, 
McM. Meooch, D.J. Mitchell, R. G. Moffat, J. Y Rablnowitch, Kathanna 

. W Simmins, J. H. Smitham, Lilian H. Walter. 

At a Congregation held on June 20 the following medical degrees 

were conferred : - i 


M.D.—*G. L. Robinson, *G. O. Richardson. *E. F 
Morton, R. W. Mason, D, J Watterson, E J. C Topham. 


* By proxy 

UNIVERSITY OF LONDON 

~ F. G. Young, D.Sc., Ph.D., has been appointed to the University 
Chair of Biochemistry tenable at St. Thomas’s Hospital Medical 
School. B. W. Windeyer, M.B., B-S.Syd., F.R.C.S.Ed., F.F.R., has 
been appointed to the University Chair of Radiology tenable at 
Middlesex Hospital Medical School. Alexander Lawson, PhD., 
B.Sc., has been appointed to rhe University Readership in Organic 
Chemistry tenable at the London (R.F.H.} School of Medicine for 
Women. 


Aubert, H J V. 


WESTMINSTER HosrrraL MEDICAL SCHOOL 
An examination for two entrance scholarships in anatomy and 
physiology will be held on Sept. 9 and 10. Particulars may be had 
from the Secretary, Westminster Hospital Medical School, 17. Horse- 
ferry Road, S.W.1. s ~ 


i ROYAL COLLEGE OF OBSTETRICIANS AND 
sat GYNAECOLOGISTS 
At a quarterly meeting of the Council held in the College House 
on July 25, with the President, Sir William Fletcher Show, in the 
chair, the following officers were elected to take office in October: 

President: Sir William Fletcher Shaw. Vice-Presidents: Mr. 
William Gough and Mr. C. G. Lowry. Honorary Treasurer: Mi. 
J. P. Hedley. Honorary Secretary: Mr. G. F. Gibberd. Honorary 
Librarian: Wing-Cmdr. F. W. Roques, R.A.F.V.R. Honorary 
Curator of Museum: Mr. Aleck W. Bourne. 


L. C. L. Averill (New Zealand) was admitted in absentia to the 
Fellowship of the College. 


The following candidates were elected to the Membership- 


H. Agar, Muriel Boycott, J. W. D. Buttery, Mane H. Calverley, 
-T. A. Gillie, I. MacG. Ja n, W. J. McCord, MaryeK. Lawior, ° 
H. M. Wolff, J. F. B. Wyper. e ` 


` 


. worse than in any of the spring months. 
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Medical Notes in Parliament- 
Å ———— 


Health of the Factory Worker 


Mr. Ernest Bevin, on July 22, presented the estimates for the 
Ministry of Labour. He recalled the transfer of the Factory 
Department and its administration from the Home Office to the 
Ministry of Labour and National Service in June, 1940. Factory 
inspection and welfare could not be separated from the 
mobilization and use of man-pdwer. The transfer placed long 
and valuable experience at the disposal of the Ministry when 
dealing with the problems of the movement of workers and the 
physical strain of war conditions. He was happy to say that 
notwithstanding the bombing of homes and o factories, the 
health of the population had stood up to the strain. He 
regretted that the accident rate in factories had increased owing 
to recruitment of inexperienced workers and expansion of 
dangerous industries. Phe Ministry had given attention to 
problems of skin disease arising out of the war, and, all things 
considered, the percentage rate was low. Removal to other 
occupations of workers who were prone to such disease and 
sick-bays in hostels for immediate treatment had helped to 
keep it under control. 





N ` 1 = 

Dr. Haben Guest said Mr. Simmonds should supply 
details of his allegations to the Ministry of Labour. Dr. Guest 
believed they could not be substantiated. Me hoped that 
medical supervision ın factories would be increased and 
extended, and that still more stress would be laid on the pre- 
xentive side of the doctor's work. Works doctors should 
consult weekly with representatives of the employees on 
matters affecting well-being and health.: He wondered whether 
the committee under Sir Geoffrey Shakespeare could give a 


- special medical quota for works. 


.Mr. Hiccs produced specimens of doctors 


Sir GEOFFREY intervened to say the problem had been con- 


‘sidered. by the Priority Commuttee and efforts were being made 


to meet the demands of the Ministry of Labour.” 

Dr. Guest said the position could also be improved by 
employment of women doctors. It should be possible to get 
some of the retired or semi-retired older medical men and 
women back for this kind’of work. Was it possible for panel 
doctors who were in attendance on the workers in a district to 
attend to the preventive side of medicine in the factories? 
> “notes.” One, 
which stated “is unable to follow her employment owing to 
her aunt’s illness,” had been accepted by the timekeeper. 
These doctors’ “notes” were issued far too liberally. i 

Mr. TomMLINsonN, replying to the debate, said the British 


| Medical Association and the Trades Union Congress both felt 


During the last two years medical supervision and nursing £ 


services in the factory had been intensified, and as a result 
absenteeism had been reduced. Co-ordination between the 
works doctor and the general practitioner -shortened illnesses. 
Works doctors. were valuable in organizing first-aid arrange- 
ments and` keeping them efficient. They eould look after 
workers who were exposed to special risks, and they performed 
a great educational service. They ‘attended to the special 
problems affecting juveniles. The number of doctors employed 
whole-time increased during the last 2 years from 35 to 150, 
and part-time doctors from 70 to 550. The Ministry set to work 
to organize this part-time service for the smaller factories, but 
was handicapped by the call-up of doctors for the Services. 
He hoped this work would not be allowed to die at the end 
of the war, It was additional to the statutory work of the 
examining factory surgeons and to less comprehensive services 
in many other factories. He was studying how the certifying 
surgeons and the examining factory surgeons could be bropght 
more fully into the picture as integral parts of the industrial 
_health services. The technique developed in industrial medicine 
could be of tremendous value to the medical services of the 
country as.a whole. The Minny had sought to expand the 
factory nursing service rapidly and had provided short courses 
of instruction in conjunction with the Royal College-of.Nursing. 
The training continued after the nurses had gone to the works, 
with the aid of the medical people employ: Hours of’ work 
in factories were-a vexed problem. After -Dunkirk there 
appeared a danger that-the Factory Acts administration would 
break down.’ But now man-power had been so mobilized that 
` he was considering the tightening up of hours at an ‘early date. 


Tuberculosis Related to, Black-out Conditions 


Mr. ELLIS SMITH cited a report of the British Medical’ 


Association on the health of industrial workers. He said that 
in too many cases the milk- supply ‘to workers engaged in 
‘dangerous’ processes had been stopped. He hoped the lessons 
of the investigation into silicosis among anthracite workers 
would be applied to the pottery and asbestos industries. He 
asked for a national scheme of rehabilitation to be established 
as soon as possible. Mr. MCNEIL said Mr. Bevin had power 
to place a medical man within any factory as a servant of the 
Crown if he did so within the terms of tHe inspectorate. Figures 
published that week showed that in Glasgow the rise in tuber- 
culosis was almost confined to-the industrial workers. For 
commercial and professional workers who had not to under- 
beets night-shifts in black-out conditions the figures were almost 
stable. 
Chief Inspector of Factories did not relate the accidents to the 
number of people employed. Ea 


Doctors “ Notes” 5 
Mr. SIMMONDS, remarked that whereas there was normally in 
the winter and spring maximum absenteeism due to bad health, 
in a number of factories this year absenteeism had been con- 
tinuing into the summer. In some, absenteeism in June was 
E:ther the workers 
were suffering from industrial fatigue resulting from the winter 
or else there was, now the weather was better, more pressure 
on the doctors to certify that workers were in need of a rest. 
Many doctors were now shockingly overworked, and some were 
not as careful as they ought to be-in issuing certificates for 
‘ absence. Tightening up was essential if production was to be 


maintained. - 
es ~ 


Mr. Lewis Jones complained that the report of the ` 


. Table 6. D 


tbat industrial health work was on the right lines. Asked about 
discoloration of workers in contact with certain powders, he 
said the scientific resources of the Allies bad been brought in 
to find a solution. They might find something which would 
turn girl workers a healthy tan instead of a dirty yellow. The 
Ministry had failed to determine what were the detrimental 
effects of black-out on the worker, but believed they were 
more psychological than physical. 


Patliamentary Health and Housing Committee _ 

Lieut.-Gen. Alexander ` Hood, Director-General of Army 
Medical Services, on.July 21 attended a meeting of the Parlia- 
mentary Conservative Health and Housing Committee under 
the chairmanship of Sir Francis Fremantle. General Hood 
gave an encouraging account of health conditions in the Armies 
both at home and abroad, but said increased vigilance would 
bo necessary during the coming winter when hutments and - 
billets, would have to accommodate increasing numbers. With 
advisory bodies to keep it m touch with civilian practice, his 
Department was now organized on a basis that ensured a 
complete medical service for the troops. / 

Mr. Hugh Linstead was elected deputy secretary of the 
committee to assist Capt. G. S. Elliston, who has been hon. 
secretary of the committee since 1931. , 


Compulsory , Vaccination and Inoculation rere ss 

Asked on July 23 by Sir WALDRON SMITHERS to take the 
necessary powers to make vaccination against small-pox and 
injections against other infectious and epidemic diseases com- 
pulsory, Mr. Brown declined'to do so. He said that recent 
occurrences had not afforded any justification for such a change 
of policy, but he would continue to do all in his power to 
encourage immunization against certain infectious diseases, 
either as a routine or when special circumstances called for 
such action. 5 

í Appeal Tribunals 

Sir WALTER WOMERSLEY announced on July 23 that at 
present it was not possible to set up tribunals to deal with 
all the appeals that would be made on war pensions. He was 
taking full advantage of the arrangement under which cases 
of serious doubt or difficulty on a medical question could be 
referred to an independent expert nominated by the President 
of one of the Royal Colleges. In no case had he rejected the 
opinion expressed by one of these experts. The medical 
referees were independent of his Department and were under 
no pressure from him. Appeal tribunals would be set up as 


x 


‘soon as practicable without waiting for the end of the war if 


doctors should become available. Possibly medical personnel 


might be spared from the Army. 


2 Deaths from Pernicious Anaemia az 
Mr Brown stated. in the*House of Commons that the 
number of deaths from pernicious anaemia -registered in 
England and Wales in 1939 was 1,922; in 1940, 2,167; and in 
1941, 2,422. The figures for 1939 were corrected to agree with 
the 1940 classification of deaths and differed from those 
published in the Registrar-General’s Statistical Review, Part 1, 


M.R.C.: Tuberculosis Report - 

The report of the- Tuberculosis Committee of the Medica! 
Research Council is almost complete. It will contain interim 
recommendations on_the steps to be taken forthwith. They 
will deal with the increased incidence among children “under 


5 years of age and inmates of mental hospitals. 7 
at 
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- CASUALTIES IN THE MEDICAL SERVICES, 
Temp. Surg. Licut. CAMERON Fraser, R.N.V.R.,, who, in the 
Journal of May 30, was reported missing, is now posted as, 
_ “ Missing, Presumed Killed”“ in H.M.S. Neptune in an 

Admiralty Casualty List pula ‘on July 17. He was edu- 
cated at- the Anderson and St. Mungo’s Colleges, Glasgow, and 
took the L.D.S. in 1938 and the ttish triple qualification as a 
medical practitioner two years later. He entered the R.N.V.R. 
as prob. temp. surg. lieut.-in Mafch, 1941. His home was at 
Lhanbryde, Morayshire. He was a member of the B.M.A. 


‘ Temp.- Surg. Lieut. Eric BERESFORD- RIDING, R.N.V.R., is 


a5 
4 


reported “ Missing, Presumed Killed” in H.M.S. Neptune in. 


an Admiralty Casualty List published on July 17. 
ediicated at the 
. Ch.B. in -1938.7 


He was 
University of Liverpool and graduated M.B., 
After holding a post at the David Lewis_ 


Northern Hospital, Liyerpool, he took an appointment as ship i 


surgeon with, the Holt Line in September, 1939, and entered the 
R.N.V.R. as prob. temp. surg. lieut. in February, 1941. His 
~ home was at Ormskirk. He was a member ofthe B.M.A. 


. Wounded—War Subs. Capt. J. McD. Dougan, M.C., R.A.M.C. 


- Missing —Capt. J. A. Falk, -R.A.M.C., Major A. C. Glendinnin 
LMS. Capt. W. Ò. James’ RAM.C. Col. G. P. Kidd, M.C, 
RAM.C, Major J. Parkes, R.A.M.C., Capt. N. C. Rogers, 


R-A-M.G, attached R.T.R. 


T 


, DEATHS IN THE SERVICES g 
_ Surgeon Rear-Admiral ARTHUR RICHARD HARRIE SKEY, R.N. 
(retired), of Fareham, Hants, died in the Royal Naval Hospital, 
Haslar, on July 15. He educated at Bart’s, took the’ 
M.R.C.S., L.R.C.P. in 1896, and the M.B., B.S.Lond. in the 
same year. Entering the Navy soon after, he attained the rank 
of surgeon rear-admiral on July 1}, 1927. He served in the war 
of 1914-18, receiving the” medals. i 








3 : : EPIDEMIOLOGICAL NOTES 
' k Discussion of Table 
~ In England and Wales the numbers of notifications of scarlet, 
fever and dysentery increased by 261 and 43, while the incidence 
of whooping-cough, diphtheria, measles, and acute pneumonia 
declined by- 95, 76, 311, and 109 respectively when compared 
` with the preceding week.” ` PO 
-The 1,558 cases of scarlet fever constituted the largest weekly 
total since 1940. An increased incidence was common through- 
out the-country and no large fluctuations were reported. The 
largest increases were those~ of London 29, Lancashire 23, 
Middlesex 22, and Somerset 21. a a 
An-outbreak of dysentery in Derbyshire with 86 Cases was 
~ responsible for the increase in this disease. The distribution 
of the cases. in the county was Staveley U.D. 32, Bolsover 
U.D. 4, Clowne R.D. 43, Chesterfield R.D. 6, Blackwell R.D. 
1. Only 4 further cases were reported from the outbreak in 
- , Cumberland, Penrith M.B., making a total of 166 cases in four 
. weeks. Of the 17. cases notified in London, 9 were in the 
` borough of Wandsworth. The largest totals in the other 
administrative areas were those of Buckinghamshire, Aylesbury 
M.B. 5; "Norfolk, Norwich C.B. 6; Staffordshire, Brownhills 
- Pembroke M.B. 8. N : EN 
The notifications of acute poliomyelitis, 16 cases, were 11. 
more than in the preceding week. The cases were distributed 
through eleven counties, the only multiple cases occurring in 
Durham, Consett U.D. 2, and Warwickshire, Nuneaton M.B. 4., 
For Scotland’ the feature of the returns was the increase in 
‘the incidence of dysentery ; an outbreak involving 28 cases was 
-reported from Banff County. 


: : ` Small-pox ` 
~ The number of fatal cases in the Glasgow epidemic rose to § 


with a death,on July 29. No further cases have been reported ` 


for some days and‘ the raising of the ban on hospital visitors is 
being considered. A case of small-pox has been reported _in 
the London borough of Westminster. The patient was a_ 
Glasgow contact. x ý 

`  . ‘Returns for the Week Ending July 25 


_ The notifications -of infectious*diseases during the week in 
- England and Wales included: scarlet fever 1,516, whooping- 
cough 1,125, diphtheria 710, measles 6.817, pneumonia 479, 
cerebgospinal. fever 89, acute poliomyelitis 12, dysentery -101, 
paratyphoid 11, typhoid 10. `: > = Y 


aa 


U.D. 9;, Denbighshire, Wrexham R.D. 7; Pembrokeshire, | 


4 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended July 18. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 

* spondmg week last year, for: (a) En and Wales (London jocluded). (b) 
London (admunstrative county). (c) tland. (d) Eire. (e) Netthern Ireland. 
Fi A ‘Births and Deaths, and of Deaths recorded under each infectious disease, 
are for a) The 126‘great towns in and Wales (including London). 
(b) on (administrative coun’ © e 16 principal towns in Scotland. (d) 
. The 13 principal towns in Eire. (© 10 principal towns in Northern Ire! á 
A dash — denotes no cases ; a blank space denotes disease not notifiable or 
no return available. ` 








P 1942 1941 (Corresponding Week) 
Ero RA (d) | © 
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Medical News - 


New regulations issuéd by the Ministry of Health, to be known as 
the Public Health (Tuberculosis) Regulations, 1942, require medical 
officers of health to supply local offices of the Ministry of Labour 
with certain iculars of any women called before medical boards 








who are suffering or have suffered from tuberculosis. The procedure ` 


to be followed, which -is different in some respects from that laid 
down for men, is set out in Circular 2648, which accompanies the 
regulations. ~ - 7 , Z 
The minutes of the meeting of the Bombay Medical Council held 
under the presidency of Major-General R. H. Candy, C.LE., K.H.S., 
on February 23‘have been received in this country. This was the 
last meeting before the. expiry of the term of the present counal 
members at which General Candy presided, and a resolution was 
carried with acclamation placing on record the Council’s high appre- 
ciation of the valuable services rendered by him as president, of the 
cordial manner in which he had conducted its deliberations, and of 
the courtesy, great ability, and zeal shown by him in handling the 
Council’s affairs. 7 


Sir Arthur J. Hall, M.D., F.R.C.P., having 1esigned.the post of 
honorary consultant physician at Rampton State Institution, near 
Retford, Nottinghamshire, the Board of Control, with the approval 
of the Minister of Health, has appointed Dr. C. Gray Imrie, 
F.R.C.P., as his successor. i 


Prof. J. W. H. Eyre, M.D., has been elected President of the 
Royal Institute of Public Health and Hygiene in succession~to the 
late Sir Thomas Oliver. He was senior vice-president and oné of the 
founders in 1903 of the Institute of Hygiene, which amalgamated in 
to with the Royal Institute of Public Health to form the present 

titute. 


The May issue of the Boletin de la Oficina Sanitaria Panamericana, 
which is dedicated to the eighth Pan-Amencan Congress of the 
Child, contains articles on infant mortality in.Costa Rica, the Child 
Health Department in El Salyador, infant protection in Mexico, 
physical education in Chile, and child nutrition in Latin America. 
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QUERIES -AND -ANSWERS 

è Adder Bites A 

Prof. RENDLE SHorT (Bristol) writes in reply to Dr. Walker: No 
doubt many rural practitioners have seen a number of cases of 
this accident and can give a better account of it than I. 
Tecent case under my care, in a child who was bitten on the foot, 
-the leg was very swollen and blue up to the groin for about three 
weeks, but the child did not seem much distressed. The bite had 
been excised and the wound treated with permanganate crystals 
within a few hours of the accident. A medical student who used 
to hunt adders in Somerset told me that he had been. bitten on 

~ several occasions, and. that after the first the bite gave very little 
trouble. I believe this is a well-known fact.” 


Coltsfoot 7 
Dr. Conor MaGuirs writes from Claremorris: In 
Tussilago ” (July 4, p. 30), William Woodville, M.D., Medical 
Botany, 1810, says: “ The leaves have always been of great fame 
as possessing demulcent and pectoral virtues, useful in pulmonary 
consumption, coughs, asthma, and in various catarrhal symptoms. 
A valuable medicine in scrofula. f It may be used as tea or given in 


`~ 


reply to 


5 He does not gi 
“informafion about the curing of the plant. ae 


e T s 
-¢ f 


Orders for copies of the g 


. LETTERS, NOTES, . ETC. 
Treatment_of Scabies x i 
Dr. E. M. Brocksank writes: In the 1914-18 War Manchester 
doctors serving with the Russian A,M.C. found that scabies was 
being regularly treated there by unguentum Wukinsonii. ? This was 
a preparation in the Manchester Infirmary Pharmacopocia of 1896 
of Dr. A. T. Wilkinson (now consulting physician to* the 
Infirmary). It consisted of equal parts of the B.P. sulphur, 
. ammomated mercury, and zinc oxide ointments, all of which then 
had benzoated lard as a base. The lard was looked upon as an 
effective constituent of the mixture. The benzoin prevented the 
lard from “going rancid, and the 3% of it may have had some 
helpful antiseptic action. In Russia the ointment was applied 
three times in a week after preliminary soap- and hot water 
preparation. In view of the more or less unsuccessful remedies 
now being used, it might be worth while giving the old-established 
one another tral in the present epidemic i 


Disinfecting Thermometers, etc. 
Dr. WILiiAM 'ScoTLAND (Birmingham) writes: During’ over twenty - 


~~ years’ experience of assistants and locumtenents in general practice 


I find that almost invariably thermometers are sterilized by soak- 
ing in a suitable solution, but are then popped back into their 
soiled cases So also with syringes: the actual syringe is carefully 
“boiled but is put back into a soiled case. My routine advice is to 
carry half a dozen thermometers, soak them in a suitable antiseptic 
solution overnight, and boil the cases in the morning. Thus a 
soiled thermometer need never be used on any patient. Syringes 
` and their cases should be boiled. As for ear, nose, and throat 
diagnostic sets, the specula rest in a velvet-lined nest. This shows 
that the manufacturers have little idea of the needs of the GP. 
They do not appreciate that these portable sets are used as such 


in the patients’ homes, and that there is frequently neither the `- 


time nor- the convenience for sterilization immediately after use. 
There ought to be a boilable metal case to hold these parts, and 
a spare case to hold soiled ones until they can be disinfected at - 
the surgery. I have advised more than one maker to redesign his 
“ jewel case ” on these lines, but with no result. So far as I am 
aware there is not one such on the market. All this is exceedingly 
elementary and very obvious, but unfortunately the obvious is too 
often missed.- ` ` 


We have recently received the price list of the medical products 
issued by British Drug Houses Ltd. (Graham Street, City Road, 
N.1). The products are arranged in alphabetical order, and the 
name of each product is followed by a description, indications for: 

` use, administration and dosage, modes of issue, and price to the 
medical profession. We are asked to state that the list will be 
sent, post paid, on request to any medical man. 


. MEDICINE 100 YEARS AGO 
Extract from the Provincial Medical Journal for August 6, 1842: 


“On the night óf June 27, 1839, W.D. Esq., banker, in Douglas, 
aged fifty-two, was suddenly attacked with total blindness. He sent: 


Six hours afterwards, when his bowels had been 
evacuated by the purgative, an emetic mixture, containing the 
tartarised antimony and ipecacuanha, was exhibited, which, being 
slow ın operating, a teaspoonful of powdered mustard was adminis- 
tered with -excellent effect. At mid-day, 28th of Jun®, ten leeches 
were applied to the temples, and the calomel and scammony were 
repeated soon after, with directions to assist ther operation by 
a dose of castor oil in the evening if necessary. By these means 
the primae viae were well cleared out the first day of the attack ; 
and as my patient complained much of thirst and nausea, and 
foulness of the mouth and palate, effervescing~ draughts, made of 
the volatile alkali and citric acid, were prescribed to be taken every 
hour, in order to obviate the necessity of loading the stomach with 
much liquid, and to mitigate-the febrile heat ofthe surface, -which 
set in-towards evening of the first day.” Passages from an article 
by Henry Oswald, F.A.S E., etc., on + A Case of Amaurosis successi 
fully treated.” ~ > i 
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o _ THE ROLE OF RENIN IN EXPERIMENTAL HYPERTENSION 


B. A. HOUSSAY 


AND 


: . E. BRAUN-MENENDEZ 


(Frém the Institute of Physiology, Faculty of Medical Sciences, University of Buenos Arres) 


In 1934 Goldblatt and others discovered: that partial con- 
striction of the main renal artery produces a marked and 
permanent hypertension in the dog. The renal experi- 
mental hypertension caused by this or other methods in 
laboratory animals is similar in many respects to human 
essential hypertension. It is not due to excretory in- 
sufficiency of the kidney or to an increase of blood volume 
or cardiac output, nor is it produced through a nervous 


mechanism. Houssay and Fasciolo (1937a, 1937b) have’ 


shown that renal ischaemia results‘in hypertension through 
a humoral mechanism. The ischaemic kidneys of dogs 
with chronic hypertension were grafted into the neck of 
normal or nephrectomized dogs. The arterial pressure of 
the recipient dog rose from 30 to 80 mm. Hg in 5 to 10 
minutes, while grafting a normal kidney had no such effect. 
The citrated plasma obtained from the veins of these 
ischaemic kidneys „produced . vasoconstriction’ when per- 
fused through a Liweh-Trendelenburg preparation ; normal 
plasma had no vasoconstrictor action (Houssay and 
Taquini, 1938). 


Braun-Menendez and Fasciolo (1939a, 1939b) made the 
observation that acute partial ischaemia of the kidneys pro- 
duced the same effects as chronic ischaemia: (1) if the artery 
ọf a normal kidney grafted into the neck of a dog was con; 
stricted a slight but definite increase in blood pressure was 
produced ; (2) the blood of acutely ischaemic kidneys when 
injected intravenously into anaesthetized dogs produced greater 
increases in blood pressure than control blood ; and (3) it had 
a vasoconstrictor action on the Lawen-Trendelenburg prepara- 
tion. Braun-Menendez, Fasciolo, Leloir,‘and Muñoz (1939) 
prepared extracts from the venous blood of these kidneys and 
discovered a pressor substance which was named “ hypertensin.” 
They found that this substance could also be prepared in vitro 


by-incubating at 37° C. blood plasma or serum with renin, a - 


protein which is present in extracts of kidney (Braun-Menendez, 
Fasciolo, Leloir, and Muñoz, 1940a). It was also shown that 
renin is secreted by the ischaemic kidney and hypertensin is 
formed subsequently in the venous blood. 

` Our present knowledge on the mechanism of renal hyper- 
tension might be summarized.as follows: The ischaemic kidney 
secretes renin. This protein is an enzyme which acts on a blood 
globulin (hypertensinogen) and gives rise to a‘substance (hyper- 
tensin) that has a direct vasoconstrictor action. Another enzyme, 
, hypertensinase, which destroys hypertensin, is present in blood 
and tissues. 

Some Properties of Renin. —In 1898 Tigerstedt and Bergman 
discovered that kidney extracts contained a pressor substance 
—renin, eThig substance is a protein, probably .a globulin, 
and is inactivated by heat at 60° C.- Its intravengus injection 


produces in the dog a gradual rise in blood pressure which Jasts 
10 to 30 minutes, depending on the dose. Consecutive injections 
of large doses at short intervals produce each time a smaller 
response. This phenomenon is called “ tachyphylaxis,” and was 
origially described by Tigerstedt and Bergman. Renin by itself - 
is. neither vasoconstrictor nor vasopressor; these properties 
are due to the hypertensin formed by the action of renin on 


` hypertensinogen. 


Methods for the Estimation of Renin—Two general methods 
can be used for the detection and estimation of renin. The 
first consists in comparing the rise in blood pressure caused 
by the injection of an extract or body fluid containing renin 
with that of a standard solution of renin. The second is 
based on the formation of hypertensin when renin is mixed 
with hypertensinogen. The hypertensin formed can be tested 
for its vasoconstrictor (Page, 1940) or pressor action (Leloir, 
Mufioz, Braun-Menendez, and~Fasciolo, 1940b). The latter 
method (Leloir and others 1940a, 1940b), more reliable, has 
been used almost exclusively in our laboratory. This method 
is specific for renin, very sensitive, and quantitative within the 
limits of a bio-assay method. A unit of renin is the amount 
which, incubated for 2 hours at 37° C. with an excess of 
hypertensinogen, forms 0.5 unit of hypertensin. Applying 
these methods, it has been shown that renin is liberated: 


1. By Totally Ischaemic Kidneys—The re-establishment of 
the renal, circulation of the kidney in situ after total ischaemia 
lasting 2 to 6 hours causes a rise in arterial pressure similar to 
that produced by an injection of renin. The venous blood 
of these kidneys has pressor and vasoconstrictor properties. 
Using the quantitative method of Leloir and his colleagues, it 
has been shown (T. aquini and Braun-Menendez, 1941) that very 
large amounts of renin may be liberated by the kidney under 
these conditions. 

2. By Ischaemic Kidneys of Hypertensive Dogs.—If the 
ischaemic kidney of a hypertensive dog is grafted into the neck 
of a normal dog a rise in blood pressure is produced similar to 
that produced by the injection of a small amount of 1enın 
(Fasciolo, Houssay, and Taquini, 1938). The venous blood of 
these kidneys has vasoconstrictor properties (Fasciolo, Houssay, 
and Taquini, 1938). Using the quantitative method of Leloir 
and his colleagues, renin was estimated in the renal venous 
blood of -kidneys transplanted under the skin (Dell’Oro and 
Braun-Menendez, to be published). No renin was present in 
normal conditions, but after constriction of the renal arte 
and coincident with the increase of blood pressure, variable 
amounts of renin (from 0.8 to 1.2 units per 12 c.cm. of plasma) 
were found in the renal venous blood and in the femoral blood 
of these dogs. All these results justify the conclusion that 


. the ischaemic kidneys of dogs with experimental hypertension 


secrete renin into the blood. 


3. By Kidn sat i in Acute Partial Ischaemia.—It “has already 
been mentioned that a few minutes after partial says ion of 
the renal arteries renin can be detected in the venous blood.of 
these kidneys. 
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Secretion of Renin by the Normal Kidney—Apart from 
ischaemia due to constriction of the ‘renal artery, are there 
other conditions which result in the secretion of renin by 
the kidney? Huidobro and Braun-Menendez Gnvestigations 
to be published) have shown that hypotension due to 
haemorrhage or shock causes the liberation of renin by the 
intact kidney of normal anaesthetized dogs. Renin was de- 
tected and estimated in the systemic blood of these dogs. The 
inference is drawn that the kidney participates in the regulation 
of arterial blood pressure. When the blood pressure decreases 
the normal kidney secretes renin, which through the formation 
of hypertensin tends to the restoration of normal blood pressure. 
Renin appears to be a substance which the body uses to main- 
tain homeostasis. Collins and Hamilton (1942) and Sapirstein, 
Ogden, and Southard (1941) have arrived dependently at the 


same conclusions. , 
e 


Formation and Mode of Action of Hypertensin 
Enzymatic Action of Renin (Munoz et al, 1940) 

The formation of hypertensin in vitro or in viyo is the result 
of an enzymatic reaction in which the substrate is a blood 
globulin that we have called “ hypertensinogen,’ and the enzyme 
is renin. This affirmation is based on the following facts: 
(1) Renin is a protein: its activity is “destroyed by heating 
(60° to 80° C.) and delayed or abolished at low temperatures. 
(2) The reaction between renin and hypertensinogen has a 
temperature optimum of 37° to 45° C. and a pH optimum 
of 7.5 to 8.5. (3) The yield of hypertensin is proportional ‘to 
the amount of globulins. (4) If the amount of renin exceeds 
the optimum the maximum yield of hypertensin is not surpassed 
if 10 to 20 times more renin is used. (5) The time necessary 
for obtaining the maximum yield of hypertensin, or, in other 
words, the velocity of the reaction, depends on the amount 
of renin. (6) Hypertensinogen disappears in the reaction while 
renin does not. 5 . 

This is the evidence which supports our assertion that renin 
is an enzyme. As the substrate on which renin acts is a protein, 
and the product of reaction is, as we ‘shall see, probably a 


polypeptide, it is reasonable to classify renin as a proteolytic - 


enzyme. \ 
fs Specificity of Renin 

Renin may be defined as the substance contained in kidney 
extracts which, when incubated with blood globulins, gives 
rise to hypertensin. Extracts of other organs—liver, spleen, 
placenta, etc.—do not contain renin. Recently Croxatto and 
Croxatto (1941) demonstrated that by the action of pepsin on 
hypertensinogen a vasoconstrictor and pressor substance is 
formed, the properties of which resemble those of hypertensin.‘ 
These results, which have been confirmed by ourselves and 
by Helmer and Page (1942), constitute strong indirect evidence 
in favoupof the enzymatic action of renin. , i 

Renin has been found in human kidneys and in the kidneys 
of every mammal which has been investigated—ox, horse, dog, 
pig, sheep, goat, rat, rabbit, guinea-pig, etc. The incubation 
of renin from these animals with 'plasma from any of them 
gives rise to the formation of hypertensin. But no hypertensin 
is formed when any of those renins is incubated with human 
plasma. On the other hand, human rénin is active on the plasma 
of any of those animals and also on human plasma. This peculiar 
specificity of renin led to the prediction that no pressor response 
should be obtained in man when pig’s renin, for instance, 
is injected intravenously, while human renin should be active 
(Fasciolo, Leloir, Mufioz, and Braun-Menendez, .1940a). This 
prediction was verified by experiments (Battro and others, 
1940). Bean (1942) found no renin in the kidneys of the 
species’ of fishes and amphibians studied by him. He found 
renin in the kidneys of fowl and duck which acted exclusively 
on blood belonging to the same class. ’ 


Hypertensinogen 
Hypertensinogen, the substrate of renin in the reaction which 
leads to the formation of hypertensin, can be prepared from 
blood plasma or serum by fractional precipitation with 
ammonium ‘sulphate or potassium phosphate. It is a globulin, 
probably a euglobulin, and is inactivated by heat at 60° C. 
Attempts to obtain hygertensinogen from other sources than 


blood serum have fajled: liver, spleen, thymus, testes, lungs, 


oN . 


Menendez, Fasciolo, and Leloir, 1940). 


heart or skeletal muscle, milk and egg proteins, haemoglobin, 
serum albumin, and some vegetable proteins did not yield 
hypertensin when incubated with renin (Muñoz, Braun- 
Hypertensinogen can 
be estimated in blood sąmples by the maximum amount of 


` hypertensin it produces. A unit of hypertensinogen is that 


which gives rise to one unit of hypertensin under the conditions 


‘ outlined. 


-  Hypertensin ` 

This substance, which was discovered in the venous blood 
of ischaemic kidneys, is the product of the enzymatic reaction 
between renin and hypertensinogen. 

In 1938 Kohlstaedt, Helmer, and Page showed that purified 
Preparations of renin produced no. vasoconstriction when per- 
fused with Ringer’s solution through a dog’s tail or rabbit's 
ear, but that the vasoconstrictor activity could be restored by 
the addition of a protein-like substance contained in blood. 
They designated this substance renin-actjvator to connote that 
renin was inactive as a vasoconstrictor substance without it. 
Subsequently they found (Page and Helmer, 1940) that from 
the interaction of these two substances a new substance resulted 
with potent vasoconstrictor and pressor actions which they 
called “ angiotonin.” It is interesting how, coming in two different 
ways—the Indianapolis group via the purification of renin, and 
that of Buenos Aires via isolation of the active substance in 
the venous blood of ischaemic kidneys—both groups arrived 
independently and simultaneously at the discovery of the sub- 
stance which results from the interaction of renin and blood. 

Hypertensin is very soluble in water, insoluble in ether, 
thermostable, and acid-resistant. In NaOH 0.15 at 100° C. it 
is destroyed in 10 minutes. Kept in the cold store and free 
from contamination, hypertensin, dried or in solution, is stable. 
It can be salted out by ammonium sulphate. It dialyses through 
cellophane. It is inactivated by incubation with pepsin and 


` trypsin. Although Page and Helmer report that the biuret 


reaction is negative,-the inactivation by pepsin would indicate 
that it is a polypeptide. Some of its chemical’ and physical 
properties (velocity of- diffusion) and its proteic origin are 
in favour-of this idea. We have not been able to obtain a 
pure product, and this has compelled us to adopt an arbitrary 
unit in order to compare the pressor action of different solu- 
tions of -hypertensin.: A unit of hypertensin is the amount 
necessary, when given intravenously, to raise’ the arterial 
pressure of a 10-kg. chloralosed dog an ayerage of 30 mm. Hg. 
A standard solution was prepared which has 1 unit per c.cm. 

Hypertensin does not cause tachyphylaxis. When the dose 
is increased the rises in pressure in mm. Hg increase as the 
square root of the units injected, according to the formula 
X=St+/y, in which X and St are the blood-pressure increases 
in mm. Hg obtained by the unknown and by 1 c.cm. of the 
standard solution respectively, and y the units of hypertensin 
contained in the unknown (Braun-Menendez, Fasciolo, Leloir, 
and Muñoz, 1940b). - i 


i The Pressor Action of Renin 


There is strong evidence that the action of renin in vivo 
is due to the hypertensin formed by its action on 
hypertensinogen : í 4 

(1) The perfusion of renin in Ringer’s solution through a 
vascular system does not produce vasoconstriction ; but if mixed 
with blood globulins and perfused after short incubation, 
marked vasoconstriction results, due to the hypertensin formed. 
(2) The prolonged pressor action of injected renin may be 
explained by the continuous formation of hypertensin: a simi- 
lar pressor. effect is produced by the continuous intravenous 
infusion of hypertensin. (3) When renin does ‘hot form hyper- 
tensin in vitro it has no pressor action in vivo. For instance, 
pig renin, which does not give rise to hypertensin when in- | 
cubated with human serum, does not produce a pressure 
increase when injected intravenously into huan beings. 
(4) The pressor action of renin is greater when the concentration 
of hypertensinogen in blood is increased (dogs nephrectomized ' 
48 hours previously) and smaller when decreased (adrenal 
insufficiency) or exhausted (by repeated injections of renin). 
(5) The pharmacological actions of renin and hypertensin are 
identical when injected into the animal, and are inffuenced in 
the sdme way by diverse drugs: no change of action by | 
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Fourneau 933, cocaine, atropine, ergotamine, etc. ; potentiation 
by veritol’ or ephetonine (Braun-Menendez, Fasciolo, Leloir, 
and Mufioz, 1940b). i 

The pressor action which renin exerts through the formation 
_ of hypertensin is perhaps not the exclusive mechanism in renal 
hypertension. It is very possible that other phenomena play 
their part. Perhaps also, after hypertension is mitiated by 
renin, some changes occur in the body which contribute to 
maintain the elevated blood pressure, or vice versa. 


Treatment of Renal Hypertension 


The better understanding of the mechanism of renal hyper- 
tension may give us some indications as‘to the possibilities of 
a specific treatment. .This should aim at (Muñoz, Braun- 
Menendez, Fasciolo, and Leloir, 1940): (A) suppressing or 
diminishing the secretion of renin; (B) destroying the renin 
secreted by the ischaemic kidney or inhibiting its reaction with 
blood globulins; (C) diminishing the amount of hyperten- 
sinogen; and (D) preventing the action of hypertensin by 
increasing the amount or the activity of hypertensinase or by 
some other mechanism. 

(A) Suppression or Diminution of the Secretion of Renin.— 
In Goldblatt dogs, release of the constriction of the renal 
artery, removal of the clamp, or nephrectomy results in a drop 
to normal of the elevated blood pressure. In man the exis- 
tence of hypertension with unilateral renal disease has been 
recognized. In many of these cases excision of the diseased 
kidney resulted in a return of blood pressure to normal with 
disappearance of other ‘symptoms and complications. The 
development of collateral circulation in the ischaemic kidneys 
of Goldblatt dogs—whether spontaneous or promoted by de- 
capsulation and implantation of omentum or spleen—results 
in a drop to normal of the elevated blood pressure. The 
promotion of collateral circulation has also been attempted 
in man by grafts of omentum or muscle in renal tissue with 
varying results. 

(B) Destroying the Renin secreted by the Ischaemic Kidney. 
—It has been shown, first by Fasciolo (1938) and then by others, 
that the normal kidney exerts some sort of protective action 
against hypertension of renal origin. Grollman, Williams, and 
Harrison (1940) on a basis of indirect evidence believed that 
this action was due to an antipressor substance secreted by the 
normal kidney. They injected extracts of kidney to hyper- 
tensive rats and dogs, and obtained a decline in blood pressure. 
These extracts were active even on oral administration. Page 
and co-workers (1941) have also prepared different kinds of 
extracts of kidney, muscle, and lung which, when injected into 
dogs or rats with experimental hypertension, caused the blood 
pressure to fall to normal levels. They have obtained the same 
results in human beings with malignant hypertension. These 
studies are very important and promising, but for the moment 
it cannot be stated whether those extracts’ contain specific neu- 
tralizing or antipressor substances or whether their benefit arises 
from the introduction of non-specific foreign elements into the 
body. The attempts of Wakerlin and Johnson (1941) to neutralize 
the action of renin by immunological means have apparently 
been unsuccessful. Schroeder and Adams’ (1941) reduced the 
blood pressure of hypertensive human beings, rats, and dogs by 
the injection of tyrosinase. They reported that this enzyme in- 
activates renin in vitro in the presence of catechol and hyper- 
tensin in the presence of serum. Further evidence is necessary 
to judge these results. 

(C) Diminution of the Amount of Hypertensinogen.—Very 
little, if anything, is known about the exact nature of hyper- 
tensinogen, its site of formation, etc. ‘ It is nevertheless 
theoretically ible to lower the blood pressure in renal 
hypertension diminishing the amount of hypertensinogen. 
For the moment we know of only one way to obtain this result 
—that is, by the injection of large amounts of renin. 

(D) Increase of the Amount of Hypertensinase Serum, 
plasma, or red cells, and extracts of many organs (kidney, liver, 
spleen, etc.) are active in destroying hypertensin, owing to the 
presence of a substance which we have designated “ hyperten- 
sinase.” This substance is destroyed by heating and has a: pH 
optimum between 7.5 and 8.5. It can therefore be considered 
as an guzyme. Its action is not suppressed by anaerobiosis, 
cyanide, octyl alcohol, chloroform, thymol, toluol, fluoride, 


k 
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iodo-acetate, pyrogallol, etc. It is precipitated with ammonium 
sulphate between 0.3 and 0.6 saturation. It is inactivated in 
20 minutes at 25° C. at pH 3.9. A umt of hypertensinase is 
the amount which destroys 0.5 unit of hypertensin in 4 hours 
in a volume of 10 c.cm. with an initial concentration of 1 unit 
of hypertensin (Fasciolo, Leloir, Mufioz, and Braun,Menendez, 
1940b). Fasciolo and others (1940a, 1940b) have studied the 
distribution of hypertensinase in saline extracts of different 
organs. The highest content was found in the kidney and 
intestinal mucosa, the lowest in plasma or serum. Haemolysed 
blood cells contain a large amount of hypertensinase. We have 
made some preliminary essays injecting kidney and liver extracts 
rich in hypertensinase into hypertensive dogs. The results, 
though promising, have not been very ‘clear. The fact that 
hypertensinase is a most unstable substance renders difficult its 
isolation in tissue extracts. These difficulties have hampered 
progress in this direction. Page now scribes the antipressor 
action of his renal extracts to the presence in them of 
hypertensinase. 


' 


Conclusion 


We believe that the therapeutic problem of renal hyper- 
tension has not yet been solved; but we are confident that 
ihe solution will be attained by a patient and thorough investi- 
gation of the underlying mechanisms which are involved in 
the production of renal experimental and human hypertension. 
In spite of the enormous progress of the past few years we 
still know very little about them. Let us hope that in the 
near future research will give medicine a new and powerful 
weapon to fight arterial hypertension, this most death-dealing 
malady to-day. i 
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H. D. Hahn (Amer. J. Syph. Gon. ven. Dis., 1941, 25, 200) 
reviews the literature of second infection in congenital syphilis, 
and comes to the conclusion that up till now no indisputable 
second infection in a congenital syphilitic patient has been re- 
ported. He records, however, two personal cases of reinfection 
in adequately treated congenital syphilis. In the first case there 
were thirteen years of clinical and serological negativity between 
the congenital and the acquired infection. In the second, 
though the serological test for syphilis never became entirely 
negative, there were at least eight years of clintcal negativity, 
including a negative cerebrospinal fluid between the congenital 
and the acquired infection. : ° 


e 
182 AUGUST 15, 1942 


„PHENOL AND ALCOHOL IN T.A.B.C. VACCINE 


à : 


BRITISH 
MEDICAL JOURNAL 





THE DISINFECTANT ACTION OF PHENOL 
AND OF ALCOHOL IN T.A.B.C. 
VACCINE* 


BY 


JOHN C. CRUICKSHANK, M.B., ChB. 
D.T.M., Dip.Bact. 


BETTY C. HOBBS, B.Sc., Ph.D., Dip.Bact. . 
ALLAN M. McFARLAN, ‘M.A. M.B., B.Ch. 
AND 
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The substitution by Felix (1941) of alcohol for phenol 
in T.A.B.C. vaccine in order to prevent destruction of the 
Vi antigen represents a considerable advance in the method 
of pfophylactic inoculation against enteric fever. The 
alcohol, which was employed in a 22.5 % or 25% concen- 
tration, was intended to fulfil the double purpose of 
-preserving the activity of the Vi antigen and of guarding 
against infection - by virtue of its antiseptic properties. 
Doubts, however, were soon raised as to its efficiency in 
this latter respect. Since Felix in his study of the bacteri- 


cidal action of this substance worked with only ~one , 


organism, Staph. aureus, and since he gave no protocols 
of any of his experiments, it was felt that the only satis- 
factory way of allaying these doubts ‘was to carry out a 
series of observations in which the destructive effect of 
different strengths of alcohol on different organisms was 
compared, with that of 0.5% phenol. 

Technique : 

Four constituent laboratories of the Emergency Public 
Health Laboratory Service took part in these trials. Bottles 
containing 25 ml. of the following T.A.B.C. vaccines were 
distributed to each laboratory: (a) 0.5% phenol, Batch 18, Oct.. 
1940, prepared by the Lister Institute ; (b) 22.5% alcohol. 
Batch Ai, Sept. 1940, prepared by the Lister Institute ; 
(c) 25% alcohol, Batch AA4, May, 1940, prepared by Dr. Felix. 

The experiments were carried out during the summer and 
autumn of 1941. Observations were made on Staph. aureus, 
Bact. coli, Ps. pyocyanea, and, in three laboratories, on the 
spores of B. subtilis and Cl. sporogenes. With a few exceptions 
different strains of these organisms were used by different 
laboratories. The general plan of the experiments was as 
follows. The three species of. non-sporing organisms were 
grown ovegnight on agar; the growth was washed off with 
quarter-strength’ Ringer solution and standardized by opacity. 
Equal amounts of suspension were then inoculated into each 
of the three vaccines. The mixtures were left at laboratory 
temperature, and samples were withdrawn at intervals and 
counted by the roll-tube or plate method. Tests with the 
sporing organisms were made in a similar manner, except that 
spore suspensions were used ‘in whith there were very few 
vegetative bacteria, or in which the vegetative bacteria had 
been killed by heat. 

The technique used in the individual laboratories differed, 
however, in: several respects. In one laboratory 10-ml. quanti- 
ties of each vaccine were transferred to fresh sterile bottles 

. and an inoculum of 0.1 ml. was added by a micrometer syringe ; 
the exact quantity, of the, vaccine was thus known, and the 
dilution of the disinfectant was only 1%. In other laboratories 
the amount of vaccine in each bottle was not measured, so 
that minor variations from the supposed 25 ml. were almost 
certainly present, and the inoculum, which was added by a 
pipette or syringe, ranged from 0.25 to 0.5 ml., thus leading 
to a maximum dilution of the disinfectant of 2%. In three 
laboratories a viable count was made on the inoculum 
itself; in one laboratory the initial count was made on the 
vaccine immediately after the addition of the inoculum, The 
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number of organisms inoculated varied from a few thousand 
to several millions per ml. of vaccine. The sybsequent counts 
were made at different times in different laboratories. In one 
laboratory one count was made after 2 hours and another 
after 24 hours ; in the others several counts were made within 
the first few hours and one after 24 hours. The temperature 
to which he organisms were exposed varied in different 
laboratories. 


Assessment of Results 


With so many variations in technique in different laboratories 
analysis of the results obtained presented great difficulty. Re- 
production of the individual protocols is impossible by reason 
of space. Preliminary examination of the data showed that in 
many of the experiments the number of the counts was too 
few or their distribution too uneven to: justify comparison by 
means of the reaction velocity constant, or by the method 
recently advocated by Withell (1942) of estimating the time 
taken to destroy 50% of the organisms. On the whole the 
best method seemed to be to work out the geometric mean of 
each series of counts. In doing this the initial count and 
the final count, if all three vaccines were sterile, were omitted, 
and the arithmetic mean of the logarithms of the remaining 
counts was calculated. Table I illustrates the use of this 
method. i i 


Tase I.—Exposure of Ps. pyocyanea to Alcohol and to Phenol, ' 
showing Number of Organisms surviving after Different Times. 
Inoculum was 7,900 Organisms per ml. (Experiment 18 of Table I.) 




















A.M = Arithmetic mean. 
suspension was sterile after 24 hours 


G.M.=Geometric mean, The 22:5% alcohol 


The true sterilization time was not available, but the time 
at which the first sterile count was recorded was used as a 
rough index for comparing the activity of the three disinfectants 
in any one experiment:' 


Results 


In none of the laboratories was evidence obtained to show 
that the strengths of the two disinfectants used had any destruc- 
tive effect on the spores of B. subtilis or Cl. sporogenes within 
24 hours. No further’ description of the results is therefore 
called for. rei . 

Twenty comparative experiments were made on Staph. 
aureus, Bact. coli, and Ps. pyocyanea. An illustrative protocol 
has already been given in Table I. A summary of all the 
experiments is provided by Table I. | It will be seen, that 
except for experiments 6 and 19, in which two! or all 
three of the vaccines were sterile at the time of the 
first count, the geometric mean was least in the 25% and 
greatest in the 22.5% alcoholized vaccine, the count in the 
0.5% phenolized vaccine occupying an intermediate position. 
Similarly in all the experiments in which the results could be 
compared, the 25% alcoholized vaccine became sterile first 
and the 22.5% alcoholized vaccine last. There seems, therefore, 
no reason to doubt the order of bactericidal potency of these 
three substances, though our data are not complete enough to 
enable us to state how much superior 25% alcohol is to 0.5% 
phenol, or 0.5% phenol is to 22.5% alcohol. Í i 

It will, however, be noted that even with very large inocula 
—far greater than would be likely to occur in practice as 
the result of using an imperfectly sterilized needle with which 
to withdraw vaccine from the bottle—there were only three 
experiments with the 22.5% alcoholized vaccine in which 
organisms were alive’at the end of 24 hours. In experiments 
4 and 11 the numbers of surviving organisms were 79 and 19 
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per ml. respectively. In experiment 8, with an inoculum of 
9,000,000 per ml., the 24-hour count in the 22.5% alcoholized 
vaccine was 198,000 and in the 0.5%. phenolized vaccine 9,800 
per ml. In experiment 5 a 24-hour count was not made, but 
as the count at 74 hours was only 8 per ml. there is every 
reason to believe that the vaccine would have been sterile within 
24 hours. p2 i ° 

With small inocula it is probable that sterility would be 
achieved with 22.5% alcohol in a time not very much longer 
than with 0.5% phenol. This supposition is supported by the 
finding of Dr. Carruthers at Cambridge that, with an initial 


inoculum of 80 to 150 organisms per mi., Staph. aureus, Bact. 


coli, and Ps. pyocyanea were destroyed by, 25% alcohol within 
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between the two strengths of alcoho! was remarkable. It has 
been demonstrated by Minervini (1898) that the most 
germicidal concentration of alcohol is between 50% and 70%. 
-Above and below this level its effect is less. Judging from the 
findings, of Tilley (1939) that in the 26% to 34% range a 
decrease of 2% in concentration approximately doubled the 
time ‘necessary for sterilization of Bact. typhosum, and from 
our observations that a fall from 25% to 22.5% produced an 
even greater effect, it seems clear that the slope of the curve 
depicting the germicidal potency of alcohol in the 20% to 35% 
range of concentration must be fairly steep. 

So far as it is permissible to compare the rate of destruction 
of Staph. aureus, Bact. coli, and Ps. pyocyanea, our results 


TABLE IL—Exposure of Different Vegetative Organisms to Alcohol and to Phenol 
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A Note.—Owrhg to the differences ın the size of the 
the times given in the last three columns are not true “ sterilization times.” 


-15 minutes, by 0.5% phenol’ within 2 hours, and by 22.5%- 


alcohol within 4 hours. 


Laboratory C performed control experiments by inoculating 
along with each set of three vaccines a fourth bottle of heat- 
/kitled T.A.B.C. vaccine, containing no disinfectant. In seven 
experiments the counts of the control vaccine at Zand 24 hours 
did not differ from’ that of the inoculum by more than was 
to be expected from the sampling error of the technique, 
showing that no multiplication of the organisms had occurred. 
Even without any disinfectant, therefore, T.A.B.C. vaccine does 
not constitute a favourable medium for bacterial growth.» The 
function of the added disinfectant is merely to deal with any 
organisms that may gain access to the bottle as the result 
of contamination. That 22.5% alcohol is capable of fulfilling 
this function there seems no reason to doubt. 


Discussion 

The experiments just described were undertaken in order to 
solve a specific practical problem, not to make an academic 
study of the reaction velocity and other constants of alcohol. 
For this reason only their general plan was laid down, each 
laboratory being left a considerable margin of freedom to 
decide on the detailed conduct of the experiments. That the 
four laboratories placed the three disinfectant solutions tested 
in the same order of potency is therefore all the more 
convincing. : 

. The failure of alcohol to bring about any appreciable 
destruction of spores is in conformity with the observations 
of previous workers (for references see Coulthard and Sykes, 
1936). Similarly, 0.5% phenol is known to be without effect 
on ‘spores (Chick, 1908). Our results with spores therefore call 
for no comment., , ' 

With vegetative organisms, 32.5% and 25% alcohol and 
0.5% phenol all proved to be moderately bactericidal. The 


order of potency, as determined. by the four different labora- ' 


tories using three different species of organism, was uniformly 
consistent, 25% alcohol proving the most and 22.5% alcohol 
proving the least bactericidal. The difference in killing power 
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inoculum and other conditions the figures should be compared only horizontally. 


~ Tilley, F. W. (1939). J. Bact., 
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It should also be noted that 


showed little difference in the behaviour of these three 
organisms. Lockemann, Bur, and Totzeck (1941), on the other 
hand, found that Staph. aureus was considerably more resistant 
to all strengths of alcohol than either Bact. coli or Ps. pyocyanea. 


Summary 


Four laboratories carried out experiments in which the dis- 
infectant action of 22.5% and 25% alcohol was compared with 
that of 0.5% phenol in T.A.B.C. vaccine. 

‘A few observations made on the spores of B. subtilis and Cl. 
sporogenes failed to reveal any bactericidal activity of the three 
vaccines. — ~ ~ 

‘Bight experiments were carried out with Staph. aureus, six 
with Bact. coli, and six with Ps. pyocyanea, in which known 
numbers of organisms were inoculated into each of the three 
vaccines and in which the survivors were estimated at varying 
intervals of time by the roll-tube or plate method of counting. 

In every experiment in which the figures were suitable for 
comparison ‘it was found that the organisms perished most 
rapidly in the 25% and least rapidly in the 22.5% alcoholized 
vaccine, the 0.5% phemolized vaccine occupying an inter- 
mediate position in this respect. 

Reasons are given for believing that 22.5% alcohol is 
slightly inferior to 0.5% phenol in its germicidal potency, 
that it is capable i 
bacteria that may 
tamination. , 

There is no ground for the fear that the 22.5% alcohol used, 

.in Felix’s new vaccine is likely to prove inefficient as a 
preservative. ` 


only 
and 

of destroying within a few hours vegetative 
gain access to T.A.B.C. vaccine by con- 
al \ 
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The Board of Education bave recently issued a circular (1594) on 
the use of raw vegetables in school meals. They list the vegetables 


. which gan be used, briefly describe methods of preparing, them, and 


give a few simple and useful recipess , ‘ 
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. is harmonious. 
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A MATERNITY SERVICE SCHEME* 


BY 


‘ \ 
DAME LOUISE McILROY, M.D, F.R.CP., F.R.C.0.G. 


In opening a discussion on maternity services the starting- 
point must be the welfare of the patient and her wishes 
in the matter. A maternity service scheme must fit in with 
the general plan of a composite State medical or health 
service. With the establishment of the Royal College of 
Obstetricians and Gynaecologists, obstetrics takes its Place 
on an equal footing with medicine and surgery and is not 
merely a special branch. It has had close collaboration 
with the public health services. The introduction of ante- 
natal care has given a*much wider scope for the practice 
of preventive medicine, and teaching has expanded beyond 
the abnormalities of the bony pelvis and the positions of 
the foetus. The obstetrician now, works in collaboration 
with the orthopaedic surgeon, the paediatrician, the cardio- 
logist, and the tuberculosis specialist. © The help of the 
pathologist and the radiologist is often required for accurate 
diagnosis, and much more time is now expended upon the 
clinical examination of the patient than formerly. 


Social services also play a large part in the practice of 
midwifery. Institutional expenditure in other directions could 
be'reduced if we could reduce or elimisate the blindness due 
to ophthalmia of the newborn. Mental deficiency due to 
injuries at birth could be lessened to some extent; also tuber- 
culosis, if there were more provision for prolonged residence 
in sanatoria and facilities for childbirth in these institutions. 
With more efficient post-natal care the crippling effects of 
child-bearing upon women would also be`lessened. Ante-natal 
care would lower the neonatal. death rate due to prematurity, 
birth injuries, and malnutrition. 


The Economic Aspect 
The economic aspect of maternity practice is of the utmost 
importance to the State. In my opinion, infant welfare should 
be under the direction of the paediatricians after the first month 
of: life. Gynaecology cannot be separated from obstetrics, as 
treatment is required for post-natal complications. 
Much of the organization of the maternity services has been 


‘haphazard and lacking in co-ordination. This to some extent 


has been inevitable. New ideas and methods had to be tried 
out by voluntary organizations and proved of value before 
public funds could be utilized for anything approaching an 
experiment. Legislative reforms have brought about great 
advances in, midwifery, such as the various Midwives Acts. 
Local authorities were given permission to make use of public 
funds for maternity and child welfare work. It might have 
been better if in some cases these powers had been made 
compulsory. |, The Local Government Act of 1929 made a great 
advance in the establishment of maternity beds in municipal 


‘and county hospitals, The London County Council is an out- 
standing example of this improvement.e It is`more satisfactory - 


to have a maternity department in a large general hospital than 
ın isolated units, with the exception of small maternity homes 
linked up with larger hospitals. In a general hospital auxiliary 
services are easily obtainable for consultative work, and there 
is economy of staff and equipment. 
Defects in Present Maternity Services ` 

In building up a scheme it is well to‘find out what is essential, 
what is deficient in existing schemes, and what should be‘avoided. 
In some areas under a keen medical officer of health the arrange- 
ments are excellent and the work with the local practitioners 
In others the standard of efficiency is low. 
Neonatal mortality on the whole has been very little reduced 
during the first twenty-four hours of life. For this the 
obstetrician must bear the responsibility. The chief defects in 
our present maternity services are the limited number of beds 
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in industrial areas. Ante-natal and post-natal beds especially 

are very inadequate. Emergency cases in rural areas may 

have to be sent long distances because no beds are available - 
and general hospitals may have little provision for maternity 

cases. 7 

In the future it is probable that domiciliary midwifery will 
be still furtfier reduced owing to the difficulties of housing and 
home service. Flats are unsuitable and are noisy, and women 
should not have their. confinements in slum dwellings. . 

Rest from household cares and good nursing have a highly 
beneficial effect upon the nerves of women. These conditions 
are supplied by hospitals and local maternity homes. Since 
the war, residents in evacuation areas often are forced to 
have their confinements in overcrowded homes, as the local 
maternity homes are booked up: for patients coming from 
cities and towns in more dangerous areas. Convalescent homes 
are also an important part of a scheme for maternity services, 


` for ante-natal as well as for post-natal cases. Patients are 


sent out of hospital too soon in some cases owing to pressure 
upon the beds for childbirth. 

Ante-natal clinics in connexion with maternity hospital staffs 
are satisfactory, as there is continuity of supervision throughout 
pregnancy and childbirth. In country and municipal ante-natal 
clinics, .however, the assistant medical officer may have had 
little. clinical experience of midwifery, bis special qualification 
being the possession of a diploma in public health. The 
chances of promotion in such a service, for women especially, 
are small owing to lack*of special training in administrative 
methods. Local authorities, however, are beginning to recognize 
this difficulty and to insist upon a diploma in midwifery. If 
complications arise during pregnancy the patient is sent either 
to hospital or to a local practitioner who may not be very 
much interested in her condition as she preferred to attend the 
clinic at the outset of the pregnancy. In cases where a midwife | 
is in attendance at the confinement a local doctor is called in 
if any complication arises, and, with no personal knowledge 
of the patient’s previous condition, he may criticize the treat- 
ment at the clinic. If the patient is seen later at the post-natal 
clinic, criticism, may be made of the methods employed at 
childbirth. Midwives who do not work with a recognized 
team of practitioners serving on a midwifery rota find it not 
always possible to get help in an emergency, and delay may 
be serious for the patient concerned. 

The fault lies in this practice of dual responsibility and 
absence of continuity of supervision. This may be illustrated 
by the proverb, “ Never swap horses while crossing a stream.” 

In some areas, especially when at a distance from towns, 
the -local practitioners should be chosen as a team because of 
their competence to practise midwifery, and consultative clinics 
and services should be available. Facilities for hospital treat- 
ment should be readily obtainable. The patient should not be 
discharged ‘from the supervision of the doctor and midwife 
until four weeks after the confinement. This would to some 
extent reduce the difficulties which are met with in breast- 
feeding. 


Vohmtary and Municipal Hospitals 


We owe a great debt of gratitude to voluntary organizations 
and hospitals in midwifery practice. I am glad that Mr. 
Ernest Brown—the Minister of Health—intends to retain these 
institutions in a general scheme for medical servicés; Voluntary 
contributions will be difficult to obtain after the war, and 


' financial assistance will have to be given by the State if the 


voluntaty hospitals are to retain their individuality. This may 
mean a loss of administrative control and independence, but 
the hospitals will gain by being included in the g&neral scheme 
and given a definite position therein. : 

This will do away with overlapping and waste of beds in 
some areas, and will supply accommodation in other areas, 
where hospital resources are inadequate. This would also re- 
duce the long waiting lists for admission and the overcrowded 
out-patient departments. The voluntary hospitals have done 
much for teaching by supplying clinical facilities for the medical 
schools. The healthy spirit of competition does a great deal, 
to make the individual wish to excel. Each special department: 
of the large hospital is sponsored by an honorary Head or 
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by having a say, inthe appointment and control of his staff, 
expects whole-hearted co-operation and loyalty. 


‘Consultants are now paid in hospitals such as those of the, 


‘London County Council, some being whole-time and others 
_part-time. The question is, Will the future generation of con- 
sultants be willing.or able to serve as honorary embers of 
“the voluntary hospital staff? The answer is not far to seek. 
The traditions of the voluntary hospitals must not be lost, as 
they are a bulwark against a completely socialistic scheme of 
State service. Co-ordination of the hospitals is being achieved 
to some extent by the establishment of the Emergency Medical 
Service hospitals and by the Nuffield Provincial Hospitals Trust. 
These are on the lines of central councils and hospitals, with 
regionalization of areas. The Council of the King Edward's 
Hospital Fund for London has done much to improve the 
buildings and equipment of the voluntary hospitals. Would 
a whole-time State Medical Service give the same incentive to 
original research as the voluntary system? Would promotion 
„depend upon clinical or administrative ability? 


Participation of the G.P. 


In general practice, midwifery has.declined to a great extent 
owing to the efficiency of the midwives services, the establish- 
ment of clinics and hospital beds, and also because of the 
unsuitability of patients’ homes. The decline of the birth 
rate is also a factor. 


The national health insurance does not directly include the 
treatment of midwifery patients, nor does it give special con- 
sultant services and hospital accommodation. The panel doctor 
is too busy to take up midwifery practice with its inadequate 
remuneration, and he objects to the risk of criticism from local 
health authorities if cases should go wrong. Cottage hospitals 
have a limited number of local practitioners in attendance, and 
others may be excluded from the treatment of their patients 
when admitted. Small maternity homes should be established 
where the family doctor can admit and be responsible for the 
treatment of his own patients. Consultants and auxiliary 
services should be available from a larger supervising hospital 
centre. ‘ 

In rural areas the family doctor would act in a part-time 
capacity, as he would have to undertake other branches of 
medical practice. Women prefer local hospitals, where they 
can be kept in touch with their families and relatives. The 
family doctor has been the trusted adviser and confidant of 
his patients as is the priest and lawyer. He is chosen because 
of the personal element. He knows the home conditions and 
circumstances as no whole-time practitioner or consultant can 
know. In official centres case records are open to the inspec- 
tion of a staff which is under no Hippocratic oath. Consulta- 
tion clinics do much to relieve the anxieties of the general 
practitioner, and discussions can take place as to diagnosis and 
treatment. The family doctor is, moreover, the first line of 
defence in the case of disease. But the doctor must have 
adequate training and must keep up to date by regular refresher 
courses in larger centres. . 

A team of doctors and midwives working in collaboration 
with a keen medical officer of health would ensure good results 
in these areas. Local clinics or centres could be established 
for interviewing and treating patients, but such centres would 
have to be instituted by the local health authority, as otherwise 
there would be difficulties of administration. Payment for work 
done would be given by the health authority and collected, 
when possible, from those patients who could afford to pay 
or who are specially insured. If any criticism arises it should 
be considered first By the committee of local practitioners and 
consultants before being judged by a lay board of management. 
“In Scotland, domiciliary midwifery is more in the hands of 
the general practitioners than it is in England and Wales. The 
midwives work directly under the doctor. The Scottish Board 
of Health Act, 1937, was a scheme for this co-ordination of 
practitioners, midwives, and consultants, and it has been estab- 
lished in a large number of.areas. Lanarkshire, with its central 
maternity hospital at Bellshill, is a notable example of its effi- 
ciency. The patient has a choice of doctor from the local team 
of. practitioners. The consultants on the staff of Bellshill 
Hospital must hold the membership or fellowship of the Royal 
College of Obstetricians and Gynaecologists. 


Sesine 


A Basis for Discussions 

The Russian public health services seem to provide a basis 
for many discussions on proposals for a State Medical Service 
in this country. In Russia all medical education is free and 
all doctors are whole-time. practitioners under the US SR. The 
whole aim of the service is the prevention of disease, Evers 
citizen has a right to free medical treatment. Some of the 
expense is recovered by contributory schemes of health insur- 
ance. Women in employment get full pay before and after 
confinement if off work. The medical practitioners get study 
leave and retire on pensions. In the local areas are health 
centres or polyclinics, and these are linked up with larger 
centres and hospitals. The teaching schools and research. des 
partment form the centre of the scheme. Local and central 









committees or soviets control administration. 


‘A maternity service should give the patient a choice of 
doctor at the periphery, and consulting and specialist services 
should work towards the centre. There should be a central 
advisory committee composed of representatives from the 
universities, the Royal College of Obstetricians and Gynaecalo- 
gists, the British Medical Association, Central Midwives: Board, 
College of Midwives, hospitals, and other organizations 
interested in the practice of midwifery. The administration 
of such a maternity service should be in the hands of those 
who have a considerable knowledge of the practical side of 
obstetrics as well as of public health. 
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HYPEROSTOSIS FRONTALIS INTERNA” 
BY 
C. T. ANDREWS, M.D, MRCP. 


Physician to the Royal Cornwall Infirmary 


Irregular formations of bone on’ the internal table of the 
skull have often been observed at post-mortem examina~ 
tions and among museum specimens, but little notice was 
taken of the condition until Stewart in this country and 
Morel in France drew attention to the presence in these 
cases during life of symptoms suggestive of hypothalamic 
disturbances. 





Cases in the Literature 

Stewart (1927-8) recorded 5 fatal cases personally observed 
by him and called attention to their association with mental 
symptoms and obesity ; and Morel (1930), describing fhe first 
living case, noted the presence of cataleptic seizures, excesmve 
eating and drinking, adiposity, and delusions and hallucinations. 
There followed various surveys of radiological and museum 
material with a view to determining the frequency of the syn 
drome, notably by Sherwood Moore (1935, 19a, 1936b), who 
carried out a survey of 6,650 radiographs accumulated over a 
period of 24 years; by Eldridge and Holm (1940), who de- 
scribed the x-ray findings in 200 patients consecutively admitted 
to a mental hospital; by Greig (1928), who examined 188 
crania in the museum of the Royal College of Surgeons at 
Edinburgh ; and by Yoljon (1927-31), who described 4 specie 
mens. The histories of many of these cases were reviewed, and” 
in the last 12 years numerous additional cases have bees pob 
lished, notably by Van Bogaert (1930), Schiff and Trelies (1932), 
Eisen (1936), Moniz (1938), Hemphill and Stengel ( 1940), Gollan 
(1939), Casati (1936), Fracassi and Marelli (1936), Fattovich 
(1938), Roger (1938), Perkins and Biglan (1938), James (1936), 
Lehoczky and Orbán (1938), and Reider (1938-9). 

Bartelheimer (1939a, 1939b) speciaily noted the association 
with diabetes. The literature on the subject is now fairly exten- 
sive, and it is interesting to note in this connexion that only 
3 living cases were recorded before 1935—those of Morel { 1930), 
Van Bogaert (1930), and Schiff and Trelles (1932). In-view of 
the large amount of museum material it would seem thal Many 
examples of the syndrome were missed prior te that date. Tis 
argument, however, is hardly conclusive, for the. surveys of 
radiological and museum material have shown that & s 














* Synonyms: Morgagni’s syndrome (Henschen, 1 = 
of Stewart-Morel (Schiff and Trelles, 1932); metabo! 
(Moore); intracrgnial osteophytes (Grag, 1928). 
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may be present without any symptoms, the patient dying from 
some unrelated disease. It seems clear from published obser- 
vations that the hyperostoses are often present for a long time 
before any further symptoms develop. Bartelheimer, for ex- 
ample, noted that a patient of his had a chronic headache 
for 30 years before further symptoms appeared. About 50 
cases in which definite hypothalamic symptoms were present, 
such as disordered fat metabolism, raised glucose tolerance, 
polyuria and polydipsia, and sleep disorders, have been recorded 
during life. In addition many of the patients have developed 
a progressive dementia, and in a few cases cranial nerve palsies 
have been noted, probably due to encroachment of new bone 
on foramina. > 

The marked preponderance in the female sex noted by Moore, 
Canavan (1938), Greig (1928), Dressler (1927), Carr (1936), and 
others serves to differentiate this condition sharply from a 


localized form of leontjasis ossea and from osteitis deformans, 


to which the bony changes bear a close resemblance in some 
cases. Some writers have, in fact, described cases under these 
heads—e.g., Schuller (1918), Bonnamour and Jamin (Morel, 
1930). Another notable feature is the age incidence. The great 
majority occur about the menopause. Some, however, have 
been found among senile inmates of mental hospitals. 


Radiological examination usually shows the hyperostosis as 
an irregular thickening of the vertical part of the frontal bone, 
the region gf attachment of the falx being free. The surface 
may be irregular, with numerous spikes, or smooth and nodular. 
The outer table is never involved. In a few cases calcified 
masses have been seen in the sella turcica. 


Careful microscopical examination of the hypothalamic region 
and pituitary has been made in only a few cases. Degenerative 
changes have been described by Morel, Stewart, and others, 
but in some cases nothing abnormal has been detected. It 
would seem, however, that the close association in function 
of hypothalamus with pituitary has not been realized by all 
observers, and in some instances failure to make a detailed 
examination of the pituitary may account for negative findings, 


Case Record 


The patient, a female wardrobe dealer aged 45, had married 
twice and had had 10 living children. She had had one mis- 
carriage—triplets when five months pregnant, in 1935. She 
had white-leg after this, and was of the opinion that all her 
trouble started then, as she had never felt well since. She began 
to have menorrhagia, with periods lasting eight days and 
intervals of two weeks. Hysterectomy—probably for fibroids— 
was performed in 1936 when three months pregnant. Between 
Aug., 1937, and Aug., 1940, she was four times in hospital with 
phlebitis of the left leg. In Aug., 1940, while in hospital, she 
was found to have glycosuria ; a diagnosis of diabetes was made 
after blood-sugar estimations, and she was discharged on a 
7-line diet and 40 units of insulin a day. Towards the end of 
1939 she began to have narcoleptic attacks, which led to a 
cessation f insulin treatment, as they were thought to be hypo- 
glycaemic. Later, however, insulin treatment was resumed, and 
subsequent attacks were considered to be due to diabetic coma. 

The patient was evacuated to Cornwall in Oct., 1940, and was 
admitted to the Royal Cornwall Infirmary for suspected hypo- 
glycaemic coma on March 14, 1941. She recovered conscious- 
ness shortly after arrival in hospital, but had several attacks in 
the next few weeks. Her weight had always been constant until 
the middle of 1940, when she suddenly began to gain. As this 
time coincided approximately with the beginning of the period 
of strict rationing, the gain in weight was considered odd. She 
was 11 st. 10 lb. on admission, having put on 2 st. in 9 months. 
There was no complaint of failing vision, but she noticed that 
before her sleepy attacks she went rather deaf. Her most 
troublesome symptom, apart from the attacks of somnolence, 
was a dull frontal headache which nothing seemed to relieve. 
There was no thirst, appetite was moderate, and the amount of 
urine was not increased. 

Examination showed her to be of average mental develop- 
ment, with good memory and normal concentration ; she was 
talkative and sociable, always ready to discuss her large family, 
with each of whom she kept up a correspondence. Pupils 
reacted sluggishly ‘to light, more briskly on accommodation. 
Both optic disks were pale, especially in the temporal halves, 
and both visual fields showed concentric contraction. Moderate 
nerve deafness was present on both sides. There was general 
muscular weakness, particularly in the arms. The arm reflexes 
were gormal; knee- and ankle-jerks were present; the 
plantar reflexes were fletor; and the gait was steady. No 
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rhombergism and no incoordination to finger-nose or heel-knee 
tests were observed. There was a remarkable dulling of pain 
sensation on both sides over the trunk and all four limbs: so 
definite was this that a needle could be introduced anywhere 
without complaint of pain. Stereognosis was normal. Tactile 
localization and discrimination, compass points, and joint sense 
were also pormal. The heart was slightly enlarged, and the 
blood pressure 160/80. The liver was palpable an inch below 
the costal margin. There were noticeable fat deposits on the 
buttocks, thighs, and lower abdomen, but no nodules and no 
tenderness. 

Narcoleptic Attacks—These came on at irregular intervals. 
Sometimes there would be several in a day, sometimes freedom 
for a week. They lasted from a few minutes to an hour, and 
occurred at any time of the day. None was observed during 
the night. They started with a dull headache that lasted for 
several hours, after which she passed into a sleepy state and 
could be roused with difficulty. The pupils. were normal in 
size, but no reaction to light could be obtained during the attack. 
The limbs were spastic, with exaggerated deep reflexes, but the 
plantar reflexes remained flexor. Ankle clonus was observed 
on both sides on one occasion. During the attacks she perspired* 
profusely, and on being roused complained of feeling cold. 
Pain sensation, visual fields, and hearing, tested roughly during 
the period of recovery, showed further restriction. Onset and 
termination were never abrupt. Once she had visual hallucina- 
tions when recovering from an attack. The blood sugar during 
one attack amounted to 130 mg. per 100 c.cm. 

Glucose tolerance estimated in a clear interval showed: 
fasting blood sugar, 150 mg. per 100 c.cm. ; one hour after, 210 
mg. ; two and a half hours after, 190 mg. The blood urea was 
29 mg. and the serum calcium 9.8 mg. per 100 c.cm. The 
cerebrospinal fluid was clear, and showed no increase in 
pressure: cells 2 per c.mm. ; albumin 0.025% ; globulin normal ; 
chlorides 750 mg. per 100 c.cm. ; sugar 0.08%. Urine examina- 
tion revealed glycosuria on an average of three days out of four. 
Specific gravity averaged 1026. There was nothing abnormal 
on microscopical examination. The temperature chart showed 
several unaccountable rises to 99.4°, but was otherwise normal. 
Radiologically, no changes were present in any bones other 


than those of the skull, a radiograph of which is here repro- 
duced. 





Hyperostosis on the internal surface of the frontal bone. 
Diploe is invaded at one point, but the outer table is not 
involved. Antero-posterior view, midline free; enlarged frontal 
sinuses. F 


During her time in hospital she had one troublesome attack 
of phlebitis in the left leg. The narcoleptic attacks were so well 
controlled by 10 mg. of benzedrine sulphate daily that in the 
three weeks previous to discharge she had only one attack of 
short duration. - 

Discussion 

Ín view of the association of pituitary and other endocrine 
function, present interest centres largely on the possibility of 
the bony changes being due to some disorder of parathyroid 
secretion. While it can hardly be said that the secretion of a 
parathyrotrophic hormone by the pituitary has been proved, 
a number of observations are at least suggestive—e.g., the asso- 
ciation of parathyroid adenomata with hypophysial tumours 
noted by Hadfield and Rogers (1932), Gerstel (1938), Husslein 
(1939) ; the degenerative changes in the parathyroids of hypo- 
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physectomized dogs noted by Koster (1928), Houssay and 
Sammartino (1933, 1934), and Smith (1927); and the'effects of 
pituitary extracts in causing parathyroid enlargement, noted by 
Anselmino and others (1935). In an examination of the para- 
_ thyroids reported by, Hemphill and Stengel’.(1940) it was found 
‘that three of the four glands present were unusyally small. 
The three smaller glands showed an increase ‘of pale oxyphil 
cells; the fourth was formed exclusively of ‘these. These 
changes suggest overactivity in a set of glands which for some 
reason were smaller than normal. Serum calcium changes have 
been noticed in only- a few cases; in a series examined by 
Tager, Shelton, and Matzen (1939) the figures were within 
normal limits. en ise i 
Further problems are those presented by the high incidence 
in the female sex (98% in Moore’s series) and the restriction 
of ‘bony changes to the frontal bone. Pee 
From the point of view of diagnosis the importance ‘of the 
syndrome lies in the danger, of treating the patient for something 
she has not got., My patient has been treated once as a case 
of hypoglycaemia and once as a case of diabetic coma. The 
fact that she was insulin-resistant probably saved her from harm 
on that occasion. In some cases, however, a-diagnosis of 
cerebral tumour has Jed to unnecessary operation. A know- 
‘ledge of the existence of the syndrome should serve to protect 
from these mistakes, and a radiograph of the skull which 
_includes the frontal bone will always serve to establish the 
diagnosis. 2 ' È d 
‘ Summary ' 
_. A case of hyperostosis frontalis interna’ is described ‘and’ the 
` literature briefly reviewed. Features of the case were narco- 
leptic attacks controlled by benzedrine, increased glucose 
tolerance, sudden gain ‘in weight, restricted fields of vision, 
nerve deafness, and typical radiological findings. us 
The importance of the drome lies ‘in its differentiation 
from conditions requiring active medical or surgical intervention. 
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| P. Robinson (Amer. J. Dis. Child.) 1941, 62, 701) during the 
last two years has seen at'Tel Aviv six cases, of favism, an 
‘acute haemolytic anaemia due to ingestion of woad berries 
(Vicia fava) and hitherto unknown in Palestine. Favism is most 
common in Sicily’and Sardinia, but only sporadic in other 
‘countries. The onset is sudden, with vomiting and diarrhoea, 
the skin turns pale grey, the eyes become sunken and conscious- 
ness clouded. The red celis sink to 1,000,000 or less per c.mm. 
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and the haemoglobin content to 10%. Recovery, which begins. 


spontaneously, is assisted by blood transfusion and.takes place 

in from ‘one to two weeks. Deaths are rare. Its ‘course is like 

that of Lederer’s anaemia; but in'favism relapses are common. 
$ J 


‘ 
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; am greatly indebted. ; 


Medical School 


Attention has recently been ‘drawn by Sinclair (1941) to 
a very severe and often fatal form of acute laryngitis 
and septicdemia in young children due to Haemophilus 
influenzae. These infections have occurred with, increas- 
ing frequency in the U.S,A., and the following case is the 
first of a similar: nature to be recorded in this country. ` 


os Case History, 

A male child aged 2 was admitted on Dec. 15, 1941, for 
laryngeal stridor. He first became ill 2 days previously, when 
he b to scream, and it was noticed that his breathing was 

‘difficult. This persisted until admission. 

On examination the temperature was 101° F., the pulse rate 
156, and the respirations 28 a minute. The latter were accom- 
panied by inspiratory stridor and recession of the intercostal 

The uvula and fauces. were symmetrically swollen and 


spaces. 
very hyperaemic, but no membrane was visible. Laryngeal 
diphtheria was diagnosed, and 65,000 units of antidiphtheritic 


serum were ‘given intramuscularly in 5 doses over 12 hours. 
The | g obstruction was so severe that tracheotomy was 
done 3 hours after admission, and while this relieved the stridor 
and temporarily improved the pulse rate, the latter and the 
respiration rate soon returned to 160 and 32 respectively. The 
clinical condition remained póor, the child ‘being prostrated. 
On the 18th a pleural rub appeared at the right base and he 
was put into an oxygen tent. The following day there were 
signs of bronchopneumonia, for which sulphanilamide was 
given. He died in coma on the 21st, 6 days after admission. 
Bacteriological examination of a throat swab on admission 
ve a growth of Corynebacterium hoffmanni, which was con- 
ed on Horgan and Marshall's medium. Swabs taken from 
the larynx at the tracheotomy gave a pure growth of H. in- 
fluenzae. Repeated swabs from the nose, throat, and larynx 
‘failed to grow C. diphtheriae. The blood count showed 
haemoglobin, 74% (Haldane) ; white cells, 9,600 per c.mm. 


Necropsy 
This was performed 22 hours after death, and revealed a well- 
~ developed, well-nourished male child with no external abnor- 
mality except a clean tracheotomy wound. The pericardial sac 
was Y istended with ‘approximately 80 c.cm. of thick yellow 
which. was moderately adherent to both 
endocardium, valves, coronary 
The larynx, glottis, 
trachea, and main normal except for a clean 
incisiow in the trachea. Both’ pleural cavities were filled with 
thick yellow pus extending into and encysted in the interlobar 
septa. The lungs were compressed but air-containing, and 
exuded a little frothy fluid on pressure. No pneumonic con- 
solidation or bronchitis was detected. The mediastinal glands 
_ were slightly enlarged and congested, but were otherwise normal. 
The mouth, fauces, tonsils, pharynx, oesophagus, stomach, 
intestines, mésentery, and peritoneum were normal. The liver 
` was enlarged and pale from fatty change. The gall-bladder 
biliary passages, and panereas were normal, The spleen show 
lymphoid hyperplasia only. The genito-urinary, endocrine, and 
: central nervous systems were normal. 

Microscopical Examination.—Sections from the heart and 
lungs revealed severe purulent inflammation 
Gram-negative baculi. The lung parenchyma showed a little 
albuminous fluid in the alveoli but no evidence of inflammatory 

‘disease. In the liver there was severe fatty change only. : 

Bacteriological Examination.—Cultures from the pleura, 
pericardium, and heart blood gave a pure gro of H. in- 
fluenzae., The cultures grew well on boiled blood agar, and 
‘the colonies were smooth ; suspensions in normal saline were 
agglutinated* by Type B serum to a titre of 1/100. No agglu- 
tination was observed with Types A, C, D, and F in any 
dilution, “0-7 i 

. Discussion z 

It is difficult to evaluate the pathogenicity of H. influenzae 
in man owing to many strains which appear to lead a 
saprophytic existence in the human nasopharynx ; while others 
. = These sera were made available through the kindness of Dr. 
Margaret Pittman of the U.S.A. Public Health Service, to whom I 
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are capable of rapid invasion and often fatal infections typified 
by well-recognized entities such as meningitis ‘and ba rial 
endocarditis. Its possible role in producing disease of the 
respiratory tract is less well defined, and in view of its normal 
habitat it is surprising that it is not more often encountered 
as the sole’ pathogenic agent. One of the difficulties may be 
due to failure to distinguish between pathogenic and non- 
pathogenic strains, and between primary and secondary 
ivaders. Pittman (1931) has, however, demonstrated that 
pathogenic strains are usually capsulated and that ‘the capsules 
have a specific soluble antigen which renders them capable 
of differentiation into 6 serological types (A to F). The 
majority of strains isolated from “ influenzal ” meningitis are 
Type B, and Sinclair has shown that the strains recovered from 
cases of laryngitis with septicaemia also belong to this type. 
The latter author collected 10 such cases, 8 of them in 18 
months, and suggests that the number is increasing. 


The clinical picture of severe prostration and acute 
respiratory distress of abrupt onset, often necessitating 
tracheotomy, differs from that of laryngeal diphtheria in that 
the prostration is undiminished by tracheotomy or anti- 
diphtheritic serum therapy. The disease may run a rapidly 
fatal course ın from 18 hours up to 6 days. Four of Sinclair’s 
10 patients died, those who recovered having received sulph- 
anilamide, sulphapyridine, or sulphathiazole. 

The diagnosis is essentially a bacteriological one, depending 
on-the isolation of H. influenzae by culture from the naso- 
pharynx, larynx, lung, or blood, or by direct typing of 
nasopharyngeal mucus obtained by swabbing with type-specific 
serum—the Neufeld techriquey used by Alexander, Craig, 
Shirley, and Ellis (1941). Since typing sera are not yet available 
in this country, diagnosis largely depends on isolation by cul- 
ture; but uncertainty will arise unless serological typing 
confirms the strain—otherwise the diagnosis can only be 
presumptive. 

The present case affords an opportunity of discussing the 
pathology. The organism was first isolated from the throat 
on the third day of the disease and from the larynx on the 
fourth, where it had probably been present from the onset 
of respiratory distress. Evidence of pulmonary disease was 


first detected on the fifth day, and necropsy proved it to be’ 


due to empyema, no inflammatory condition of the ‘lung 
parenchyma having been found. Post-mortem blood culture 
was also positive, and judging from 7 of Sinclair’s cases jn 
which the organism was recovered from the blood ante mortem, 
the blood in the present case was probably invaded in the 
early stages, thus emphasizing the highly invasive property of 
this particular strain of H. influenzae—not unexpected in view 
of its possessing a capsule analogous to that of type-specific 
Pneumococci. The route taken by the organism was probably 
the lung—a probability that is suggested by the bilateral 


` empyemat& and pericarditis, ın which the exudate in both the 


pleurae and the pericardium was too abundant to have fornied 
as a terminal event secondary to the septicaemia. The absence 
of any inflammatory disease of the upper Tespiratory tract at 
necropsy shows that the initial lesion may resolve and that the 
fatal outcome in those cases which survive the first few days 
is due to purulent inflammation ‘of the lungs, pleurae, or 
pericardium, and septicaemia, or, when the former are absent, 
to septicaemia alone. aN 


= Summary and Conclusion 


A case of acute laryngitis and septicaemia due to H. in- 
fluenzae is described. i . 

The strain of haemophilus isolated from the larynx and 
blood belongs to the well-recognized pathogenic Type B 
(Pittman). E ; z 

The diagnosis depends on isolation of the organism from the 
nasopharynx and blood, employing a suitable medium such as 
boiled blood agar or by direct typing of nasopharyngeal mucus 
when typing sera are available. i 

The pathology of the condition is discussed briefly. 


I am grateful to Mr. W. H. Clark, who was responsible for isola- 
ting the organism and for its typing. i ` 
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ATYPICAL ASPHYXIAL DEATHS 


BY 
NORMAN_ PATTERSON, M.B., B.Ch., D.P.H. 
Temporary Assistant Medical Officer, Central Hospital, Warwick 


The remarks of Dr. Eric Gardner in his paper to the 
Medico-Legal Society described in the Journal of April 18, 
1942 (p. 502), under “Mechanism of Certain Sudden 
Deaths,” are timely not only from the point’ of view of 
correct inquest findings but -also in instituting prompt 
skilful treatment if there is still a chance of life. 
Dr. Gardner’s remarks have been read by the staff of 
this mental hospital with considerable interest and with 
a certain degree of relief. Within the past two months 
it has been my unfortunate lot to have lost three femalé 
patients through asphyxiation. The superintendent tells 
me that within his eleven years’ experience here he can- 
not recall any deaths with similar surrounding clinical and 
post-mortem evidence. , : E 


` -~ Case Reports 


Case 1—A woman aged 36 fell on a tiled floor. She was 
rendered unconscious and was treated for a fractured skull. She 
regained consciousness withm 4 hours, improving rapidly, and 
was left by the nurse in charge for a few minutes while she 
attended to duties in the day-room. On her return the patient 
was dead. It bemg thought that this sudden catastrophe was 
inconsistent with the mtracranial injury, a necropsy was, per- ' 
formed, revealing that the pharynx contained a huge mass of 
bread impacted above the epiglottis. The bronchial tubes and 
lungs also contained pieces of inhaled bread. The base of the 


` skull was fractured, but without sufficient trauma or haemor- 


rhage to cause sudden death. The bread could have been given 
to the patient only by some of her well-meaning friends. 

Case 2A woman aged 44. This patient, at the breakfast 
table, devoured her own share of bread-and-butter and, while 
standing up and about to snatch that of her neighbour, was 
seen by the nursing staff to slump down into her seat and 
collapse. Attempts to recover foreign matter from the mouth 
were unsuccessful, and she died within 5 minutes. The 
necropsy revealed bread tightly packed in the pharynx, trachea, 
and bronchi. s 

Case 3—A woman aged 65 was noticed by the-nursing staff 
to turn pale and collapse in her seat while eating bread at-the 
breakfast table. Her air-passages were cleared so far as was 
possible, but she died within 7 minutes. The post-mortem 
examination revealed soft bread scattered throughout the 
larynx, trachea, and bronchial tree. 


Commentary ht 
The victims. were female patients of a mental hospital, and 
in Cases 2 and 3 were known to be food-snatchers who, not 
being content with their own ration of bread, would grab at 
their neighbours’ and cram it into the mouth without mastica- - 
tion. The usual signs of choking were absent in the two 
observed cases: no lividity, cyanosis, coughing, struggling for 
breath, or convulsive movements. — 
` A feature common to all three cases was a pallid, peaceful 


` facies. The external post-mortem signs of asphyxiation, such 


as livid patches on the body and extremities, were absent. 

The absence of the normal reflexes, through the medulla, of 
coughing or retching is remarkable ın the light of the patho- 
logical findings of impaction in the region of the most sensitive 
receptors for producing them—viz., the larynx, bronchi, and 
trachea. Coniidered with the time factor of 5 and 7 minutes 
in the two observed cases, it is clear that the mode of death 
could not have been true asphyxia. af 

Death appears to have been due to syncope set up by. 
shock—the result of a mass reflex through the impaction of 
foreign matter in the pharynx, larynx, trachea, and bronchial 
tree, death taking place before the usual signs and symptoms 
of asphyxiation had’ become manifest. 

I am_ indebted to Dr. D. N: Parfitt, medical superintendent, for 
permission to record these cases, to Br J. L. Berry for, the post- 
mortem examinations, and to both for their encouragemént in my 
presentation of this paper. 
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Treatment of Poliomyelitis with ‘Convalescent 
Serum and Sulphapyridine 


The following two cases of poliomyelitis in the same family 
are an interesting contrast. In Case 2 the diagnosis could be 
made with certainty ‘although there was no paralysis, and treat- 
ment with convalescent serum and -sulphapyridine was given 
within 48 hours of the onset. t` 


Case REPORTS 


Case 1.—M. W., the youngest of a family of 4 children, was 
taken ill on Oct. 4, 1941, and was admitted to hospital on 
Oct. 8, when he presented the following signs: ‘Temperature 
101.2°, pulse rate 126; he was conscious and intelligent, but 
drowsy ; his pupils were dilated; there was marked neck 
rigidity ; Kernig’s sign was sitive ; abdominal reflexes and 
knee-jerks were absent. Lumbar puncture gave a clear colour- 
less fluid, which showed: protein, 0.23% ; globulin, nil ; sugar, 
greatly diminished, not sufficient to estimate ; chlorides, not 
sufficient to estimate; cells, nearly all lymphocytes, 134 per 
cmm. On Oct. 9, 5 days after the onset of symptoms, he 
developed flaccid paralysis of both arms and legs and became 
slightly cyanosed, respiration being mainly diaphragmatic. By 
Oct. 13 paralysis of his respiratory muscles was, so extensive 


that it became Decessry nurse him in a Booth respirator. 
In this he remained until Oct. 17, when ‘his intercostal muscles 
had sufficiently recovered to allow of his removal. Since then 
there has been some improvements, and at the end of April, 
1942, “his general health was excellent. He had almost com- 
lete paralysis of the muscles of his back, left arm, and right 
eg, some useful movement of his right arm and left leg, and 
almost complete recovery in his intercostal muscles. Thiere 
could be,no doubt as to the nature and severity ‘of this illness. 


Case 2.—P. W., aged 13, brother: of Case 1, complained of 
pain in his back and, headache on Oct. 10 (a week after the 
onset of his brother's illness). He was.admitted to hospital on 
Oct. 11., On admission his temperature was 102°, pulse 130, 
and respirations 30. His fauces, heart, and lungs were normal. 
There was slight neck rigidity, and Kernig’s sign was positive. 
There was no , and the deep reflexes were present. His 
abdominal reflexes were absent on the right side. _Lumbar 
puncture yielded'a few cubic centimetres of fluid which was 
not under pressure and on which the pathologist’s report was 
as follows: “Fluid slightly ; bid, with large blood-stained 
clot, Protein, 0.30% ; sugar diminished ; Nonne-Apelt reaction, 
globulin + ; chlorides, 0.75% ; cella, a95 per c.mm., mixed poly- 
morphs and lymphocytes (some ce accounted for by blood) ; 
culture, sterile.” i 


The treatment adopted was as follows: In the first 24. hours 


„after admission he received 7.5 $ of sulphapyridine, the first 
dose being given (intramuscularly) at 6.30 p.m. on Oct. 11. 
Subsequent doses wero given by mouth. The dose in the second 
period of 24 hours was 6 g., and in the third period 3 g., a 
total of 16.5 g. On Oct. 12 convalescent serum was available 
and 20 ccm. was given -intramuscularly at 10.45 a.m. This 

. dose was repeated at 6.45 p.m., and again morning and evening 
on the 13th, and once on the 14th—a total of 100 c.cm. in five 
doses. The boy developed no further symptoms. His tempera- 

_ ture fell to normal on Oct. 14 and showed no subsequent Tise. 
There was no alteration in_his, physical signs except that on 
Oct. 13 the abdominal reflexes were absent on both sides. 
They were not obtained until Oct. 17. He was discharged on 
Nov. 9 and has’remained’ in good health since. - ; 

' ‘ ` 
: COMMENT `. 

The fact that no paralysis developed in Case 2 would appear 
to „a more extended trial of convalescent serum and 
sulphapyridine, particularly in cases like this in which ‘the 

. diagnosis can be made with certainty before the onset of any 
paralysis. It is fully realized that the fact that no paralysis 
developed in the second case may have been a coincidence. 

I am indebtéd to Dr. L. B. Cole for his help in the diagnosi 
Case 1 and ‘his suggestion that the Combined treatment 5 ould hes 
used if further cases occurred; and to Dr. Sinclair Miller for very 
promptly supplying 100 c.cm. of convalescent serum with instructions 


g f _ BEeRNaw E. A. Batt, M.B. B.Ch. 
West Suffolk Hospital, Bary St. Edmunds. 


1 
I 


~. . Reviews 


72 





_ POSTGRADUATE LECTURES 


Edinburgh Postgraduate Lectures tn Medicine. Volume I. _ 1940-1. 
(Pp. 540. 12s. 6d.) Edinburgh and London: Published for the Honyman 
Gillespie Trust by Oliver and Boyd. ‘1942 ~ 


The Honyman Gillespie Trust is to be congratulated on pro- 
ducing a second volume of postgraduate lectures in these , 
difficult times. Physical examination should begin with 
inspection, unwilling though the student is to realize that 
fact, so Mr. F. E., Jardine’s lecture on the subject is appro- 
priate. Since it is mainly surgical-in outlook we would com- 
mend the executive committee to secure, an equally interesting 
contribution from the medical side, for the patient who has 
the disease is as important as the digease he has. Just as 
medical examination should begin with inspection so medical 
theory must be largely rooted in genetics. Prof. Crew’s lecture 
on genetics in relation to reconstructive medicine is therefore 


. of particular value, coming from an authority in genetics who 


has, however, no exaggerated ideas on the advantages of arti- 
ficially controlled propagation, since, as he says, most derange- 
ments and defects of genetic origin behave as recessives. He 
anticipates more results from improving the ‘environment, 
though aware that improvements in social conditions will not 
in themselves yield unlimited evolutionary progress. The whole 
lecture repays thoughtful study. Of topical interest is Prof. 
D. K. Henderson's lecture on the significance of fear, which 
links up, with Prof. F. R. Fraser’s study of the so-called effort 
syndrome. This he regards as a disorder of the involuntary 
nervous system which also occurs in civil life but is given 
almost specific characters under conditions of war. Since 1914 
the mental features have. been realized and accepted, s80 
that we may now anticipate better results from more discerning 
treatment. Prof. Stanley Davidson contributes a helpful article 
on recent developments of diagnostic sternal puncture, while 
Dr. C. P. Stewart takes a cautious view of the relationship 
between dark adaptation and vitamin A, holding that other 
factors such as age, fatigue, minor infections, and indeed other 
vitamins also play a part. The,recent increase in pulmonary 
tuberculosis lends point to Dr: Charles Cameron’s account of 
modern methods in its treatment. He does not believe the 
failure in early diagnosis is sO often due to carelessness or 
ignorance as is often suggested, but rather to the fact that 
some cases are symptomless in the early stages, while others 
are so acute in onset that much damage is wrought in a com- 
paratively short time. Nature at the best holds a fine balance, 
and he quotes the depressing dictum. that “60% of all adult 
pulmonary cases die ‘within five years of coming to our notice.” 
Clearly more active measures are called for. ° 
Naturally a considerable proportion of the lectures deal with 
medical and surgical problems arising from the war, to which — 


- we have devoted a considerable amount of space in these 


columns. An attractive series is brought to a conclusion by 
a suggestive if rather discursive paper by Prof. McDowall on 
the physiological approach to medical problems. 


EVOLUTION OF SURGICAL INSTRUMENTS 


The History and Evolution of Surgical Instruments. By C. J. S. Thompson 
@p. 113. No price given.) New York: Schuman’s, Twenty East 


Now that so many of the original instruments with which 
this book deals have been destroyed by enemy bombing, it is 
as well that a concise account of them should be available in 
a single volume such as this, even though a good deal of the 
matter of the book has already appeared as articles in the 
British Journal of Surgery. As Dr. Chauncey D. Leake, who 
introduces it, tells us,* this historical survey can never supplant 
the instruments themselves, but it may serve to perpetuate the 
purpose of the collection. It forms an interesting addition 
to the instrument catalogue of the Museum of the Royal 


, College of Surgeons of England, copies of which fortunately 


still exist. The book, which is amply illustrated and beautifully 
produced consists. of twélve chapters, of which “ The Sgalpel,” 


. 
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“The Trepan,” “Head Saws,” and “ Tourniquets ” 
selected as samples. Possibly those on “ Tourniquets ” and 
“ Trocars,” respectively, are two of the most interésting. It 
is regrettable that there are many omissions and some inac- 
curacies.. Sir Victor Horsley at one stage of his career may 
have used the Walsham trephine depicted on p. 44, but he 
designed and used thee well-known ‘truncated cone' type of 
instrument, still used on occasions to-day, which is not shown 
in this book and might well have been included. Ambroise 
Paré’s “skull compass” 1s the prototype of Souttar’s and 
Trumble’s craniotomes which are not, however, mentioned, and 
which, if illustrated, would form ‘with it an interesting com: 
parison of more recent instruments. There is no reference to 
the power-driven skull saws of Doyen and Van Arsdale, and 
it is quite inaccurate to describe, in the chapter on the trepan, 
Lambert Rogers’s modern electrically driven craniotome—the 
skull plough—as a reversion to primitive times. Any reference 
to this instrument, which has no counterpart among trepans, 


may be 


' should be in the chapter on head saws, since it is in essence 


. ment to a textbook.” 


an electrically driven bone saw capable of controlled movement 
in two planes. The very widely used Gigli wire saw is not 
mentioned, nor is there any reference to what so far as we know 
is the only really complete account of this subject of 
skull saws, viz., “The history of craniotomy, an account of 
the methods which have been practised and the instruments 
used for opening the human skull during life” (Annals of 
Medical History (1930), p. 495). 

A bibliography is not included, references are conspicuously 
few’ (the important monograph of J, S. Milne on Surgical 
Instruments in Greek and Roman Times is not mentioned), and 


mistakes of printing occur in both text and index. ` Murrett- 


Baker (pp. 68 and 70), is surely Morrant. Baker, and Roger 
(P. 112), Rogers. A final chapter on operating tables concludes 
with illustrations of a British table of 1885 and a French one 
of 1914. Although, so far as it goes, this is an- interesting 
account, we cannot but regard it as somewhat superficial, and 
would welcome a further elaborated edition in which references 
and bibliography are included and attention is paid to some 
of the points here raised. 


. HISTOLOGY AND EMBRYOLOGY 


Histology and Embryology. By José °F Nonidez, ScD. Oxford Medical 
Outline Series. (Pp 199 128. Gd.) London: Oxford University Press 


This book, by Prof. Nonidez, is described by the author as an 
“outline which presents in condensed form the most important 
facts concerning the structure and development of the organs 
of the human body,” and as “ intended to be used as a supple- 

Like other books of a similar nature, this 
work appears to have been written with the purpose of sup- 
plying thg want which is felt by many students of a reliable 
guide to -the essentials of a subject which will save them both 
time and expense. There is, however, a very real danger that 
such books may supplant rather than supplement well-ulustrated 
standard works which have been gradually perfécted during 
many successive years. - Elementary books without illustrations, 
and consisting of verbal descriptions only, leave a great deal 
to the imagination of the ‘reader, who—especially in subjects 
like histology and embryology—requires clear-cut and accurate 
illustrations to assist him: in interpreting the appearances he 
sees under the microscope. ‘The work which we are now con- 
sidering is clearly written, information being imparted by short 
definitions which are admirable from a didactic standpoint. 
One would like, however, to have seen greater attention paid 
to the relations of structure to function, and also greater detail 
given to the description of the development of those parts 
which have a practical bearing on medical work—e.g., in con- 
nexion with the occurrence of abortion, chorion epithelioma, 
hare-lip and cleft palate, hypospadias or spina bifida, and in 
general the effects of malnutrition or disease on the early stages 
of a normally developing embryo. The student who studies 
the structure of the skin or other part with the view, of under- 
standing the relation of this to its normal functions, and has 
a good mental picture of that structure, 
dent of didactic aids to his memory, 


upon ordinary medical préctice. 
e 


will be quite indepen- , 
and more especially so if’ 
-his attgntion has been directed to thè bearing that this has 


ABNORMALITIES IN BACKWARD CHILDREN 
Developmental! Aphana ın Educahonally Retarded Children By M. 
MacMeeken, M A., PhD (Pp 95. 3s) University of London Press, Ltd., 
St. Hugh’s School, Bickicy, Kent. 
It is a matter of common observation that retardation of 
learning in school is by no means always associated with general 
mental deficiency—i.e., with: general lack of capacity for intel- 
ligent development. The existencé of congenital word blindness 
due to lack of development of certain specified areas of the 
brain as ‘suggested by Hollinshed has been hotly disputed, but 
that specific reading and spelling disabilities are not uncom- 
monly met with amgng elementary school children is the 
experience of every teacher. Dr. MacMeeken has investigated 
140 children on the “retarded list,” 84 boys and 56 girls from 
a background of 1,487 children. He found that a large pro- 
portion of these owed their retardation to factors other than 
iow capacity..and that this is especially true of boys. He found 
that 58.6% of this group were “left eyed” and that the pro- 
portion of boys was again high. Squint and left-handedness s 
also seemed to be significantly associated with retardation, and 
a previous investigation showed that these' were associated with 
an aphasic confusional error. 

The determining cause of laterality is little understood, but 
abnormality of foetal posture has been suggested, and left 
laterality does seem to be associated with twinning. The point 
is that studies of induced nystagmus show that left-eyedness 
means a preference for scanning from right to left, whereas 
written language requires a scannifig from left to Tight—an 
obvious cause of aphasic confusion which may well induce 
a retardation of reading and spelling. 

This well-documented essay will be of great value to all who 
ere interested in the relation of developmental abnormalities 
to intellectual and learning capacity, a subject which concerns 
the medical as much as it does the teaching profession. 








Notes on Books 


The official Medical Register for 1942 has been published on 
behalf of the General Medical Council by Constable and Co. 
(Orange Street, W.C.2) at 21s., postefree 22s. The table printed 
in the introductory section shows that 3,293 names were added 
last year. New registrations numbered 1,189 in England, 632 
in Scotland, 285 in Ireland, 134 on the colonial register, and 
1,053 on the foreign register. The total number of names on 
the Register at the end of last year was 66,995, being 2,316 
more than on December 31, 1940. The number of names 
removed from the Register during 1941 was 993; of these 985 
wero deleted on evidence of death, and 8 were struck off under 
the disciplinary powers conferred by Parliament on the General 
Medical Council. 


Prof. Jonn READ of the University of St. Andrews has written 
an entertaining little book for popular reading on Explosives 
(Harmondsworth, Penguin Books Ltd., 9d.). He describes the 
chemical nature of explosive phenomena, the various uses which 
different explosives serve, the method’ of their production, and 
gives some account of the quantities in use. It is full of 
information relating to their specific characters, which vary 
greatly in.sensitivity to shock and other conditions, and describes 
how each of the different characters is turned to advantageous 
use. It is interesting to observe some unexpected methods of 
producing explosives for application to special purposes, such 
as a mixture of liquid oxygen with finely powdered carbon or- 
carbonaceous matter, and to note that practical use is made 
of liquid carbon dioxide alone, inert though it is, as an 
explosive. 


Modern Treatment.in General Practice Yearbpok, 1942, is the 
eighth annual volume of papers on peeves reprinted from 
the Medical Press and Circular. It is published at 12s. 6d. from 
the office of Baillitre, Tindall and Cox, and the editor, Surgeon 
Rear-Admiral Cecu P. G. WAKELEY, contributes a brief pre- 
face. A wide range of subjects is covered; and there are 
fourteen articles‘ grouped together under the general heading 
“War Medicine and Surgery.” 5 


- A seventeenth edition of Black's Medical Dictionary, which 
was edited for many years'by the late Dr. J. D. COMRIE, has 
been published by' A: and hi Black at 21s. The main text 
consists of over 1,000 pages printed in double columns, and 
there is a brief supplement on the management and ‘treatment 
of casualties resulting from air raids. j - 
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THE MEDICAL CURRICULUM 
The final examinations are over. The successful candidates 
have a brief six months to adapt themselves to a world 
whose ideals and demands will prove very different from 
those of the medical schools in which they were trained. 
It will not be long’ before director-generals, scientific 
advisers, and politicians begin to pass adverse’ comment 
on their want of. savoir faire, their ignorance of nuttition, 
and their Jack of insight into the problems of industrial 
' welfare. The bizarre group of patierits with physical signs, 
who have been with such difficulty collected for the great - 
occasion, have returned to the, infirmaries and sanatoria’ 
which permanently house them or passed on to that bourne 
from which no traveller returns. The hospitals breathe 
a sigh of relief and get on: with the treatment of their 
normal clientele, which, rather surprisingly, seems to be 
in large measure unsuited-to the purposes of a final clini- 
cal examination. But no such respite is ‘allowed to the 
examiners, who must now busy themselves with the revision 
of the medical curriculum, a problem to which many of 
them have devoted unrewarded. hours ‘in the past. The 
recrudescence of interest in medical education is in part 
die to-a general stimulation by the ultra-violet light of 
war; in part tō the anxiety felt by the universities about 
the deterioration threatened by the dispersion of ‘medical 
schools and the loss of teachers, especially in clinical sub- 
jects; and in part, and perhaps most urgently, to the 
knowledge that an Interdepartmental Committee on 
Medical Schools is now in action. As this committee is 
to inquire into the organization of medical schools, with 
particular reference to facilities for clinical teaching and 
research, the result of present discussions is likely to be 
concrete and- far-reaching. A little probing at the roots 
of the matter may therefore not be out of season. 
At least three important committees considered the 
medical curriculum in the decade before this war, and 
. their issue was stillborn. They did not succeed in adapt- 
ing the curriculum to the inflow of new knowledge or in 
shifting the emphasis from the study: of disease to the 
prevention of illness: It is important to inquire why this 
was so. Let it be said quite bluntly, for we are sadder 
and wiser now than we were then, that we did not apply 
science, or at any rate the appropriate science, to our task. 
The committees of the General Medical Council and of the 
Combined Universities: were entirely composed of medical 
teachers. The committee of the British Medical Associa- 
tion contained general practitioners, and conferred with 
the teaching profession. Methods of teaching of-students 
and selection of teachers in the medical schools still have 
the features of a primitive craft which has grown up in 
a haphazard: Way ‘and which calls ‘for scientific analysis- 
and re-integration, Education is a.science which -has a 
theory, a discipline, and great recent advances: ' No one 
. with eyes to see can fail to be impressed by the help which ‘ 
educationists and psychologists have given to our rapidly 
expanding Defence Services in schemes of prè- -selection 
and training. The speed of acquisition of industrial skill 
ag a result of methods introduced during the war has been 
no less remarkable.- No revision: of the medical currigulym 
can afford to neglect this revolution or fail. to ask expert 
help from outside. To do so would be “to run counter to 
one of the main ,principles for „which we, “ourselves stand 
as‘a profession ‘of technical experts. Experto crede. ` 





Next we muśt decide what is the principal aim of medical 
education. Surely it is the production of good general 
practitioners. The exceptional man who is likely to become 
a consultant-or researcher can—up~to a point—look after 
himself, and in any'event he should not bias the cyrriculum. 
Not long ago, in reviewing Alan Gregg’s Furtherance of 
Medical Research,’ we commented on the widening gulf 
between medical research and medical practice. The 
staff of the Medical Research Council’s institute is ,now 
predominantly non-medical. The recent appointment 
of a distinguished non-medical biochemist, Prof. C. R. 
Harington, as iis head, won universal approval. Medical 
education cannot legislate for the researcher as well as 
the general practitioner; it must fit its courses for the 
latter. , It seems, therefore, that we must work back 
from the medical practitioner: we must find out what 
knowledge” and bodily skills he requires. This information 
can only be obtained by field surveys, carried out by groups 
including medical and non-medical workers, to discover 
what the practitioner is now doing and what he ought to 
be doing. These surveys will be coloured by the knowledge 
that,the future practitioner will almost certainly have to 
undergo a period of compulsory house appointments before 
registration of his qualification, and a period as assistant . 
at a’health centre or in a practice before he is allowed to 
work entirely on his own. 

When the information about the appropriate mental and 
technical equipment of the: practitioner of to-day and to- 
morrow has been collected the educationists must help us in 
devising the best way of teaching it. The scholastic life 
of the medical student falls into three divisions—school 
education, pre-clinical education, clinical education—and 
‘between the first and second there may perhaps be inter- 
posed a period of national service. It will again pay us 
to work backwards. Our plans must bear in mind that 
the cost of the student’s education will be borne to an 
increasing degree by the State and must bear a reasonable 
ratio to the service provided afterwards. It is undesirable 
that young men and women should remain in statu pupillari 
after the age of 23 or 24 unless we are deliberately aiming 
at breeding out our best stocks. Many of them are marry- 
ing at that age to-day. 

Clinical education might be carried out in three distinct 
ways : the old-fashioned apprentice training of “ walking 
the hospitals,’ which has continued with little change up 
till: to-day; the fundamental scientific or physiological 


, approach for which many teachers hanker ; and the syn- 


thetic type of training which has proved so valuable in 
the Services and which depends on discovering what the 
pupil has to learn and then working out the most efficient 
way of teaching it. It seems a priori unlikely that it will 
be found that the present routine of, medical and surgical 
ward clerkships, or the*present teaching by men who are 
chosen for their professional skill, and who have a duty 
to get round the ward, to-perform their operations, or to 
examine their out-patients, is the best that can be devised 
or afforded. It is also clear that life is too short for the 
medical student to, learn everything from the fundamental 
or scientific standpoint, and it seems probable that he will 
have to get his scientific education and background in his 
pre-clinical years and devote the clinical years to the acqui- 
sition of technical skills. We must probably look forward 
to a much greater extension, under whole-time teachers, 
of what are now known as preliminary medicine and 
surgery, and a much more intimate fusion of clinical 
teaching, pharmacology, pathology, and radiology. There 
is need here for a survey of more modern teaching methods, 
such asthe combined demonstrations of clinical, patho- 
logical, and, -radiological material, which have been pre- 
pared ať some of: thé Scéttish univeysities or the lay-out 
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of our new museums. Training Command of the R.A.F. 
is almost too gadget-minded and not’ always appreciative 
of the difficulty of transference of skili from the artificial 
to the real, but it has ‘shown what can be done with the 
film, the sound-track, and the model or “ mock-up,” and 
suggests possibilities in medical education. Developments of 


this kind will greatly affect the physical structure and cost | 


of medical schools and the type and training of teachers, 
and are very germane to the evidence to be presented to 
the Interdepartmental Committee. 
School education and the pre-clinical education of the 
medical student must be planned in association with the 
, general education of the young people of Britain and not 
as an isolated medical problem. Here, too, wè are in 
danger of getting-outeof touch with the extensive study of 
general educational problems which the war has stimulated. 
As regards pre-clinical training, it is not clear why the 
anatomy and physiology of the body should leave so little 
time for the study of the mind. The reasons must lie in 
the historical development of the medical schools and not 
in a true appreciation of the needs and possibilities of 
medical education to-day. The pre-clinical years are likely to 
become the backbone of the doctor’s education as a scientist, 
and no time or care should be spared in their planning. . 
New efforts to reform the curriculum will be as abortive 
as the old if planners think in terms of the claims of rival 
teachers, the clash of personalities, and peace by compro- 
mise. Neither in the pre-clinical nor in the clinical course 
can we keep the curriculum up to date and of reasonable 
length’ by the processes of addition and subtraction. We 
require new permutations and combinations. The present 
century has seen revolutionary changes in methods of 
diagnosis and treatment, in understanding of the psycho- 
logical causes of illness, and in the prevention of organic 
. and functional disease ; and only fundamental changes in 
the curriculum and the methods and scope of medical 
teaching can keep pace with them. \ - 





FOUR YEARS OF HERBERT’S ACT 
In piloting through Parliament so radical a reform of the 
divorce law as the Matrirhonial Causes Act, 1937, Mr. A. P. 
Herbert achieved a very remarkabl¢ success. He succeeded 
largely by concentrating on a few basic principles and not 
inviting controversy over many minor details, desirable 
though these might have appeared. The Act has now been 
administered for about four years, and few will maintain 
that it has not on balance been very beneficial. That it 
should have shown a good many rough edges is inevitable, 
for under the conditions of its passage through Parliament 
the persons who could conceivably have moulded it to fit 
the pre-existing law did not have much opportunity of 
doing so. A survey recently presented to the Medico- 
Legal Society by Mr. William Latey and Mr. D. Harcourt 
Kitchin, barristers-at-law, showed that it fits much better 
on to the earlier law of divorce than on to the law of 
mental disorder, with which it is intimately connected 
through its provisions for divorce and nullity on the ground 
of insanity in a party to the marriage. As these authors 
pointed out, the number of cases in which the insanity 
ground is raised is small—only about a hundred and 
fifty a year out of seven thousand. ‘Petitions’ on the 
ground of desertion are much:'more numerous. In 
matters of justice, however, numbérs do not matter; if 
a statutory provision oppresses a few, ıt needs amendment 
just as urgently as if it oppressed many, ard in some 
respects Herbert’s Act calls loudly for amendment. 

A pttition for divoreg on the ground of insanity may be 
presented by either spouse ‘on the poe that the other is 


incurably of unsound mind and has been continuously 
under care and treatment for at Ieast’five years immediately 
before the date of the petition. “Care and treatment” is 
very precisely defined, in terms that sound strange to a 
medical ear. A person is deemed to be under care and 


. treatment*while he is detained in pursuance of any order 


or inquisition under the Lunacy’ and Mental Treatment 
Acts, 1890-1930; or of any order or warrant under the 
Acts relating to the fighting Services ; or while he is being 
detained as a criminal lunatic or in pursuance of an order 
made under the Criminal Lunatics Act, 1884; or while he 
is receiving treatment as a voluntary patient under the 
Mental Treatment Act, 1930, “being treatment which 
follows without any interval a period of such detention as 
aforesaid.” To make it quite clear that those cases mark 
the limits of “care and treatment,” the section ‘concludes 
“and not otherwise.” Not every permanently insane ` 


~ spouse, therefore, comes within the Act. For instance, 


the section says nothing about temporary. treatment under 
sect. 5 of the 1930 Act, by which a patient who is incapable 
of volition but likely- soon. to recover’may be admitted to 
a mental hospital without a reception order for sxx months. 
After that time his temporary treatment:may be continued 
for two more periods each of three months “as may be 
specified in directions given by the Board of Control.” If, 
therefore, a patient is admitted to a mental hospital on the 
temporary footing, recovers volition within six months, and 
remains as a voluntary patient for another five years or 
more, then even if he ig incurable he cannot apparently be 
divorced under Herbert’s Act, for the voluntary treatment 
does not follow a period of detention under an order, 
inquisition, or warrant “as aforesaid.” It only follows 
a period of temporary treatment, which, though by the 
Mental Treatment Act it is called detention, yet is not 
detention under an order. Nevertheless, if 'a temporary 
patient remains without volition for six months and then 
has*his period of treatment extended by directions of the 
Board, these directions count as an order (Benson v. 
Benson, 1941); and any subsequent period of voluntary 


‘treatment is good for, divorce purposes. This anomaly 


badly needs adjustment. So, too, if an’ otherwise valid 
period of voluntary treatment is interrupted by a period 
of temporary treatment, it is probably vitiated for divorce 
purposes because the temporary treatment, for the first six 
months at any rate, is not detention under an order. 

Again, an English patient who: happens to be detained in 
a Scottish mental hospital does not come within Herbert's, 
Act, just as a Scottish patient detained in an English 
hospital does not come within the corresponding Scottish 
Act. Other cases in which the cate and treatment may be 
legally interrupted, though the ‘insanity which is the real 
ground for the divorce subsists, are those in which the 
patient is let out for a substantial period on trial or Holiday, 
or is discharged to relatives, or escapes for longer than the 
fortnight within which he may be retaken on the original 
reception order. The President said in Shipman v. Shipman 
(1938) that routine outings in the. daytime or short leave 
of absence may not interrupt the detention, but that 
absence on trial for prolonged and indefinite periods may 
do so: ın each case the court must decile whether an 
invisible line-has been transgressed or not. The statu- 
tory care and treatment may also be interrupted by 
a purely technical mistake, such as the failure of a 
workhouse officer to give the: certificate of suitable 
accommodation required by sect. 25 of the Lunacy Act, 
1890, on the transfer of an incurable rate-aided patient 
(Murray v. Murray, 1940). There is no provision in 
Herberts Act for divorce on the ground of mental defi- 
ciency for which a spouse is ier a detained in 
an institution. _ ar 
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Another legal anomaly under: the Act has been intro- 
duced by an unfortunate decision of the’Court of Appeal. 
Insanity, besides being a ground for divorce, may be a 
defence against a petition for divorce alleging desertion or 
cruelty, for if the respondent is insane he' may not be 
responsible at law for these offences. In Wiliams v. 
Williams (1939) the court held that, because the respondent, 
husband had been certified as of unsound mind, his wife 
could not divorce him for desertion although he had 
deserted her many years before his certification. Once a 
respondent loses. through insanity his ability to form an 
intention to desert or to return, he no longer commits the 
matrimonial offence of desertion, for he has no longer the 
animus deserendi which is indispensable to the offence. 
Moreover, and even less justifiably, if the respondent is 
certified under the Lunacy Act his irresponsibility is pre- 
sumed, and the petitioner is not allowed to bring evidence 
ot his actual state of mind. A certified patient may be 
charged with murder, and then evidence of his state of 
mind is heard; he may be sued for causing damage to 
property, and the aggrieved person is at liberty to bring 
evidence showing that he was responsible ; during a lucid 
interval he may make a valid will. In desertion alone 1s 
he presumed on the strength of the certificate to be irre- 
sponsible. This decision should be reversed by statute as 
soon as possible, for, apart from the hardship it may cause, 
it distorts the pattern of the law governing responsibility. 

No amending Bill can come before Parliament until the 
war is over and controversial private Members’ legislation 
can again be introduced. No doubt, however, Mr. Herbert 
and others will take the first opportunity of ‘seeking to 
remove these and other incidental defects of an Act which 
on the whole has fulfilled its purpose admirably. x 





\ 

THE ADRENALS IN ANOXIA AND IN SHOCK 
Judging from the large variety of subjective and objective 
symptoms observed in anoxia, it is probable that all the 
active systems of the body are adversely affected. Attempts 
have been made from time to time to attribute the main 
trouble to damage of one particular organ, and in this 
respect the adrenal gland is at the moment receiving a good 
deal of attention from research workers. R. A. Lewis and 
his co-workers' exposed rats, rabbits, dogs, monkeys, and 
human subjects for single periods of 14 to 24 hours to’ 
mixtures of oxygen and nitrogen with the partial pressure 
of oxygen adjusted to correspond to altitudes of 11,000 to 
34,000 feet. Their conclusion from the animal experiments 
is that the “ carbohydrate-regulating ” factor of the adrenal 
cortex is closely concerned with the changes in the organ- 
ism during anoxia, and that it enables adrenalectomized 
animals to withstand exposure to an otherwise fatal oxygen 
tension and results in an increase in blood glucose, liver 
-glycogen, and excretion of nitrogen. The-increased excre- 
tion of potassium during anoxia appears to be accounted 
for by factors other than the adrenal cortex, whereas the 
increased excretion of sodium and chloride appears to be 
mediated by the “carbohydrate-regulating ” factor of the 
cortex. Lewis’and his colleagues’ eight human subjects 
were exposed in bed in an oxygen tent to an oxygen tension 
of 98 mm. Hg, corresponding to an altitude of 13,000 feet, 
for 5 hours only. This did not cause any striking change 
in various blood and urinary constituents, although there 
was a fall in excretion of urinary nitrogen, and in one 
or more of them there were ‘the following signs and 


symptoms: hyperventilation, tachycardia, cyanosis, frontal ' 


headache, mental exhilaration, general weakness, fall in 
blood pressure, syncope, precordial discomfort, nausea, 
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and vomiting. The two subjects who lost consciousness 
remarked that they had similar reactions on motor-car or 
boat trips. The administration of intravenous glucose to 
four of the subjects was not associated with improvement 
in subjective symptoms. Also, the electrocardiographic 
changes during anoxia were not restored to normal by 
glucose, although the authors state they have evidence that 
changes in the electrocardiogram may be associated with 
abnormalities of carbohydrate metabolism. 

-Much research work is also being carried out in con- 
nexion with the part played by the adrenal and its carbo- 
hydrate-regulating factor in shock. H. Selye and C. Dosne’ 
find that the venous blood coming from a damaged area 
is always much poorer in glucose than is the venous blood 
of a non-traumatized area in the safne animal, although, 
usually, the systemic blood sugar is very high in traumatic 
shock. In adrenalectomized rats, whose resistance is low, 
traumatic shock is not accompanied by a rise in the 
systemic blood sugar, and, indeed, often causes hypo- 
glycaemia. Active cortical hormone preparations restore 
to normal the low blood sugar of non-traumatized 
animals subjected to adrenalectomy, but do not raise it 
about this level, nor do they cause hyperglycaemia in in- 
tact animals. On the other hand, uf such extracts are 
administered during traumatic shock to adrenalectomized 
rats, they cause a significant rise in the blood-sugar con- 
centration, and at the same time increase resistance to 
shock. It appears that the metabolic changes elicited by 
extensive damage alter the action of adrenal cortical 
hormones on blood sugar. It is possible that in shock the 
blood sugat decreases in the absence of the adrenals 
because the lactic acid produced fails to be resynthesized 
into glucose. In any event it seems that changes in carbo- 
hydrate metabolism play an important part in the patho- 
genesis of the shock syndrome. 

Other workers have been investigating the possible 
therapeutic action of cortical hormones in shock. There 
are a number of reports that “ cortin ” and corticosterone 
are of some benefit in treatment or prevention of this con- 
dition. Desoxycorticosterone appears to be of some value 
in “muscle shock,” but not when the shock is due to 
damage to viscera. Recently R. L. Noble and J. B. Collip* 
introduced a method of producing shock in rats which they 
consider excludes the complication of haemorrhage in 
addition to those of infection and anaesthesia. The animals 
are placed in a revolving drum and raised up tq a short 
distance and then dropped. This is repeated many times, 
and eventually this type of trauma leads to haemoconcen- 
tration and the pathological changes, ascribed to shock 
Noble and Collip conclude that a poison or toxin is formed 
in the damaged tissues, muscles, and viscera, and that there 
are two possible types of cases. First, there is the case in 
which, as the result of rapid formation of large quantities 
of the toxic substance, death follows trauma very rapidly 
without much haemoconcentration. Secondly, there is the 
case which runs a protracted course with increasing haemo- 
concentration due to loss of plasma through the capillaries. 
In their animal experiments Noble and Collip found that 
the mortality was „mainly toxic in mature, and they 
attempted to prevent the condition by pre-treatment with 
various cortical extracts from the adrenal gland. They got 
some evidence of therapeutic effect, but nevertheless con- 
clude that from the practical standpoint the effects of 
adrenal preparations on this type of shock are disappoint- 
ing; but they. have stimulated further research. At the 
same time, no doubt, the- difficulty is that other organs are 
concerned in the mechanisms not only of shock but also 


of the anoxia which usually accompanies shock. , 
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_ SULPHANILAMIDE IN ACUTE NEPSRITIS 

The close relation of acute nephritis to infections with the 
haemolytic streptococcus has been recognized for „many 
years, and it is therefore tempting to suppose that drugs 
of the sulphanilamide series might have a beneficial action 
on the course of the nephritic process. With a view to 
testing this hypothesis Williams, Longcope, and’ Janeway’ 
have lately compared the results ın 42 cases of acute 
nephritis treated with sulphanilamide during the acute phase 
of the disease with a series of 70 cases not šo treated com- 
piled from their previous records. Sulphanilamide’ has 
been shown to be relatively harmless to the normal kidney, 
and has not produced the haematuria and anuria occasion- 
ally noted during. treatment with sulphapyridine or 
sulphathiazole, but fhe authors state that in the presence 


` of even slight renal deficiency the drug is not excreted as 


rapidly as in the normal subject and so accumulates more 
rapidly in the blood. The treatment must therefore be used 
with some caution in nephritis. 

Almost all the patients treated had some focus of infec- 
tion (usually the tonsils) from which beta haemolytic 
streptococci had been recovered. The control group was 
picked ‘to represent as nearly.as possible a series of cases 
of equal severity and of the same aetiology. The authors - 
claim that in the treated series the foci of infection cleared 
up more,rapidly, the duration of oedema and hypertension 
was shorter, and the percentage of clinical recoveries 
greater. Although this is true for the small number of 
cases recorded, a critical examination of the work under 
review shows that the differences in the outcome of the two 
groups of cases were not striking and may not have been 
entirely due to the sulphanilamide therapy. For instance, 
the control group contained a smaller proportion of cases 
in which oedema and hypertension were absent. More- 
over, even the treated groups were subjected to tonsil- 
lectomy and other procedures for the-surgical removal of 
septic foci. Dosage was very variable, being in some cases 
1.2 g. and in others 6 g. per diem, the total amount of sulph- 
anilamide administered varying from 9 to 169g. Certain 
facts, however, seem to be indisputable. The number of 
cases in which positive throat cultures were obtained at the 
time of ‘discharge from hospital was decidedly less in the 
treated group; temporary exacerbation of the nephritis 
after tonsillectomy was common in the untreated and rare 
in the treated group; and the renal function was never 
adversely affected by sulphanilamide, everi though ‘it was 
stage when oedema, hypertension, 
albuminuria, and nitrogen retention were present. The 
immunologic reactions of the patients, as shown by the 
antistreptolysin titre of the blood serum, were unaffected. 
lt seems safe to conclude that, whereas sulphanilamide does 
not constitute a cure for acute nephritis, it is a relatively 
safe method of treatment and should be used wherever 
active streptococcal infection 1s present, and also before and 
after the removal of septic foci in these cases. 





WHAT THE CHILD THINKS OF SCHOOL 
MEALS 
Doctors and educationists and social workers have given 
their own opinion of the school canteen and its advantages, 
but it has been left for the Education Committee of Hert- 
fordshire to elicit what the children themselves think about 
the experiment. Under the title of “ The School Child and 
the School Canteen” the Hertfordshire County Council 
has published the results of an inquiry undertaken by Mr. 
F. Le Gigs Clark into the reactions of the children to, the 
change in social habits which the school canteen signifies. 


` The-énquiry was carried out through the medium of the, 


school essay, and the first 600 essays to come to hand from 
"1 Amer. J. med. Sa , 1942, 203, 157. 
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N 7 
19 schools in the county were analysed. About 31% .of 
the boys and 35% of the girls expresseď' a preference for 
meals at school, and 45% of the boys’ and 41% of the 
girls for meals at home. The remainder were indifferent 
or had conflict of choice. Meals at home were preferred 
by a cofisiderable proportion of the older children—that 
is, those over 13 years of age. The chief reason given 
for preferring meals at school was the excellence and variety 
of the food, but, on. the other. hand, those who preferred 
meals at home cited most frequently the insufficiency of 
school meals. Many of the essays were written by children 
evacuated from London into Hertfordshire, and it is evident 
from their essays that some of them concentrated upon 
the school canteen the resentment of the evacuated person 
against what he considers to. bé undue favour shown to 
the local child. Criticism of school meals, however, was 
fairly common. Complaint was made not only of insuffi: 
ciency of food—probably the second helping by the in- 
dulgent - mother is missed—but of indifferent cooking, 
overcrowding at tables, and noisiness. It is evident from 
the essays that so far there has been little imaginative effort ' 
to develop among these children a community spirit at their 
school meals or to deal encouragingly with the shy and 
nervous among them. Undoubtedly a large number of 
children now feeding at school—in Hertfordshire about 
16,000 children are now fed every school day—do hanker 
after the greater freedom of the domestic table; the sense 
of maternal thoughtfulness, and the chance of expressing 
their likes and dislikes. It seems likely, whatever course 
the war takes, that the food situation will call for such 
communal service for some years to come. If so, a 
generation of children will. pass a large part of their school 
life within the school-meal system. Teachers and others 
should therefore do what they can to transform the canteen 
from an improvised method of getting children fed into 
something which will have a formative influence on their 
training and be a valuable means of social instruction. 


SURGEON’S MEDAL FOR LORD NUFFIELD 


The medical profession will note with great pleasure that 
the Royal College of Surgeons has fwarded its Honorary 
Medal to Lord: Nuffield “ in recognition of his conspicuous 
service in assisting the improvement of natural knowledge 
and of the healing art and of. the many liberal acts and 
distinguished labours inspired by the desire to advance the 
science and practice of medicine and surgery.” Lord 
Noffield’s benefactions have been distinguished not only by 
their munificence but by clear knowledge of the present 
needs of medicine and wise foresight of its future problems. 
Only recently we announced the decision of the Nuffield 
Provincial Hospitals Trust to cfeate.a professorship and 
to found an Institute of Social Medicine, devoting to this 
purpose £10,000 a year from its income for the next ten 
years. There is no need to enumerate in these columns the 
many other generous contributions Lord Nuffield has made 
to what we may call his “chosen profession.” We may 
be sure that of the 19 recipients of the College’s Medal few 
have deserved it so well as he. 


THE HALF-YEARLY INDEXES 

The usual half-yearly indexes to the Journal and to the 
Supplement have been printed. “They will, however, not 
be issued with all copies of the Journal, 'but only to those 
readers who ask: for them. Any member or subscriber 
who wishes to have one or both of the indexes can obtain 
what he wants, post free, by sending a postcard notifying 
his desire to the Accountant, British Medical Association 
House, Tavistock Square, W.C.1. Those ishing to receive 
the indéxes regularly as published should aouar. this., 
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SALVAGED - EXPERIENCES 


' CASES AND COMMENTS FROM GENERAL PRACTICE* 


© BY, Het 
E. DOUGLAS GRANGER, MR. 


Before consigning my bombed.and scattered papers to their 
more useful function of salvage I have extracted a few 
cases and comments ‘thereon. These random reflections I 
present to you in the’ hope that they may give some 
impression of that pleasant backwater of medicine in 
which I drift—private practice in a seaside resort. 


An Odd Clinical Blunder 


A habit of taking notes was initiated by a curious clinical 
blunder that occurred before I came to Bournemouth. Early 
in the morning a sailor came to see me complaining of severe 
abdominal pain and sickness. He was also on the defaulters’ 
list for the day, and was accordingly examined with care and 
suspicion. No evidence of disease was found, and he was 
encouraged to return to work. At 3 o'clock on the same 
afternoon “I was in the ward room recovering from lunch 
when there was an urgent call to the upper deck. There I 
found the unfortunate sailor stretched out, ghastly white and 
obviously desperately ill. He had a thready rapid pulse, 
sunken pain-distorted features, cold clammy skin, shallow 
respirations, a rigid abdominal wall exquisitely tender. I con- 
cluded that I had missed a serious abdominal emergency, and 
ordeted his removal for immediate operation to the hospital 
ship China, some four miles away. As he was being lowered 


over the side an elderly warrant officer approached me and said ' 


that, in his opinion, there was “ nothing wrong with Bills, 
belly, but that-he was suffering from the screws.” Now, I had 
been long enough in the Service at) that time to treat the many 
theories of the executive with restraint, and on inquiry I found 
that a very usual practical joke had been played on him 
when he was over the side for a slight depth at the bottom 
of the ship ın a diving-suit. He had been blown up, which 
consists ın being brought quickly to the surface, generally 
upside down—a most uncomfortable sensation. Although I 
did not believe that such a slight change of pressure could 
have been in any way responsible for this very serious condi- 
tion, I reluctantly agreed to stop at the Cyclops on my way 
to the hospital ship. There we were both put in the compression 
chamber, with the most dramatic results, as Bill the sailor 
rapidly became sprightly and well, and I felt very poorly 
indeed. There is no disguising one’s intentions in the Navy, 
as your diagnosis is blazoned in bunting to the entire fleet, 
so we had: to return to the ship, Bill to his work and I to the 
ribaldry of the ward room. 

The interesting point of this case is—first, what would have 
happened to the man if he had gone straight to the hospital 
ship ; secondly, surely such a shallow diving descent could not 
possibly produce caisson disease in a normal man; and, in 
fact, this particular man six weeks later, after carrying out 
full duty, suddenly reported sick again, and was operated upon 
for a perforated duodenal’ ulcer. 


. Abdominal Surprises - 

Midwifery constitutes one of the most exacting parts of private 
practice. The following case did much to scatter my enthusiasm 
for it. 

J was called to a primipara, aged 36, apparently in strong 
labour. She appeared very emaciated and ill, and although 
she seemed to be getting regular strong pains I could not feel 
any uterine contractions. It was a transverse lie. I spent a 
night trying to do version. The head could be manipulated 


: into the pelvis, but it was no sooner down there than it seemed 


to.pop up with the greatest of ease. After three hours my” 
poor patient suddenly appeared even more collapsed than I was 
myself, and to my alarm 'I felt what appeared to be a foot 
immediately under the skin, and I thought that I must have 
ruptured the uterus. At a further vagipal examination I did 


“A paper read to the Bournemouth Division of the British 
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at last succeed in feeling a hard small body, low down in the 
pelvis and below the child, and it eventually dawned upon me 
that I was dealimg with a full-term ectopic. At the operation 
two days later the placenta was found to be spread out over 
the smali intestine. A live child was removed, and survived, 
but attempts to remove the placenta caused the fost profuse 
bleeding. Portions of it were cut away. The remainder was 
clamped, and an open sloughing wound discharging bits of 
Placenta from the abdominal wound persisted for a couple 
of months. 

Among the cases of abdominal conditions I was surprised 
how far less frequent the chronic appendix seems to be in 
recent years, and during the last ten years I have attached 
importance to the following: sign: the sudden removal of the 
hand after fairly deep pressure in the right iliac fossa, giving 
a sharp transient pain. If I have been able to get that sign, 
coupled with x-ray evidence of a residue in the appendix 
twenty-four hours after all bismuth has left the large bowel,’ 
I have generally felt satisfied that I shall not have that un- 
pleasant experience of trying to convince myself that the 
appendix is a little pink and yet having an uncomfortable 
feeling that the dolorous symptoms, probably due to gut spasm, 
will, resume their appearance. Because there is not much doubt 
that in these days of tension the spastic bowel can simulate 
many serious diseases, and a little hyoscyamus with a soft 
vegetable bulk such as “ visibilin ” sometimes relieves the most 
apparently ominous physical signs. 


my Circulatory Signs in Neurasthenia 


_ Among the most difficult of patients ıs the advanced chronic 
neurasthenic. May I recall one case. 


It was that of an officer aged 40, with a brilliant war record, 
whose subsequent retirement brought him great disappointment. 
He had many complaints, varying from day to day, including 
numbness of the hands, pains in the limbs, occipital headache, 
Anorexia, constipation, sinking sensations of the epigastrium, 
apprehension, and constant profound depression. His height 
was 5 ft. 11 in.; his weight 5 st. 6 lb. The asthenia and 
emaciation were so extreme that it was difficult to believe 
that there was not some gross underlying organic disease. 
Repeated tests and consultations with other colleagues were 
Necessary to exclude this. An interesting sign was constantly 
present. The pulse at the wrist resembled the pulse of a 
patient in extremis—feeble, thready, almost imperceptible. This 
was a change in volume and not im pressure. The blood 
pressure was normal—120 maximum, 94 minimum. In marked 
contrast with this thready pulse were strong clear heart sounds, 
without any evidence whatever of heart disease. In a less 
marked degree I have noticed in other neurasthenic patients 
this combination of a thready' pulse with a normal blood 
pressure and strong clear heart sounds, and I would submit 
this as a useful sign in the differentia} diaghosis of the 
neurasthenic state. Without doubt it is essential in these people 
to exclude the presence of any associated chronic factor of 
disease, such as tuberculosis, diabetes, myxoedema, or any 
abnormal condition of the blood. 


Value of the Blood Count 


In fact, apart from the urine test, I believe the blood count 
to be the most useful single laboratory test in private practice. 
I have records of two cases in which the only subjective 
symptom was a painful tongue with no objective symptoms 
or signs, and in which the blood count disclosed agranulocytosis. 
Anaemia is especially apt to prove a trap. Jt is quite possible 
for a severe anaemia to exist without there being any apparent. 
signs or symptoms, apart from the blood count, and even this 
may be misleading, as -the following case will show. 

A lady patient of mine aged 50, always of a nervous 
temperament, developed pronounced psychogenic symptoms. 
She was unable to be alone at night, unable to go out alone, 
could not carry out her ordinary household duties, would not 
enter a church, was suspicious and almost Paranoic concerning 
her ,relatives, felt she could not get—as she described it—on 
top of thin, $; and was convinced she was suffering from some 
obscure and terrible disease. In order to satisfy her, many 
investigations were carried out, including a blood caunt, which 
was normal. Six months later, &t her request, another blood 
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count was done, and was normal. A further six months later 
a blood count was again done, .and revealed a typical picture 
of advanced pernicious anaemia. 

This patient belonged to a family that showed a curious 
blending of blood and glandular dyscrasia. ,The eldest sister 
died of bronze diabetes; the second sister, after an operation 
for an ovarian dermoid, remained apparently well for ten 
years, and then suddenly died from acute haematemesis. At 
the necropsy Dr. McNaughtan found an enlarged spleen and 
scattered areas of necrosis throughout the liver, conforming to 
appearances due to splenic anaemia. The third ‘sister was the 
one I described above, who ultimately died of paralysis agitans. 
One brother died of paralysis agitans and pernicious anaemia. 
The fourth sister developed signs of myxoedema with complete 
baldness and great increase of weight, and finally retention 
and overflow, which was relieved by removing a dermoid of 
the ovary and a fibroidewhich was pressing on the neck of 

- the bladder. She also had a spina bifida.. The fifth sister 
has a blood count suggesting aplastic anaemia, makes but little 
response to liver therapy, is bronzed in colour, and, although 
her blood pressure is normal, improves in health and is kept 
going by injections of “eucortone” (suprarenal cortex). 

The only progeny of this strange family seems to have 
gathered all the glandular strength into his own robust body. 
He is a fighter pilot. ' 


‘Functional Symptoms with Organic Basis 

Fatigability alone may be an organic manifestation. A 
patient of mine leading a very active public life repeatedly sent 
_ for me complaining of one thing only—excessive fatigue. No 
evidence of disease was detected until I gave her gas for dental 
extraction, I spent a very unhappy three-quarters of an hour 
trying to make her breathe again. Within six weeks of this 
she rapidly developed increasingly advanced signs of myasthenia 
gravis, with bilateral ptosis, weak flaccid, buccal muscles, 
difficulty in, swallowing, and affectation of the speech, and has 
had to give up her Parliamentary career. I have also yet to 
convince her that my gas was not the cause of all the trouble. 

Symptoms suggesting involvement of the basal ganglia and 
extrapyramidal system appear to be increasingly common. It 
seems to me that, in this domain of medicine, functional 
symptoms can easily have an undetectable organic basis. The 
usual criteria for differentiating functional from organic disease 
are not available, and it is common to meet with temporary 
symptoms of ‘disorder, especially tremor. I have notes of two 
patients who. developed quite violent clonic spasms of the 
trunk muscles when under any emotional stress. They are well 
otherwise, and I doubt :f they could be classed under any 
definite organic disease. In this sense they are cases of 
functional nervous disturbance, and yet I believe they would 
prove suitable soil for the supervention of organic disease in 
the event ofany great mental or physical stress. A case sug- 
gesting this is as follows: x 


A landlady aged 45 I knew for about ten years as a sensible, ` 


industrious, pleasant-natured woman, never ill, and very quiet 
in her general manner and behaviour. There was no occasign 
to attend her, but on visiting the house to attend other people 
I noticed she occasionally had a slight tremor of the trunk 
muscles and right hand if she was in any sort of worry. After 
twenty years of hard work she had saved a capital of £200. 
She then took to backing horses. In three weeks she doubled 
her capital, and in a 'furthér four weeks she had lost her 
winnings and her capital, and had got slightly into debt. During 
that period of seven weeks she rapidly developed all the signs 
of advanced paralysis agitans, from which she still suffers. In 
her case the reaction to emotion was certainly extreme. 

Allied with these mid-brain affections are those curious vaso- 
vagal conditions, including Raynaud’s. A lady aged 54 who 
had lived in the Tropics and was subject to curious vascular 
changes in the legs suggestive of Raynaud’s disease suffered 
from a marked exacerbation of symptoms:and violent intrac- 
table pain in the foot, which became deep blue in colour. These 
were followed by a profuse bullous eruption starting on the 
< toes and soles.of the feet, and then rapidly appearing over 
the whole body, the arms, and the face, coming out in 
successive, crops. The bullae were rounded and tense, and 
were filled ‘with clear fuid? There was, a high intermittent 

>. @ 


temperature varying between 104° and 97°. She suffered intense 
pam and was desperately ill. Her blood showed a marked 
eosinophilia. She had become an undoubted case of pemphigus 
vulgaris. 

At this stage, when she was almost suicidal, Dr. Watson 
Smith saw her, and with his peculiar genius for balanced ap- 
plications sifygested a lotion, which was continually painted on 
about every three hours. Although a simple thing, it was so 


` remarkable in the immediate relief it gave that I venture to 


recall it. j r 
Liq. plumbi subacet. fort. 2 drachms 
Chalk vs ie ae 5 6 » 
Zinc oxide tard ie on Fa ie 6 A 
Olive ol and lig. calcis, equal parts ad ‘10 oz. 


This, plus 1/6 grain of morphine every three hours, was the 
only treatment she received, and after two months all signs 
of the rash had completely disappeared, and it has not recurred. 


Two Cases and a Moral 


Concerning bullous eruptions, a most unpleasant case that 
I was associated with was that of a certain lady of about 64 
who suffered from chronic bronchitis. After being ill for some 
three weeks she suddenly developed a profuse pustular eruption 
of the hands, arms, feet, and face, associated with a high 
temperature, and a doubt arose as to the possibility of small- 
pox until the fact that she was taking potassium iodide was 
noticed. When this was stopped she made a gradual recovery, 


„with the exception that she had the sight of her right eye 


permanently impaired. 

A less unfortunate case concerned a middle-aged Jew whom 
I was asked to see as he had been sent down from London 
on that day as a case of Mikulicz’s disease and had difficulty 
in breathing. I had never seen anybody so closely resemble 
in appearance a terrified frog. His eyes were bulging, his face 
was slightly cyanosed, and he had a huge, brawny, tough, 
oedematous, apron-like swelling below his chin, extending down 
his throat and obviously causing great embarrassment in 
breathing—so much so that the possibility of tracheotomy had 
to be considered. As this swelling was not confined to the 
salivary glands alone J could not see how it could be a cause 
of Mikulicz’s disease, and with the pustular lady in my mind 
I asked to see his prescription. It contained three grains of 
postassium iodide. The prescription was altered, and within 
48 hours, to his intense delight, the swelling had almost entirely 
gone and the Mikulicz’s disease was cured. 

An interesting point was that both these patients had 
albuminuria, with a few scattered casts, and in future I would 
always hesitate to give potassium iodide to anybody whose 
kidneys were in any way affected. 


A Problem in Diagnosis 


A strange difficulty in the differential diagnosis of uraemia 
concerned a certain middle-aged woman who had her right 
kidney removed, who complained of frequency and pain on 
micturition, and who had an enlarged left kidney and urine 
solid with albumin, and containing hyaline and granular casts. 
I first saw her in-the morning, and the same afternoon I was 
sent for; she was completely unconscious and had two con- 
‘vulsions in front of me; in the interval she remained 
unconscious, with stertorous breathing. F concluded this was: 
a case of uraemia and seat her into a nursing home, thinking 
she would not survive very long. The same evening, about 
10 o’clock, during a game at poker, I had an urgent call to 
the nursing home, and when I arrived there I found pande- 
monium. The good lady was out on the landing. She had 
thrown the ornaments off the mantelpiece through the windows 
of her bedroom. She seemed to be in a delirious rage, and had 
knocked one of the nurses down, and was being held on to 
desperately by her husband. J am ashamed to say I got caught 
up in the general atmosphere of excitement, seized her by the 


~ shoulders, and said, “ Get back into bed, you silly woman.” 


She had one look at my inflamed countenance, and quietly ` 
returned to bed and went off to sleep. She showed a curious 
instance of alcoholic reasoning, because her unfortunate 
husband: approached me and said, “ Doctor, you are wonder- 
ful; I could do’ nothing with her.’ J went up to her and I 
said, ‘ Darling, its G—— speaking,’ and she turned on me and 
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me.” However, she did have a high blood urea, and some 
two months later died with all the appearances of uraemia, 


‘Two Happy Endings ' 


said, ‘Don't you try these bloody broadcasting methods with , 


My limited opportunities of seeing the effects of radium have . 


been somewhat varied. I haye records of five cases of radium 
inserted into the mouth for cancer ; all of them were disastrous 
in the results, and I have been left with a feeling that I should 
think very long and very carefully before I encouraged anybody 
to use radium in the mouth. But the following case does 
show how on occasion a wonderful effect can be obtained in 
other parts of the body. 


A’ patient aged 62 was sent down from London by 
Mr. Hedley. He had operated on her and, found that she 
had an extensive: round-cell sarcoma: of the uterus, which he 
was able only partially to remove, and which he considered was 
of a very malignant type, as ‘it had apparently increased 
enormously in size during a voyage back from Ceylon for 
operation. She was sent down'to Bournemouth really to die. 
I was first asked to see her -becduse she had a severe and 
alarming haemorrhage, and when I arrived she had bled so 
much that I should have been tempted ‘to give her a good 
injection of morphine and let her depart in peace, except for ' 
the fact that she was very acutely conscious and terrified, and 
something had to be done. Mr. Adeney dealt with her. Under 


. - gas-and-oxygen he removed with his hand masses of. necrotic 


growth, and packed in a dose of radium, which he Tepeated 
in 48 hours. She was not given a blood transfusion, but 
received liver extract for her profound anaemia; and the 
remarkable thing was that, 14 days after this, on examination, 
she had a beautifully smooth vagina and’no trace of any 
growth could be felt. She has made‘the journey from Ceylon 
every year since. I last saw her in 1939, when there was still 
no trace of recurrence, and I had an’ air-mail letter from her 
a few days ago from Ceylon saying she was flourishing and 
well—exactly 10 years after the operation. Such are the 
contrasts of a very limited experience. 

It is always necessary ‘to be on the look-out for residues 
of tropical conditions in Bournemouth. I came across records 
of 14 cases of relapse from tropical sprue; and in passing 
I would say that these relapsing cases did remarkably well and 


. Gained weight on an exclusive diet of either ordnges—twelve 


a day—or, if possible, strawberries, and six to eight pints of 
colostrum-free milk, liver soup, and, recently, injections of liver 
extract, and'nothing else. One man sent down from Windsor . 
Clinic as a hopeless case gained 24 st. on that diet and is 


A ’ 


now well .” , , 
One most interesting case was that of. a young woman aged 

32 who had recently come to England from ‘Hong Kong. She 

was running an-intermittent temperature varying between 103° 


‘and 97°; she was. very pale and thin, and complained of 


intestinal discomfort, slight diarrhoea, and frequency and pains“ 
after. micturition. She had a marked secondary anaemia. ‘On 
examination a large irregular and apparently soft and cystic 
mass could be felt in the left loin. It could be pushed back 
into the lumbar region’ and was resonant in front. Her urine 
contained a few granular casts, a moderate amount of albumin, 
and a number of blood cells. A pyélogram was done and 
a _cystoscopic examination made, but without revealing any 
disease of the left kidney, and in spite of the anterior resonance 
the question of whether this peculiar mass was a spleen came 
ander review. The examination of her stools did not disclose 
anything abnormal, Dr. Bottomley, who kindly saw the patient 
with me, suggested the possibility of kala-azar. A sternal 
puncture was done without results. ‘Finally, Dr. Cole examined 
altogether 14 blood films taken at separate times, and eventu- 
ally found one cell with parasites. The patient was sent up 
to London to Dr. Hamilton Fairley.: A ‘further sternal puncture 
was done and Leishmania organisms found. She was treated 
with neostibosan, and made a slow but complete recovery. She 
went back to Hong Kong, and I had a letter from her this year 
saying she was quite well and had managed to get out of Hong 
Kong in time. | a i o 7 
f A: Diagnostic Trap 

‘In a practice of my type a solid block of work comprises 
the treatment of the chronic elderly invalid, and, indeed, some 
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of my more intimate colleagues have suggested to me that my 
magnum opus consists in the aft of holding old ladies’ hands. 
While I admit that the occasional holding of an elderly dis- 
tressed hand may be a matter of great therapeutic value, yet 
I always hope with the other hand to: feel her bréasts, palpate 
her hernial openings, and, indeed, explore any other suspicious 
orifice, because there is no doubt that the supervention of a 
serious or an acute condition upon a chronic malady constitutes 
one of the greatest diagnostic traps in medicine. 

Such a trap was a lady patient of mine, aged 64, who had 
apparently never been very well since the change of life, who 
had a slightly enlarged heart, with an aortic murmur, and a 
highish blood pressure, and who insisted on remaining firmly 
in bed: nothing I could do would get her up. She remained 


, there in placid resigned enjoyment of her various maladies, did 


herself pretty well, and occasionally as a result'had digestive 
upsets. One morning she had been sick ; ber bowels had been 
opened, she did not appear ill, her pulse was regular and of 
good volume, and there was no abdominal distension or 
tenderness, and I unfortunately watched her for four precious 
days. During that time she was sick about three times in the 
twenty-four hours, did not deteriorate in general condition, and 


‘ had her bowels opened each day. On the fourth day a 


specimen of her vomit had a definitely faecal odour, and she 
was removed to the private block of the hospital, where at ` 
the operation Mr.’ Rooke found a segment of the small intestine 
-caught up in the obturator foramen. Only the partially trapped 
portion of the gut was gangrenous; the remainder appeared 
normal. A resection was done, but unfortunately she died 
with uraemic symptoms some ‘ten days later. This is the only 
obturator hernia I have seen, and it is an interesting fact that 


' it came out her sister had also died of a strangulated obturator 


hernia. - 
I always try to get a necropsy. In these days of cremation 


` it is surprising how often one can be obtained, and in time 


it may become an attomatic rule. The correlation of clinical 
signs with post-mortem findings would certainly redound to 
clinical knowledge. Doubtless. even when all the Projects of 
our New Planners come to their full fruition and that Utopia 
of organized prevention eventuates, there will still be_ ample 
materjal for the mortuary. , 

An elderly irascible man, aged 72, who had tesided abroad 
and had evidently lived hard and thoroughly, gave all the 
signs of cirrhosis of the liver—alcoholic history, telangiectases 
of the nostrils, dropsy, distended abdomen with ascites, and, 
after tapping, a hard smooth liver edge that could be felt 
stretching across the abdomen at the level of the umbilicus, 
The spleen also appeared to be slightly enlarged. He always 
slept with a loaded revolver under his pillow, and to every- 
body’s relief he one day had a sudden acute haematemesis 
and died. - 


At the necropsy the diagnosis was found to be correct. The 
spleen was slightly enlarged to about the size that had been 


, felt in life. He had dilated bleeding veins of the lower end 


of the oesophagus. He had cirrhosis of the liver ; but it was 
the smallest liver I had ever seen—about the size of my doubled 
fists, tucked up high under the right cupola of the diaphragm, 
ant could not possibly have been felt during life. What gave 
the sensation of that definite liver edge in life I don’t know, 
There were no enlarged glands, or thickened mesentery, and 
I do not think it could have been the rectus sheath, which is 
sometimes mistaken for the liver edge. The ascites made it 
impossible to discern liver dullness during life. 


To-day there is a deep and worthy desire to facilitate and. 
interlock the many resources of medical skill so that they 
are more readily and equitably available to all. In achieving 
this, some people visualize the ultimate extinction of private 
practice, “ There is one service that private practice gives which, 
without any feeling of undue egotism, I believe to be of the 
greztest comfort to the sick, and the pith and essence of sound 
medicine. I do not refer to clinical capacity, nor to organizing 
‘ability, nor to technical efficiency, but to that intimate friendli- 
ness, based upon mutual trust and affection, without intervening 
authority or intervening loyalty. This is the rock upon which 
any satisfactory private practice is built. I hope that, with 
our capacity for creative compremise, we shall sifcceed in 
weaving a similar pattern into the fabie of any new scheme. 
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Megaloblastic Anaemia of Pregnancy and the Puerperium 


Sm,—Davidson, Davis, and Innes in your issue of July 11 
(p. 31) group 16 cases of anaemia during pregnancy and the 
puerperium under the title 
Pregnancy and the Puerperium.” At a time when the aid 
of sternal smears is sought with increasing frequency in the 
study of difficult cases of anaemia, it may not be out of place 
to make a plea for both a fuller description of sternal smear 
pictures and a strict definition of the terms employed. The 
authors have evidently satisfied themselves that in each of 
the 16 cases described there is adequate proof that the anaemia 
is megaloblastic. On-this proof alone rests ‘the validity of 
their claim that these anaemias are megaloblastic. Discussion 
demands a clear definition of the “megalobast.” Unfortu- 
nately dissension exists on this point. The following diagram 
(after Israels) will aid clarity: 


PROERYTHROBLAST 
NORMOBLAST MEGALOBLAST / 
SERIES SERIES 


ERYTUROCYTE Or MsCROCYTE 
(under stress) MACROCYTE 


The classical megaloblast of Ehrlich is a large haemo- 
globinated cell with an open network nuclear pattern, and. is 
one of a, series of megaloblasts from an earlier basophil cell, 
the proerythroblast. A limited number of such megaloblasts 
arise only when the factor necessary for normoblastic matura- 
tion is lacking (as in pernicious anaemia). Such a megaloblastic 
marrow contains many proerythroblasts and few normoblasts. 
The megaloblasts are recognized essentially by their nuclear 
characteristics. Other workers deny these megaloblasts a 
separate lineage and limit the term “megaloblast” to the 
earlier basophil cell, the proerythroblast. A previous publica- 
tion makes it clear that Davidson, Davis, and Innes follow the 
latter usage. For them a megaloblastic marrow is one in which 
proerythroblasts are numerous'and more mature red cells are 
reduced in number. 

On scrutinizing their report it is found that in 3 of the 16 
cases no sternal puncture was done (Cases 3, 12, and 14). 
Proof of their magaloblastic type must therefore rest on in- 
direct evidence (the peripheral blood picture and ‘the response 
to liver). In Case 3 (Hb 40%, R.B.C. 1,470,000, colour index 
1.33, W.B.C. 12,000 per c.mm.) 1 c.cm. of, liver extract was 
followed by a feticulocytosis in 4 days. In this and other 
cases discussed it must be remembered that following any 
prolonged ,or large demand on an active marrow (as, for 
example, blood loss at childbirth), macrocytes may be produced 
by a normoblastic reaction, and that such active regeneration 
is accompanied by .a reticulocytosis. Can one be sure that 
such was not thescase here? Again in Case. 12 (Hb 52%, 
R.B.C. 2,180,000, colour index 1.19, W.B.C. 10,200 per c.mm.) 
_ the indirect evidence is not conclusive ; 15 c.cm. of liver were 
given and reticulocytosis noted aftere 3 weeks. In Case 14 
(Hb 29%, R.B.C. 1,330,000, colour index 1.09, W.B.C. 8,800 
per c.mm.) 48 c.cm. of liver were given and reticulocytosis 
noted 2 months later. There seems little concrete proof of 
a-megaloblastic anaemia. : 

In 6 of the 7 cases seen before liver therapy the qualitative 
and quantitative erythroblast pictures were identical with those 
' found in pernicious anaemia’ in the stage of relapse. Case 9 
(Hb 48%, R.B.C. 3,200,000, colour index'0.75) contained more 
normoblasts, than the authors would expect to find in a case 
of pernicious anaemia. On what grounds, then, is it included 
as a proved megaloblastic anaemia? May this not be an active 


regenerating marrow showing a normoblastic reaction? The" 


arrount of liver given was 30 c.cm. (+ iron, etc.), which was 
followed in 7 weeks by reticulocytosis. Is the so-called liver 
response an example of post hoc ergo propter hoc? 

The remaining 6 cases are not convincing. They were first 
examined 2 days to 2 months after liver therapy was instituted. 


They shewed mixed “ megaloblastic ” and normoblastic marrow 
pictures, and, in one case, 13 (Hb 29%, R.B.C. 1,200,000, colour 
"X . e į ee 


“ Megaloblastic Anaemia of. 


index 1.21), gave a normoblastic picture. The latter had re- 
ceived 42 c.cm. of liver (+ iron, etc.), and a reticulocytosis was 
noted a month later. Is there any proof of a megaloblastic 
anaemia here or is this a normoblastic anaemia responding to 
iron and showing spontaneous regeneration? In Case 15 
(Hb 32%, R.B.C. 1,580,000, colour index 1.01) normoblasts 
preponderdte and liver (+ iron, etc.) was followed by a 
Teticulocytosis in 24 months. There were similar findings in 
Case 11 (Hb 18%, R.B.C. 950,009, colour index 0.95). What 
proof is there that these are not normoblastic anaemias?, Only 
2 cases were seen before delivery- The usual pernicious 
anaemia of pregnancy clears up after pregnamcy, or, as 
Beatrice Russell shows, even during pregnancy in the case 
of West African women, some of whom after a course of liver 
continued to term without further treatment. i fee! that the 
work of Russell (Lancet, Dec. 27, 1941) deserves consideration 
in any publication on this subject, and I would draw the 
authors’ attention to this interesting article. 

Two conclusions emerge from this discussion. Differentiation 
of a megaloblastic marrow from a hyperplastic normoblastic 
marrow may not be easy and demands close study of every 
characteristic. The work-of Israels in this country is of out- 
standing value in this respect, and his classification of the 
erythroblasts (as indicated in the diagram) gives the most 
rational and reliable approach to difficult marrow pictures. 
Until, one terminology is accepted as a standard and its terms 
exactly defined, confusion of thought in haematology is inevit- 
able. If the term “ megaloblastic marrow ” is applied to marrows 
showing an increase in proerythroblasts without further quali- 
fication, such terminology offers no clear indication either as 
to the cause of the anaemia or to its treatment.—I am, etc., 


Manchester. M. L. TROMSON. 


Oxygen Administration - 


Smr,—in the Lancet of May 16, 1942 (p. 587), Prof. R. S. Aitken 
and Dr. A. B. Cruickshank give some results dealing with the 
efficiency of the modification of my mask for oxygen adminis- 
tration by Drs. A. Rose and T. H. Sellors (Lancet, 1940, 1, 648). 
These latter observers preferred to use the mask with the 
opening above. Four years earlief (Brit. med. J., 1936, 1, 1246), 
I pointed out that the mask could be used in this way and } 
tested it carefully in this position. Drs. Rose and Sellors seem 
to have overlooked this. : 

Prof. Aitken and Dr. Cruickshank’s figures for alveolar 
CO, and O, under various rates of oxygen flow are similar 
to mine. After a year’s careful trial, these observers have 
recommended the mask to the Department of “Health for 
Scotland for use in hospitals, and mobile oxygen units as a 
supplement to the supply of B.L.B.. masks available for treat- 
ment of gas casualties. They state that the celluloid mask used 
with the opening above is the most comfortable and least 
disturbing apparatus that they know for the administration of 
oxygen, not excepting the B.L.B. mask. In every main respect 
my findings have been confirmed, and, therefore, I made no 
exaggerated claims for the mask as was stated in certain 
quarters. ` d 

I was ill during the time of publication of Prof. Aitken 
and Dr. Cruickshank’s paper, and this explains the delay in 
my letter.—I am, etc, : 

London, N.W 3 J. ARGYLL CAMPBELL. 


Sudden Compression Injarles at Sea 

Sin, —Májors N. P. Breden, A. L. d’Abreu, and D. P. King 
in their article on sudden compression injuries of the abdomen 
at sea (Jan. 31, p. 144) make some interesting observations 
upon the examination of fish killed by depth charge without, 
however, drawing any conclusions. 

Eight specimens of Gadus morrhua (cod) brought to the sur- 
face by a depth charge in 150 feet of water were examined, 
and the followmg facts noted. No fish came up until six 
minutes after the explosion, and fifteen minutes later they were 
still arriving at the surface. When first seen all the fish showed a 
(1) Prolapse of the stomach—the greyish-red mucous mem- 
brane of that organ in some cases protruding like a balloon 
between the jaws. (2) Prolapse of the anal canal. (3)-Dehy- 
dration. The last could only be judged by comparison with 
the feel.of the fish caught by-more usual methods and by their 
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apparent lightness for size upon the scales.” (No control was 
available.) T 

Immediate biopsy showed, i in‘ one case only, a small quantity 
of blood-stained fluid in the coelomic cavity, and in all cases 
intussusception of the intestines to a greater or lesser degree 
into the invaginated stomach—in .one case as far as the last 
loop of large intestine. When the intussusception Was, reduced 
there was intense congéstion of the vessels in the outer coat 
of the stomach, and some submicous haemorrhage was visible 
on opening the organ: There were no other positive findings. 

E. Baldwin (Introduction to Comparative Biochemistry, 1937) 
states in regard to osmo-régulation. in teleostean fishes that 
marine teleosts, whose internal osmotic pressure is less than 
that of their environment, avoid desiccation by swallowing sea- 
water and excreting the unwanted salts by way of the chloride 
secretory cells in the gills. Furthermore, “ if swallowing is pre- 
vented by introducing a rubber balloon into the oesophagus 
and inflating it the fish is unable to keep up its regulation 
„and soon dies.” J suggest that, after an underwater explosion, 
desiccation consequent upon inability to swallow brings the 
fish to the surface, where, later, it dies. _ Possibly, however, 
spontaneous reduction and recovery may occur, for fish have 
been observed to swim off after a time. 

It seems, if the above explanation is true, that the mechanism 
causing death in marine teleosts has little application to human 
' cases ; 
described as occurring in cases of abdominal compression due 
„to detonation in water. The cause of death in elasmobranchs 
seems still to be uncertain—I am, etc., 

A. G. ‘EVERSON PRARSE, i 
Surg.-Lieut , RN V.R. 


Self Medication and the Chemist’s Shop , 


Sm,—Although, owing to the war, Jam not yet a naturalized 
citizen and am still but a guest in this country, I am deeply 
interested in the controversy concerning the future of its medical 
services and in the health of the nation. Will you therefore 
allow me a few remarks on a question which has, so far as I 
know, not been mentioned in this discussion, mainly in the 
hope of stimulating comment by observers more experienced 
and competent than myself. The remarks refer to: a) the 
manufacture and sale'of palliatives; and 2) the position of 
the ‘chémist’s shop. 

The public is probably. by now sufficiently enlightened to 
know that cancer and consumption cannot as yet be cured by 


- any known drugs. But the unlimited“and indiscriminate sale of ` 


preparations effectively relieving symptoms constitutes, in my 
humble opinion, a constant injury to the nation’s health and 
probably causes many deaths. To give only two examples. 
(a) Iding and frequency of micturition are ‘symptoms of a 
cystitis which may exist by itself, or, e.g.;, accompany early 
tuberculous kidney, renal calculi, carcinoma ‘of the prostate or 
bladder, or be the precursor of an ascending pyelonephritis. 
Good “kidney and bladder pills” will temporarily relieve the 
symptoms and will do so in repeated ‘attacks until the under- 
lying condition produces gross effects and brings the patient 
at long last to the-doctor when the condition has become 
incurable or at least has caused permanent damage with pro- 
longed incapacitation. : (6) The same applies even more 
obviously to the syndrome of “ indigestion.” The patient will 
successfully “cure ® his symptoms until one day his ulcer pro- 
duces a severe, perhaps fatal, haematemesis or a perforation, 
or until his carcinoma has become inoperable. 
The more effective the preparation the more dangerous it is 
. in the hands of the patient without medical supervision. How 
many patients die yearly or become seriously ill for long 


periods by the indiscriminate use of palliatives for undiagnosed = 


.conditions? We know that a large proportion of successful 
research work has been initiated by pharmaceutical manu- 
facturers, and that dramatic discoveries.have come from the 
laboratories financed by them., We are duly grateful. But 
the men who carried out the research work could have had 
equal or better facilities if the State would build -and_maintain 
such laboratories out of the millions of pounds it could save 
by preventing loss of life and of working . hours caused in 
- the:manner described. 

The chemist in his shop is to-day the arbiter for a surprisingly 
large. section of the population on thé;question whether“or not 

wt eet i 
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and traumatic intussusception, I think, has, not been 


-emetine treatment only. 


a doctor should be consulted, and therefore, in some cases at 
least, on whether the patient’s trouble will be correctly diag- 
nosed and, ‘if possible, cured. An unbelievably high proportion 
of patients from all except the very rich classes first “ consult ” 
the chemist in the hope of being given a remedy without having 


-to pay the doctor’s fee. I have no grudge against the indi- 


vidual chemist ;-the few of them whom I know are honest and 
conscientious. But the. whole dangerous situation is aggravated 
by the fact that many doctors still supply their own medicines, 
thus becoming direct “business competitors” of the chemist. 
Inevitably a chemist who refuses to sell a preparation to a 
patient and sends him to a dispensing doctor deprives himself 
of a customer. Supposing even that the chemist had the know- 
ledge and facilities for correct diagnosis—over the counter!— 
can one expect him in every case of doubt to send his customer 
to his business competitor—the dispensing doctor? 

'I can think of only one way to remove the pharmaceutical 
chemist from his embarrassing position (which has developed 
through no fault of his own), but it would be drastic and un- 
popular, and would need legislation. This is to restrict the free 


sale of drug preparations in open shops to cosmetics and other 


toilet goods; to forbid “ counter-prescribing ™; to require a 


-doctor’s prescription for the dispensing and sale to the public 


of all medicaments ; and to confine the retail trade in drugs 
to qualified pharmacists and their bona-fide assistants. It is 


.lawful for general practitioners to supply medicines ; and in 


rural districts, or in emergencies anywhere, there may be no one 
else at hand to do so. But the medical profession could co- 
operate with the pharmacists and earn their good will by a self- 
denying ordinance to abstain from competition in the routine 
dispensing and supply of drugs, etc., in populous parts of the 
country. 

The only serious opposition to the very necessary reforms 
would come from the vested interests of the industry, and only 
energetic parliamentary action could hope to be effective in 
achieving the proposed change,—I am, etc., 

Notungham E. L. Lozwsentuat, M.B. B.S.Lond. 


Amoebic Liver Abscess 
Sm,—Quite a number of papers and short articles on this 


. condition have been’ published in the British Medical Journal 


and in the South African Medical Journal during ‘the last year 
or two. Mostly the question was raised whether open operation 


` or aspiration, both combined with emetine treatment, would 


give tHe more satisfactory results. In only one instance do 
I remember a very definite opinion given to the effect that _ 
emetine treatment alone without any surgical intervention at 
all would be safer and at least as successful. I have only 
treated a limited number of cases (9), but the emetine treatment 
alone has given such excellent results that I should like 
emphatically to support ‘this opinion. 

My first and most advanced case illustrates the point very i 
well. The patient had a huge swelling protruding in the 
epigastric region and dullness on percussion over the lower 
half of the right chest at the back. X-ray examination showed 
the diaphragm to be pushed up high in this region. The 
epigastric swelling was incised and a big abscess drained. 
Exploration of the abscess cavity made it obvious that the 
swelling further back in*the liver must have been caused by 
another big abscess. I felt uncertain whether there were one 
or several more abscesses in the liver and abstained from 
further surgical intervention. On emetine treatment the big 
swelling shrank with such amazing rapidity that I decided in 
future to use emetine only. 

All subsequent cases. showed striking improvement of the , 
general condition and fall of temperature in 3 to 5 days with 
In most cases the swellings could 
paras be felt as distinct lumps after about 14 days. I think 

" safety ” emetine course 2'to 3 months later is advisable. 
One patient who did not come for a second course had a relapse 
after a few months. Another case. had been treated elsewhere 
by open operation: relapse was cured with emetine injections. 

Aspiration can scarcely be free from such dangers as infec- 
tion of the pleural space, injury of adherent bowels, or mixed 
infection. Perhaps: only in an extremely “toxic” patient, in 
whom one big abscess is diagnosed, aspiration might be-justified. 
I fail to the ‘value of repeated aspirations. The cavity 


is ‘bound a b$- ungér negative préssitre after aspirat! on and’ ° 
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to fill up again with serum, blood, or purulent matter until 
it can be closed by the healing process. 

~ There is ample evidence that any toxicity of the contents 
of the abscess disappears speedily with emetine treatment— 
Il am, etc.,, 


Grootfontein, S.W A R. W. J. SCHEEL. 


Denis Browne Technique in Talipes Equinovarus 


Sm, —The Denis Browne method of treatment of congenital 
talipes equinovarus is considered highly satisfactory by a large 
number of orthopaedic surgeons in this country. Its merits 
are now being recognized in America, but the published de- 
scriptions of its employment as modified by individual surgeons 
must alarm those who know how adequate the original method 
is in every way and upon what sound mechanical principles 
it is based. Thus an*article in the April number of the 
Journal of Bone and Joint Surgery, based upon a comparatively 
short experience of 24 years, describes extensive modifications, 
none of which appears to be justified. The side bar of the 
splint has been reduced to rudimentary proportions, felt 
wedging is no, longer used, and the. splint is heavily padded 
with sponge rubber. 
prolongation which must play havoc with the bedding when 
the infant kicks vigorously. The feet are simply -strapped 
to the splint, without.any of the repeated manual over- 
corrections that are such a fundamental feature of the original 
treatment, and which have been found so necessary in this 
country. 

I am convinced that this method of treatment would fail 
to obtain good correction: in a high proportion of the cases 
seen in England, and I would urge that those who have to 
treat this deformity should give an extended trial to the exact 
technique of Mr. Denis Browne before introducing variations. 
—I am, etc., f 1 

Stanmore, 


K. L NISSEN. 


` Medical Planning 


Sir,—A meeting of the Middlesex Panel Committee was 
recently held to discuss the interim report. Only the remnants 
of that committee were present, for many of its members, the 
youngest whose advice and opinion would have been so valu- 
able, were away on national service. The committee wisely 
agreed that under such circumstances no authoritative decision 

' could be given. 

I was very much perturbed at the conservatism that was 
revealed in the subsequent discussion. Even so mild a resolu- 
tion “that group practice be a feature of any future service” 

~was negatived because those present were so afraid that this 

might be the thin edge of the wedge leading to the dreaded 
State service. No. 5 (a) of the “ Questions for Discussion ” 
in the repért was agreed to with only a few dissentients. 

I did not expect a salaried State service to be agreed to, 
although I voted for ‘this. 
really a modified State service, as one of the members pointed 
out ; on reflection I think he was correct. I advocated a system 
of group practice wherever this was possible, such groups 
working at health centres provided by the responsible authority. 
Space will not permit details of these health ‘centres, some 
features of which should be obvious to all. Here, and at 
their homes, the doctor would attend such families as had 
chosen him. Such centres would be governed by, committees 
of lay and medical men, while that part dealing with medical 
treatment by medical men only, in a similar way to the county 
committees for the National Health Insurance at the present 
time. ‘Certain modifications are, however, essential. I had 
hoped that by some such method the general practitioner could 
be brought into, close touch with both hospital and public 
health work, and that his work would gradually change so as 
to include the maintenance of health of those trusted to his 
care, not merely its attempted cure when broken down. Such 
views, however, were not tolerated by the members present ; 
they did not wish to bé disturbed. 

If this is the opinion of the majority of the profession 
throughout the ‘country, some very important questions arise. 
There can be no doubt that the period succeeding the war 
will be*one of reconstruetion, of economic planning, and of 
greater ‘socialization. The muddled conglomeration of health 


1 


‘The sole-plate has a narrow backward’ 


What I actually advocated was, 


services'that have gradually arisen, without any definite plan 
or direction, will not be tolerated. The heatth of the nation 
as a whole must cdme under one control. If we' advocate 
the extension of National Health Insurance to dependants and 
to those of lke status, to include consultant and specialist 
service (thg same people having a right to hospital service), 
the Government will be providing for 90% of the population. 
Is it at all likely they will do all this and not insist on a higher 
standard of work, better organization, and greater control? 

Why bury our heads in the sand and wait for the tide to 
overwhelm us? Let us formulate our own scheme of reform 
rather than have one thrust upon us. The scheme outlined 
by the question No. 6 in the interim report is a good one, 
although I personally think it will need State authority and 
financial backing to put it into practice. It is of paramount 
importance that as a body we come to an agreement between 
ourselves ; that that agreement should be accepted by 90% 
of the profession ; moreover, 1t should be one which is possible 
for the Government to accept. Let us not be afraid to discuss 
the salaries we are prepared to accept and the conditions under 
which we are prepared to work. Unless we can agree upon 
this we shall find a Government scheme suddenly confronting 
us, resulting in divided counsels and a difference of opinion, 
as in the case of the recent National Health Insurance extension. 
The result can only be disaster and defeat—I am, etc., 


Wealdstone. J. E. Gaze. 


Sm,—Although filled with admiration for the manner in 
which the Medical Planning Commission in its interim report 
has tackled the multitude of problems with which it has been 
faced, I must confess to some considerable uneasiness owing 
to the fact that these vitally important matters are being dis- 
cussed at this particular time. No one knows what the 
“brave new world” for which we are planning is going to 
be like, and it is only too likely that any regime now adopted 
may be completely impracticable under post-war conditions. 

I am quite unable to derive any comfort from the assurance, 
given in Italics in para. 4 of the introduction, that the Com- 
mission will- not consider the recommendations “until the 


„profession has made known. its views through the usual 


channels.” To what proportion of the profession are these 
“usual channels” still open? It is surely realized that the 
majority of the younger.members for whom these recom- 
mendations have been made are now serving with H.M. Forces, 
either over-seas, when a letter such as this would take months 


to reach this country, or else under conditions where it is ` 


impossible for them to attend their local B.M.A. meetings and 
discuss these momentous questions with the colleagues with 
whom they hope to work after the war. 

It is just this section of the profession who will have the 
most definite ideas regarding the advantages and disadvantages 
of a State Service, which, they quite rightly realize, would 
have many points in common with the medical services of 
the Navy, Army, and Air Force to which they are now giving 
the best of their professional skill. It must therefore be made 


. clear that any decisions which may be reached by the Medical 


Planning Commission before the end of the war will have 
been made without a large and important section of -the 
profession having been consulted. This is surely a most unjust 


State of affairs and quite contrary to the intentions of the 


Commission as shown in the report, where consideration is given 
to the interests of all parties when viewed from a peace-time 
standpoint.—I am, etc., 

H. L. HOFFMAN. 


Sm,—In planning good health for a people the first essential 


seems to be an outlook that can view the question after it has 
been shorn of all considerations except the doing of what is 
best for the common good of all sorts and conditions of people. 
Such purity of purpose is not so simple as it sounds. Human 
nature is such that altruistic endeavour, even in the best of us, 
is apt to be tinged to some degree, ‘perhaps almost uncon- 
sciously, by self-interest. Such a tendency would be checked 


by having suitable representation of the lay population to share - 


in the planning. After all, the masses for whom a scheme is 
being planned ought in fairness to have a good say in its 
early construction. Having agreed upon a plan in principle, 
then it should be possible to ensure that the terms of its 
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application allow for equitable adjustment as regards the status ‘ 


and financial position of medical’ men, in whatever branch of 
the profession they serve. “ 

Clear vision seems likely to be dimmed even more by 
traditional thinking, which has had disastrous effects in other 
spheres of national conduct, and is not conducive to success 
in a rapidly changing world. Much emphasis has®been laid 
on treatment, whereas a vigorous constructive policy based 
on the prevention of disease is needed’ in other words, there 
should be a biological rather than a pathological outlook. The 
possibilities of such.a policy have been clearly demonstrated by 
the findings of- investigators at the Peckham Health Centre. 
Mass radiography, which is on the way to being a recognized 
procedure, should do much to enlighten public opinion as 
to the value of forestalling active disease, and the opportunity 
offered by this awakening should not be Jost. 

Lastly, the relation of sociological factors to mental and 
physical breakdown should not be forgotten. Medical planning 
should ensure a close association between actual treatment and 
the application of measures for the betterment of an industrial 
> oe environment that has led to the loss of health.— 

, etc, ' 


Anaao: 'N. B. LauċnrTON, M.B. 


f Planning Commisstonis Report | 

Smi—r’ fear it is too much to hope that Dr. Learoyd’s letter 
will be .read by that doubtless earnest body the Medical 
Planning Commussion. Yet has any one of them any, personal 
experience of country practice? Does even one of them realize 
the complete difference between town and country conditions? 
Take just one point—the ratio of visits to surgery attendances ; 
mine often runs as high as 4 or more to 1, and on a 3-months 
test last summer averaged 2.5. We have no trams, tubes, or 
‘buses to bring the lame, the blind, and, the aged to us, and 
one additional reason for choice of doctor is {‘ does the baker’s 
van run that way to fetch along the medicine.” 

It is not only in ‘medical matters but in’ so many other 
town-governed activities (A.R.P., rationing, N.F.S., etc.) that 
we country dwellers are having the realization forced on us 
that all this planning, all these rales and regulations are made 
for urban existence ‘and closely populated areas, that many 


of these’ schemes only fit the rural way of life where they rub, - 


and cause endless waste of time and material with hypothetical 
benefit. Further, as Dr. Learoyd so rightly points out, a look 
at any map of any county. will show how many hundreds of 
villages there are and how many dozens of towns. 

‘Social areas are’ mainly created by physical features, not by 
county or borough boundaries. It is crazy'to have to send 
‘throat swabs 50 miles by post when there is an excellent 
laboratory 5 miles away ; or to assign a village for rationing 
‘to a town where none of the village’s inhabitants ever go 
or indeed in these days can go. The town-trained bureaucratic 
mind just cannot understand that, however. . 

So when the M.P.C. gets down to its next session could 
‘it just spend some time trying to visualize the work of those 


thousands of doctors who live and serve outside the towns? - 
It will benefit the patients as well’ as the profession. And for. 


any sake let us keep our house free from’ political bias or 
control.—I' am, etc., 


Newton Ferrers; S. Devon. W. F. BENSTED-SMITH. 


Nurses in Hospital 


SRI am, ` profoundly shocked by. the letter of Dr. S. L. B. 
Wilks, in which -he says “ the brutality of matrons (and some- 
-times of sisters) to their nurses is notorious." I wonder does 
Dr. Wilks know of one single case of “a brutal matron” 
at the present time, or is he thinking of an isolated case or 
two in thé past of a matron who was, perhaps, too harsh and 
narrow in her-discipline. Surely if Dr. Wilks does know of 
‘such a case it is his public duty fo bring it to the knowledge 
of the chairman of the hospital concerned for investigation. 

In ‘my own, rather wide experience I have found that all 
the improvements in conditions for nurses have come through 
recommendations .of matrons to ‘their committees, and that 
the anxiety of the matron for the well- -being and happiness 
_of the nursing -staff takes second place only to her thought 
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for the well- -being of the patients. The greatest worry a 
matron can have is the serious illness of a member of tte 
nursing staff. Apart from what I feel is a most unjust assertion, 


-these statements make the-work of matrons more difficult than 


it is already. Moreover, it is apt to be bad for recruitment to 
training and thereby does the health services of tht country 
much harm.—I am, etc., 
HELEN Dey, 
President, Association of Hospital Matrons 


Sir,—The shortage, of nurses, both in quantity and quality, 
is a subject which is necessarily exciting much attention at 
present. :Many suggestions have been made for remedying 
the shortage, and in particular criticism has been levelled at 
nurses’ homes, the schoolgirl atmosphere engendered by them, 
and the petty tyranny exercised by members of the administra- 
tive hospital nursing staff. 

My intention in writing is to propose that the nurses’ training 
schools should be affiliated to a university, and that nurses 
who have completed their training and the necessary examina- 
tions for State Registration should receive a B.A. degree of 
that university. In this way the social and intellectual status 
of nurses would be considerably raised: parents would know 
that their children were receiving a university education and 
would be more likely to encourage their daughters to enter 
the profession. This university affiliation would be more satis- 
factory if it were something more than a nominal one and 
allowed for some lectures—e.g., in anatomy and physiology— 
with the members of other faculties and in any case for-a social 
intermingling with them. In certain nursing schools, however, 
remote from universities, ‘the principle of external studentship 
would have to apply. 

No doubt the universities would insist on some form of qua'i- 
fying or matriculation examination, and this would at first tend 
to limit candidates. I do not envisage that all nurses would 
or could undertake the course, and a percentage of assistant 
nurses (unqualified) would still be required, but these would, 
I think, diminish as time went on. The initial difficulties in 
working out such a’ scheme might be great, but I submit that 
it is’ one well worthy of consideration and for which. the time 
is ripe. 

These views are my own and not necessarily those of the 
authority I serve.—I am, etc., 
Colindale Hospital, N.W 9. . W. E. SNELL. 

Sm,—I have followed with interest the recent correspondence 
in your columns about the difficulties and troubles besetting the 
nursing profession; but so far I have’ not seen any suggested 
cure that really gets down to the root of the matter. In my 
view the present system of training nurses has got to be 
changed from an apprenticeship to a trade: to an organized 
teaching of a profession. The position to-day is remarkably 
similar to that of the medica] profession in the middle of the 
nineteenth century... ` 

How many times, in the course of her training, does a nurse 
have to take a temperature, make a bed, or handle a bed-pan, 
and how few times does she require to become proficient in 
these arts? Likewise, how few times does she give a hypo- 
dermic, set up a subcutangous drip, or assist at a transfusion? 
Contrast the hours of cleaning and polishing usually demanded 
of her with the scanty time allotted to lectures and demon- 
strations, crammed in between tours of ward duty and 
frequently abbreviated by delays in theatre or ward. In other 
words, the real evil lies in the fact that the probationer nurse 
is first and foremost a servant of the hospital she is training 


-at and only secondly a student. 


Now I shouid like to advocate an airangement similar to 
that followed in the training of medical stucents. There would 
be a‘number of training schools, each independent of but 
attached for practical teaching to a large hospital. By 
preference these would be the larger non-teaching voluntary 
hospitals and. the municipal and county hospitals, as the 
teaching institutions already have their educational facilities 
sufficiently occupied. The young nurse-to-be would attend one 
of these schools, and, during her first year or fifteen months, 
would be well grounded by means of lectures, demonstrations, 
and practical work, in anatomy, physiology, race nb and 
the handling of drugs, dietetics; and nursing practice In the last 
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half of this period a series of short demonstrations would be held 
at the hospital, chiefly to acclimatize the pupils to the hospital 
atmosphere.. After passing an examination in these subjects 
the student nurse would then start a second year’s work if 
which she would spend half her time at the school on surgical 
and medical studies and in learning how to give the more 
complicated treatments expected of a nurse, and the other half 
in ward work at the hospital: But not, be it noted, doing night 
duty, theatre duty, or polishing trolleys. A final examination 
would pass the girl out as a trained nurse, ready to be 
absorbed, either by her own hospital or by one where teaching 
was not undertaken. 

As to the financial side, the school of nursing would be partly 
supported by grants from the State, either direct or through 


the College of Nursing, and partly by fees from the students. | 


These would be low, and scholarships in ample numbers would 
be, provided for poortr girls of promise. -During the second 
„part of the training the hospital would pay a small salary for 
the services of the students, and, on passing out as trained, the 
nurses would command a proper living wage. 

While studying at the school the girls would be allowed to 
make their own living arrangements, and their spare time would 
be absolutely their own and in no way under the supervision of 
the school authorities except in the broad sense in which a 
university keeps an eye on the public acts of its students. They 
would be encouraged to form societies and to organize a joint 
social life, and in most cases a hostel would be provided for 
those students who could not live at home and did not desire 
to live in “ diggings.” This hostel, however, would be under the 
charge of a matron or warden quite distinct from and 
independent of the matron of the-hospital and the principal 
of the school. Trained nurses wishing to take’ up theatre, 
maternity, or district nursing would return to the school for 
a further theoretical course followed, by a practical course at 
the hospital, becoming entitled to a special diploma after a test. 

If this scheme were adopted hospitals and patients would 
‘benefit in that all the nurses actually working would have had 
a fair amount of training. “Nurses would benefit in that, instead 
of four years’ hard drudgery on a pittance of a wage,, they 
would be sure, after a short course of about two years, of an 
ample range of appointments at a decent salary. Parents also 
would be able to let their daughters take up the profession 


secure in the knowledge that the training was short and that `: 


their children would be happy in well-run hostels: free from 

that petty tyranny which unfortunately so very often over- 

shadows the present system.—I am, etc., 
Wimbledon, S.W20 ` 


Sm,—Dr. S. L. B. Wilks of Colwyn Bay (July ‘18, p. 84) 
writes that the “brutality of matrons to their nurses’ is 
notorious.” In the issue of Aug. 1 Dr. T. C. Mackenzie writes 
from Inyerness that “ ‘matrons throughout the land are loyally 
and ungrudgingly caring for the welfare of their nurses and 
probationers.” 


A. Hosson.’ 


Dr. Mackenzie has spent his distinguished career associated - 


with mental institutions between Edinburgh and Inverness, and 
it is difficult to see how he can speak with any authority on 
hospitals throughout the land. The apathy of those members 
of the medical profession associated with hospitals is respon- 
sible, in great measure, for the present unsatisfactory conditions 
for nurses. There are few members of the visiting medical 
staff of a hospital who, like Dr. Wilks, appreciate one of the 


main defects in the present nursing services. There are many_ 


like Dr. Mackenzie, who know little or nothing of a nurse’s 
` hospital life. 

The tyranny, of some matrons, the petty restrictions, long 
hours, and the limited and often inconventent off-duty inflicted 
on nurses have brought almost to bankruptcy a noble pro- 
fession. 

All the exhortations of Mr. Ernest Brown will not bring 
recruits into the nursing services unless there is a rapid and 
effective change of nursing concitions in most hospitals Dr 
Wilks’s letter contains too much of the truth to be ignored, 
-while Dr. Mackenzie in his letter has allowed his indignation 
and misguided chivalry to assume the voice of experience and 
authenticity.—I am, etc., ' 

Manahester’ R. SYDNEY DAVIDSON. 


[This correspondeyce ‘is now closed.—Ep., B.MJ.] 
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Phenol and Camphor for Desert Sores 

Sm,—As Capt. H. M. Rapport, in his interesting article on 
desert sores (July 25, p. 96), does not mention a form of local 
treatment I found almost universally effective in this condition 
in the Sudan, I give it in case he, or others working in the 
Tropics, qay find it useful. 

Liquid carbolic acid 30% in camphor is applied on dry gauze 
once a day with a cotton-wool covering. For some unexplained 
reason, carbolic in combination with camphor is not toxic up 
to strengths of 50% so long as it is not in contact with water. 
For this reason the skin should be dry when it is applied, 
and the dressing should not be covered with strapping or 
a waterproof covering which would retain sweat. Sores thus 
treated are usually clean and healing in a week. 

Incidentally, I see that the 50% strength of the same prepara- 
tion is now widely used in the United States for mycotic 
infections of the feet. The liquid is easily carried in a small 
bottle, and can be applied on any dry material, not necessarily 
sterile, so that it is an eminently practical form of treatment 
for field use.—I am, etc., 


i C. GRANTHAM-HILL, 
Beccles, Suffolk Late Senior Surgeon, Sudan Government 


- The Journal.of the American Medical Association for 
June 27 this year contains a warning against “ the promiscuous 
and unsupervised use of equal parts of phenol and camphor in 
the treatment of ‘athlete’s foot?” The U.S. Food ‘and Drug 
Administration has stated that “a mixture of equal parts of 
‘phenol and camphor is capable of producing necrosis. .. .” 
To conform with food and drug legislation in that country, 
this preparation, under certain circumstances of sale, has 
to bear a label: to the effect that it “should not be applied 
to damp skin or over éxtensive areas; should not be applied 
under a bandage; and that if, after use, the skin turns white 
or is otherwise discoloured, use of the preparation should be 
discontinued immediately unless the physician directs other- 
wise.”—Ep., B.M.J. 


“ Positive Health ” 


Sir,—The present interesting discussion of the meaning of 
the term “positive health” and the advisability of its use if 
it is to mean “exuberant health” suggests that an important 
factor is being overlooked. Obviously, as Mr. Wilfrid Adams 
points out, we cannot in a generation, nor indeed in a century, 
achieve exuberant, health for all. Neither, however, can “ we’ 
achieve the much less ambitious aim of mere “ health for all.” 
One is reminded of a phrase from a Times leader of nearly 


“100 years ago concerning the sanitary reforms of Edwin 


Chadwick: “ We prefer to, take our chances of cholera, and 
the rest, than to be bullied into “health.” Individuals need 
all the guidance and reparative work our profession can offer, 
but by their own freely given co-operation and effort alone 
will they achieve or keep their health. 

This raises the whole question of health edúcätion. There 
is little point in discussing whether it should be promoted or, 
not, because it does in fact exist—every time a grandmother 
repeats an old wives’ tale or a firm advertises a patent medicine. 
The problem is rather to find out how best to-begin to-eliminate 
the very considerable amount of*bad health education, and to 
direct and co-ordinate the good, which is now also of con- 
siderable and growing bulk. As the bad can only be eliminated 
by substituting something better, the question resolves itself 
into a discussion of what “ good health education” is and what 
it should endeavour to do. 

There are doubtless, and rightly, many shades of opinion. 
I would like to suggest that it cannot be too clearly emphasized 
that health education is a fynction of preventive medicine only ; 
in fact, one of its most formidable tasks is to eradicate the 
pernicious habit of self-treatment. We must not, however, 
confuse the curative and preventive aspects of medicine with 
the quite different distinction between private practice and 
public health. In each of these to-day both aspects are found 
in some degree, and one of the most desirable developments 
of the future may be in the growth of the educative work of 
the family doctor. Commercial propaganda, however regretted, 
gives us something of a lead as to what health education 
should try to do. It should, surely, “create a demand.” persuade 
and help people to acquire a taste for health, The means 
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by which this may be attempted are too numerous and their milk. By the time the mother manages to come to the clinic, 
relative values ‘too controversial to be’ discussed here,/but two about the 3rd or 4th week, the milk supply has ceased or is 
lines `of approach may be mentioned. First, good personal’ small in amount, and the mother is firmly convinced that her 
' and community health habits should be inculcated in schools . baby is more ‘satisfied on the bottle. It seems to me that it is 
and clinics and surgeries, but primarily in homes. — Secondly, when the mother “is left alone without a nurse after the 2nd 
the desire for healthy environmental conditiong should be . week that the difficulty’ begins. The foregoing seems to point 
developed by making such conditions accessible to all. ‚These to more home visiting daily after the 2nd-week either by 
are undoubtedly Utopian as immediate achievements, but that the midwife or the health visitor, so that the mother can have 
- seems no argument against advancing ‘them as aims. It is- the advice and necessary .encouragement to breast-feed her 
> apparent at least that some clearly conceived and co-ordinated baby. As‘ well as instruction to the mother at the ante-natal 
' policy of health education is an essential part of any medical clinic evening classes on mothercraft and nursing could be 
' service directed towards the achievement of health of positive, ıncluded in the night-school curriculum, anc girls in the upper 


~ or indeed any other, degree.—I am, etc.,: classes could be taught more of this and domestic science at 
> Gm i HERBERT S. DAVIES. shool for many girls marry while still in their teens.— 
z ‘ . -am, etc., 
’ Sm,—I envy those of my professional brethren whose agile Glasgow. GRACE MgLintock, M.D., D.P.H. 


A intellects are 80 satisfied that ‘they understand exactly what ` 

“ 1g meant by “ positive health” that they are prepared to devise ig 

` a'system for its attainment. I see from my dictionary, which . The Rheumatic Lung a 

` is beginning to disintegrate from long use, that “health” is Sir,—I was interested in the allusion by~Dr. James Burnet 

_defined as “ that state of a being in which all the organs are (June 27, p. 804) to the fact that he was the first to call attention 
sound and in proper condition,” to which I would add “and ‘to the rheumatic lung. I have read Dr. Eli Davis's reply, 
functioning normally”; and I cannot conceive “a more (July 25, p. 113), in which he has pointed out chapter and verse 

, desirable condition. The same tattered dictionary tells me that that A. E. Garrod had already alluded in 1890 to the rheumatic 
“ positive” means: “ Position., Definitely laid down or ex- “poison” as an occasional factor in the cause of pneumonia. 

pressed. Explicit. Opposed to implied. Not admitting any In 1889 I was house-physician to the late Dr. Wm Howship 

. condition or discretion. Express. Absolute. Real. Existing Dickinson at St. George’s Hospital. He then taught—I have 
in fact. Not negative. Confident. Fully assured. Dogmatic. Often heard him dilate on the theory—that'rheumatic pneu- 
Demonstrable. Distinctly ascertained.  Over-confident in monia was one of the clinical forms of that disorder. He 
opinion or assertion.” . always stressed that in this category the pneumonia was usually 

One might be pardoned for thinking that we ought to be bilateral and generally accompanied by pericarditis, and the 
satisfied ‘to strive so far aswe are able to achieve and maintain Prognosis fairly good.—I am, etc., 
a state of just plain “ health ” as defined above for our patients. - , BEAUMONT H. CoMERFORD, M.D., D.P.H. 

' Many of us have been so striving throughout our professional _Tueshunt Darcy, Essex. 
careers.- But positive health! Let us take care that it shall 
not come to mean: “The state of a being which complies ex- 
plicitly with the official specification definitely laid down and ` e 
expressed by the Minister of Health. Such compliance must Obituary 
be absolute, real, confident, fufly assured, dogmatic, and 
demonstrable, and nothing in this regulation is tó be interpreted 
as admitting any condition or discretion or permitting any 


i 











; È We regret to announce the death in his 88th i 
.. departure, therefrom ” ; followed by a table of penalties to be b m ms year of Sir 
_ inflicted on the doctor who by negligence or default fails to marr Saena n eee wae lons and valuable service as 
prevent any deviation from the Government specification. medical men. His participation in TE generations: of 
Which is absurd. , 1870, and in 1894 he was made deputy coroner for aial 
Perhaps my old dictionary may be obsolete, but even so Middlesex; soon afterwards he became deputy coroner for 

L rather like “overconfident in opinion or assertion.”— South-West London and Surrey and held that post till 1899 
I am, ete: ' i i when he,was made deputy coroner for Central London. He 


i H. M. STANLEY TURNER. succeeded to the senior post in 1910 and remained at t 
_, Brookwood, Surrey. x Central London Coroner's Court until his retirement in 1930, 


. , During his 60 years’ service it was estim: 
` Incidence of Breast-feeding rt in 50,000 inquests. Sir Walter pan T aoe penis 
Sm.—I was interested to read the article on breast-feeding males cad Tater id of ne Coroners’ Society of England and 
by Dr. Enid Hughes Quly 18, p. 69)., For a period of 2 years of the Meio epal SoS he was also honorary treasurer 
“ in a working-class district (Port Glasgow) I collected figures . : g i 
on this point: infants breast-fed 128; breast-feeding plus Dr. JAMES EDWARD ENGLISH of West Hartlepool died 
., complementary 23; breast-feeding for 2 weeks 96; breast- recently in Hartlepools Hospital, where he had been a patient 
feeding for’ 2 months 67; Ostermilk 48 ; cows’ milk 56; Cow for the past 10 months. He was born at Kingstown, Co. Cork 
and Gate 1; Nestl@s 7; Sister Laura’s Food 7; total 433. gr 318805 and studied medicine at University College, Cork, 
‚The average number of mothers who continued over the 2nd’ and in Dublin, graduating M.B., B.Ch., and B.A.O. of the Old 


z F : Royal University of Ireland in 1908. In the f j 

month to breast-feed their babies was only 33% of the total took u . e following year he 
sae Fa i : A p the post of house-surgeo Ha 3 
attending the clinic. - The cause of failure in breast-feeding later; when he had begun ih inate Sake owe pa i 
was illness of the mother in 15 cases (pleurisy 1, tuberculosis 2, the honorary ‘surgical staff of that institution, mm hes; work of 


chronic nephitis’and debility 1, anaemia and general weakness which he continued to take a keen i icceedi 
3. and acute mastitis and cracked nipples 8). Dr. A. W. G. Pearson as senior Rison. Dr ar ae 
The majority -of* the mothers stated that when they came chairman of the Hartlepools Division of the British Medical 
out of” hospital: op got’ up to .do .their hoysework ‘the “ milk: Association in 1925-6. 
left them.” The mother was often overworked and tired, and, The fo pee Ee sales 
following the advice of friends, put the baby off the breast Professor Hane nan dieca. SE ihe Bee Hea oroad: 
_ as the child was cross after she returned from hospital. Once aged 63; Dr. PAUL CLAIRMONT, foimerly professor of A A 
a bottle was substituted for the breast, there was no difficulty director of the surgical clinic at Zurich, aged 67 ; Dr Howar 
in weaning the baby. - Morrow, ex-professor of dermatology at the University of “California 
Some mothers have no desire to pursue breast-feeding even and ex-president of the American Association of Dermatology, 


i i Pi: i known for his work l : 

_. though they have been instructed at the: ante-natal clinic and specially : on leprosy, aged 68 : Prof. Kurt 

, „at the maternity- hospital,-and immediately they are away-from ‘ sg uea; eor o ediz tehe Klinik since its toundation 
the: supervision of the nurse- they bottle-feed the baby, still.’ gynaecologist, formerly professor e ROR IN, the eminent 
having more faith in the amount of milk to be seep and, Munich and a pioneer in the bacteriqlogy. of ape enh e h 
mepsured in a feeding-bottle than in'their own supply:of breast- : —his name is attached to the non-pathogenic organism of the vagina. 
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Universities and Colleges 
—————————_—_———— 
, * UNIVERSITY OF OXFORD ` 


At Congregations held on July 18 and 25, the following degrees 
were conferred: i 

DM.—J M_L. Burtenshaw : 

M.Cu —A H Hunt, R.H Gardiner. 

BM, B.CH—M. H. M Gilbertson, J. F D. Frazer, D. S. Parsons, J. L. 
Boldeto, J.D Little, R F.B Bennett, Q. J. G Hobson, W. D. M Paton, 
W. A. Briscoe, H. G Farquhar, J. D. Green, J. K. W. Lovel, S. L. H` 
Smith, *J. . “H J. C. J L'Etang, R. H. Scott, R. Bryce-Smith, 
P I Crerar, D M. Hamilton, R. Powell, D A. McDonald, N. G, D Campbell, 
R H Jackson, K. Tyler, A. M. M, Wilson, E. Shephard, W. B. Armstrong, 
E. L. H. Jones, A. Neligan, C. P. Silver, J.J W. O'H. Tobin, Constance M, 
Ormrod ullins. 


* 
green * In absentia. 


e 
UNIVERSITY OF LONDON 
~, Universrry CorLeoag HosrrraL MEpicaL SCHOOL 
The govis scholarships, exhibitions, and prizes have been 
awarded : í 


Goldsmid Entrance Scholarships : (1) D. A. G Galton, Trinity College, Cam- 
bridge. (2) J. L lege, Cam 





i Mus G. M. 
J. A V. Bates, Miss A M, P Snow. Fellowes Gold Medal: W D. M. Paton, 
E Fellowes Silver Medal: Miss Joan Hardy, A. N, South, Miss 

S.M Howard Wulfred Trotter Medal : Miss G. M Howard. 
Hughesden. 


Obstetrics and Gynaecology. P., E. i 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At the quarterly meeting held on July 30, with Sir Charles Wilson, 
President, in the chair, the following were elected officers for the 
ensuing year: Censors, H. Letheby Tidy, A. G. Gibson, G. E. S. 
Ward, Geoffrey Marshall; Treasurer, C. M. Hinds Howell; 
Registrar, H. E. A. Boldero; Harveian Librarian, T. H. Arnold 
Chaplin; Assistant Registrar, A. A. Moncrieff. 


The President announced the award of the Moxon Medal to Prof, 
L G. Parsons for his observation and research in clinical medicine, 
especially tn paediatrics; the Weber Parkes Prize to Prof. G. S. 
Wilson for his work on tuberculosis ; and the Murchison Scholarship 
to H. J. Anderson, M.B. 

ARS Membership ' 

The following candidates, having satisfied the Censors’ Board, 
were elected to the Membership of the College: , 


-A. R D Adams, M.D, H S . R. Daley, M B., J 


Banks, M.D 
Davies, BM, J. Denfield, M.B , J. R Dow, M.B., R. M 


(O'Neill) Gillespie, M D., I R. S. Gordon, M.B.,-E. R. Gubbay, M B , FW 
Gunz, M.B, J. T. Harold, MB., A. M Jones, MB, D W., Liddell 
R A. Moir, MB, Frances J. Pounds, MB, G. E. O W. : 


Licences and Diplomas f 
Licences to practice were conferred upon the following 296 can- 
didates (including 35 women) who have passed the final exammation 


of the Conjoint Board, and have complied with the by-laws of the 
College : i 


: 


v Y: 

Bond, M M Boyle, R J.K Brown, Hilda E. Bullen, N. R 

Calnan, O. Candler, P. N. Cardew, F. S A. W. 18, 
Elinor H. Cleminson, F C Clouting, F. Cockergft, N A Cohen, G V. Cole, 
J. G L. Cok, P. J. Collard, Stella M. E Cornes, J C F. N.F 
Crofts, G. H. R. Curnock, M H Dale, A J. Danby, H G » IN, 
Darbyshire, G. I. Davies, Audrey M Dealler, J' Dean, Margot H. Dickson, 
E J. Doel, W A. dos Santos, K, M D 


Gibson, T R 
S. Glassow, Daphne I. L Gleed, Edith L Godwin, 
J, Goorney, Eileen M. Goronwy, G, 


H. V. Jones, J. G Jones, R. N. Jones, J. H. Joseph, J A. Judson, É. N H N. 
Kahan, C. H Kaye, H. R. Keflord, B. J, Kelleher, D 
B. Klem, J M. S Knott, E L” 
Lask, D N Lawson, H. M La 
Lloyd, J. C. Lloyd, G. C Lloyd-Roberts, H. E 


8 
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Moble, Derrdre R B O’Bnen, R Oddy, 


Olereashaw H. F Osmond, D A O'Sullivan, R. Owlett, Nancye Mo Park, 
BoM Parsona. A J Partridge, Je P Patel, VY G Patel, P Pattison, J P 


D Payt, D-E Reagce, K G Pendse, 1E. S Perkins, J. A. Peters, 


UNIVERSITIES AND COLLEGES . - 
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Purser, I. M, Ramsden, A. P. H. Randle, P. K. 


Simmonds, J°H. Simpson, N, R. W. Simpson A C. Sinci. J. F. P 


Steen, 


Willams, L. 
Withey, G 
A. Zoutendyk. 


Diplomas ın Public Health (three), Psychological Medicine (nine), 
and Laryngology and Otology (five), were granted jointly with the 
Royal College of Surgeons of England to the successful candidates 
whose names were published in the report of the meeting of the 
Royal College of Surgeons in the Journal of July 25 (p. 115). 

The following Diplomas were also granted, jointly with the Royal 
College of Surgeons: 


DIPLOMA IN ANABSTHETICS.—Helen M. B. Alcock, R. E. Angel, T.. H. Ballile, 
E. I W Barnard, J. R J Beddard, Siela G Braithwaite, T. R M 
Florence 


R. E. J. Pembrey, S. F. Polley, Norah K. 
Roche, G, F Smith, A. E Ward, F Widlaft, Gertrude A. Wiis. 

DIPLOMA IN OPHTIULMIC MEDICINE AND SURGERY —Margaret L. Clay, K. D. 
Fogagttt, 
W_T C. Lumley, G O M Neatby, R L Rıchards, P. M. Wood 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


An ordinary meeting of the Council was held on July 30 with Sir 
Alfred Webb-Johnson, President, in the chair. Mr. Cecil Joli was 
elected a member of the Surgical Section of the Board of Examiners 
in Dental Surgery for the year ending June.10, 1943. It was decided 
to continue for the duration of the war the recognition of the post 
of senior house-surgeon. at the Devonport section of the Prince of 
Wales’s Hospital, Plymouth, for the six months’ surgical practice 
required of candidates for the Final Fellowship examination. It 
was also decided to recognize the posts of resident surgical officer 
and senior house-surgeon at the Royal Salop Infirmary, Shrewsbury, 
for the six months’ surgical practice required of candidates for the 
Final Fellowship. Arrangements were made for the ‘institution of 
a Research Chair in Ophthalmology, tenable at the College and at 
the Royal Eye Hospital. 

Diplomas of Membership were granted, jointly with- the Royal 
College of Physicians, to the candidates whose names appear in 
the report of the meeting of the Royal College of Physicians. 

Diplomas in Ophthalmic Medicine and Surgery (ten) and in 
Medical Radiology (six) were granted, jointly with the Royal 
College of Physicians, to the candidates whose names appear in the 
report of the meeting of the Royal College of Physicians, a 


Blane Medal 

The Gilbert Blane Medal was presented at the Royal College of 
Surgeons. The presentation was made by Surgeon Vice-Admiral 
Sur Sheldon Dudley as Medical Director-General of the Navy, in 
the presence of the First Lord of the Admiralty, the President of 
the Royal College of Physicians, and the President and Council of 
the Royal College of Surgeons. The recipient was Surgeon Com- 
mander Edward Rex Pascoe Williams, and the award was made to 
him for his onginal work on blast effects in warfare. ' 

`The Medal was founded in 1830 by Sir Gilbert Blane, Bt., F R.S., 
a distinguished physician, best known for his service under Rodney 
and for sanitary reforms in the Navy and for successful measures 
for the prevention of scurvy. It 1s awarded annually to a medical 
officer in the Royal Navy for ‘ skill, ‘diligence, humanity, and 
learning in the exercise of professional duties.” 


The Honorary Medal of the College has been awarded to Viscount 
Nuffield, GBE, D.CL, F.R.S., in recognition of his conspicuous 
service in assisting the improvement of natural knowledge and of the 
healing art and of his many liberal acts and distinguished labours 
inspired by the desire to advance the science and practice of medicine 
and surgery The Honorary Medal was instituted 140 years ago, and 
this ıs the 19th occasion on which it has been awarded. 


ENGLISH CONJOINT BOARD $ 
The committee of management of the Examining Board in England 
has , decided that until further notice the examinations for the 
Diploma in Tropical Medicine and Hygiene (D.T.M.&H.) shall be 
discontinued . pA a it 
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-ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


rasta 
At a meeting of ‘the College, held on July 25, with Mr. J. W. 
Struthers, President, in the chair, thé diploma of Honorary Fellow- 
ship of the College was presented to Lieut.-General Alexander Hood, 
C.B., C.BE:, Director-General Army Medical Services, and to Prof. 
Antoni Jurasz, Dean of the Polish Medical Faculty, University of 
Edinburgh, è Se 

The following, havıng 
admitted Fellows : 


G. Bankoff, H. Din, T. J. Evans, Dora J.-B. Falconer, A.'P. 


Gracie, J. D. Hallissy, A. W. Kay, G. R. Nicks, D. L. Savill, 
T A E. Watts, E. B. Wild. ‘ 


passed the requisite examinations, were 


CONJOINT BOARD IN’ SCOTLAND 
The following candidates, having passed the final examination, have 
been admitted L.R.C.P.Ed., L.R.C.S Ed, and L.R.FP.&S.Glasg.: 


G E. Barnard, K. H. Bayatn, W. L. Bustand, W. Brydone, B. H Budoff, 
A. R. N. Dhann, Jess Diamond, E. S. M. Douglas, M R. El 


Thomson, R. Vannthamby, Harry Walker, 
I. Wolff. ? 


The following graduate of a recognized foreign university was 
also admutted a licentidte: . 


M. Gross, M D.Berlin. 
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NAVAL AWARD 


Temp. Surg. Lieut. Gordon Paton Fahrni, R.C.N.V.R., has 
been awarded the D.S.C. for great bravery and devotion to 


duty. z 
EFFICIENCY DECORATION : 


The King has conferred the Efficiency Detoratiowof the Terri- 
torial Army on Lieut.-Col. (Temp. Col.) J. Rannie, R.A.M.C. 


R.A.F. AWARD 


The King has approved the award of the George Medal to 
Squadron Leader Frank George Mogg, A.A.F., and the British 
Empire Medal (Military Division) to Leading Aircraftman 
Peter Nigel ‘Rowland, R.A.F. e citation in the London 
Gazette states: f 

One night in May, 194 

ead nekie, 


which was burning. Showmg complete di for th 
safety, Squad. Ldr. Mo clad’ only in ie ones his 

and ding Aircraftman Rowland went into the blazing wrec 
rescue the unfortunate airman. By ying flat on the floor and: using 
a‘ preatcoat as a shield Rowland was able to afford some protection 
for the medical officer whilst the latter administered morphine to the 
injured operator, Rowland afterwards assisted Squad. Ldr. Mogg in 
cutting the airman and in extricating him from the aircraft. 


jamas, 


During the time that they were working in the wreckage two oxygen 
bottles exploded within a few feet of their heads, and ere was grave 
danger that others might have done so at any time. Ldr 


Squad. : 

Mogg was badly scorched and sustained burns to his hands and 
yrists, but, despite this, he accompanied the dying wireless operator 
uring the journey by ambulance to hospital some six miles away. 
He then fainted and had to receive medical attention. Leading Air- 
craftman Rowland was also burned on the hands and wrists. Bo 
rescuers displayed gallantry. of a high standard. 


- CASUALTIES IN THE MEDICAL SERVICES 


An Admiralty Casualty List published on July 27 gave a list 
of the ship’s complement lost in H.M.S. Dorsetshire, sunk by 
enemy action in the Bay of Biscay last April. -Among them 
was Temp. Surg. Lieut. STANLEY WALTER PRATT, R.N.V.R., of 
Leighton Buzzard, who was posted as “ Missing, Presumed 
Killed.” He was educated at University College Hospital, 
London, and took the M.B., B.S.Lond., and the M.R‘CS., 
L.R.C.P. in 1936, after: which he served as house-surgeon and 
obstetric house-surgeon at U.C.H. 
Leicester Royal Infirmary. He entered the R.N.V.R. in May, 
1940, and was recorded as missing. in the Journal of May 23 


(p. 656). He was a member of the B.M.A. 


Prob. Temp. Surg. Lieut. Joan Douctas James, R.N.V.R., is 
posted as “ Missing, Presumed Killed ” in H.M.S. Belmont-in an 
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and house-physician at ' 
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Admiralty Casualty List published on Aug. 1. He was born 
on July 5, 1916, qualified M.R.C.S., L.R.C.P. in 1941, and 
entered the .R.N.V.R. as temp. surg. lieut. in Nov., 1941. His 
home was at Wolverhampton. He was a member of the 


Temp., Brigadier FRANCIS GERALD AUGUSTUS Smytu, C.B.E., 
RAM, died in a Middle East hospital on July 2. He was 
born in 1891, the youngest son of the late CoL F. A. Smyth, 
LM.S., of Weymouth, and at St. Bartholomew's Hospital gained 
the Kirke’s gold medal and scholarship in medicine, the 
Brackenbury medical scholarship; and the Burrows prize in 
pathology in 1913. He qualified M.R.C.S., L.R.C.P. in 1914 and 
took the M.B., B.S. degrees of the Oniverity of London in 
1923. He served in France and later in India during the war of 
1914-18, with a commission in the R.A.M.C., S.R. After the 
war he took a permanent commission as capt., was promoted 
major in 1926, lieut.-col. in 1937, col. in 1938, and temp. briga- 
dier in June of this year, and had served in Egypt, India, and 
Palestine before the outbreak of the present war. He was 
appointed an O.B.E. in April, 1941, for distinguished services 
in the Middle East, was promoted C.B.E. in July, 1941, and was 
mentioned in dispatches in December, 1941. e had been a 
_member of the B.M.A. since 1917, and in 1930 was a member 
of the Egyptian Branch Council. 


/Missing—Capt: H. Bloom, R.A.M.C., Major J. A. G. Car- 
michael, R.A.M.C., Capt. H. Houghton, R.A.M.C., Capt. G. Lan- 
caster, R.A-M.C., Capt. F. J. D. Webster, R.A.M.C. 


Missing, Believed: Prisoner of War—Flying Officer J. Simpson, 
RAFVR. 


ı Prisoners of War-—War Subs. Capt. W. G. H. Allen, Lieut J, W. 
l Anderson, R.A.M.C., Temp Major J. D. Fraser, Temp. Major 
J. D. A. Gray, R.A.M.C., Major G. F. Harrison, Capt. A. F. 
Hutchison, .M.C., War Subs. Capt. J. A. MacLeod, R.A.M.C., 
Temp. Surg. Lieut. R. St. C. Mooney, R.N.V.R., Major J. H. Prain, 
Temp. Major O. G. Prosser, R.A.M.C., Lieut.-Col. J. K. Steel, 
RAM.C., Capt. J. A. Sutherland,’ R.A.M.C., War Subs. Capt. 
A. C. P. D. Thomson, R.AM.C. 
concerning Surg. Lieut Cmdr. Walter Gordon GM, 
R.N.V.R. (mention in dispatches), published in our ssue of January 24, p. 132, 
should have read Surg. Licut.-Cmdr. William Gordon Gill, R.N.V.R. 








, Medical Notes in Parliament 


| eee 


House of Lords Debate on Tuberculosis 


‘In the House of Lords on July 28 Lord Davæs drew atten- 
- tion to the failure of the Ministry of Health to deal with the 
staffing requirements of institutions for the treatment of tuber- 
culosis. He appealed to the Minister to take every step he 
could to increase the facilities for treatment of tuberculous 
patients and'to use the accommodation in the emergency 
hospitals until the beds there were required owing to the war. 
The Earl of HunrINGDON deplored the tremendous depletion 
in the number of doctors available for civilians. Some way 
ought to be found- whereby the War Office could Arrange for 
the big and almost immobilized reserve of doctors in the Forces 
to go out and take evening surgeries, and so help the immensely 
overworked general practitioner. 

_ Viscount Dawson OF PENN said that although we were con- 
cerned with the increase in tuberculosis in this war, we should 
keep a sense of proportion. A more anxious feature was the 
selective character of the infection among: different classes. 
In this war, as in the last, there was a tendency for increase of 
infection in young women. -The most notable characteristic of 
tuberculosis in this war'so far had been an extension of the 
infection among young children. It was particularly noticeable 
in the higher incidence of tuberculous meningitis, from which 
there had been increased mortality amounting to 50%. The 
cause of tuberculosis in war was, broadly speaking, a combina- 
tion of more opportunities for infection and decreased resis- ` 
tance. It was true to say that, on the whole, the disease was 
under control, and there was no sign that it was running away 
with us, although the total rise of mortality in Great Britain 
during the war, which. was 13%, was a considerable figure. 
Tuberculosis was a germ ‘disease which did not come in waves 
on us; it was always with us; its root was in almost every 
country. \ 

The Problems of Infection 
To grasp the problems of infection, Lord Dawson asked the 
` House to consider in what way people contracted tuberculosis. 

There were three ways: one was by contact with the expectora- 

tion of a case of established disease; a second wag by the 

reawakening of the disease in somaone who had had tubercu- 
losis and recovered from it; and the third, because tuberculosis 
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was conveyed by drinking the milk of a tuberculous dairy 
cow. In a country like- this, where a large proportion of the 
cattle were tuberculous, it would be a -wise precaution to 
pasteurize the milk. Pasteurization was patchy ; 1t was ex- 
tremely good in London, good in some boroughs and bad in 
others, while in the country districts more of the milk drunk 
was raw. While children were in London they drank pasteur- 
ized milk, but since they had beén evacuated to the country 
they had drunk raw milk. Investigation was going on to con- 
firm or refute what he was going to say, but it was not 
unreasonable to suppose that the mcrease in tuberculosis in 
children might be accounted for partly by the fact that they 
had passed from drinking pasteurized to drinking raw milk 


Towaids Mass Radiography 
Referring to lung tuberculosis, Lord Dawson said that here 
infection was invariably brought about by contact with the 
expectoration of an established case, and it was obvious that 
under the overcrowded econditions of wartime, with the lack 


`. of ventilation and other difficulties, the opportunities for con- 


tracting tuberculosis must be greater than in peacetime. The 
question was, how to reduce the trouble to a minimum., The 
chief difficulty lay in the fact that it was quite common for an 
infected person in a factory or a home to have symptoms so 
vague that it was not realized that he, was an infected person. 
Progress was being made in the establishment of mass radio- 
graphy. We were not dependent solely on the U.S. ; there were 
machines in this country which had been standardized accord- 
ing to an agreed pattern, and which would be turned out in 
increasing numbers from now onwards. . The machine had the 
advantage that in skilled hands—he emphasized those words— 
as many as 3,000 examinations a week were possible, and it was 
possible to organize the examination of a whole factory in a 
very short space of time. He thought this could be done far 
better by persuasion than by compulsion. There were good 
grounds for supposing that mass radiography would be received 
with increasing favour as the people concerned understood it. 
That would lead to the discovery of early cases, which were 
difficult to find by other means. We had to be careful not to 
speak too optimistically about new inventions. Mass radio- 
graphy was going to be a great aid, but it had to grow into 
our system of medicine discreetly. To dispatch large numbers 
of machines all over the country without proper teams to work 
them would make a very bad beginning and lead to false 
conclusions. He had reason to think that the Ministry ʻand the 
medical services of the armed Forces were aware of that. It 
was easy to see that if we could remove one infected person 
from a part of a factory which might contain a hundred people, 
or take one,infected person away from his home at an early 
stage, wo might do much towards reducing the incidence of 
this disease. 
“ _ ‘Education without Alarm 

On the question raised by Lord HUNTINGDON about the 
depletion of doctors, Lord Dawson said there had been no 
more depletion than was really necessary. The Army, where 
it could, gave facilities for medical officers in military depots 
to give-a hand. Referring to the education of the public b 
the cinema, he said he was doubtful of this. A difficulty in all 
matters cdhcerning health was to give information without 
producing alarm, and one of the things we had. to be careful 
about in mass radiography was not to raise a sense of alarm 
among the workers. The danger was that they would swing 
from indifference to over-anxiety, and he would rather have 


indifference than over-anxiety in the case of illness. He ' 


thought that mass radiography, so far as' we had watched it 
up to the present, had been well received, and if it was presented 
to the people as it should be presented, as a means of establish- 
ing ‘how well people were and not how ill they were, it could 
be useful. It should be made part of a health measure, which 
was one of the features of the Youth Movement to-day, as 
contrasted with health propaganda which made a self-conscious 
people. ; 

Speaking” on rehabilitation Lord Dawson said we. must 
` realize that ın tuberculosis there must always be a long period 
between the end of sanatorium treatment and full-time work. 
He thought that the Ministry of Health were fully alive to this, 
and that they proposed to consider seriously the maintenance 
and subsidizing of tuberculosis subjects ‘for a period from the 
time they left the-sanatorium to the time when they got back 
. to work—if they were on a half-time basis, to make up their 
wages for so many weeks or months. As regards nurses, if it 
was made clear that there was no more risk of a nurse. etting 
tuberculosis in a sanatorium than in the ordinary ward of a 
hospital, in fact, rather less if anything, and if in-some way 
* the care of the tuberculous patient could be made part of a 
nurse’s duties—she might, for example, be seconded from 
medical “and: surgical: wards, to tuberculosis wards—the difficulty 
could to a-largé extent,be got over.-.Of one thing he was sure. 


and that was that to start any process of compulsion, to make 

a nurse take up a particular phase of nursing, would end‘ in 

failure. If an adequate appeal were made, and tuberculosis 

were made part of the general care of the sick, he thought that 
‚the difficulty about nurses would disappear. f 


eGovernment Answer: Staff Difficulties 

Lord SNELL, replying to the debate, said that Lord Dawson 
had traversed much of the ground which he himself would 
have covered. It was of considerable importance to have his 
Judgment that, serious though tuberculosis was, it was not in- 
curable and was not a matter either for a grave view or for 
despair in regard to its treatment. The sical was not one 
of accommodation ultimately, but of staffing facilities. The 
lack of an adequate staff in the nursing service was not con- 
fined to institutions that had to deal with the treatment of 
tuberculosis. In sanatoria, for which the Ministry received a 
periodical return of the available nursing and domestic staft. 
roughly, 4,800 domestics were employed and 920 more were 
needed. The position, unsatisfactory as it was, was slightly 
better than a year ago. In 1941 tho deficiency was 17% ; in 
1942, so far as the figures showed, it was 16%. The need 
was recognized by the Government, and women domestics in 
these establishments were reserved. .' The Ministry of Labour 
had also instructed regional controllers to give high preference 
to these needs. z - ; - 

An increase in the total number of nurses was being secured. 
There were 2,000 employed in tuberculosis sanatoria, and ıt 
was estimated that 600 more were required and another 600 
for beds in other hospitals for . tuberculosis. Therefore: we 
needed an immediate enrolment of about 1,200 nurses. The 
fear of contracting infection was no doubt one factor which 
‘had created a prejudice in the minds of girls and even of their 
parents, but the Minister had made it clear that, nursing in a 
sanatorium need involve no greater risk of contracting tuber- 
culosis than nursing in’ other hospitals. He was gratified that 
Lord Dawson had spoken against compulsion in the service. 
The Department did not think that compulsion ought to be 
necessary, but they might have to‘consider a wiser exercise of 
their powers of direction. -A substantial number of student 
nurses under 21 were employed on the permanent staff of 
sanatoria, “and every care was taken to prevent them from 
becoming infected. The inistry were now proposing to 
modify the embargo, that nursing auxiliaries of the reserve 
should not be allocated to sanatoria even if they volunteered. 
by allowing nursing auxiliaries under 21 to serve in sanatoria 
if they volunteered, provided, of course, that the fullest pre- 
cautions were observed in looking after their health. 


` 


In Defence of Doctors - 
Lord Snell admitted that ground had~been lost between 193 
«and 1941 with regard to the number of deaths’ from tuberculosis. 
The stripping of the population of their ordinary doctors might 
or might not account for some of the increase, but he had 
nevér felt able to join in gibes at the medical profession. He 
had felt it right to defer criticism of their work until they had 
been provided with social conditions such as were required to 
make that work effective. We could all. criticize the doctors 
when we were well and they were none the worse for the 
criticism, but we should remember that they had to work under 
conditions unsuitable for their work. We ought also to remem- 
ber that if’ the national health had improved, as it had, it was 
probably because we were all of us compelled to do now what 
the doctors had always told us we ought to do. 

The ground lost had been due, he thought, to war conditions. 
which the doctors and the Ministry of Health could not control 
The ways of recovery were known and would be open to us 
to adopt as soon as the war ended. There would’ be the 
possibility of earlier diagnosis. It had been difficult to get the 
necessary equipment of late, but British-made instruments were 
becoming available and teams of trained workers would be 
ready to undertake this work by the end of this year. 


Glasgow Small-pox Outbreak 
JOHNSTON, replying to Mr. A. Edwards, said 
atients removed to hospital in 


On July 28 Mr. 
that the ages: of the small-pox 
Glasgow during the recent outbreak were: @) 10 cases from 
the ships aged 17, 19, 20, 21, 22, 23 (four), and 28 years, respec- 
tively ; (b) 29 civilian cases aged 3, 5, 6, 7, 8, 11, 12, 13 (two). 
14, 15, 16, 20 (two), 22 (two), 29, 31, 34, 35, 37, 38. 40 (two). 
49, 56, 65, 67, and 72 years respectively ; and (c) 6 fatal cases 
(included in the foregoing) aged 20, 25, 28, 38, 65, and 72 years | 
réspectively. -Of the 10 cases from the ship only one was 
vaccinated before May 29, a passenger, aged 23, who had 
“been vaccinated at 1, 7, and 14 yearst; all except the origina! 
case were vaccinated on May 29 and two were revaccinated 
on Jyné-10 and 11 respectively, the first vaccination having been 
unsuctessful:' ve ; ; 
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Medical ‘News: 








The War Office. announces -that Col. A. B. Austin has been 
selected for appointment as Director, Army Dental Service, ın suc- 
cession to Major-General D. Clewer, C.B., whose tenug: expires on 
August 31. eee g . 

A meeting of the main executive committee of'sthe Medical 
Superintendents’ Society will be held at the Midland Station Hotel, 
Leicester, to-day (Saturday, ' August 15) at 2.15 pm. It may, be 
necessary to continue on’ Sunday, August 16. 

Schemes for the co-ordination of ‘hospital activities are reported 
from many quarters in these days of medical planning,’ and the 

. King Edward's Hospital Fund for London, which held its annual 
meeting in London recently, has, in conjunction with the Voluntary 
itals Committee, set up a joint committee on co-ordination 
under the chairmanship of Lord Donoughmore. The Duke of Kent,. 
who announced this in his Chairman’s address, said that the Fund 
was also assisting in the Ministry. of Health’s survey of hospital 
facilities in London and the Home Counties. At the invitation ot 
the Fund the chairmen of the London teaching hospitals had met ' 
and set up a committee of their, oyn in connexion with the Govern- 
ment’s inquiry into the organization of medical schools and the 
facilities for clinical teaching and research. Some co-ordination had 
, already been achieved in London For example, there was the 
Nurses Recruitment Centre of the Fund, through which many 
hospitals were now ,obtairung a' large proportion of their student 
nurses. Then there was the Contributory Schemes Committee, estab- 
lished a year ago, which aimed at encouraging only one such scheme 
for the London region. The treasurer of the Fund announced at 
the meeting that the total distributed during the year had been, with 
expenses and special services, ‘£313,000, or £44,000 more ‘than the 
net receipts, which meant they would have to draw on reserves. 
Subscriptions, donations, and income from investments were all less 
than in 1940, but the position as regards legacies for 1942 was better 
than in 1941, so the outlook for the Fund’s finances in this respect 
was promising. , a 

Dr. G. E. Friend, medical officer to Christ’s Hospital, Horsham, 
has accepted the invitation of the members of the Food Education 
Society to become its honorary general secretary. 








> EPIDEMIOLOGICAL NOTES 
ý Discussion of Table ‘ ` 
During the week under review large rises in the notifications 
of measles occurred in Kent, 78, and Nottinghamshire, 55 (108 
of the 192 cases were recorded in Nottingham C.B.). e 
largest decreases were those of Lancashire, 213; Essex, 74; 
Middlesex, 65 ; and ‘London, . 52. : è ` 
Diphtheria was more prevalent in the North than in the 
South. ‘The Counties of Lancashire, Yorks West Riding, and - 
Durham contributed 282 cases out of the total of 710 for the 
whole country. + , B® ge f 
Only 3 further’ cases were reported from the`outbreak of 

dysentery in Derbyshire, and 7 from Cumberland, Penrith U.D. 
where nearly 200 cases 'of'Sonne dysentery due to infected 
. milk have been reported. ; X 

_In London 24. cases of dysentery, almost one-quarter’ 
of the total, were ‘notified. The only local outbreaks 
of any ‘size were ‘those of the cities of Oxford, 11° 
cases, and Birmingham, 8. ` ae i 

' The incidence of paratyphoid and typhoid fevers has been 
at a very low level during the present year. Only 176 cases 
havé been recorded in the large towns, compared with 1,268 
cases in the corresponding period of last year. Although the 
incidence has fallen the case fatality has risen; the ratio of 
deaths to cases has been 1 to 7, compared with 1 to 30 in the 
same period of last year. a a | 


In Scotland the chief features of the returns were a decrease ' 


in measles, .32 cases, and an increase in the notifications of 
acute primary pneumonia, 24 cases. These fluctuations were 
due to the experience of Glasgow, where measles fell by 34 
cases and pneumonia rése. by 31. $ 
` Small-pox : x 
One further case of small-pox was reported-in Glasgow, at 
the beginning of the month; from an institution where a previous 
case had occurred. At the beginning of August there were 16 
cases of .small-pox in hospital in Glasgow and only one in 
Swindon. Many of the suspected cases have proved to be of 
chicken-pox. a “ i 
. Returns for the Week Ending August 1 i 
The notifications of infectious diseases in England and Wales 
during the. week included the following: scarlet fever 1,456, 
whooping-cough 1,116, diphtheria 650 measles 6,476, acute 
pneumonia 418, cerebrospinal fever 69, dysentery 64, para- 
typhoid 6, typhoid 9. , r 


‘ 


are {= in 
ý W ndon (admunistrative county). (c) 


. No. 2, 
INFECTIOUS | DISEASES AND VITAL STATISTICS 


‘We print below a summary of Infectious Diseases and Vital 


Statistics in the British Isles during the week ended J ay 2i: 
i for the week and th fe orre- 
Figures of Prinapal Nodfable Dienie for ta woe aro a ose er sed as) 
tland. (d) Hire. (e) Northern Ireland. 
under each infectious disease. 


Figures of Births and Deaths, 
and Wales (includmg London). 
: tland. a 


: (a). The 126 great towns 


13 pringpal towns in Eire. ( 
A dash — denotes no cases ; a blank space denotes disease not notifiable or 
no retum available. 












































i € 1942 1941 (Corresponding Wesk) 
' Disease 
@ lololo ©] @|O@)O}]@/ ©. 
Cerebrospinal fever .. 89 25 1 47 184 11 rm 3 8 
Deaths Se — 1 24 2 
Diphtheria we ae O 710) 35] 156] 65] 14 852| 23] 161| 27); 32 
Besta so : 13) — 3 —|— 19} — 3 — 1 
Dysentery 101) 24| 61] —| — asl 2 z 3| — 
Deaths Ae pani) Veena We aed) eed tie 
Encephalitis lethargica 
acute a NS z — 3 1| — 2| — -j~ 
Deaths š E e pees (a 
Enteric (typhoid and 
para id fever) } 44 1 3 5 _6 
Deaths x Bx 6|, — 
Bryupelas 2 —| 47 3 mae asl 9| 1 
Infective enteritis or 
Deaths | s9 7] oas o 3) as aj 5) onj 5 
Measles $à .. | 6,817| 695) 209| 40 142| 4,610) 130} 48| 191| — 
Deaths Bs E 1 2a — 1 3, 1 — $| — 
Ophthalmia neonatoram 11 314) Ye 88} 5| 17 — 
Paratyphoid fever li] — 3 —| —] 32 7 29} —| — 
Deaths ae | — yy —J—j— J —] — Je lol cio 
Pneumonia, influenzal* 479| 12 531) 18} 3) —}— 
Deaths (from influ- 2l 
enza) ST 1 4 12 i| — 
Pneumonia, primary .. 153| 19 108| 16 
Deaths ne o- 3) 6 ‘| — 3) — 
Polro-encephalitis, acute 5) — | - 4, 1 
Deaths ae a — = 
Poliomyelitis, acuto oa 12) lj— 2 — 0 — 4 
Dea x z —|— aa 
Puerperal fever re = 4 5s) ato Ym fel ae 
Deaths : oa — | — i 
Puerpéral pyrexia or 4 3 13% 11) 11 4 
Deaths Aon Aig = 
Relapsing fever = = 
Deaths as 
Scarlet fever 
Deaths 
Small-pox 
Deaths 
Typhoid fever 
ths 
Typhus 'fever .. 
Beatie: 
Whooping-cough 
Deaths 
Deaths (0-1 year, ie 
Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 





























i's 
form for England and Wales, London (administrative 
Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no long& available. i 


` 


208 AUGUST 15, 1942 





Letters, Notes, and Answers 


— 








to editorial business should be 
addressed to THe EDITOR, BritisH MEDICAL JouRNAL, B.M.A. 
House, TAVISTOCK SQouarsg, LONDON, W.C.1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS 

` if reprints are requirdd, as proofs are not sent abroad. , 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 am- to 5 Pi). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC ADDrRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. SCOTTISH OFFIŒ: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Itching of Limbs 

Dr. W. A. MILLIGAN (London, W.1) writes: I have a patient, male, 
aged 79, who for the last two years has suffered from intolerable 
itching of the skin, more especially round the ankles, thighs, and 
arms. No rash of any kind, except the marks from scratching. 
All the irritation goes completely whenever he puts on his clothes 
in the morning, and does not trouble him again till he takes oft 
his clothes at night. All the ordinary rethedtes have been tried, 
with no effect. His organs are all quite healthy, except for a 
slight prostatic enlargement. Can anyone suggest a treatment? 


` Artificial Respiration in Phosgene Poisoning ? 


Dr. F C. Eve (Hull) writes in reply to Dr. J. L. Barford who asks 
(Aug. 1, p. 148) for information about the above question, on 
, Which opinions differ: In 1938, I gave a lecture in London on 
“ gravitational nursing ” in which various uses of my tiltable bed 
were demonstrated. It can be tilted (and clamped) around a 
central axis at any desired angle, head up or head down. When 
the clamps are removed the bed can be used to produce artificial 
respiration efficiently by Eve's rocking method (a dozen double 
rocks a minute through a total range of about 60° shifts the 
diaphragm up and down by gravity: see Lancet, March 11, 1939) 
At the lecture a colonel in the R.A.M.C., who had experience ot 
“ choking ” gases in the last war, was in the chair. He felt con- 
fident that the steep head-down tit available in this bed would 
be very valuable in cases drowning in their own secretions from 
gas poisoning. He sent the manufacturer to the War Office with a 
note to that effect. Later, a number of these beds were ordered by 
the Ordnance Dept. and also by the Air Ministry. Although I 
cannot speak from experience of irritant gas poisoning, my original 
case of a child drowning in her own secretions (from post- 
diphtheritic paralysis of the diaphragm) was quickly relieved of her 
“ death-rattle ” by a steep head-down tilt and then permanently 
cured by wo days of artificial respiration by rocking. Hence the 
tiltable bed should certainly relieve cases of gas poisoning in the 
“ drowning ” stage by the drainage (? intermittent) ot a steep 
head-down tilt (bed-blocks inadequate). Artificial respiration by 
rocking could then be proceeded with on the same bed—if and 
when it gave relief, we manufacturers are Sidhall & Hilton, 
Sowerby Bridge, Yorkshire; the price is, or was, very moderate.) 
The pelvis (not the chest) may be immobilized on the bed by a 
cross-over girdle’ extemporized from a motor-car inner tube with 
2 cords Pulling it upwards and 1 (median) pulling it downwards. 
These distressed patients would presumably not tolerate Schdfer’s 
method but might stand the rocking method (on and off), which 
ts equally efficient and should aid their respiratory eftorts it 
synchronized with them. 


All communications in 


` 


Income Tax 


Expenses of Assistant 
O. G. is an assıstant living away from his principal's premises. 
Messages are, delivered at his residence, and he sees patients there. 
What proportion of the cost of his rent, heating, lighting, domestic 
services, etc., can he claim? 


*." It is assumed that the Professional use of his residence is 
One of the conditions—express or implied—of his assistantship, 
otherwise he has no legal claim for any allowance. As regards any 
Proportion, it is impossible to offer any suggestion without full 
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LETTERS, NOTES, ETC. 
Warmth in Winter 

G. D. G. writes: The coming winter hardships of fuel shortage would 
be greatly mitigated if we were to follow the methods of Northern 
Chinese who pass through five months of rigorously cold weather, 
with low fuel consumption, in comparative comfort. They have 
a simple rule—the colder the climate the more clothes they wear. 
A wadded gown with long sleeves and wadded trousers bound 
round the ankle make thém independent of a chilly room. Men, 
women, and children of all classes wear these wadded (cotton- 
waste) garments. In North China they would laugh at the spectacle 
‘one sees in this country of our womenfolk clad in thin “ undies-" 
with short skirts and silk stockings shivering with cold. Also, the 
Chinese do not have the open fireplaces we have with 70% of the 
heat going up the chimney: they install a small stove in the far 
comer of the room and lead a long chimney metal pipe right 
across ıt The bigger the room the longer the pipe. This radiates 
heat from a few pounds of coal in a slow-burning simple stove 

Blood Serum in Local Treatment of Burns 

Dr. F. W. Smeson (Perth, W. Australia) writes: For some time 
now I have been using blood serum for the local treatment ot 
burns and wounds of any natufe. The burns are cleansed in the 
usual manner, the loose skin being removed, and serum applied 
by means of a pipette. This is repeated every hour for 12 hours 
to tampons applied to the burnt area. In fact the serum simply 
takes the place of tannic acid in the usual treatment of burns. It 
the burns are extensive, mixed blood serum is also given intra- 
venously. I think the serum is the ideal dressing for burns ot the 
hand and face, as it is a simple supplement of Nature’s own 
exudation of serum to the raw areas. The results have been 
“excellent. I prepare the serum myself by drawing it oft from 
“blood after standing for a few hours. The serum keeps tor a 
month or so if stored in a refrigerator. 


Silver Nitrate in Excessive Bleeding 

Dr. G E. H. Le Fanu (Liverpool) writes: The interesting case of 
death in a haemophiliac after tooth extraction reported by Messrs 
Endicott, Mitchell, and Qvist (July 11, p. 34) has brought to my 
mind two cases of oozing after tooth extraction in middle-aged 
women: one had been bleeding for 15 hours, the other tor 24. In 
both cases arrest of bleeding was immediate after insertion between 
finger and thumb of a stick' of silver nitrate into the cavity and 
gentle rotation from side to side for a few seconds; bleeding did 
not recur and healing was uneventful. I have never seen any 
reference to this method: it should be worth trying. 
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MEDICINE 100 YEARS AGO 

Extract from the Provincial Medical Journal for August 13, 1842, 
being a letter to the Editors under the heading “ Professional 
Etiquette ” : 

“ Gentlemen,—In justice to the profession to which I belong, 
I lay the following glarıng case before the public. Had it been a 
single instance from tho same quarter, I might not have noticed it ; 
but as it is only one out of many, equally bad, I select it as of most 
interest.—I remain, Gentlemen, yours obediently, 

‘ WILLIAM’ REEVES, i 

Carlisle, August 8, 1842 Surgeon to the Carlisle Dispensary 


“A young man, a dispensary patient under my charge, laboured 
under stone in the bladder, for which I advised hım to submit to an 
operation. I stated to him that I would perform the operation in 
his own house, or, if he preferred it, he might go to the infirmary, 
where more conveniences would be provided than he could otherwise 
have. This, the young man said, he would decide upon in a short 
time. However, in the meantime, the apprentice to a general prac- 


' titioner in this town, Mr. Elliot, met the young man in a joinei’s 


shop, on leaving which the patient said, ‘I must go and see Mr 
Reeves at the dispensary’ The apprentice asked what ailed him, and 
the patient answered, ‘I have got a stone in the bladder.’ The 
apprentice then advised him to call upon Mr. Elliot, and the lad 
did so. After the patient had answered Mr. Elliot’s questions, and 
stated that Mr. Reeves had advised him to submit to an operation, 
Mr. Elhot intimated that if he allowed himself to be operated on 
he would surely die, and’ at the same time read to him some statistical 
table, showing that almost every one died after an operation for 
stone. Mr. Elliot then proceeded to examine him—stated that there 
were’ two stones, and that he could cure him without cutting, or any 
danger. This the man gladly listened to, and came and told me 
what I have above stated. I told bim I never discovered more than 


jone stone, and if Mr. Elliot had persuaded him to the contrary, he 


would ultimately find out his mistake. At the same time, I told 
him that no operation could be unattended with danger. After a 
short tme Mr. Elliot operated, cut down upon the membranous 
Portion of the urethra, dilated the Prostate, and took away one 
small stone.” 
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LATE REHABILITATION OF THE INJURED 
A SURVEY OF SEVEN YEARS’ EXPERIENCE IN AN INDUSTRIAL CLINIC 


ALEXANDER MILLER, M.B. F.R.C.S.Ed. ` 


asion Consultant Orthopaedic Surgeon, E.M.S., Scotland, and Lanarkshire Orthopaedic Association , 
Senior Assistant Surgeon, Fracture Department, Victoria Infirmary, Glasgow- 


Informed opinion is agreed that rehabilitation of the 
injured is inseparable from early treatment of the 
original trauma, and the importance of this was 
adequately stressed in the Delevingne Report of 1936 
(British Medical Journal, 1937, 1, 1218 ; 1939, 2, 417, 461). 
Since time must elapse, however, before the changes recom- 
mended in such a report are generally accepted, some 
measure of compromise is necessary to. encourage further 
progress, and the work of the Lanarkshire Orthopaedic 
Association is an attempt to improve some of the existing 
anomalies. The following report is a survey in narrative 
of thé work of: this association to date. 


Before the presem war, regional hospital service.in Scotland 
had not developed to the same extent as in England, and thus 
it happened that the large industrial county of Lanarkshire, 
where coal-mining constitutes a major source of employment, 
depended mainly on Glasgow for all hospital and out-patient 
treatment. Trauma is a common occurrence in the mining 
industry, and as a result of this there were accumulating an 
increasing number of patients who had recovered in part from 
their original trauma but who were still scarcely well- enough 
to return to their previous occupation. This raised among 
medical practitioners the question of providing a centre in 
the county where provision might be made for further 
treatment of these cases. 

Following on a number of preliminary meetings with 
representatives of all those interested in the problem, an 
Orthopaedic Association was formed in 1935 with an Executive 
Committee consisting of six members of the body known as 
the Lanarkshire Medical Practitioners’ Union, three members 
of the Coalmasters’ “Association, and three members of the 
Mineworkers’ Union. It was agreed that maintenance costs 
should be borne equally by the mineworkers and coalmasters, 
and that a grant towards equipment should be made by the 
Miners’ Welfare Committee. The problem of travelling 
expenses for patients attending the clinic necessarily arose, 
and this difficulty was overcome by the coalmasters making 
a grant to cover these. 

The first session of the clinic was held in May, 1935, at 
Motherwell, a central town providing easy access by rail and 
road from all the surrounding mining areas. Accommodation 
was provided in the out-patient premises of the County Fever 
Hospital, whose x-ray facilities were placed at the service of 
the clinic. In the course of the first two years three further 
treatment centrés were opened in welfare institutes adjacent 
to the main industrial centres. 

The Ideal Aimed At.—At the beginning of the experiment 
it was stressed that the objective was the segregation of all 
injured employees at the earliest possible time. Unity-of control 
throughout the period of treatment, and until full working 
capacity or maximum improvement was obtained, was highly 


` 


desirable ; but, since hospital facilities were not at present 
available locally, ıt was indicated that an attempt would be 
made to deal with that group of patients comprising the late 


stages of trauma. 
Staff and Equipment 

An orthopaedic surgeon controls the activities of the clinic 
and has the right to refuse treatment where this is unlikely 
to further the progress of the patient. In a clinic of this 
nature such a mandate is important, as otherwise patients who 
are out of work might be apt to look on the clinic as a club 
centre and thus falsify statistics, or at least give an untrue 
picture -of the position.. Treatment is carried out by an 
orthopaedic sister who is also a ‘qualified masseuse. During the 
past year a secretary and a liaison officer have been added 
to the staff. The duties of the liaison officer are referred 
to later. 

On the surgeon’s recommendation it was originally decided 
to equip the clinic with simple radiant-heat baths and to add 


apparatus as circumstances demanded. The wisdom of this 


decision has been amply demonstrated in practice, for, apart 
from a heavy rowing-machine and plinths, all other apparatus 
has been devised from simple ropes, pulleys, and sandbags. 
In treating this type of patient the essential requirement is 
a well-trained orthopaedic sister, with personality and patience 
rather than an academic knowledge of electro-magnetism. 


Working of the Clinic 

There was some antagonism to the scheme in its early months, 
for the workman tended to view it as an attempt to coerce 
him to return to his labour, and the surgeon was apt to 
appear to him as an ally of the compensation authorities. 
At first there were many prolonged and heated arguments 
related to these points, but gradually the clinic came to be 
accepted purely as a treatment centre which had no aim beyond 
that of aiding and perhaps accelerating the return of the 
patient to full physical well-being. Two principles have been 


-adhered to throughout and have helped to win the confidence 


of the.patient. First, the surgeon’s record cards are private, 
and the only progress notes sent out are dispatched direct to 
the patient’s own doctor. Secondly, no medical reports are 
made by the surgeon on behalf of either patient or employer. 
This I believe to be an indispensable rule in the working of 
this type of clinic; otherwise, the possible appearance in the 
law courts of the surgeon in charge tends to create a suspicion 
of bias and invalidates the usefulness of the clinic as a purely 
therapeutic centre. Personal experience has shown: that this 
has encouraged the patients to be frank in stating their views, 
their fears, and their grievances, so that they often seek advice 
before coming to a decision im respect of the particular 
difficulties of their problem. From this factor .has emerged 
a social aspect to the problem of those injured in industry 
which, in the view of many of those concerned, js being 
inadequately dealt with. e 
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approach of the liaison officer to industrial concerns in the 
Type of Patient county has up till now yielded more immediate results. 


It ıs unusual to see a patient who has not been under treat- 
ment elsewhere for some time. The period varies in the case 
of a soft-tissue injury from a few days to six months, andin the 
case of a fracture from months to years. In most instances no 
notes of previous treatment accompany the patient, and previous 
records are often difficult to obtain and frequently incomplete. 
A considerable number of patients not inaptly illustrate the 
expression “ broken men.” 

The great proportion of patients are in receipt of compensa- 
tion, although some are receiving national health insurance 
benefit. In the past two years there has been an increase in 
the number of patients seeking treatment while still attending 
their work, and there has been a tendency to refer minor 
injuries at an earlier date, but, on the whole, the bulk of the 
patients conform to the gomprehensive title suggested above. 

In the early months of the clinic’s activity attempis were 
made to tackle the problem of providing “light work ” in the 
mining industry, and in 1937 the Executive Committee finally 
agreed to a formula of occupational therapy ın the form of 
“alternative work.” The mineworkers stipulated that this work 
should not include such duties as those at present performed 
by the aged or by young boys, but should consist of some 
alternative duty specially provided. Agreement was reached 
by deciding “ that in any instance where the surgeon considered 
that the patient would benefit from alternative work, then 
suitable duties should be provided at the rate of 25s. per week 
in addition to patient’s compensation allowance, based on the 
earning capacity of 25s. per week.” It was made a condition 
that this should not prejudice the patient if any later disagree- 
ment occurred regarding his physical fitness and where an 
appeal was made to the medical referee. 

In practice this scheme was difficult to administer, as its 
hope of success lay in the full co-operation of everyone con- 
cerned, and it became clear that the presence of a liaison 
Officer, to act as an intermediary in the home and at the pit- 
‘head, ,;Was necessary. x 


Social Service and the Liaison Officer 


‘ Experience of the valuable work which a trained almoner 
was accomplishing ın an orthopaedic and fracture clinic to 
which I am attached pointed the way to a solution of many 
problems. As the patient gained confidence in the clinic 
workers he occasionally revealed problems of his private life 
which were greatly aggravating his physical burdens, and the 
advantages to be gained from the services of a trained almoner 
were placed'before the committee. The suggestion of ‘such 
an appointment did not meet with whole-hearted approval, 
the main opposition coming from the miners’ representatives. 
who feared that such an arrangement would interfere with the 
liberty of the men and the privacy of their homes. In 1940, 
however, it was agreed to allow a trained almoner to work 
under the direction of the surgeon for a probationary period 
of six months. Her duties consisted in visiting the home of 
each patient, where her help in solving domestic burdens in 
cases of family illness, in arranging holiday convalescence, and 
in obtaining suitable training for younger members of the 
family earned general gratitude. b 

Contact was made with the unemployment bureau, with the 
industrial firms in the county, and more particularly with the 
various colliery managers. This personal approach has done 
a great deal to enlist sympathy and help. In the colliery, 
special work was arranged for 14 recommended cases in the 
first few months. Graduated duties were also arranged for 
many patients so that they might accustom themselves to the 
routine of their previous work. Similarly, where wet workings 
were often responsible for broken time in cases of the 
“rheumatic diathesis,” arrangements were made to give recom- 
mended cases more favourable working conditions. In the 
past year 87 employees have benefited by this arrangement. 
Many relatively trivial matters were also dealt with, and the 
action taken has promoted a better mutual understanding of 
real or apparent grievances. 

Recently, the emergence of the Government Training Scheme 
has opgned up a wide fleld of possibilities for dealing with 
many of the problems ofelate rehabilitation, but the personal 


Clinical Conditions £ 


The complaint is usually one of pain, swelling, deformity, 
or stiffness related to the limbs or trunk. The proportion of 
” soft-tissue igjuries is greater than that of fractures, and by’ 
the time the patients are first seen healing of bone is almost 
invariably established. 

Recently a card index has been prepared so that a more 
accurate statistical record may be made, but this is only due 
to be brought into operation now. It ıs based on the, punch 
record system. The back of the card is reserved for treatment 
and progress notes. l ' 

Trauma and Arthritis—In injuries affecting the muscle-joint 
system signs of arthritis are-often detected clinically and radio- 
logically, especially in the knee, hip, and spine. Radiological 
evidence of arthritis is very uncommon in the shoulder-joint 
proper even where clinical evidence is unmistakable, but 
irregularity of the acromio-clavicular joint is not unusual. 
Indications of arthritic change in other parts of the muscle-joint 
system are, the rule even although these have remained 
symptomless to date. During routine examination clinical 
evidence of arthritis is sometimes detected in relatively young 
miners without any previous disability having occurred, and 
it is clear that this factor will predispose to joint injury and 
incapacity. The working conditions of cramped posture, damp, 
and repeated minimal traumata are all accepted factors pre- 
disposing to osteo- -arthritis, and this relation of trauma to 
arthritis is an ever-present one in the mining industry. Spinal 
injuries due to twist or strain are notoriously common, and 
here again underlying arthritic changes which have been 
present over years of work in the mines are usually evident. 
The superimposed trauma is literally the “last straw,” and the 
result is prolonged incapacity. 

Age.—Tissues show the ‘usual evidence of wear and tear 
from arduous work in the mines, but age in actual years, plays 
little part in deciding working conditions for the individual. 
Not infrequently men between 60 and 70 are still actively 
engaged in work at the coal face, and although it is obvious 
that they are becoming more liable to injury it often requires 
some “accident” to bring about their retirement from labour 
Frequently we see youths and young adults who are quite 
unsuitable for working conditions below ground and who are 
heading for early invalidism unless transferred to more suitable 
surroundings. -Fheir attendance at the clinic is due to their 
working at a strain quite beyond their physical capacity. 

Mental Attitude——As a group the mining community is not 
nervous, though a few individuals have had their confidence 
shaken by imprisonment under falls from the roof and will 
riot be fit for duty again if this necessitates return to their 
previous environs. On the whole they accept the discomforts 
of work with little complaint, but when faced with injury 
vare unyielding in their demands for retribution. They are 


. keen on any hazard, and’ thus are’ tempted to gamble with 


the “lump sum” settlement. Their generosity to an injured 
colleague is common knowledge: we had a recent example of 
this when a group on pay-day subscribed enough to purchase 
the “ best artificial limb” for a disabled colleague rather than 
delay until “ Charitable Boards” came to a decision. 


Treatment 


Experience at this clinic has shown the importance, of the 
social aspect of rehabilitation of those injured in industry, and 
in my opinion it should form an integral part of any com- 
prehensive scheme. A change of environment was desirable 
in many of the patients examined, and this was arranged by 
encouraging a greater use of the facilities existing in the Miners’ 
Convalescent Home. It entailed a break in continuity of treat- 
ment at the clinic; but the patients were never away for 
longer periods than 7 to 14 days, and the occasion was thus 


. used in the nature of a complete change from home and treat- 


ment. In 1938, however, the advantage of a residential 
rehabilitation centre in country surroundings was advocated 
as a reason for further extension of the scheme, and the 
committee still had this matter under consideration when war 
supervened. At present the difficulty is being partly overcome 
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by utilizing accommodation in an. E.M.S. country hospital 
whėre the facilities of an orthopaedic service are available 
under the same surgical supervision as the clinic. ` 

Only the principles of treatment will be mentioned here, as 
routine exercises vary little in nature from ‘those described 
in recent articles on rehabilitation by Watson-Jgnes, Nicoll, 
and others. Most of the patients have local. heat applied 
to the affected part, and a simple radiant-heat bath has proved 
adequate for this purpose in practically all cases. Active 
exercises are carried out on a graduated scale, and resistance 
exercises are begun as soon as muscle power justifies this. 
Recourse to passive stretching is seldom made, and then only 
under surgical guidance, but manipulation under general 
anaesthetic is occasionally required. In such instances the 
patient is transferred to hospital for at least“a 48-hour period 
‘to ensure immediate post-manipulation co-operation in exercises, 
Electrical stimulation of an atrophied muscle is rarely practised 
after voluntary contraction is obtained, greater reliance being 
placed in the re-educational skill of the orthopaedic sister than 
in the effects of electrical stimulation. ° ' 

Each patient is taken individually until he understands his 
instructions, and thereafter he is transferred to a class in which 
the competitive spirit is encouraged. The introduction of 
„exercises to music was a popular innovation, and is now routine 
in all class exercises. “At a later stage in treatment, when the 
patient is approaching fitness for work, he is encouraged to 
use the implements of his trade, but these have no place in 
the early stages of treatment. It is important that working 
posture be fully appreciated in any scheme of treatment, and 
in order that this might be understood and applied, the staff 
have visited the coal-mines and noted the attitudes adopted 
for each branch.of the work. -This knowledge has also proved 
of benefit when giving advice regarding suitable graduated 
duties before a patient returns to his previous work. $ 
_ Some patients need local splintage as a temporary measure to 
support weak muscles during their stage of recovery. Others, 
again, require a more permanent type of support to aid function, 
as in drop-foot, or to control painful movements of a joint 
„in the presence’ of gross arthritis. 

As previously stated, the greater part of the equipment used 
in the clinic is devised by the orthopaedic sister from simple 
ropes, weights, and pulleys. N i 

Can 


: ‘Some Unusual Anomalies 
Compensation 

Case 1'—A patient, after a.crush injury at work, was left with 
spastic lysis of lower limbs and permanent incontinence 
of bowel and bladder. He was first seen at the clinic following 

_ on two years’ recumbency treatment, and after instruction -was 
, finally able to`walk by the aid of spinal brace, callipers, and 
stick support. To relieve the monotony of existence he opened 
a small shop in his own home, but was advised that any attempt 


on’ his part to serve behind the counter would result in his” 


compensation being reduced to that of partial incapacity. 
’. Case 2.—Following on compound fracture of a lower limb 
with resultant knee and ankle stiffness the patient’s general 
condition improved and he was advised to do, home gardening 
to accustom himself to shovelling, etc. He was agreeable) but 
\reported later to say he was‘informed that this would result 
in his being classified as, fit for light work. Though this was 


possibly true, it delayed purposeful te-educational exercise in 


a willing patient. : 


Legal ENS 

Case 3.—A patient who had almost fully recovered from his 
injury was advised to consider return to graduated duties wher 
reporting to his compensation board in a few days’ time. He 
seemed troubled regarding this suggestion, and explained that 
he was under legal advice. It transpired in subsequent discus- 
sion that’his law agent lived some $0 miles away, that be had 
never seen his agent, and that his case had been booked by a 

` colleague who acted as a tout on a commission basis. 


_~ Trade Union : i 
Case 4.—A patient under 18'years of age lost his leg as a 
result of an accident at his work and showed a desire to take 
an alternative vocational training. - Arrangements were made 
for his absorption into selected secretarial work, but he .was 
counselled by his union to delay settlement until his claim 
could be considered on an adult basis, it being stated that if he 


sought training prior to settlement it would prejudice his case. ` 


This introduced the psychological problem of possible change 
in mental attitude of a young patient.during a long period of 
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inactivity and a probable lost opportunity of training. The 
patient’s guardian agreed to accept the personal responsibility 
of settlement and immediate training, 
` Results 

It has been difficult to keep a close and accurate follow-up 
of all cases discharged from treatment since the clinic started, 
but this has been rendered easier since the appointment of the 
liaison officer, and it is hoped it will’ be less laborious with 
the new index system of records. In the earlier years, statistics 
were maintained’ by reports from new patients concerning the 
activities of previous patients known to them either through 
domestic or working contacts—the freemasonry of the miner— 
or’by direct communication. The results are shown in the 




















Table. A . 
Li 
Cases Returned to 
No of Patents | Cases Unsuitable 
Annual Report : Full Duty or Settled 
for as dirsa and Working 
1935-6 183 20 : 
1936-7 221 14 
1937-8 325 25 
1938-9 378 3% o”? 
1939-40 350 18 
1940-1 ' 414 19 
1941-2 385 37 
| 
Conclusions 


Early treatment of traumatic cases under unity of control 
is desirable until return to duty or maximum recovery. From 
experience in the present clinic this would be possible on 
asregional basis in Scotland by development of the after-care 
clinic system under the control of a central traumatic unit. 
The scheme should include ‘a residential rehabilitation centre. 

Treatment entails knowledge of the mental attitude of the 
disabled as well as of their physical complaints. , This is best 
acquired at present by staff under training in an orthopaedic 
hospital, where they learn to appreciate many problems of the 
disabled during convalescence and where the advantages of 


‘ vocational training are seen. A 


In an industrial clinic it is desirable that the staff visit the 
various industries in their’ region so that they may appreciate 
fully the working posture of the patient and may be able also 
to suggest possible graduated light duties in the patient’s trade. 

The clinic should be under the direction of an orthopaedic 
surgeon whose case records are strictly confidential and who 

„should refrain from issuing medical reports, on patients under 
his. care, for purposes of litigation. -. 

A liaison officer who has had training as a hospital almoner 
is indispensable in work of this kind. The social aspects of 
this problem are not sufficiently appreciated, and extension of 
social service will do much to solve many of the problems 
existing between workman and employer. 

Anomalies in the Compensation Act are well known to all, 
and the cases here recorded demonstrate some unusual occur- 
rences and suggest obvious and easily effected improvements 
for these. Many other aspects of this particular problem are 
beyond the scope of discussion in this paper. 

Trauma and arthritis are inseparable ın many patients from 
the coal-mining industry. Some method of periodic medical 
supervision of the employees would be an advantage, so that 
with advancing years and decrease of ‘physical power the miner 
could be recomimended for less arduous duties. It might be 

' possible to adjust wages by introducing a contributory pension 
scheme. 

The mining industry has only limited scope for employing 
those patients left with residual disability, and it is desirable 
that regional ‘rehabilitation and training schemes be established 
for co-operation between heavy and light industries. The 
recently introduced Government Training Scheme promises a 
solution to this problem, but it requires to make some more 
definite arrangements for the patient who is still in receipt 
of compensation because of residual disability. 
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(From the Wards and the Courtauld Institute, Middlesex 
Hospital) 


The destruction of civilian property by air raids has been 
responsible for the recognition of a ‘new clinical syndrome 
with characteristic features and often runhing a-typical and 
fatal course. There is a history that the patient was in a 
building which collapsed after a bomb hit, and that a limb 
was pinned down by a beam or heavy object for several 
hours before release. Immediately on rescue the victim 
may look surprisingly well despite burial under debris for 
many hours. But some hours later the patient becomes 
gravely ill from shock, and, if this phase is successfully 
overcome, within 24 hours or so fresh anxiety arises owing 
to haematuria and a low urinary output. Despite measures 
directed towards stimulating diuresis, the oliguria becomes 
progressively more marked, terminating in anuria and 
death from uraemia. The limb that had been pinned down 
becomes very swollen and hard with oedema soon after its 
release from the pressure, and is partly or completely 
paralysed from nerve compression. is wis NP 


f ' Aetiology: A New Conception 


This syndrome has been referred to as the “ rush syndrome,” 
perhaps incorrectly ; for crushing and pulping of the tissues 
is not a striking feature. On the contrary, it is much more 
typical for the limb to show no evidence of damage except 
for some skin abrasions at the site of the compression. A 
more accurate descriptive term would be “compression 
syndrome.” The cause of this syndrome has given rise to 
much speculation, and most theories incline, to the view that 
it is the result of a toxin produced in or by damaged tissue. 
Treatment based on this hypothesis, however, has been very 
disappointing, and most surgeons in charge of such cases have 
had the distressing experience of seeing their patients pass 
from a good general condition to death from anuria despite 
heroic measures to re-establish the urimary flow. After similar 
experiences, in March, 1941, we considered that the toxic theory 
and the treatment based on it were wrong. Instead: of the 
toxic theory based on the release ofetoxic metabolites from 
damaged muscles, we thought the compression syndrome might 
be simply due to a loss of blood constituents from the circula- 
tion into the tissues of the limb, the capillaries of which had 
temporarily lost their function through the long compression. 
Certain findings seemed to support this conception, including 
_ a depletion of the plasma proteins and a very marked swelling 

of the limb. Indeed, the swelling of the limbs in the fatal 
cases was so pronounced that small abrasions in the skin were 
weeping plasma copiously. It became obvious that fluids 
given intravenously drained into a toneless flaccid limb, the 
fluid capacity of which must be enormous. 


' Treatment by Positive Pressure 


While we were unable to give a complete explanation of 
the renal phase of the syndrome, we decided to introduce a new 
form of treatment based on this new conception of the problem. 
The treatment aimed at restoring extravasated fluid back from 
the oedêmatous limb intg the circulation.. The particular 
method we used was intermittent positive pressure up to 


r 


60 mm. Hg applied through a specially made large blood- 
pressure cuff firmly bandaged to the limb and eonnected with 
a pavaex motor. In June, 1941, we published reports of two 
cases successfully treated on these lines. 

Since this publication we have had no opportunity of treating 
additional cages. Strong experimental support for our view, 
however, appeared in a recent paper by Duncan and Blalock 
(1942). Employing dogs, they have produced a condition 
similar to the compression syndrome of man. These authors 
found that if the affected limbs were immediately placed in 
a pneumatic cuff with a pressure of 40 mm. Hg approximately 
75% of the animals recovered, whereas in the control series 
the recovery rate was only approximately 5%. We (Patey 
and Robertson, 1942) have recently drawn attention to the 
confirmatory work of Duncan and Blalock and suggested that 
routine treatment on the principle we originally recommended 


- 18 now justified. 


Application of the Method 


The object of the present communication is to consider the 
application of the principles outlined by us to first-aid treat- 
ment. On our views there would seem to be a justifiable hope 
that if a simple standard form of first-aid treatment were 
adopted as soon as a limb had been released from compression 
many cases of the syndrome would be prevented. But the 
mere advice to “apply a firm bandage” is not enough. We 
have studied the question by bandaging on top of a blood- 
pressure cuff applied to a limb, and noting the increase of 
pressure produced. With different types of bandage applied 
in different ways, a wide variety of pressure readings were 
obtained, varying from ineffective pressure to dangerous 
pressure occluding the arterial circulation. The factors con- 
cerned in pressure produced by bandaging are, first, the force 
with which the bandage is applied ; secondly, the elastic force 
of the bandage and the, degree to which this is stretched ; 
and, thirdly, the number of turns to any given length of limb. 
We started from the basis that on the facts at present available 
the pressure to be aimed at was somewhere between 40 mm. Hg 
(used in dogs by Duncan and Blalock) and 60 mm. Hg (used 
by us). After this we rejected a number of types of bandage 
as unsatisfactory—the domette because of its lack of elasticity ; 
the crépe because of its tendency to stretch and lose its 
elasticity ; and rubber bandages becayse of the danger of too 
great pressure and occlusion of arterial supply. We also thought 
an adhesive bandage undesirable as not allowing for adjustment 
and reapplication. ‘ 

Finally we decided on an elastic web bandage made to the 
pattern of Dickson Wright (by Messrs. Down Bros.), the width 
of which is a fraction under 
3 ın. This is a strong bandage 
of standard strength and elas- 
ticity; the latter of which is not 
easily lost. If this bandage is 
applied from below upwards 
stretched to double its un- 
stretched length, with each turn 
partially covering the previous 
turn so that 3/4 in. of the 
lower edge of the latter projects 
below the fresh turn (see Fig.), 
an approximate pressure of 40 
to 60 mm. Hg is obtained. One 
or two small practical hints 
may be given. The bandage 
should be applied direct to the 
limb without the intervention 
of clothing, which will interfere 
with the effective pressure. The i 
degree of stretch can easily be assessed if the bandage is marked 
along its lower edge at 1/2-in. intervals. Most people can 
easily judge 1 in., the distance to which the marks have to be 
stretched: as a simple check, a halfpenny coin is 1 in. in 
diameter. Care should be taken to see that the stretch is 
equal all round; there is a tendency to stretch the bandage ' 
to the correct distance in front but not to stretch it sufficiently 
at the back and sides. We have found that this error 
is best avoided by applying the bandage in short segments 
at a time rather than in long loops. The 3/4-in margin can 





'AUGUST 22, 1942 PROPHYLACTIC TREATMENT OF COMPRESSION SYNDROME 


be assessed by noting some convenient longitudinal line on 
the bandage. Only a light force with the forearm is required 
to stretch the bandage to the correct degree, and it should be 
possible with a little practice for even the inexperienced in 
bandaging to apply it correctly. In order to avoid oedema 
below the lower limit of the bandage, the foot and hand should 
be included. We have found that 2.or 3 bandages dre required 
to cover completely the lower limb, and 1 or 2 for the upper 
limb. F: 

The question next aris@és of the, further treatment of the 
case after admission to‘ hospital. If the bandage has been 
immediately and correctly applied no further local treatment 
should be required. How long the bandage should stay on 
will have to be determined by experience. But at present 
it would seem that it should remain at any rate for some days, 
and possibly. then be reapplied at slightly less pressure. 
Finally, there is the question of ‘the treatment of the case 
admitted to hospital with an established oedematous limb 
either because prophylactic first-aid bandaging has not been 
used or has been used inefficiently. As already noted, we 
employed in our two original cases intermittent rather than 
continuous positive pressure, because we thought on theoretical 
grounds that the pump-like action of intermittent pressure 
would be more efficient than continuous pressure, particularly 
in a paralysed or semi-paralysed limb, in getting rid of estab- 
lished oedema. If this view is confirmed, some other motive 
force than a pavaex motor will have to be devised before 
our technique can be generally adopted, owing to the limited 
number of those machines available. We are imvestigating the 
possibility of developing a simple water-pump which fulfils the 
same purpose. a ; 


The compression syndrome E crush syndrome ”) is due to 
loss of blood constituents into the affected limb. 
~ The principle of treatment should be by positive pressure, to 
prevent oedema and get rid of any already existing ‘fluid. 
The elastic web bandage applied in the way we have 
describéd is the simplest efficient means of exerting this positive 
pressure in a standard manner as a first-aid measure.. ’ 
First-aid parties should be equipped with these bandages 
and taught, the proper technique of their application. The 
importance of applying the bandage immediately the limb has 
' been released from ‘compression should be stressed. 
. ` REFERENCES R , = \ 
Duncan, G. W, and Blalock, A. (1942). Ann. Surg., 115, 684. 


Patey, D. H., and Robertson, J. D. (1941). Lancet, 1, 780. 
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The social welfare policy im Sweden is being continued 


despite the present Strain, and the new Swedish. State Institute ` 


for Public Hedlth in Stockholm was inaugurated by the King 
last: year. The institute is organized in three depart- 
ments: one for general hygiene, one for occupational hygiene, 
and a third for the scientific control of foodstuffs., In addition 
to their intelligence service all three branches carry on scientific 
research. The first-mentioned department provides education 
in social hygiene for public health officers, including maternal 
‘and child welfare, housing hygiene, tuberculosis care, water, 
and drainage. The task of the department for occupational 
hygiene is to investigate and prévent ill-health and accidents 
arising from unsuitable working conditions. In the sphere of 
food the prime task of the institute is to prevent the manu- 
facture and sale of products dangerous to health and to assess 
the value of various foodstuffs from the standpoint of nourish- 
ment. Special attention is devoted to investigation and control 
of vitamins in foodstuffs; fodder, and medicinal preparations. 
The new institution {has at its disposal over 100 laboratories, 
as well as an ani house, which is said to be the largest in 
Europe. It employs'a staff of about forty persons, not includ- 
ing the medical students studying there, and its head is the 
well-known Swedish physiologist, Prof. Ernst Abramson. The 
institute, which is situated within the big “ medical city” built 


in the last few years on the northern outskirts of Stockholm, | 


has cost over £118,000. Part of this has been defrayed 
Rockefeller Foundation. Ñ 
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VAGINISMUS: ITS MANAGEMENT AND 
PSYCHOGENESIS 


E BY 
JOAN MALLESON, M.B., B.S. 


The number of marriages which are legally annulled must 
be very small compared with the number which are not 
in fact actually consummated. It is by no means un- 
common for women who have been married many years 
to seek advice on account of dyspareunia, conjugal dis- 
satisfaction, or sterility, 'and for examination to reveal a 
hymen partially or totally intact. A large proportion of 
-“guch patients are genuinely astonished when. this fact is 
made known to them. It would be difficult to assess 
whether such cases are due more frequently to failure 
on the part of the husband or that of the wife ; because, 
although one partner may be initially responsible for the 


- difficulty, more often than not this trouble is, so to speak, 


emotionally “infectious,” or, at any rate, accentuated by 
the other partner being under-competent, over-anxious, or 
‘too forbearing. This article will deal with those cases in 
which the trouble comes mainly from the woman’s side, on 
account of coitus being rendered impossible by spasm of 
the introital vaginal muscles. g 


Clinically, the'term ‘ vaginismus” denotes a condition of 
vaginal spasm varying from a constriction at the beginning 
of coitus (so slight that it may merely discomfort the woman 
herself) up to the extreme case in which the spasm causes acute 
pain to the woman and entirely prohibits any penetration by 
the husband: indeed, the introitus may be so constricted that 
even the tip of the examining finger can gain no entrance. 
The spasm may affect the perineal muscles exclusively or may 
be felt as a varying constriction of the levator ani right up to 
the vaginal fornices. Accompanying this spasm there is usually 
a definite adduction of the thighs, even up to the point ‘of 
cramp-like spasm of the adductor muscles, and invariably the 
lumbar spine is extended in the position of lordosis. In severe 
cases the posture adopted is one almost of opisthotonos. A 
concomitant of the syndrome is a greater or lesser degree of 
hysterical hyperaesthesia. Rarely, this may be absent, but in 
some cases it may be more prominent than the spasm itself. 
The hyperaesthesia is usually of the “glove and stocking” 
variety, starting exactly at the vaginal introitus, but in extreme 

' cases it may be registered all over the vulva and even over 
adjacent parts of the abdomen and thighs. Vaginismus need 
have no relation to an unstretched hymen, and can occur with 
equal severity in the woman who has borne children as in 
the virgin.’ It is known to appear as a secondary protection 
to some physical lesion (such as urethral caruncle, salpingitis. 
etc.) which would otherwise cause dyspareunia, but such cases 
are rare compared with the “idiopathic ” vaginismus, and will 
not be dealt with here. ; 

It is important to realize that a true vaginal spasm cannot 
be voluntarily produced—that is, it cannot be consciously em- 
ployed by a woman to evade coitus—and it may appear in 
spite of the utmost conscious willingness to accept the coital 
act. , Fortunately, as will be discussed later, it can very largely 
be modified by conscious control. 

The entire syndrome must, of course, be accepted as 
psychogenic. Often these women display additional neurotic 
symptoms, and after marriage many of them devofrp symptoms 
of anxiety neurosis, typically precipitated by sexua? frustration, 
although in this case the frustration is self-inflicted. Hence, 
certain of these cases have of recent years found their way 
to treatment by psychotherapy or psycho-analysis. Experts in 
this work assert that the aetiology of the condition appears to 
be varied, because—as with so many neurotic symptoms— 
there is a tendency to “over-determine” the original fear 
against vaginal acceptance. . 

Observation of a series of cases has suggested a possible 
common factor which has not yet received recognition. Before 
outlining this it will be convenient to @omment upon the clinical 
a j š 
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management of these cases, since certain 


points here may 
elucidate the hypothesis itself. : 


Treatment by Persuasion 


There can be few medical conditions more gratifying to treat 
than the case of vaginismus: the average case, even if it has 
been of long standing, will often: resolve after one interview 
leisurely enough to permit examination and “ suggestion.” 
Cases here studied have been drawn from private practice and 
from the various departments (i.e., gynaecological, sterility, 
contraceptive) of the North Kensington Women’s Welfare 
Centre. Interviewing: in the latter conditions necessitates 
.finding a technique of minimum length compatible with a 
sufficiently good contact to make treatment by persuasion a 
feasible proposition. 


A proportion of ithese patients exhibit hostility from the 


very. start ; they break the initial appointment or arrive late, 
and their defensive attitude is often aggressive. While taking 
a history of dyspareunia it is wisest to accept the patient’s own 
account of the marital situation, but by inquiries to make some 
assessment as to the normality of either partner’s behaviour. 
When the patient refers to “her fault” or “his fault” it is 
useful to remind her that “ we aré not dealing with faults, only 
with temporary difficulties.” If the history given suggests:that 
the woman is virginal, before she is asked to undress it is 
helpful to mention that clearly there may be an unusually 
difficult “ maidenhead” to account for the trouble, or else 
she may metely have developed the habit of “ flinching ” and 
thus be herself causing the discomfort and pain. This idea is 
new to most women, and they may advantageously consider it 
while they are preparing for examination. ? 

It is wise to expect difficulty from the patient, and exceptional 
prudery. If in cases where no physical lesion need be expected 
a covering blanket is arranged the woman may often be sub- 
jected to no visual exposure at all. It is absolutely essential 
that examination be made in the dorsal position: the alternative 
Position on the side allows of so much lumbar flexion and 
consequent relaxation that the severity of the introital spasm 
may be quite concealed. Many mild cases of spasm are 
probably overlooked in this way. It is helpful to arrange 
a wall or some other object on the left side of the couch so 
that the woman can be asked to bend, her left knee and keep 
it resting against the wall. ‘This is invariably easier fot her 
than ‘a direct request to separate the legs, which will certainly 
revive many painful associations. The case of trie vaginismus 
will at once exhibit lordosis, the axis of the vaginal entrance 
.pointing towards the floor. As the examining finger—well 
lubricated—reaches the vulva, the Jeft knee is usually brought 
inwards, still further increasing the inaccessibility of the 
introitus. At this stage it is advisable to cease examination 
entirely, and to say, “I am afraid it will be impossible for me 
to help you if you will not adopt a more helpful position.” 

Every woman with vaginismus tries, unconsciously, to put 
the blame or responsibility on to the other person: she expects 
to be exhorted and physically “attacked.” There is no quicker 
way of modifying these impressions than a kindly but firm 
refusal to show further interest. Throughout any such interview 
the most successful contact will be made by an impartial aloof- 
ness. Hostility should be met by a firm refusal to be drawn 
in, and a detached civility will often bring quicker co-operation 
than a warm eagerness to help. 

Many of these women are truly unaware that they render 
coitus or examination impossible by the thigh adduction, the 
position being quite unconsciously adopted. An’ explanation 
of this 1s the next stage in examination; and the placing of 
a folded t4vel (about 2 in. thick) below the sacrum will 
demonstrate the required attitude of pelvic flexion. The next 
z{tempt must be guided by the' woman’s reactions: if excep- 
tional hyperaesthesia is present it may be. unwise at this 
interview even to reach the genitalia at all. The woman should 
be told that this is a fictitious nervous “ over-sensitiveness,” 
and she must reflect upon this before she again comes for 
examination. The very refusal to force her will probably be 
followed by a request to try once more. The more average 


patient will allow the insertion of at least one finger, which ` 


shoul@ be lubricated and should yield entirely to the contour 
of the contracting pagsage ; pressure against the perineum itself 


should be avoided. Probably adductién and lordosis will again 
begin. The patient’s attention should be drawn to this, and 
as she controls her posture she should be told to draw the 
pelvis up. As the abdominal muscles contract, the levator 
ani will relax and the spasm and coincident pain will vanish’ 
Given a few minutes’ patience, two, or generally three, fingers 
can be insétted, and the woman realizes for the first time that 
the vagina is painless and of adequate dimensions. At this’ 
stage she should be reminded that her pain has been entirely 
self-inflicted through her own “ flinching,” and that her future 
marital success will therefore depend upon her own efforts. 
Admittedly, she may be-unable to control the vaginal spasm, 
but if she will attend to flexion of her knees and pelvis, the 
rest will follow very rapidly. , 


Most women express themselves astonished that there has 
been nothing amiss, and are generally glad to have some further 
talk and explanation. The patient should be made thoroughly 
to understand that the pain will occur only if the vaginal 
entrance is “flinching”; and that any hyperaesthesia present 
must be considered as her own mistranslation of pleasure into 
pain. Such ideas may appear slightly philosophical, but even 
uneducated women are often quick-to grasp them 


Some Practical Measures 


Before dismissal the patient should be given a non-greasy 
lubricant such as K.Y. jelly (or the odourless non-spermicidal 
Prentif jelly) for lubricating the vaginal entrance, and reminded 
to place a small support below the buttocks before sexual 
intercourse. It is unwise at this stage to agree to her using 
a contraceptive dévice. If such measures are essential, the 
husband should employ a condom until the woman is confident 
and easy about her vaginal functions. Before this stage the 
use of any appliance seems always to revive the vaginismus. 
Difficulties are sometimes presented when the husband is incom- 
petent with a condom, and such situations must be met by 
individual advice. Finally, the woman should be asked to’ 


accept sexual relations regularly and to return within a month. 


In only the minority of cases will the presence of an un- 
stretchable hymen be found. It is true that efforts to penetrate 
a difficult hymen may eventually result in psychical distress and 
some spasm, but this is different in many respects from the 
“idiopathic ” vaginismus that ,has been described. 

Cases in which the hymen is also causing trouble should be 
treated according to: the preference of the medical attendant. 
It seems usually best to show the woman how to dilate the 
hymen herself ; but if surgical measures seem preferable they 
should be done under general anaesthesia, and not entail sub- 
sequent application of dilators by anyone except the patient 
herself. 


The measures above outlined are generally sufficient to ensure 


~complete conjugal penetration. Some women will report abso- 


lutely painless acceptance for a few occasions, with later 
occasional réturn of spasm ; further persuasion may then be , 
required. Each case will, however, display its individual 
features. Many of these women have other sexual difficulties. 
Only too often by the time advice is sought either or both 
partners may be showing signs of anxiety neurosis, increasing 
sexual coldness, and depression; and often the husband has 
developed a secondary impotence, which complicates the 
picture still more. Certain cases, particularly those with 
hyperaesthesia, show in addition to ther ‘ flinching” an ex- 
treme distaste for the sexual relationship. Although such cases 
may by persuasion be encouraged to accept penetration, it 1S 
clearly desirable ‘that their attitude should, where possible, 
be.re-orientated by expert psychotherapy as well. 

There can be few neurotic symptoms more quickly accessible 
to cure than the average case of vaginismus. The ideal interview 
should be of one hour’s duration, but often half, that time is 
sufficient. Two somewhat dramatic examples can be chosen 
to show how-quickly resolution may occur even when the 
complaint has been of very long duration. 


Mrs A., a clinic patient, married for 11 years, sought advice 
on account of sterility. Examination revealed a thin almost 
intact hymen and typical vaginismus. Three months after her 
only interview she wrote that sexual relations were improving 
and a pregnancy was established. This interview could not, 
have exceeded the maximum clinic, appointment of thirty 
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minutes. Mrs. B., a scientist aged 36, came to ask about arti- 
ficial inseminatian, since sexual relations “ were impossible for 
her.” Her first marriage had been annulled after 11 years, and 
although a doctor had subsequently stretched the hymen, e- 
tration was no easier in her second marriage, which ‘had fasted 
4 years and was otherwise very happy. This woman appeared 
to have- little sexual inhibition or strain; but in spite of her 
doctor’s reassurance she still secretly believed that she “ must 
be deformed.” Examination showed no hyperaesthesia what- 
ever, but the presence of a strong introital spasm. This relaxed 
fully to admit three fingers, and the patient subsequently 
reported easy and immediate establishment of: coital relations, 
with rapidly increasing vaginal: feeling. Pregnancy shortly 
became established. ` 
Before- leaving the management of vaginismus, mention 
should be made of its surgical treatment, whereby the vaginal 
entrance is relaxed by cutting the posterior muscle fibres of 
the introitus and vaginal walls. The success of this operation 
is said to vary greatly ; remarkably good results have been 
claimed, but it is doubtful if the woman with hyperaesthesia 


or strong sexual prejudice is likely to gain benefit, and it is. 


probably these cases which are therapeutically disappointing. 


Aetiology 


Let us now give consideration to the causes of this curious 
disorder. It seems clear that the mechanism is a defensive 
one: the vagina contracts before it is touched, much as the 
eyelids blink in anticipation of corneal contact. But why should 
a small minority of women demonstrate this predetermined and 
acutely developed anticipation of pain? , 


In most cases of established vaginismus the woman will - 


mention a previous dread of child-bearing or of sexual pain, 
or perhaps a preconceived idea that they were “very .small 
inside.” Yet such ideas are so common among normal women 
who show no signs of vaginismus that their description here 
maybe more in the nature of a “rationalization” for the 
disorder than the actual causative agent. Furthermore, many 
unmarried women have heard highly exaggerated reports con- 
cerning the pain of defloration, yet vaginismus does not as a 
rule occur among these cases. 

Now it has been noticed while interrogating these patients 
that a common. historical factor is often present which does 
not appear to have received recognition. Many of them have 
during infancy been “ conditioned ” to expect pain in the pelvic 
region by the insertion of a foreign body, the offending object 
being usually the enema, the suppository, or the old-fashioned 
soapstick so much employed in Victorian nurseries for the 
treatment of constipation. Anyone who has witnessed such 
a procedure will recognize the extreme pain to which the child 
is subjected. Soap is painful in the rectum as in the eye, and 
as the infant screams and flings itself into opisthotonos the 
rectum is instantaneously emptied. The baby who is repeatedly 
treated in this way will scream and stiffen at the very sight 
of the attacking object. Here, surely, we have a “ conditioning ” 
at the age which is most susceptible to permanent impression. 

At first sight it may appear improbable that experience of 
rectal pain Should lead to anticipation of vaginal suffering. To 
understand such a possibility it is necessary to recapitulate facts 
of great importance in medical psychology. The rectal, vaginal, 
and urethral orifices are developed from the original cloaca 
and possess the same innervation. In very young children the 
sensations arising in these organs are largely undifferentiated ; 
hence the ‘difficulty in learning sphincteric control and the fact 
that any of these organs may—and normally to some extent 
do—receive erotic stimulation during stretching or friction. 
Thus when a young child experiences pain‘in either rectum 
or vagina the resulting impression of the attack will be very 
similar ‘whichever, of the cloacal organs actually received the 
stimulation. F $ 

It is not difficult, therefore, to realize how the child who has 
come to dread the forcible introduction of a rectal object would 
respond with fear and shrinking, first in childhood to the vague 
instinctive ideas of coitus, and then in later life to the actuality 
of sexual penetration. In some women such trains of feeling 
must-be relegated’ entirely into the unconscious regions of 
memory, but in others they are very much’ part of conscious 
impression. So.large a proportion of women who suffer from 
vaginiamus are able to recall memories of this -nature that it 


is tempting to assume a common pelvic trauma as a basis for 
all such cases. If this were so the fact should. receive recogni- 
tion, if only for prophylactic purposes. 

The possibility ‘of such an association was first suggested by 
the chance remark;of a woman who had suffered frem extreme 
spasm. At her first relaxation of the vagina she stated that 
the examining finger “ Felt exactly like an enema” ; and, later, 
another patient anticipated interrogation by a similar comment, 
“Yt feels rather like the bowel.” 


Since then it has been noticed how many of these patients 
speak with bitterness of their childhood experiences with 
enemata. Unfortunately, detailed statistics of these histories 
have not been kept, but records are available for the rather 
small figure of 20 consecutive cases of severe vaginismus among 
educated women. In reply to the question whether they re- 
membered ‘such episodes in childhood, 11 of them replied in 
the affirmative. “ Among these answers the following comments 


. were annotated :` “ Agonizing enemas ” ; “ How I hated them ” ; 


“ Agonizing soapsticks—at 34”; “I hated suppositories” ; 
“Mother was always giving us them”; “I loathed them”; 
“ My mother was very heavy-handed”; “I hated them.” One 
patient actually volunteered the illuminating remark, “It was 
because of enemas I had quite decided I would never marry.” 
It would be interesting to have the replies of a control group 
of women who recollect such treatments yet have not developed 
vaginismus, but such have not been collected. ‘ 


The negative reply of the other 9 does not, of course, exclude 
the experience, but excludes the probability of the practice 
being habitual or occurring later than the age of ‘5 or 6. In 
fact, psychologists assert that the earlier in infancy a trauma 
is experienced the more indelible will be its impression. One 
of these patients agreed’to ask her mother for relevant facts, 
and brought back the surprising reply that no such treatment 
could have occurred except for soapsticks which, much to the 
mother’s distress, the midwife had insisted on using daily 
during the first six. weeks of life. During examination of these 
9 other women 2 exhibited the excessively hostile behaviour so 
common to such cases: one gave a history of painful 
catheterization in early childhood, and another of “some 
painful treatment for soreness.” 


Neurotic Cases 


Although vaginismus is a hysterical symptom, this group 
of women do not seem to exhibit an unduly high proportion 
of neurosis. Their sexual behaviour, once the spasm is quiescent, 
seems fairly representative, vaginal feeling being obtainable in 
at least half the cases, and none of this series is entirely 
anaesthetic. Yet it seems certain that the symptom of 
vaginismus is sometimes “ woven in” to an intricate system 
‘of neurosis. -It' might be said that the symptom is utilized for 
other than its original protective purpose. Other eirends of 
feeling such,as dread of the penis, hostility to men, parental 
fixations, etc., may all over-determine the orginal symptom 
and make use of it, in their various ways, at unexpected 
occasions. Herein may lie the explanation for those rare cases 
of vaginismus in which the symptom develops spontaneously 
after Sexual life has already been established, and for cases 
which are sometime amenable to persuasion yet liable to be 
recurrent, Two long-standing cases may throw light on this 
phenomenon. Both occur in severely neurotic women who have 
required psycho-analytic help ; neither is included in the above 
series. 


Miss C., aged 28 when first seen, had unsuccessfully 
attempted intercourse with several men. She had a severe 
anxiety neurosis and many hypochondriacal symptoms. 
Although this patient has made an excellent general recovery 
the symptom is still—after marriage and normal childbirth— 
apt to recur. She reports that in analysis memories were 
revived of soapsticks administered by her mother. She con- 
siders the vaginismus to be an expression of various conflicting 
emotions. Mrs. D.,.a 26 when first seen, was having her 
first marriage ‘annulled and still suffers from occasional 
vaginismus. Sometimes it is quiescent, but may recur suddenly, 
so that she is never without the risk of its revival. She reports 
that psycho-analytic investigation has shown various precipitat- 
ing factors for the vaginal spasm, such as resentment that she is 
not in an emotional position to become pregnant, or fear that 
the man is “taking too much fron? her.” At the age of ‘18 


‘ months she-had severe dysentery, but we have no proof of any 


/ 
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rectal pe tneat This patient has no conscious memory of 
rectal trauma, yet an unconscious one is suggested by her show- 
ing great indignation concerning a pre-operative enema, and 
by the fact that at 17 years she was rectally examined by a 
woman specialist and -suddenly fainted. 

Such hi8tories may perhaps be taken as direct support of 
the theory that vaginismus is caused by early trauma—and 
further indirect evidence may be deduced by the method of 
resolution of the disorder. 


Conclusion 


The technique above described for managing these cases came 
to be adopted many years before this theory was considered, 
yet its details seem very rational if the contention is correct. 
If we assume that each attempt at coitus or examination revives 
the infantile emotional trauma we have the perfect explanation 
for the hostile patient—*rigid, with dilated pupils. So also is 
explained her surprise and relief when the examination is not 
insisted upon. However much originally the patient had pro- 
tested, the attacking enema was rigidly completed. Here, for the 
first time, she is neither pleaded with nor overwhelmed. Rather 
she is left herself in control of the situation, and with the 
responsibility for refusal—and its consequent results—upon her 
own.shoulders. This may well account for the sudden altera- 
tion of attitude so often shown. As it becomes evident to the 
patient that her (“ transferred ”) fear and hostility are irrelevant, 
so the atmosphere of the scene alters. Giving her permission 
to refuse is often followed by exaggerated gratitude, which 
undoubtedly is propitious for co-operation and persuasion.’ 

Here, too, may be the explanation of the fact that vaginismus 
treated by bougies and instruments seems usually to give un- 
satisfactory results: those patients who endure the treatment, 
while recognizing that they are no longer “too small,” seem 
often to have had their difficulties even further increased. If 
this theory is correct such a result would clearly be expected, 
so that any such treatment should invariably be left in the 
patient’s own hands and should not be relegated to the nurse 
in charge. 

Since the original traumata would have been administered 
by women, it is possible that the sex of the medical attendant 
influences the degree of emotion transferred. Perhaps the 
handling of such cases is best managed in different ways by 
the male attendant. Certainly the patient’s behaviour to medical 
examination and to coitus do not necessarily run parallel, some 
cases yielding best to one condition and others showing the 
opposite reaction. One might suppose that relaxation is best 
achieved when the emotional atmosphere differs as far as 
possible: from the original one; so that the attendant, even if 
unfortunately resembling mother or nurse, should at least 
refrain from behaving like her! ` 


Clearly there is scope for more knowledge about the effects 
of such early trauma in the male as well: for it is possible 
that here, too, may be found a basis for some sexual anxiety. 
If other observers corroborate these findings medical teaching 
will require to restrain a nursery practice which 1s by no means 
uncommon. - 








A Divisional Hospitals Council for Bristol and district was 
formed in 1941 and has lately issued its.first annual report. The 
Nuffield Provincial Hospitals Trust authorized a sum of £1,000 to 
enable grants to be made by the Council in respect of hospital and 
ancillary medical services and also contributed £315 towards 

‘administrative expenses. Af survey of hospitals and ancillary 
services has been undertaken in the Council’s area by the Bristol 
Hospitals Commission, a body of 9 members, including Sir Farquhar 
Buzzard, who is chairman of the Medical Advisory Council of the 
Nuffield Trust. Inquiry was made whether it was desirable for 
further steps to be taken to promote co-ordination or expansion and 
as to the best means of financing and administering existing services 
The Commission paid a second visit to Bristol this year to investi- 
gate the contributory scheme problem as it affected that area. 
During the year the new Divisional Council has taken steps to 
encourage the formaton of similar councils in ‘Bath, Somerset, and 
Gloucestershjre, and a conference has been held with a view to 
creating ‘a provincial hospitals council to cover Bristol and the West 
of England, bringing in the areas just named. The report states 
that valuable preliminary gwork has been accomplished in this 
direction, os 
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“RELAPSING FEVER IN ADDIS ABABA 


BY 


P. ROBINSON 
° Captain, R.A.M.C. 


(From the Menelik Hospital, Addis Ababa) 


This report is based on 340 cases observed during the 
second half of 1941. 


The transmitting agent of relapsing fever in Abyssinia is, 
according to some textbooks (Manson-Bahr, Salvioli), the tick 
Ornithodorus: moubata. Kirk, however, did not succeed in 
transmitting Abyssinian relapsing fever by infecting ticks. The 
spirochaetes ın that country have been identified by Scaffidi 
as a regional variety of Spirochaeta obermeieri. 

In the present series the spirochaetes were transmitted by 
the body louse. This is substantiated as follows: (1) mixed 
infections of relapsing fever and louse-borne typhus are 
common; (2) spirochaetes are often found in crushed lice 
collected from relapsing-fever patients ; (3) ticks were not found, 
nor was there a single case in which the “tache noir” (the: 
primary tick-bite sore) was observed. 


Diagnosis 

The tick film taken as a routine reveals the spirochaetes in 
most cases of relapsing fever, often also in the afebrile stage. 
Jaundice is very frequent. The enlarged spleen 1s as a rule 
tender. The rash is not easily seen on the dark skin of the 
Ethiopian, but is more visible than the rash of typhus or 
typhoid. It consists of small violet-red petechiae, the size of 
“ rose spots,” slightly raised, and not fading on pressure. The 
typical distribution is on the shoulders. Epistaxis is a very 
useful symptom. Bloody sputum or urine, and diarrhoea with 
blood, are often mentioned by patients but seldom observed in 
the hospital. Spirochaetes are sometimes found in the sputum. 
Pain in the left shoulder is quite common. Pain in the calves, 
common in other parts of the world, is rare in Abyssinia. The 
condition of the tongue has been found typical and helpful in 
the diagnosis of relapsing fever. Four stages may be distin- 
guished. In the first stage, during the first 4 or 5 days of the 
disease, the tongue is stained brown as in not very severe 
cases of typhus. In the second stage, covering another 
week, the tongue is moist and clean. In the third stage 
the tongue is atrophic, and resembles very much the con- 
dition in pernicious anaemia. The fourth stage, not seen 
more than ten times, but which may occur more often, 
shows ulcers, single or multiple. The ulcers heal in a week 
or two without any treatment. Pain in the tongue is common 
in all stages. The blue tongue seems to be of no diagnostic 
significance. ‘Systolic and diastolic murmurs are very frequent. 
In contrast with the murmurs occurring in other infectious | 
diseases their frequency is striking. This and the presence of 


‘ heart failure in Abyssinia, where rheumatic fever appears to 


be rare, leads to the assumption that relapsing fever may be 
one of the chief causes of cardiac lesions: there. (Endocarditis 
of the valves has often been found at necropsy together with 
other pathological changes typical in relapsing fever. 

We found that serum of relapsing-fever patients agglutinates 
the Kingsbury strain of Proteus in a high titre, sometimes up 
to 1 in 3,200. A history of high pyrexia and chill, and positive 
XK agglutination with no spirochaetes in the blood, usually 
indicates a case of relapsing fever. If there is a second rise of 
temperature the’ spirochaetes are always found. Mariani, 
D’Ignazio, Barelli, and Pistoni have described a rare condition 
which they consider to be a benign typhus showing agglutina- 
tion with’XK up to 1 in 100. The cases they quote are by no 
means convincing,.and we think there is no evidence as to the 
existence of a typhus-like disease with positive XK in Addis 
Ababa. Typhus-like diseases with a positive XK have been 
observed twice in this material; but the titre in both cases 
dropped considerably, while the X 19 rose steadily and reached 
its peak in the period that is usual in typhus cases. We con- 
sider, therefore, that the XK agglutination in these cases was ' 
due to relapsing fever, from which the patients had suffered 
previously. 









































-RELAPSING FEVE 





The following table shows the diagnostic points in relapsing 
fever and.the frequency of their occurrence. (Some of. these 
points are really complications, but their ‘early appearance 
‘renders them symptomatic.) 


Spirochaetes in. febrile. period... Ne WP sass 100% 
ny in afebrile period .. s e ee 38% 
Jaundice 44 ~ oh ss pa ie 2 712%. 
Rash a ee sa a ay Es oe 8% 
ps ei s Fa s $ ws ix a 12% 
ongue symptoms tt = R a Er 68% 
Enlarged. spleen .. we ni 3 a eer a 89%, 
Tender spleen pe sk vs a s4 wid 44% 
Heart murmurs . y% 38%, 
XK agglutination (done in ae cases) . ee 98% 
Pain in left shoulder ; a oe w 4% 


Complications 


z There is little to say about the course of the illness as all 
these cases were treated immediately and responded admirably 
to N.A.B. In about 6% malaria was found simultaneously, 
and the quinine treatment did not interfere with the N.A.B. 
(Our experience with typhus allows us to assume. that the 
relapsing-fever infection provokes the malaria relapse.) Typhus 
in about 10% of the cases took its normal course. Jaundice 
(72°). was the most frequent complication, and formed no 
contraindication to the specific treatment. The next most fre- 
quent, and the severest, were haemorrhages from the mucous 
membranes (12%): if untreated the patients lose litres of 
blood. Occasionally bleeding in the central nervous system 
“occurs, causing paralysis. 
observed ; one of these patients died. Other complications are 
OK dema (6 cases), acute thyroiditis (3), parotitis (8), 
nitis (4), infarcts in the spleen (2—both fatal). Spleen 
, however, are not always fatal, as we have found them 
occa ionally in’ necropsies after death due to other causes. The 
„last complication is pachymeningitis (3 cases—all fatal). In 2 
of these 3 ‘cases spirochaetes were found in the C.S.F. 
Examination of the C.S.F. in uncomplicated cases of relapsing 
‘ revealed normal conditions. Dutton’s spirochaetes have 
; found by Lodewyckx in the Ċ.S.F: in 3 cases. In others 
a hyperlymphocytosis was noted. 

Relapses occur in spite of treatment. In 16% of the cases 
there was one relapse and in 4% there were two relapses. The 
longest interval observed was 27 days. 










; . Treatment 

One, two, or three injections of \N.A.B. are necessary, the 
first injection being repeated if the temperature does not fall 
the day after the injection or if there is'a fresh rise.. Haemor- 
rhages if severe must be treated. . After having observed that 
in some cases the blood did not clot, we started to estimate 
the ‘prothrombin time” and found it prolonged in every 
instance, even if not complicated by haemorrhage. As vitamin 
K therapy is the method of choice in. prothrombin. deficiency 
it was tried, and proved to be the ideal treatment....We used 
5 to 10 mg. of 2-methyl-1:4-naphthoquinone in oily solution 
intramuscularly (1 to: 2 ampoules ‘of kapilin-Glaxo). Vitamin K 
preparations should, we think, be. given in all relapsing-fever 
cases to prevent haemorrhages. 

The case mortality was 3.5%; At- necropsy, perisplenitis 
was found in almost: every case, and sometimes infarcts in-the 
spleen. Endocarditis: was, common. 


Conclusion and Summary 


` Relapsing fever in Addis Ababa is transmitted. by lice. 
-Spirochaetes are often found during the afebrile stage. _ 
The-rashhas a typical appearance—a violet shade : and a 
y cal localization—the ‘shoulders. 
“Tongue ‘pain, atrophy, and ulcerations are typical ‘of relaps- 
ing fever. 
Relapsing fever i in Addis Ababa is assumed to cause cardiac 
lesions. i 
_All cases. show a positive agglutination with XK: 
-Haemiorrhages..from. the mucous membranes.are due- to 





Only three such cases have been : 


- prothr mbin deficiengy and cah be treated successfully with- 
: K 





Relapses occur in spite of N.A.B. treatment. 

The mortality rate was 3.5%. 

In cases of pachymeningitis, spirochaetes. have been found | 
in the C.S.F. 

Perisplenitis, spleen infarcts, and nerareee ghave been 
observed at necropsy. 


I wish to thank the D.M.S., East African Forces, for the per- 
mission to pubes this „paper. ? 
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The following recent experience: pesca 
features of the effects of mustard gas, 


On July 1; 1942, a. site-decontamination dem astra 
volving the use of mustard gas was staged els ; 
region.. Members of the Civil Defence ‘Services. of. 
areas were in attendance. By some mischance pr 
tioning of the demonstration weapon occurred, 
some of the spectators being affected, including. TO: pe 
from this borough. i 

These patients had been entirely unaware of an) 7 
liquid mustard gas, which obviously. vad: 
of fine droplets on their exposed skins. As. 
part of the bomb casing fell within ; 
Gateshead: party. | 

Photographs were taken of some Sof the burni on: July 
5, and two of these arè reproduced here. The fo! 
abbreviated table summarizes each case and the : 
latent period: 


ow certain. 


















Site of Burns 








“of jawi back of left Bandy- 
È front.: of right wrist | 


H 
Čase | Latent Period | $ 
i | 2f hours | Left side of neck and. temple 5 sf 
| i guter angle of orbit; left. 
2 | 1b op | Left, side of neck and ange | Falnitie 
5 
{ 
f 


Leg, 2 hours: | Left side of neck; right thi 
oneck, 8 hours T and calf 
; | Left side of neck and temple 


D wb Hue 
neo) 
fa 
9 
È 
a 





ie | Bridge of nose; deft heck | 
2 | -and face 
23 oy = $ Left side of. neck: right has T 
1. Small patch 3 in. below fs 
L Jefe eyelid . gas buri ja 
j Too war 
7 (4 n Left t, side, of. neck, and deft Natea and vaniisi 
f ri RARE: 
8.1124 my Left side of neck: finna and |. 3 
i | lobe of left ear i 
9 | About pr Bours | Left side of neck ; 


10 a n» sooo oa i 


| jaaiet rnanera eaaa eaii 











sharply defined raised ieman of the in 
there were also varying degrees” of punctate vesi 
i € -In one of these cases the vesi 
to appear for a period of approximately 30 
i One individual sustained © burns” on 


+ 
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the liquid penetrating his clothing. The vesicles were incised 
where present, and the burnt areas were bathed with weak 
dettol solution and subsequently anointed with sulphanilamide 
paste. Four of the patients complained of nausea either one 
or two days after the onset of the lesions, and these symptoms 
lasted for &4pproximately 12 hours. The incised vesicles took 
on the form of yellowish-brown crusts which later separated, 





Fic. 1 





Fic. 2 


to leave pale areas in contrast with the erythematous skin, 
which became a dark coppery colour, so that the skin of the 
neck in particular had a mottled appearance. No septic com- 
plications were met with in the subsequent progress of the 
lesions. Two of the patients had sustained mustard-gas burns 
in the last war, and they had the shortest latent periods after 
exposure. One still complained 12 days afterwards of an inter- 
mittent burning sensation in the neck which interfered with 
his sleep. 


Discussion 


The 10 members of the local authority service present at 
this demonstration were all highly trained in anti-gas pre- 
cautions. They were fully aware of the consequence of ex- 
posure to mustard gas, but not one realized that he had 
been splashed by droplets. They all assumed their respirators 
immediately the accident occurred and considered themselves 
safe. Conjunctivitis was not evident in any of the cases, 
probably owing to this; but two of the men had narrow 
escapes, as they sustained tiny burns on the eyelids. 

Sulphanilamide paste apparently countered the danger of 
skin sepsis and proved a very satisfactory dressing. 


Summary 
We report 10 cases of mustard-gas burns sustained as the 
result of an accident during an A.R.P. demonstration. 
Attention is directed to the insidious action of mustard gas, 
a feature that was of course noted in the last war. 
The incident described emphasizes the need for strict observ- 
ance of the recommended safety precautions required in the 





Medical Memoranda 








Fulminating Purpura and Adrenal 
Haemorrhage 


Cases of fulminating purpura and adrenal haemorrhage 
(Waterhouse-Friderichsen syndrome) are rare enough to be 
worth recording. 


CASE REPORT 

At about 12 noon on March 11, 1942, in response to an 
urgent call, I visited a male child aged 4 months who had 
suddenły become seriously ill. On my arrival the mother gave 
the following history: The child had always seemed perfectly 
healthy. On the previous evening he appeared to be quite 
normal and had taken his feed as usual. He had slept through 
the night. On the morning of March 11 he took his feed, 
though not very readily, the bowels had acted and were normal 
in appearance, but the mother had noted a rash behind his 
ears. As the rash began to spread over his face the mother 
thought that he was “ goingin ” for measles. Atabout 11.30 a.m. 
the’ child suddenly became much worse ; his breathing became 
very rapid and noisy, and as he appeared to be unconscious 
the mother became very alarmed. 

Examination showed a well-nourished, extremely shocked, 
and cyanosed child, presenting almost a complete Hippocratic 
facies. A well-marked purpuric rash covered the face profusely, 
and was also present on the abdomen and on both extremities. 
There were also large blotches of ecchymoses on both thighs 
and forearms. The rectal temperature was 101.4°, the pulse 
about 160, the respirations 64, accompanied by a loud stertor. 
Nothing abnormal could be seen in the mouth, throat, or nose. 
The lungs were resonant, the abdomen was flaccid, and rectal 
examination revealed a soft yellow stool adherent to the gloved 
finger. There was no head rigidity; Kernig’s sign was nega- 
tive ; the pupils were dilated, equal, and did not react to light. 
No history of a convulsion was elicited. The child died in 
my presence at 1 p.m. | 

I was allowed to perform a post-mortem examination on 
the following day. The heart, lungs, and gastro-intestinal tract 
presented no abnormality ; the mesenteric glands were not en- 
larged : the liver, kidneys, spleen, and thymus appeared normal. 
There was, however, haemorrhage into both suprarenal 
glands, both cortical and medullary portions being involved. No 
bleeding had occurred into the adjacent tissues. Permission was 
not granted to examine the brain and spinal cord. 


COMMENT 

In a review of the literature Sacks (1937) found only 64 cases 
published up to that time; by the beginning of 1940 these 
had reached a total of 70 (Carey, 1940). All the cases show 
a striking similarity, the patient usually being a child aged 
2 to 15 months, who. becomes suddenly ill and dies often in 
less than 24 hours. A haemorrhagic rash of greater or less 
extent is present in every case, the temperature is mostly 
between 100° and 103°, and the sudden collapse, cyanosis, and 
accelerated respiratory rate may lead to.a diagnosis of 
pneumonia. The illness is so fulminating and, death occurs so 
early that complete investigation is generally not possible. The 
accepted view appears to be that the purpura and the 
haemorrhage into the adrenals are due to a massive bacteri- 
aemia, and Maclagan and Cooke (1916) suggest a selective 
action by the meningococcus. If that is so the disease is so 
fulminating that the patients appear to succumb to the general 
infection before the lesions of the meninges have had time to 


develop. It might, of course, be a fulminating type of .any 
other infectious fever. 
London, N.10. I. S. Fox, M.B., Ch.B. 
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THE ADOLESCENT CRIMINAL 


The Adolescent Cnmunal A Medico-Soctological Study of 4,000 Male 
Adolescents. By W Nocwood East, M D., FR.CP, ın collaboration with 
Percy Stocks, MD, D P H., and H T. P. Young, MB. (Pp. 327 45s) 


London: J. & A Churchill 1942 


The social problem of crime calls urgently for first-class scien- - 


tific research, because effective action is more likely to be 
based upon precise knowledge than upon unaided insight, 
however sympathetic. Dr. Norwood East has very long experi- 
ence of prison administration and of the investigation of 
criminals ; he: is also an exceptionally clear and vigorous 
thinker, an untiring worker, and a good writer. Encouraged 
by the Home Office, he acted as the director of a team of 
medical officers, statisticians, and women visitors, and this book 
is the distilled result of the very copious material they col- 
lected from a study of 4,000 male adolescents in prison and in 
Borstal. The information included.data on heredity and family, 
conditions of home, school and employment, physical and 
mental defect and disease, personality traits, and the disposal 
of the offenders and their reaction to treatment. The findings 
have been made easily available to those who will in the 
future undertake much-needed reforms of law and practice. 

A significant number.of youths who were convicted more 
than once for offences against property had a criminal heredity, 
which was probably a causative factor in their repetition of 
the offence. Immoral heredity and quarrelsomeness in the 
father contributed in a certain number of cases to convictions 
after the first. Dr. Norwood Hast emphasizes the need for 
research into the fundamental problems of inheritance. Physical 
disease does not appear to be associated with crime, except that 
cardiac or pulmonary disease in the father sometimes deters 
a first offender from committing a second offence. Home life 
was proved to be very important. Boys who had lived con- 
tinuously with their parents rarely had a long record of previous 
convictions ; those who had lived independently showed an 
excessive frequency of them. The absence of one or both 
parents, especially of the father, of a lad over 14 was 
often associated with multiple offences against property or the 
person. Those under lax, careless, or repressive control, and 
those who were intolerant of apparently judicious control, had 
a relatively greater tendency to repeat criminal offences. The 
average. size of the family when young offenders were 14 
years of age was relatively large, but the offender’s position 
in the family did not seem -to be-important. -Multiple con- 
victions for non-sexual offences were significantly associated 
with residence in a poor district ; those for sexual offences had 
a contrary association, and sexual offenders tended to come 
from dwellings with a smaller number of inhabitants than did 
offenders in other groups. 

Dr. Norwood East stresses the practical importance of these 
results, for they suggest that the reactions of adolescents to 
home conditions are far from being simple or stereotyped, ‘and 
require further elucidation. A lack of interest in schoo] work 
and periods of unemployment were significantly associated with 

` multiple convictions, and he thinks that the association of 
rapidity of growth with frequency of crime is worth further 
study. The psychological investigation emphasized the need 
for accurate and early mental diagnosis in the prevention of 
crime. Research into instinctive activities and perversions in 
non-sexual as well as sexual conduct associated with crime is, 
Dr. Norwood East considers, overdue. It may show, for ex- 
ample, that perverse aggressive and acquisitive conduct varies 
in form and causation, and is based upon a special type of 
personality largely unaffected by ordinary penal methods. In 
short, he has demonstrated the need for further research into 
normal as well as abnormal offenders, preferably in a special 
, institution of the kind recommended by himself-and Dr. W. H. 
de B. Hubert in an earlier report. j 
The volume is large but light and easy to handle ; its print 
„is clean and its tables well arranged. It is the most important 
contribution that has been made to the criminology of the 
juvenile male for several years, and should play a great part 
in solving an increasingly dangerous problem. 


PRACTICAL BACTERIOLOGY ` 


Handbook of Practical Bacteriology > A Guide to Bactertologtcal Laboratory 

Work. -By T J. Mackie, MD, DPH, and J. E. McCartney, MD, 
. DSc. Sixth edtion (Pp 675 17s. 6d., plus 7d postage.) Edmburgh. 

E. and S Livimgstone. 1942. ` = A 
Since its original publication in 1925, further editions of Mackie 
and McCartney’s Handbook of Practical Bacteriology have 
appeared at regular intervals, and the sixth is now available. 
This has been brought up to date by numerous additions to 
the text, and finally by an appendix describing several new 
culture media, methods for the bacteriological examination of 
air, and a discussion of the mode of action of sulphonamide 
compounds with a note on the use of media ‘containing 
p-aminobenzoic acid for cultivating susceptible bacteria from 
cases under treatment, by these drugs For its size this work 
“contains a remarkable amount of , information on bacterio- 
logical methods: few similar textbooks contain, for instance, 
a table ‘of opacity equivalents for estumating the density of 
bacterial suspensions, probability tables for calculating the 
numbers ,of coliform bacilli ın water, complete instructions 
for performing a Rideal-Walker test, or a section on the uses 
of different types of centrifuge. Although the needs of several 
types of reader have been kept in mind, those of the pro- 
fessional bacteriologist and technician engaged im _ routine 
diagnostic work have received most consideration. To them 
the condensed and detailed technical information can be of 
daily service, but the medical student needs less of this and 
a good deal more of the theory of the subject as applied te 
medicine. He would also be grateful for illustrations, of which 
there are none, excepting a few line drawings of apparatus. 
Modern nomenclature is still relegated to brackets, and generic 
distinctions are disregarded in the arrangement of chapters. 
some of which deal with an assortment of quite unrelated 
micro-organisms. THe practical value of this book is of course 
enhanced by its being the official guide to a system of laboratory 
supply devised by one of the authors for the L.C.C. laboratory 
service, buf now extended over a much wider field. 


,.MENTAL PROCESSES OF THE SCHIZOPHRENIC 


Conceptual Thinking m Schizophrenia By Eugenia Hanfmann, Ph.D., and 
Jacob Kasanın, M.D. Nervous and Mental Disease Monographs, No 67. 
(Pp. 115 $250) New York. Nervousand Mental Disease Publishing Com- 
pany 64, West 56th Street 1942 
Disorder of the thinking processes has long been noticed 
clinically in schizophrenia, and by some authorities it is held 
. to be a primary symptom of the disease and one which to 
a greater or lesser degree is invariably present. There has 
been much debate on this topic, as clinicians who regard the 
disease as a response to environmental stress are concerned to 
minimize the importance of this rather “organic” type of 
symptom. There has been as much dispute about the nature 
of the disorder of thought when it does occur. eStudents of 
genetic psychology have likened the mental processes of the 
‚schizophrenic to those of primitive peoples and to those of 
children ; psychiatrists of a neurological turn, to those seen in 
aphasia and agnosia. But most authors are agreed that the 
disturbance is distinct in kind from anything seen elsewhere. 
and there has been much experimentation in the effort to analyse 
its nature. G ~ 
Hanfmann and Kasanin carried out an interesting experiment 
in which coloured blocks were given to three series of subjects 
—schizophrenic, organic, and normal. These blocks were of a 
number of strikingly different shapes and colours, and also 
were either large or small, and flat or high. The subjects were 
required to arrange the blocks into four groups,’the only possible 
arrangement being one in which colour and shape were 
neglected for the other two characteristics. Various levels of 
performance were possible, and the differences between the 
groups were ‘analysed accordingly. One of the ways in which 
the schizophrenic differed qualitatively from the normal and 
the organic subject was in an inability to see the nature of 
the solution even when_it had been actually found. But it was 
discovered that a conceptual—i.e., insight-ful—approach was 
confined to the groups both of normals and of schizophrenics 


_ who had had a college or higher education ; and ‘in general the ` 


authors do not seem to have done enough to equalize the 
highly important factor of intelligence in their three groups. 
The group of schizophrenics who ad þad a college education 
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was controlled by a group of research assistants of, no doubt, 
very high intelligence, and the resulting comparison does not 
seem to be an entirely fair one. i a ' 


4 1 
i 
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Notes on Books 
Pmey and Wyarp’s Clinical Atlas of Blood Diseases: (J. and 


A. Churchill, 16s.) is so popular with students and housemen 
that we are not surprised to receive a copy of a fifth edition. 


It is both the virtue and the fault of the book that it is a . 


collector’s handbook, and a few new specimens have been addéd 
without any rearrangement of the collection such as most 
haematologists would feel was overdue. 
. are not so good as the old and do less than justice to the results 
obtained by sternal puncture. ' b Sa 


In its fifth edition Majer H. H. CLaY’s Sanitary Inspector's 
Handbook (H. K. Lewis and Co., 18s.) hasbeen revised in the 
light of recent progress. Account is taken of the far-reaching 
influence of present-day war conditions upon the range and 
relative importance of the sanitary inspector’s duties. Emergency 
enactments brought into being to meet the needs of the hour 
are for the most, part passed over in silence, but attention 1s 
properly directed to any statutory changes which promise to 

more permanent. The fifth edition may be commended as 
timely and reliable. In these and other respects it maintains 
the high standards of its’ predecessors. i 


The American book ‘by Helen Clapesattle, entitled The Doctors 
. Mayo, which was reviewed in our issue of March 28 (p. 415), 1s now 


published in ‘this country by the Oxford University Press at 22s. 6d, 
Le L S Aora versity Fess at 22s. Ody 
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AN APPARATUS TO MEASURE MUSCLE: RECOVERY 


AND. RANGE OF JOINT MOVEMENT © ` 


\ x . 
Mr. G. A. PoLtock, F.R.C.S.Ed., and “Mr. ‘George BROOKS 
write from the Wilkie Surgical Research Laboratory, Univer- 
sity of Edinburgh: . : ‘ 

An accurate estimation ‘of the degree of functional recovery 
from an injury is of importance to the surgeon, the physical 
therapist, and the insurance assessor, especially when injury 
has been done to the nerves, the muscles, or the joints.of the 
hand. A patient who does not see proof of his progress under 
treatment may' become disgruntled and uncooperative. Instead 
of continuing with enthusiasm at his .exercises, massage, or 
occupational therapy, he becomes irregular in his attendances 
and, finally ceases to appear for treatment. If there was some 
device by which one could estimate the rate and degree of 


progress under treatment, and at the same time demonstrate. 


this to the patient, he would be stimulated to redoubled effort. 
., With this object in view we devised a dynamometer. The 
Apparatus consists of an oblong box, the form and dimensions 
of which are shown in the diagrams. It carries an upright 
post, A, from”which the spring balance “B is suspended. By 
means. of a`system of light vulcanite pulleys, c and D, one-of 
which acts on the pivot E, the excursions of the finger plate 
and finger rest F and G are registered on the spring þalance 
B in grammes of pull. The -range of movement of F and G 
can be read also in degrees on the protractor scales H and L 
By means of this additional check a gfeater‘degree of ‘accuracy 
can be obtained when individual joint movements are compared 
from time to-time during treatment. r ‘ 
The finger-plate attachment J is fitted to the apparatus at 
1 'or 2, depending on whether it is the distal or proximal inter- 
phalangeal joint that is being examined. With the finger-plate 
-attachment in position at 1 or 2, the strength of the flexor 
digitorum profundus and of the flexor digitorum sublimis is 
estimated by noting the position of the indicator of the spring 
-~ balance B. If the Anger- phic attachment is fixed at 3, not’only 
the strength of the pull in grammes but also the range in degrees 
can be read on the scales of B and H. Estimates of the strength 
and range of abduction,or adduction 'of the fingers to or from 
the middle line can be’ made by fitting the finger rest to the 
apparatus at the pivot hole k. The finger rest is slightly higher 


than the level of the box itself, and it is inclined forwards. . 


. Thus the finger is slightly hyperextended at the metaca 
- phalangeal jojnt to eliminate the action ‘of the extensor ‘tendon 


‘so that a more accurate appraisal of the power of the interossei , 


and Jumbrical muscles may be obtained. 


Friction is partially whid during the’ performance of those | 
er 


movements by the moyable roller of the finger-rest and the 


Aes 2 E N $ 
' 


PREPARATIONS AND APPLIANCES x 


The additional plates ` 


MEDICAL JOURNAL 





pivoting of the pulley wheel at e. The power of these move- 
ments can be read off also on the scale B, and their ‘excursion 
described in degrees of movement by reference to the protractor 
scale L : oa p5 





i The a paratus We ` l 
believe that it will servè a useful, purpose in indicating the 
degree of functional recovery of the joints of the fingers during 
treatment. s -7 


' 


is inexpensive and simple in action, 


' 
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ACUTE ASEPTIC MENINGITIS 


Up till 1925 confusion was present in the description of 
various’ .cases, of meningitis, apart from syphilitic and 
tuberculous meningitis, in which the -cerebrospinal fluid 
was bacteriologically sterile and contained an increased 
number of mononuclear cells. At that time Wallgren’ 
brought clarity to the situation by gathering a\number of 
them into a symptom-complex of unknown aetiology which 
he termed “ acute aseptic menirgitis.” All these cases had 
an acute onset, fever, and symptoms of meningeal irritation, 
and recovered completely after a short illness. Since then 


three, viruses which give rise to the clinical picture of acute - 


'aseptic meningitis have been isolated. The most common 
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. of these is that of lymphocytic choriomeningitis, which has 


been found in U.S.A., Great Britain, France, and Japan. 
The virus of swineherd’s disease (Durand et al.") also pro- 
duces this picture,.but is,found only in neighbouring areas 
of France, Switzerland, and Italy. Lastly, there is the virus 
of pseudo-lymphocytic. choriomeningitis (MacCallum et 
al.”), which has been isolated on only two occasions, both 
in England. These three viruses: provide only about one- 
third of the cases of acute aseptic meningitis ; the remainder 
are of as yet unknown aetiology. 

Lymphocytic choriomeningitis appears to be ‘much more 
‘frequent in the United States than in any other country, 
possibly because it has been more intensively and exten- 
sively studied there. The virus was first isolated in .1934 
by Armstrong and Lillie‘ in the U.S.A., and since that time 
` 36 proved cases of the meningeal form, including three of 
the encephalomyelitic,.typet and one proved and, one 
probable case of systemic infection without meningeal 
involvement, have been reported. In addition, examination 
of sera showed neutralizing antibodies in 32% of 58 cases 
diagnosed as aseptic meningitis, 28 % of 106 cases with 
recent influenza-like illness but no signs of meningeal irrita- 
tion, and 10% of 1,000 individuals chosen at random who 


gave no history of-any involvement of the central nervous- 


system (Wooley et al.*). In this country there have only 
been 5 reported isolations of the virus from human beings, 
and neutralization tests on suspected cases have shown a 
very small proportion of positives. The high percentage 
of positive sera from individuals showing no obvious in- 
volvement of the C.N.S. indicates that there is ‘no single 
clinical picture which can be said to include all cases of 
infection. with-the virus. | However, there‘are certain /indi- 
cations that may lead one to differentiate between a typical 
case of lymphocytic choriomeningitis with .meningitic 
symptoms and one of acute aseptic meningitis of unknown 
- origin as described by Wallgren: In a group, of 23 proved 


virus cases Baird and Rivers‘ found 16 eave: a history of an 
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influenza-like precursory illness which lasted from one to 
three weeks before the onset of meningitis. Contrasting 
with these, in a group of 18 patients with meningitis of 
unknown paus, there were only 3 who had a prodromal 
illness. 

Following the injection of infective mouse brain into 
human: beings (Lepine er al.’) fever develops in one and a 
half to three days, and the virus is present in the blood 
usually from then till the onset of meningitis. The pro- 
dromal symptoms develop five to ten days after- exposure to 
the virus and are of one to three weeks’ duration. Fever, 
ranging from 100° to 103° F., usually occurs in two or three 
waves, with a remission before the onset of meningitis. 


` Then comes an acute onset of fever and chills, generalized 


headache, and nausea and vomiting. There may be lumbar 
backache, drowsiness, and disorientation. On physical 
examination the usual signs of meningitis are present in 
varying degrees. The blood counts are as a rule normal 
during this stage, but virus may occasionally be detected 
in the first few days of meningitis. The cerebrospinal 
fluid is usually clear or slightly turbid, and rarely shows a 
fibrin clot on standing. The pressure may be normal or 
increased. The cell count has varied from 63 to 3,200 per 
c.mm., with the average about 600 to 1,000, of which 95 
to 100% are-usually lymphocytes. The sugar.and chloride 
content are usually normal, though both 'may-be reduced. 
The protein may be normal, but is usually elevated to 
50 to 200 mg. per 100 c.cm. of fluid. The virus can be 
isolated from the cerebrospinal fluid during the first 7 to 
10 days of meningitis, but then as a rule disappears. A 
positive complemeit-fixation reaction with the blood 
commonly. appears 3 to 4 weeks after the onset and dis- 
appears in 4 to 6 months, in contrast to_ neutralization, 
which does not appear for 6 to 8 weeks and lasts 
much longer. An excellent description and detailed 
study of a typical case .is included by Farmer and 
Janeway* in their complete review. In this, the most 
recently reported case, the patient, a girl of 21, removed a 
dead mouse from a trap. Three days later she began to 
-feel listless, had occasional spells of light-headedness, and 
looked unwell. On the fourteenth day she visited her 
doctor, who found her temperature was 101° F. (oral) 
‘and that she had lost 8 lb. in weight in- the past month. 
Though weak, she ‘was’ able to continue her studies till the 
twentieth day, when she developed headache, stiffness of 
the neck, nausea and vomiting, loss of appetite, drowsiness, 
and lumbar backache. The virus was isolated from her 
spinal fluid on the twenty-seventh and thirty-fifth days 
of the illness: However, for every such typical case there 
must be very: many with only a few influenza-like symptoms 
and no signs of central nervous system ‘involvement. A 
very good example of such an illness was that described 
by Armstrong and Hornibrook® as the result of an acci- 
dental laboratory infection. The patient was carrying out 
research on the virus and constantly handling infected mice. 
There was no circumstance which might indicate the 
pacha incubation period of the disease. His first 
ymptoms were troublesome pains in his arms, shoulders, . 
oad back, with an accompanying temperature of 99.4° F. 
By the following day he had lost his appetite and the 
lumbar pain had increased. The fever lasted five or six 
days. The acute illness lasted only a week, but weakness 
and prostration persisted through the following week. 
There were no symptoms or signs of involvement of the 
nervous'system. A white blood count on the fifth day of 
illness revealed leucopenia of 2,900 cells. - The virus of 
- 9; r Acad. Sei. 1937, 204, 1846, > 
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lymphocytic choriomeningitis was isolated from the blood 
on the fifth day of fever, and his serum, which had been 
negative, gave strong protection against the virus six weeks 
after the illness. | Cte E erir Supe 

The sourde of inféction and portal of entry of the virus 
in man has not been settled as yet. However, the weight 
of evidence at hand indicates the.grey mouse (Mus 
musculus) as the reservoir in-the naturally. occurring disease. 
Armstrong and his colleagues? have found a much greater 
percentage of infected and immune mice among those 
caught in the houses where cases have occurred than 
among mice from homes where the illness has not been 
present. Experiments carried out- over 4 years by Traub” 
in a stock of white mice, and those of Haas,” also in white 
mice, indicate that mice Infected in utero probably transmit 
the infection to their offspring and contacts by their nasal 
secretions. However, their urine, faeces, and semen also 
contain active virus, which may be the source of infection 
for human beings. Seven natuially infected house mice 
trapped in Washington showed no symptoms during five 
months’ observation,’ but ‘transmitted the infection to 
normal white mice placed in the cage with them. These 
latter also showed no symptoms, but virus was present in 
their blood. In the case of Farmer and Janeway’ the virus 
was isolated not only from a mouse found in the fourth- 
floor flat of the patient but also from the embryos of a 
pregnant mouse trapped in the cellar of the same building. 
The virus has been shown experimentally to infect by 
penetrating the unbroken skin of the guinea-pig, which 
suggests this as the portal of entry in those who handle 
infected mice without gloves. The virus may be present 
in the dust where infected mice have been and infection 
may take place by the nasal route. But in man the virus 
has been isolated only once from the nasopharynx, and in 
that instance the patient was never shown to have developed 
immune bodies, so proof that the virus was of human 
origin is lacking. Dogs, both in America (Dalldorf") and 
England (Findlay et al.’'), also have been shown to harbour 
the virus in their spleen, and an inoculated dog transmits 
Farmer and Janeway’ 
describe a case in which a dog might have been the source 
of infection. Strangely enough, there is no indication that 


- cats are infected or carry the virus. 


The most likely disease with which trouble in diagnosis 
may arise is tuberculous meningitis. Very little difference 
may be sfoted till the latter suddenly enters the terminal 
stage and is fatal. The web-like clot which usually forms 
on standing is a good point of differentiation. The sugar 
content is usually decreased below 45 mg. and the chloride 
content below 650 mg. per 100 c.cm:, but normal findings 
should not be taken as ruling out tuberculous meningitis. 
The percentage of lymphocytes in the cerebrospinal fluid 
rarely rises above 80. Also the blood sedimentation rate 
is elevated. If proof is desired of the virus aetiology of a 
case two courses may be followed. Inject 5 to 10 c.cm. of 
blood intraperitoneally in a guinea-pig in the pre-meningitic 
phase and the same amount of cerebrospinal fluid in the 


stage of meningitis. Elevation of the temperature to- 


104° F. (per rectum) for one or two days probably indicates 
infection ; and the spleen and/or brain should be removed 
aseptically, placed in 50% glycerin in saline, and stored 
in the ice-box till sent to a laboratory for identification. 
Serum taken in the acute ‘and convalescent (fifth to sixth 
week) stages can be examined for immune bodies to 
lymphocytic choriomeningitis virus. On de, x 
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EXPERIMENTAL SHOCK AND THE . 
“CRUSH SYNDROME” 


Since the crush syndrome was first recognized as of 
common occurrence after air raids, the treatment of it has 
been the subject of much speculation. The chief reason 
for this is lack of knowledge of its pathogenesis. Accor- 
ding to one school of thought, summarized in a recent 
discussion at the Royal Society of Medicine,’ shock and’ 


tenal damage are two aspécts of the same primary lesion 


—muscle necrosis—although their obvious results are 
separated in time by seven days : the shock is due to plasma 
leaving the blood stream and entering the injured area, and 
the renal damage due to substances such as myohaemo- 
globin and acid metabolites leaving the damaged area and 
entering the general circulation as soon as the local blood 
supply is re-established. On this view the first, line of 
treatment is to establish an alkaline diuresis along the lines 
shown by Baker and Dodds’ in 1924 to be effective in 
protecting animals from the renal effects of intravascular 
haemolysis ; later, to combat‘shock. Another view, put 
forward by Patey and Robertson,’ is that the condition, 
including its renal manifestations, is the result not of toxic 
bodies liberated from damaged muscles but simply of the 
loss of blood constituents into the injured limb. They 
accordingly treated two cases by an inflatable rubber cuff 


‘designed to prevent or diminish the local oedema ; whether 


it had any effect other than this is rather doubtful, as treat- 
ment in the first case was started during recovery (11th 
day), and the second case, treated from the first day, showed 
no evidence of shock or renal damage except red cells 
and some albumin in the urine. ; 
Recent experimental work by Duncan and Blalock from 
the Johns Hopkins Hospital’ has shown conclusively that 
the severity of a similar type of shock, produced by a 
crushing clamp may be modified by subjecting the damaged 
limb ‘to a pressure of 40 mm. Hg in a pneumatic cuff. 
As, however, the treated animals which survived shock 
were: killed before renal failure could become fatal, and 
as there is no record of a rise of non-protein nitrogen in 
the treated group, to compare with that of the untreated 
group, these experiments offer no ground for deductions 
as to the effect of pressure therapy on renal damage. To 
apply the results of these experiments directly to man and 
to advocate, as was suggested recently in these columns 
by Patey and Robertson,” routine use of such a method 


. throughout the country may be unwise, In our present 


issue they give clear instructions how to apply a bandage 
so as to exert a pressure of about 40 to 60 mm. Hg on a 
limb. It appears possible from, the dog experiment that 
a tight bandage or a pneumatic cuff will limit plasma 
transudation and thus the degree of shock due to such 
plasma loss. The oedema, however, ‘is only sympto- 
matic of muscle necrosis and, if plasma loss be made 
good, is eventually absorbed. Considering how often in 
such crush cases there is diminution of peripheral pulsa- 
tion or actual gangrene, some anxiety might legitimately 
be felt about this method of preventing shock, because 
in inexpert hands the bandage is easily applied too 
tightly. The use of serum and plasma is a more generally 
applicable way of combating the shock of crushing injury, 
at all events until well-controlled observations have shown 
in man whether the pneumatic-cuff procedure is beneficial 
or not: If the renal damage is due to substances absorbed 
from the damaged area, as appears possible, the effect of 
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a pressure cuff, if applied with alternate positive and nega- 
tive. pressures, may: be.:to'»hasten. absorption; from the 
damaged area. On the other hand, a pressure adequate 
to diminish the reactive: hyperaemig seen surrounding a 
necrotic area may delay absorption of such products long 
enough either for :a natural re-establishment of normal 
capillary impermeability or for a therapeutic protection 
of the kidneys: by i. The possible use, for such a 
purpose, of a tourniquet for a short time has already been 
proposed.’ 

It is clear, therefore, not only from this and previous 
discussions of the merits of various types of ‘treatment, but 
also from a review of the published cases, that extreme 
care must be exercised before claiming any particular type 
of therapy as effective. To begin with, the possible fal- 
lacies inherent in the application of experimental animal 
results to man are well known. Then, in clinical work, 
such facts as these mušt be borne in mind: (a) severe 
cases. may occasionally recover without any treatment at 
all’ ; (b) slight cases (one-third of those surveyed’) recover 
‘without or in spite of treatment; (c) other injuries such 
as haematoma and pressure injuries of nerves closely 
simulate certaif aspects of crush syndrome. It is essential, 
therefore, in order to ascertain the efficiency of any treat- 
ment, to establish criteria by which the severity of the 
lesion may be estimated. The degree of haemoconcentta- 
tion and the blood-pressure fall are the most useful criteria 
of “shock”; the height of the blood urea, the urine out- 


put, and -the urinary urea concentration have been suggested- 


by Bywaters’ as the most useful for renal damage.- In 
most cases severity of shock and severity of renal damage 
seem to run’ parallel : this has been: thought to account for 
the failure to notice this syndrome in’ the days when trans- 
fusion was in its infancy, as severely shocked patients, 
untreated, do not survive to show renal failure. Further- 
more, the extent'of the injury, according to this survey of 
over 70 cases, appears to determine the severity of both 
shock and renal damage, These criteria are for the estab- 
lished case ; most-of them, except the extent of the injury, 
would be useless if by some means the signs of shock and 


renal damage could be prevented. Prevention to be . 


effective probably depends on early treatment, certainly 
as regards shock, and probably as regards renal damage 
also. The above signs would not therefore be manifest. 
It may be that the excretion of such products of muscle 
necrosis as creatine and myohaemoglobin in the urine may 
turn out to’ be the criteria.of complete success in therapy, 
together with the later muscle fibrosis. Further experi- 
mental studies and careful observation of air-raid victims 


and the effects of treatment from the very first are both. 


most urgently needed. c 
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RATIONALIZING CHEMOTHERAPY’ 


‘ Sulphonamide chemotherapy passed from the empirical to 


‘the rational two years ago with the discovery by Fildes and 
Woods of the,mode of action of sulphanilamide. Their pre- 
cise disclosure of its point of attack in chemical terms not 
only settled an acute controversy but opened the door to fur- 
ther developments on more sure and promising lines. What 
the practical fruits of this discovery may be is now becom- 
ing ‘apparent. . The action of sulphanilamide on haemolytic 
streptococci and other bacteria is simply to prevent the 
utilization of a substancé essential for their growth, which 
is p-aminobenzoic acid. Thanks largely to the earlier work 
ot Fildes and his collaborators, various other substances of: 
defined chemical composition, now referred to as essential 
growth factors, are known to be' necessary for the growth 
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of certain pathogenic bacteria. ‘There being a close and 
simple chemical relationship between p-aminobenzoic acid— 
- the growth factor—and sulphanilamide—the growth inhibi- 
tor—it can be predicted that a compound having this relation- 
ship to another growth factor will inhibit growth by prevent- 
ing its utilization. Several such inhibitory analogues have in 
fact been designed and found to function as expected, their 
relationship to the growth factor being the substitution of 
—SO.H or —SO,NH, for —COOH. The latest product of 
this form of constructive reasoning, one which may prove 
to be of great therapeutic importance, is now’ described 
by H. Mcllwain.* Pantothenic acid is an essential growth 
factor tur many pathogenic bacteria, and an analogue which 
should be inhibitory is pantoyltaurine. This substance, as 
theoretically ‘predicted, inhibits the growth of bacteria re- 
quiring pantothenic acid, including Str. pyogenes, Pneumo- 
coccus, and some strains of C. diphtheriae, and has no effect 
on the growth of Bact. coli and Proteus vulgaris, which 
do not require it.' As in experiments with sulphanilamide 
and p-aminobenzoic acid, the presence or absence of growth 
depends on the relative concentrations of pantoyltaurine 
„and pantothenate; the capacity of various natural fluids 
such as muscle extract, plasma, and urine, to antagonize the 
inhibitory action of pantoyltaurine varies with their content 
of pantothenate. ‘It 1s an important point that this content 
in none of the mbterials tested was such as could prevent 
the effect of a moderate concentration of pantoyltaurine in 
the body. : : 

There are other considerations affecting possible 
therapeutic use. One is the toletance of the body, and of 
this it is said that 2.5 g. per kg. body weight can be fed 
tv mice without ill effect. Another is the degree of 
susceptibility of individual bacterial species ; there are varia- 
tions in. this even though the organisms concerned all re- 
quire pantothenate. To express a further factor which must 
be taken into account MclIlwain proposes the term “ anti- 
bacterial. index” for the ratio between the concentration 
of the inhibitor and that of the growth factor which it will 
just antagonize. The antistreptococcal index of sulph- 
anilamide is 25,000, the concentration of this drug neces- 
sary to prevent, the growth of S. pyogenes being this much 
greater than that of p-aminobenzoic acid present in the 
medium, regardless of the absolute amounts of either. But 
the antipneumococcal index of pantoyltaurine is 1,000 and 
the antistreptococcal only 500. Pantoyltaurine is in fact the 
most effective inhibitory analogue so far studied in this 
way, as judged by this criterion. Information’ about its 
v ‘actual therapeutic effect will be awaited with great interest. 

Meanwhile it may be seen to what elucidation of obscure 

problems in antiseptic action the fundamental work of the 

department of bacterial chemistry founded by Fildes is 
now leading. In another paper McIlwain® describes the 
application of similar methods to an investigation of the 
apparently more complex action of acriflavine. This is 
going considerably further than the work of S. D. Rubbo, 
M. Albert, and M. Maxwell,? who have nevertheless by a 
study of the mono-aminoacridines done much to relate 
chemical structure with antiseptic and other biological 
activity. It is not too much to say that the work of Fildes 
«and his colleagues will rank as an achievement at least 
equal to that-of the original discovery of prontosil itself. 
Domagk’s work, although everything else has followed 
from it, left the whole subject in the darkest theoretical 
obscurity ; that of ‘British workers has made its mechanism 
plain. The difference between their two methods is that 
between delving in a lucky dip and constructing to a design. 
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THERAPEUTIC USES OF CURARE 
Sir Walter Raleigh brought the arrow poison of the Aroras 
from “the large and beautiful land of Guiana” in the 
sixteenth century, but it was not until 1865 that Claude 
Bernard showed that its principal action was the paralysis 
of transmission at the neuromuscular junction. Clinical 
interest in curare was renewed after the discovery by 
Bremer in 1927 that small doses, insufficient to paralyse 
the intact skeletal musculature or to embarrass respira- 
tion, selectively released the spasm of decerebrate rigidity. 
Similarly, West’ observed a selective response with sub- 
paralytic doses if human spastic paralysis, a so-called 
“lissive effect’ which was not present in all samples of 
curare and was not assogiated with any known constituent. 
This variation in the composition of the drug may explain 
other anomalies in its use as an adjunct in the physio- 
therapy of spastic paralyses. Thus, whereas Burman’ noted 
a selective release of plastic muscular rigidity and spasm, 
lasting two or three days on intramuscular injection, 
Bennett? found these desirable results far more transient 
in comparable cases. However, Denhoff and Bradley* have 
confirmed Burman’s results on six children with cerebral 
palsy whom they studied for four months. A standardized 
stable curare administered intramuscularly gave improved 
relaxation in the hypertonic muscles for about four days, 
so that it was necessary. fo inject their patients only twice 
weekly. Efficiency combined with safety was attained only 
when the dosage was determined individually, by noting 
‘the responses to increasing doses ; the margin of safety is 
not very large and adequate supervision was required the 
whole time. On the other hand, when the optimal dose 
had been found the response was remarkably uniform. 
Denhoff and Bradley abandoned the intravenous route of 
administration because of the prevalence of paralytic 
symptoms, with evidence of respiratory embarrassment. 
They confirmed previous observations that with large doses 
the paralysis affects the facial muscles first, followed by 
relaxation of the neck, trunk, and limbs. During the acute 
stage there may be pallor and excessive perspiration, con- 
fusion, diplopia, and slow shallow respirations. The symp- 
toms may be alarming, but pass off without treatment in 
40 minutes, though for the next 24 hours the lethargy is 
sufficient to interfere with physiotherapy. Von Eüler* has 
shown that intracisternal injection of curarine in, animals 
may cause a profound stimulation and even convulsions ; 
although this is hard to equate with the clinical findings, 
it does suggest that some of the acute symptoms may be 
due to a central action of curare, an action that is normally 
overshadowed by the peripheral paralysis. Dangerous 
symptoms may be averted by injection of prostigmine or 
adrenaline. The -paralytic as opposed to the “lissive” 
action of curare has been employed in the symptomatic 
treatment of various convulsive states. Thus curarine has 
even been used as an intravenous drip, 1/4 mg. per kilo 
per hour, to prevent the weakness and fatigue which hastens 
death in tetanus,’ but the number of recorded cases ‘is not 
yet sufficient to estimate its value. However, Bennett has 
used curare to prevent fractures in leptazol shock therapy 
with considerable success. f 
The search for curare substitutes has been encouraged 
by the difficulties in obtaining the drug from the South 
American witch-doctors. Two types of substitute have 
been investigated : quaternary ammonium compounds and 
erythrina derivatives. Quinine methochloride has a curari- 
form,action even on oral administration, and Bennett has 
experienced some success using 3,to 4 grammes daily in 
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eight cases of spastic athetoid paralysis. Erythroidine 
hydrochloride has also been studied in Parkinsonism and 
spastic paralyses*; the toxic reactions seemed too severe 
to allow continued trials, although, as they are out of all 
proportion to those experienced in animal experiments, 
other derivagives of erythrina may prove more useful. 


INCLUSION CONJUNCTIVITIS ` 
Immediately on the publication in 1907 by Halberstaedter 
and’ v. Prowazek of-the finding of minute bodies in the 
epithelial cells of the trachomatous conjunctiva the validity 
of these findings and their specific significance were called 
in question by many. The issue became more confused 
when Stargardt in 1909 demonstrated inclusion: bodies 
in various ocular conditions, among them a case of bac- 
teriologically negative ophthalmia neonatorum, and when 
Haymann observed inclusion bodies in a series of cases 
of gonococcal ophthalmia neonatorum. It came to be 
widely believed that inclusion bodies were 'a reaction pro- 
duct of the epithelial cells to either the organism of 
trachoma or the gonococcus, but that it-itself was not 
an aetiological factor. Herzog attempted to correlate 
ophthalmia neonatorum with trachoma by suggesting that 
trachoma was produced by an evolutionary form of the 
gonococcus adapted to parasitism on the epithelial cells, 
whilst Lindner, with more justification, divided ophthalmia 
neonatorum into two groups—one due to the gonococcus 
and the other to inclusion bodies, because he found that 
the bacteriologically negative cases of ophthalmia neona- 
torum showed these bodies. He linked this inclusion body 
ophthalmia with trachoma, regarding trachoma as a modi- . 
fied form of genital infection. This was because a macacus 
and a baboon developed a conjunctivitis indistinguishable 
clinically from trachoma when inoculated with the vaginal 
secretion of a mother whose child, shortly before, had been 
born with inclusion ophthalmia neonatorum. ‘That the 
inclusion bodies may have been the infective agent was 
suggested later when Halberstaedter and v. Prowazek found, 
them in the genital. epithelium of a mother giving birth 
to an infant with inclusion blennorrhoea. - The unity of 
trachoma and inclusion ophthalmia néonatorum is-still up- 
held by Lindner, who- regards both affections as a mani- 
festation of the same agent ; trachoma to him is essentially 
a genital infection, and inclusion blennorrhoea is the more 
primitive form of trachoma. Inclusion blennorrhoea, in his 
terminology, is paratrachoma and has the same relation to 
trachoma as paratyphoid has to typhoid. 

Inclusion‘ conjunctivitis takes several forms, and may 
appear as a bacteriologically sterile ophthalmia neona- 
torum, as a mixed infection with a gonococcus and other 
organisms,’ or as follicular conjunctivitis in children and 
adults, particularly in the form of so-called swimming-bath 
conjunctivitis. These local conditions find a counterpart in 
a non-specific urethritis in men and cervicitis in women :ı 
inclusion bodies are found and the genital infection runs 
a mild course.’ The problem of the relation of inclusion 
conjunctivitis to other virus infections, such as trachoma 
and lymphogranuloma inguinale, is>now much simplified 
by the clear recognition of these various types. The appar- 
ent confusion, which was precipitated by the first descrip- 
tion of inclusion cells in ophthalmia neonatorum, has led 
to a valuable consolidation of our knowledge of ophthalmia 
neonatorum and'of a whole group of follicular reactions 
in the conjunctiva, as well as a clear recognition of yet 
another type of venereal disease. The inclusion bodies of 
trachoma are distinct frorn those seen in ophthalmia neona- 
torum and genital infection of the inclusion type. 

© Arch. New.ol Psychiat, ‘Chibago: 1941, 45, 649. 
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.From time fo time articles have appeared in this and other 
~ journals on various aspects of the life and functions of the 
Army medical officer. It must be assumed that any, prospective 
R.A.M.C. officer who -has ‘access to them will have read these 
articles, yet it is noticeable that many of the medical officers 
entering the Services have failed to appreciate that an Army 
doctor in almost any position must have a working knowledge 
`of various military subjects if-he is to function efficiently. 
The’ metamorphosis, for such it is, from civil to military 
medical practice involves three ‘important changes: (1y a 
domestic change, from private to communal life ; (2) a change 
of sphere, from work ın a relatively, simple and static com- 
- munity to work in a complex, disciplined, and essentially 
nomadic organization ; (3) a change in horizon, in that whereas 
in civil practice the doctor’s primary concern was medical care 
of the sick or hurt, he is now joining a Service in which care 
of the sick and hurt is ancillary to medical care of the healthy. 
Although the implications of the first’ of these changes are 
generally realized by the prospective medical officer, those of 
the second are usually only vaguely sensed, and those of the 
third change seldom appreciated at all. 


Functions of the Army Medical Officer 


The general functions ofthe Army M.O. fall in the main 
into one of the following three groups: 


1. Maintenance and Servicing—The typical representativè of 
this group is the regimental medical officer, more formally 
known as the officer in medical charge of effective troops. His 
work and responsibilities have been ably described in the articles 
already referred to (Middleton, 1940 ; Robinson, 1941 ; Burges, 
1941; Tidy, 1942). , Briefly, the R.M.O. is the commanding 
officer’s technical expert in the maintenance of the fighting 
health of his unit. As such, everything which directly or 
remotely may affect’ the health of the officers and men is his 
concern. If he is to fulfil his function efficiently not only must 
he be-a competent doctor but he must have an adequate know- 
ledge and understanding of the work of the unit he serves. 
` 2. Salvage-—Under this heading may be grouped all units 
whose responsibility is the collection of casualties and their 
delivery in repairable condition to the repairing units. Its 
typical; representative is the Field Ambulance. The ‘Field 
Ambulance medical officer must be active, self-reliant, a leader 
of men, and able to find his way about in unfamiliar territory 
and amid the complexities of the military formations in battle: 
He must be a competent soldier as well as a doctor.’ 

‘ 3. Repair and Reconditioning —Under this heading come the 
C.C.S., hospitals of all types, and units responsible for the 
control of post-hospital convalescence. It should be noted that 
, repair and reconditioning dim at the return of the repairable 
casualty to full military health as expeditiously as possible.: This 
objective must never be forgotten. Even in this group the 
medical officer, be he a specialist or not, must possess military 
knowledge and understanding, if only to enable hi 
his work in the form most useful to the army he serves. 


ve 


But there are additional and more personal reasons for his 
possession of military knowledge, Let us take the case of 
an officer who has entered the R.A.M.C. as a specialist or 
graded specialist in, say, anaesthetics. It is understandable 
that, knowing nothing: of the Army, he may- tend to assume 
that his work will be much the same-as it was in civil life 
‘and that knowledge of such things as map-reading, organiza- 
tion, military law, soldiers’ affairs, and so on will not ‘concern 
‘him. He may be sent to work,in a C.C.S. or a military hospital 
and spend most of his time in-his specialty. But it is unlikely 
that this will occupy him fully all day or every day, and in 
a military hospital there are many other duties in which, he 
will be expected to bear his share when he is free. Nta few 
of them will require military as well as medical knowledge. 
He may, on the other. hand, be sent to join a mobile surgical 
unit as its anaesthetist, ‘perhaps to replace another’-who -has 
become 'a casualty. He may find himself reporting for this 
duty somewhere in the desert, informed that his unit is at 
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“Point X,” 30 miles away, given a truck and a driver, and 
expected to carry on, perhaps in the dark. If he does not know 
how to find his way about he is likely to get lost; he may 
cause his driver and possibly others to lose their lives; and 
the mobile surgical unit may continue to be short of an anaes- 


, thetist. Even the specialist must be a fitted piece in the military 
_ machine. If not, he may be a potential’ spanner in the works. 


The Preliminary Course for R.A.M.C. Officers 


. Doctors share with chaplains a privilege which is at the 
same time a disadvantage, in that they normally enter the Army 
as commissioned officers without any previous service or ex- 
perience im the ranks. All other officers are now commissioned 
only after a period of service in the ranks followed by training 
in an O.C.T.U. An untrained newly commissioned medical 
officer cannot avoid feeling a notable greenhorn i in any congre- 
gation of officers. ° 

The preliminary course of instruction for R.A.M.C. officers 
is designed to reduce the acuteness of this disadvantage. It 
comprises three weeks’ training in the officers’ wing of one of 
the R.A.M.C. depots, followed normally by a further week 
at the Army School of Hygiene. A description of the course 
at one of these depots has already’ been published (Cameron, 

“1942) and may be accepted as typical. During the course the 
metamorphosis is performed under expert and sympathetic 
‘guidance. The domestic change, shared with others at the same 
stage, becomes less drastic; the change of sphere, with new 
understanding, comes naturally ; the change of horizon begins 
to develop. The officer emerges from the metamorphosis a 
fledgeling perhaps but not a self-conscious greenhorn, with a 
growing instinct of how to find his way about in his new work, 
with an increasing tactical sense, and feeling and looking fitter 
physically than he has done for years. 

It has been argued repeatedly that it is possible for a doctor 
to turn himself into a competent Army medical officer without 
attending a preliminary course of instruction; that, in fact, 
many have done so; and that such a course is a waste of 
valuable professional time. An analogous argument can be 
advanced that it is theoretically possible for a suitably gifted 
individual to become a competent doctor without attending a 
medical school. The medicine we practise to-day began with 
the work of such men. In both cases the process is hard on 
the aspirant and-unfair on the patients. The path is long and 
rough, and inevitably strewn with unnecessary casualties. That 
this is so in the case of the Army medical officer, those who 
have had to start work without a preliminary course are usually 
the most ready to admit. 

Finally, let it be said that the preliminary course is not a 
cramming course., Its aims are: to define the objects and 
* principles of the medical care and management of soldiers ; 
to give a general picture of the military machine and its medical 
organization, with close-ups of various aspects of *a medical 
officer’s life and work; to teach the new medical officer how 
to start to find the answer to “What does A do now?” in 
various circumstances. It is in essence a reconnaissance ; and, 
to quote a well-known military axiom, “time spent in recon- 
naissance is seldom wasted. i 


I wish to thank Col. wW. Foot, M.C., Commandant, No 1 Depot, 
R.A.M.C., for permission to submit this article for publication. 
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It is reported (Dtsch. Militär arzt, 1941, 3) that some 
2,102 persons (82%) of the occupants of a camp in Germany 
weye attacked by Flexner dysentery, 20% of them on the first 


_ day and the rest in the course of six weeks. The incubation 


period was three to six days, the illness lasted on the average 
for two to three weeks, and the death rate was 3 per 1,000 
In the first three days the bacteriological demonstration of 
bacilli was easy, but it.was difficult towards the end of the 
first week, when the stools were slimy and watery. Extensive 
hygienic measures had to be taken in order to prevent the 
disease spreading. Treatment with erivanol is stated to have 


given excellent results. : 
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PAEDIATRICS IN MEDICAL PLANNING 


The fourteenth annual, meeting of the British Paediatric 
Association, recently held at Windermere, was devoted to a 
discussion on the future of paediatrics, having in mind the 
changes in ‘the organization of medical services which will 
follow the war. É 

Dr. J. C. SPENCE (Newcastle), who ee the discussion, said 
that three branches of paediatrics had to be planned for— 
namely, domestic practice, public paediatric services (such as 
child welfare and school medical care), and, finally, the 
hospital and institutional treatment of children. - To ensure 
the success of each of thgse branches ıt was necessary to have 
active and progressive teaching units, preferably a hospital or 
a clinical unit closely associated in a hospital centre with other 
teaching hospitals and university scientific departments, and 
providing not fewer than 100 beds, with adequate out-patient 
and clinic facilities. These should serve as consultation centres 
for both private practitioners and the public health services. 
In the vinterests of both clinical science and the welfare of 
patients the artificial segregation of patients into medical wards 
and surgical wards should be abandoned ; patients should be 
re-grouped into clinical units; with wards arranged according 
to the age of the patients and the character of the disease, 
and to these units physicians, surgeons, and specialists should 
be attached. Another problem to which the British Paediatric 
Association should address itself was the form in which advice 
and constructive criticism should be given to the Ministry 
of Health in formulating its paediatric policy. He urged the 
setting up of an advisory committee—rather than the appoint- 
ment of a single adviser—membership of which would be 
limited to a certain term of years. i 


Children’s Nursing ' 

Dr. ALAN MoncrieFF dealt with a memorandum which has 
been put forward by the London members of the Association. 
' He’ called attention in particular to the necessity for close 
co-operation „with the health authorities as regards school 
“medical work and child welfare work; to the danger of 
‘children’s hospitals losing their identity and becoming depart- 
ments of general teaching hospitals, and to the further danger 
of the special children’s nurses’ register being abolished. He 
said that certain children’s hospitals had recently appointed 
matrons without this diploma. Dr. REGINALD LicHrwoop said 
that in London as in other large cities a university centre for 
paediatrics, was certainly needed fur postgraduate training, and 
should be'set up without delay. It should have a professor 
of paediatrics, and the hospital and academic sides of preventive 
paediatrics® should be encouraged. Dr. N. Capon (Liverpool) 
referred to the shortage ‘of applicants for training as sick 
children’s nurses. This would become even more serious unless 


something were done to raise the status of such nursing. In . 


his view the problem could not be satisfactorily settled by 
accepting a short period of service in children’s wards as ade- 
quate training for paediatric nursing. “He suggested that the 
association should make representatichs to the General Nursing 
Council that the register of sick children’s nurses should be 
maintained. Dr. F. M. B. ALLEN (Belfast) urged that the interim 
report recently presented by its committees to the Medical 
Planning Commission should be carefully studied by paedia- 
tricians, and the Commission made acquainted with their views, 


State Medicine and Paediatrics 
Dr. R. Cortis (Dublin) said that State medicine in effect 
meant thé handing over of the medical profession to become 
part of the patronage of a central or local authority whose 


main idea would always be “ safety first” or the maintenance , 


of the status quo. What was needed was not a nationalized 
service, but a national medical service through a more complete 
national health insurance system, including provision for 
children. What he called “university medicine ™ should be 
made the cehtre of the medical organization, and in paediatrics 
the Hospital for Sick Children, Great Ormond Street, might 
well be the centre of ppediatric organization, with a chair 
of paediatrics, „the professor, and not the senior physician, 
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holding the predominant position at the hospital. Dr. WiLFRID 
SHELDON, while emphasizing the need for a post-war paediatric 
policy, said that perhaps the more immediate need was‘ the 
solution of the numerous clinical problems of childhood which 
the war had created. He thought the association should 
approach the authorities concerned as an organization prepared 
to advise en, and assist in, measures to deal with such 
questions. Dr. C. W. Vininc hoped that the, children at 
any-rate would not be caught up into.national health insur- 
ance. There should be a comprehensive medical service for - 
children charged with supervising the well child in addition 
to the child who was ill. In such a scheme the family doctor 
would be in charge of a unit comprising perhaps 1,000 children, 


“with their mothers, and he would work in close relation 


to a hospital service providing out-patient consultations and 
in-patient beds. 

In further discussion ‘the part which the British Paediatric 
Association might take in the future planning’ of paediatrics 
was emphasized by Dr. K. D. Wrkinson, Dr. A. G. OciLvE, 
and Dr. DONALD PATERSON. Dr. RicwaRD ELtis raised the 
question of regional planning in paediatrics and the need for 
the establishment of consulting centres visited by physicians 
on the staff ‘of a university paediatric unit. He felt also that 
the experience of paediatricians of all nationalities would be 
required in combating the effect of widespread famine con- 
ditions in dccupied Europe. Dr. L. G. Parsons (President) 
urged closer co-operation between hospitals and welfare centres, 
and also the greater stressing of paediatrics in the final 
examination of students. 

A resolution was passed instructing the committee to interest 
themselves in, and advise any appropriate authority on, current 
paediatric problems, and for this purpose it was empowered to 
co-opt members both from the Association and from other 
bodies. 


' 
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Special Clinics and Planning. < 

Sır, —The figures you publish for the rising death rate of 
pernicious anaemia make sad reading (Aug. 8, p. 176). A 
simuar rise is occurring in the death rate of diabetes mellitus 
(Peck, F. B., 1941, Southern Med. and Surg., 103, No. 10). 
Yet we know that in efficient hands, such as those of Joslin 
and Wilkinson, the mortality from these diseases can be greatly 
reduced. It has now been my experience to found anaemia 
clinics at two teaching hospitals in succession. At each’ hospital 
a large proportion of the patients with pernicious anaemia who 
had been treated as in-patients: were in bad shape when they 
were followed up. They subsequently responded to treatment 
and remained well while attending the anaemia clinic. Un- 
doubtedly the patients were to blame for neglecting treatment 
when they felt themselves cured. Nevertheless it is-clear that 
private practice has not provided a satisfactory solution for 
the care of patients with diabetes mellitus or pernicious’ 
anaemia, who require lifelong maintenance treatment under 
laboratory control. It is unlikely that local health centres 
dealing with populations of the order of 25,000 will achieve 
much better results. 

Special clinics for this type of illness must be confined to a 
relatively small number of key hospitals in each.area. More- 
over, their setting-up must be carefully controlled, for there 
is a real danger that clinics for individual diseases may multiply 
too fast and do harm ın the end to the general practice and 
teaching of medicine. There is an obvious distinction between 
diseases like peptic ulcer and asthma, in which the patient takes 
no harm if he neglects treatment when he feels well, and 
pernicious anaemia and diabetes mellitus, where such neglect 
may prove fatal. Finally, methods must be devised for keeping 
in touch with the practitioner, so that he does not feel robbed, 
of his interesting cases and is in a position to deal with the 
dangerous emergencies which may arise when a patient with 
pernicious anaemia or diabetes mellitus contracts another illness. 


‘This is an important section of medical planning which as yet 


has hardly received the consideration it deserves.—I am; etc., 
Oxford Lis J: WIIS. 
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Medical Planning and Research 

Sir,—There appears to be one aspect of future planning 
in the interim report of the B.M.A. Planning Commission- which 
has not received the attention I believe it deserves, even if 
one remembers that the report is pragmatic and deals primarily 
with the practice of medicine. I refer to the question of 
medical research, both clinically and in the laboratory. In 
my own field of endocrinology most of the fundamental ad- 
vances in the understanding of disease and its alleviation or 
cure have depended upon experimental research, and I doubt 
if this is qualitatively less true of other fields of medicine. Most 
clinicians, during ‘their practice of medicine, have felt with 
deep regret the inadequacy of the therapeutic resources available 
to them, and this has led in some instances to a keen and 
healthy interest in the social and preventive aspects of medicine, 
which branches of medicine are rightly assuming increasing 
importance. No one would doubt that medical research in 
this country is also developing on sound lines, but I feel that 
after the war its growth and depth can be vastly accelerated 
and augmented, and, further, that many of those practising 
medicine could participate in a very useful manner. 

In the first case no one should be able to attain consulting 
status who has not made his contribution to the advance of 
medical knowledge. This would, in practice, mean that all 


medical registrars (at least in teaching hospitals) would be re- - 


quired to undertake research for a period of two years or more 
in the research department of their hospital. In my opinion 
no one is unsuited to participate in research, although the 
quality of the results is bound to vary enormously. Never- 
theless, anyone working in a proper research department is 
bound to make a contribution to medical knowledge, even 
though itt may be of a negative character. We must also 
destroy the opposite: delusion that ‘a brilliant research worker 
is necessarily, or even probably, a bad clinician. It may well 
be, as some contend, that research work at its optimum is a 


full-time job carried out by those whose lives are entirely >. 


devoted to it, but this does not mean that valuable research 
cannot be carried out by others, or that we should throw 


away any opportunity of creating a research army working. 


in conjunction with leaders in this field, as indicated above. 
Such research work carried out over a period of years would 
enable those who ultimately restrict their activities to clinical 
work to appreciate the qualities of their research colleagues 
and to interpret their work. It might also help some research 
workers to appreciate the potential quality of collaboration 
with their clinical colleagues. 

Research in medicine, however, is by no means limited 
to the laboratory, and there are wide opportunities in the 
clinical and pathological fields. Such work is being undertaken 
every day by clinicians in hospitals in collaboration with their 
colleagues in the pathological departments. I think, however, 
that it is gradually being realized that the properly trained 
medical practitioner can also make valuable contributions in 
the clinical side of this field providing that his -collaboyation 
is welcomed, stimulated, and even sometimes directed, and also 
providing that he is given the necessary time and facilities. 
I believe that any post-war scheme for medical reconstruction 
should bear these facilities in mind and make them practicable 
from an economic aspect. Is it not realistic to believe that 
this approach will bring to light more than one James Mackenzie 
or Frederick Banting? 

_ If the above consideratiqns bear fruit, and if an economic 
disparity between research work and medical practice is ad- 
justed equitably, I think that the whole field of medical practice 
will be enriched by the creation of a research atmosphere and 
activity that is bound to yield valuable results in our fight 
against disease.—I am, etc., 

London, W.1. S. L. SIMPSON, M.D., F.R.C.P. 


Social Medicine and State Medical Service 


Sir,—Having had a long experience of public health work 
as well as general medical practice I venture to submit a few 
suggestions on this subject. Medical reform has been “ hanging 
fire” too long, and even when’ there has been reform there 
has been obstruction to progress. The, National Health 
Insurance Act, for instance, included a scheme for local com- 
mittees to speed up preventive measures ; this was never put 
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into operation. Insurance Committees also had power to press 
public health authorities to speed measures to improve health, 
but they were never used as they should. Later, when the 
Ministry of Health Act was passed, it was expected there would 
be unification of medical services; this also has not been 
achieved, as shown, for example, by the industriAl medical 
service being under one department and the school medical 
service under another, while the N.H.I. service is distinct from 
the local public health service. I remember attending a large 
meeting in Bristol in 1920, after the passing of the Ministry 
of Health Act, at which Lord Dawson of Penn and Sir Dawson 
Williams, Editor of the B.MJ., were present; all were 
enthusiastic at the prospects of great things being done, yet all 
of us know what happened after. 

Now we are busy again. In 1938 I gave a presidential 
address to the Derbyshire Branch of the B.M.A. on 
“Medicine and the Public Health,” im which I suggested that 
the N.H.I. service should be joined locally with the public 
health service under a medical officer of health, who would 
be of a new type—more of a physiologist and consulting 
physician with a bent for research than an administrator. He 
would have at his disposal records of the different general 
diseases (as well as infectious diseases) that the local population 
suffered from through the N.H.I. part of his work ; and similar 
information on the illnesses caused by or related to work in 
factories, including disability, through the industrial section 
of his organization. In that paper I gave much detailed in- 
formation obtained from sources not usually open to a M.O.H., 
and the picture was an astounding one. 

What I desire to stress is this: (1) Medicine must be 
integrated as one organized body under the State, including 
in its scope general ‘practice, the health services,, industrial 
medicine, the school medical service, and maternity and child 
welfare work; and these services should be linked with the 
large hospitals and universities and research centres. An active 
intelligence bureau should be available to it. (2) There must 
be a different approach to medical reform ; delay like that from 
1920 to 1942 in getting things done is inexcusable, and we 
medical men are to some extent to blame. 

Medical reforms are, unfortunately, as to their actual em- 
bodiment in law, largely in the hands of lay persons un- 
acquainted with details and ignorant of what is vital and what 
is not. For this reason, therefore, we medical men must not 
hold ourselves aloof from medical politics: rather must we, 
flushed: with humanitarian feeling, push forward for what is 
needed, even with violence (in the moral sense) if necessary ; 
provided, of course, what we advise is in keeping with modern 
medical knowledge and with a sane philosophical outlook.— 
I am, etc., 


Glossop E. H. M. MILLIGAN. 


A Physician Free from Bondage , 


Sm,—In these days, when the art of medicine is in danger 
of losing its individualism by submergence into the civil 
service, it is .refreshing to look back at such people as 
Sir Wilfred Grenfell. Just fifty years ago a young doctor 
who had worked under Sir Frederick Treves landed from . 
a sailing ship on the barren forbidding coast of Labrador. He 
had abandoned that secusity which coaxes so many'of us 


‚from our more ambitious aims, and exchanged a promising 


career in London for the life of a pioneer. 
z Grenfell crossed the Atlantic in characteristic fashion, sailing 
his own ship, which was no larger than the famous Matthew, 
and following almost exactly the course taken by John Cabot 
just four hundred years before. He found no medical or social 
work. At the first port of call he was led to a tiny turf- 
covered hovel in which Jay the bread-winner of the house 
dying of pulmonary tuberculosis and surrounded by a forlorn 
family of six half-starved children. During the first eight weeks 
of that voyage he saw over nine hundred Anglo-Saxon and 
Esquimaux patients. Unlimited opportunities presented and 
Grenfell accepted the challenge. Like his ancestor, Sir Richard 
Grenville of the Revenge, he was prepared to take on any odds. 
He, built hospitals and nursing stations, schools and indus- 


, trial centres. When it became customary for the people to 


leave their orphaned children to the doctor, he founded 
orphanages. , Finding deficiency diseases common, he encowraged 
the cultivation of vegetable gardens and made 'greenhousés to 


1 
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foster the young plants. Ice and uncharted reefs take their 
toll of fishing schooners to this day, but many vessels have 
been saved by the dry dock that Grenfell constructed. Some 
of his ventures, such as the introduction of reindeer, failed, 
and his endeavour to improve the economic lot of the people 
sometimes etirred jealous opposition, but he had no personal 
ambition and feared no one. Each season saw him on his 
travels. In summer he navigated the hospital ship Strathcona 
into every harbour of the six-hyndred-mile coast. In winter 
he visited patients by dog-sledge, driving his own team of 
eight husky dogs. These dogs he had trained himself, and 
they were able to haul an 800-lb. load ‘all day, averaging 8 to 
10 miles an hour. 

Sir Wilfred Grenfell was a visionary who had the courage 
to follow his dreams and turn them into reality. He_was 
concerned only with the welfare of the people he served. On 
their behalf he fought against ignorance and red tape and 
won'a greater victory than he knew. On Oct. 9, 1940, 
Sir Wilfred Grenfell died. But his inspiration lives on in the 
work that he created.—I am, etc., , 

, C. DENLEY CLARK. 


“ Orthopaedic ” or “ Orthomorphic ” R 
Sır, —I am in complete agreement with the statement made 


by Brigadier Max Page (July 18, p. 79) on the misuse of the 


term “ orthopaedic,” but I venture to disagree with his assertion 
that the term used as an adjective was introduced into France 
in 1828 by Delpech. Actually the term was already in use 
in, France at the beginning of the 18th century, and its first 
official introduction into medical terminology was by André 
in 1741 (André, L’orthopédie ou lart de prevenir et de 
corriger, dans les enfans les difformités du corps, Paris, 1741, 
2 vols.). As we can see, originally there was no misuse, and 
André carefully defined the limits. This term was again used 
by Levacher in the Mémoires de l'Académie Royale de 
Médecine: in- 1768. 

Brigadier Page also affirms that the term ‘ orthopaedic ” had 
a ‘much wider application already in the latter half of the 
19th century ; in fact it was a great deal earlier. Discussion on 
the alleged misuse of this term started in France at the 
beginning of the 19th century with the same etymological 
objections now raised by Brigadier Page. Delpech, whom 
Brigadier Page claims to have been the originator of this term, 
was in reality its greatest opponent, his reason being that 
at that time the term “ orthopaedic” was totally inadequate 
to express its wider use. He wrote: “De [orthomorphie par 
rapport à l'espèce humain ou recherches anatomo pathol. sur 
Is causes, les moyens de prevenir, ceux de guérir les principales 
difformités,” etc. (Delpech, Paris, 1828, 2 vols.). This plainly 
shows his opinion of the term used. Another expression— 
namely, “ orthosomatic ”—was introduced by Bouvier (Dict. 
de Méd. eg Chir., Paris, 1834, t. 12, p. 293). But it was Delpech’s 
term which was adopted by the contemporary medical 
dictioriaries. Under “ orthomorphie ” they understood: l'ensem- 
blé des connaissances, qui ont pour but de prevenir et de 
cortiger à tout Age les déviations,” etc. (Dict. des Dict. de Méd., 
. Paris, 1850, t 6, p. 110). For my part I consider the term 

“ orthomorphic ” ideal from an etymological and practical 
point of view, and would like to sessit introduced into medical 
terminology.—I am, etc., 

French Hospital, London, W C.2 S. GaLewsk1, M.D. 


Use of the Term “ Orthopaedic ” 
Sir,—In your issue of Aug. 1 (p. 142) Mr. H. Jackson Burrows 
asks me to explain why I have changed views expressed in 
1935 and. which he thinks worth quoting. ‘In so far as the 


„tone of my letter (July 18, p. 79) may be deemed at variance 


with those views, I should say that any change in my opinion 


. has resulted from recent observations ın the surgical organiza- 


tion of the Army Medical Service. We may tolerate slovenly 
and unscientific nomenclature in peacetime and yet find its 
use an encumbrance under war conditions. i 
In my letter to you I instanced two examples of undesirable 
repercussions from the present application -of tbe term 
“ orthopaedic ”: the remedy to such confusions may not be 


as simple as I Upes Mt I think it should be sought—, 


T am, ĉtc., ° C. Max PAGE. 


N 


Sm,—Brigadier Max Page has raised an important point in 
his letter of July 18. The regulations of the E.M.S. enumerate 
a certain and considerable group of injuries which must be 
treated at orthopaedic centres and hospitals. The men staffing 
these centres are termed “ orthopaedic surgeons.” Some have 
had a wide training and experience in traumatic surgery and 
are very competent to treat patients with multiple injuries ; 
others appear to have practised orthopaedics in the sense of 
the treatment of deformity and surgical tuberculosis, and some 
of these seem not to have the experience necessary to take 
charge of patients suffering from acute and multiple injuries. 
Disputes on definitions are unsatisfactory. When, however, the 
regulations of a service such as the E.M.S. lay down that 
certain injuries must be treated at orthopaedic centres, it is 
desirable to know what is meant by the term “ orthopaedic 
surgeon.” 

Since trauma is not confined to the bones, the staff of a 
traumatic unit needs a wide training as well as knowledge of - 
the treatment of fractures. I suggest, therefore, that a general 
training would be of rather more value in qualifying a man 
to be a surgeon in a so-called “orthopaedic centre” of the 
E.M.S. than previous experience in “ 19th century orthopaedics.” 
—I am, etc., 


London, SE 1. T. W. MIMPRISS. 


Sır —I suggest the following to replace the above term: 
“orthodemic”.or “ orthocholdemic ” (4p0d0, yoAdss, Béuas, 
make straight, maimed, living body). The full ‘term may be 
too fussy, so “ orthodemic ” is perhaps preferable—I am, etc., 

Glossop E. H. M. MILLIGAN, M.D.. 

** This correspondence is now closed.—Epb., BMJ. 


Animals and Plague : 
Sin,—The interesting note by Sir William MacArthur (July 25, 
p. 106) on the historical association of rats and plague, raises 
the question whether our forefathers had any idea of the rats’ 


‘part in spreading infection. I am inclined to think that towards” 


the end of the period when plague was common in Western 
Europe some such suspicion must have arisen. Arnaud Baric 
(quoted by Grimbert, J. méd. Paris, 1903, 15), writing in 1646 
on precautions to be taken against plague, says: “Si Pon 
pouvait faire mourir tous les rats ce ne servit que bon.” More 
definite evidence, perhaps, is the fact that in 1647 the town 
council of Aberdeen, who seem to have had rather a flair for 
epidemiology, included in their anti-plague measures “ poysone 
laid for destroying myce and rattons.” 

Gilbert Skene’s reference to moles was presumably derived 
from Avicenna. Why Ke added “the serpent” is difficult to 
say. He practised in Aberdeen and Edinburgh, and probably 
had little opportunity for studying the habits of serpents. But. 
statements regarding the appearance of reptiles, especially frogs 
and toads, when plague was imminent are common among 


_early writers. 


The pig was regarded with suspicion. - He was supposed ‘to 
be susceptible to the disease, and his flesh, according to Rhazes, 
was a specially unsuitable diet for the plague-stricken. 
Boccaccio says that he saw two swine rooting among the rags 
of a man who had just died of plague, and that in less than 
an hour both were dead. Another pig, equally ill advised, was 
guilty of the same indiscretion at Mendenblick in Holland,. 
and-served to point a moral ın various plague tractates. Even 
though in good health the pig, owing to his neglect of personal 
hygiene, was considered a danger to the community. Sennertius 
emphasizes that in time of plague it is essential that the streets 
be cleared of droppings of swine and geese, because their 
smell aids the spread of infection. 

Dogs and cats appear to have been spe as carriers 
rather than as themselves liable. to contract plague. Victor 
de Bonagentibus refers to. the risk of their sleeping on infected 
material., Ambroise Paré thought they might carry infection 
by eating the remains of food left by patients, but that they 
rarely acquired the disease themselves—‘ pource que leur 
temperament n’y est pas disposé.” On the other hand 
Mercurialis believed that domestic animals might become in- 
fected and transmit the plague to persons or fomites. Municipal 
authorities probably paid little attention to those epidemio- 
logical speculations, but killed off stray dogs and cats on the 
chance of their being dangerous. The goat, however, was the 
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‘friend of man. His natural odour was supposed ió counteract 
the plague venom in the-air: “C’est qu'une mauvaise odeur 


chasse lautre,” Paré explains. Mercurialis, dining with the 
Chancellor of Hungary, was-surprised to see a large goat in 
the room ‘and was informed that it was- kepti there as a 


prophylactic! The-spider alsq played her humble part. Her 
‘web was supposed to have a ‘special power of absorbing the 
plague venom, and domestics were sometimes forbidden to 


remove cobwebs from rooms when the disease was prevalent. , 


Diemerbroeck regarded this as folly, pointing out that if cobwebs 

did absorb the infection of plagué they must be most dangerous 

things to ‘have about’ a house and should be removed and 
burned as soon as possible. 

“Those old notions are something more than ancestral 

absurdities, fit only to amuse a better-informed age. They 


were founded, often quite logically, on the orthodox doctrines’ 


of the times, and are not without importance to those who are 
interested in the evolution of epidemiological theory.— 
I am, etċ., 


Dumfries Jonn RITCHIE. 


: Rehabilitation ; 
Sirn,—The obvious and tremendous advantages of rehabilita- 
tion centres to the individual and to the man-power of the 
country, quite apart from the fact that the Ministry of Health 
has been urging the necessity for rehabilitation for the treat- 
ment of casualties in the Forces, make one read with interest 


every article written on this subject. Such interest is especially ' 


roused when an article appears written by so authoritative a 
person as Sir Robert Woods (July 25, p. 89), who ‘so, fully 


appreciates the importance of, but also the difficulties attendant ` 


on, rehabilitation centres. 

One sympathizes greatly with his observations on the need 
for trained personnel and the impossibility almost ‘of obtaining 
or retaining these important people. , But when one reads the 
final paragraph of his article, one ‘gasps at the tragic con- 
sequences of the, presumably, authoritative statement on the 
policy of the Ministry of Health : 

“ The policy of the Ministry is, at any rate at present, not in 
favour of the setting up of rehabilitation ‘ centres.’ After the war, 
however, it is almost certain that such institutions will be found 
netessary, and the présent emergency might, if the individuals were 
available, lead to the equipment of a number of men.and women 
with a training which would render them competent to supervise a 


form of therapy whose post-war'establishment will represent a great, 


and long-advocated advance in the treatment. of injury and disease.” 
(The italics are not, in the original.) 


Is it not too pathetic an exposure of lack of foresight and 

of present endeavour to suggest, even, that a form of therapy 
` which represents such a great advance in treatment shall not 
be available for the men and women who are fighting for us, 
whether at the front or in our bombed cities, or in munitions 


‘and other wartime efforts? Is not our man-power, as it is, 


so comparatively small that it is of paramount importance that 


every man and woman shall be restored to full health at the - 


earliest moment possible? Have we not yet sufficiently learnt 
from past disasters that the attitude of “mafiana” must be 
replaced by one of immediate and thorough preparedness? One 


can only hope that this statement-of Sir Robert Woods does - 


not truly represent the attitude of the Ministry of Health, and 
that this Ministry will do everything possible to encourage the 
establishment, of rehabilitation centres.—I am, etc., 


Ruthin H. Morriston Davies. 


Urethral Instrumentation - a 

Sir,—I willingly accede to. Lieut,-Col. Henry Smith’s request 
(July 25, p. 111) for an account of the present-day teaching 
of how to pass a silver-plated catheter, but a practical demon- 
stration by a surgeon experienced in urethral instrumentation 
is the best way to learn the correct technique. This is the 
‘most difficult of all types of catheters to pass successfully, but 
under certain conditions it may be thei only one which will 
relieve the patient’s distress. 

After sterilization by boiling, lubricate the whole instrument 
with medicinal paraffin. . The custom of dipping thé tip only 
ofa catheter in a lubricant is a. bad one. Friction between 


instrument and mucous membrane must be reduced to a 


minimum. , The penis should be held on the stretch at an 


$ we 


angle of 40 degrees with the pubis. The tip of the silver 
catheter is inserted into the urethra, its shaft being held parallel 
with the abdominal wall. With the penis still on the stretch 
gently guide the instrument along the urethra until it reaches 
the fixed portion of the tube—that is, the bulbous urethra. 
Then raise the catheter slowly until the ‘shaft i is at right angles 
to the pubis, the penis at the same time being: depressed towards 
the perineum. The tip of the instrument is now in contact 
with the. sphincter urethrae. The final movement consists in 


. a slight. relaxation of the hold on the penis and pressing the 


catheter down until it comes to lie between the two thighs. 
During this part of the manipulation the curved portion of the 
instrument is’ sliding ~along the membranous and prostatic 
urethra~into the bladder. Never allow the tip of the catheter 
to deviate from the middle line. If it does, a false passage 
results. 

For each type of- catheter—metal, erubber, or gum elastic— 
there is a special technique. ‘As Col. Henry Smith’ wisely 
states, “The subject’ is a most important one.” I am glad 
Dr. E. C. Atkinson in his excellent letter has referred to 
Mr. Ogier Ward’s important ‘contribution to this subject.— 
I am, œtc, | 

London, W 1 


f 


CLIFFORD MORSON. 


_  Heostomy for Ulcerative Colitis 

Sm,—I read’ with much interest your report on ulcerative 
colitis {July 25, p. 107), but I cannot agree with the statement 
that the mortality is high in cases of ileostomy. I first per- 
formed this operation in 1917 for cases of'chronic amoebic 
dysentery when I was-a surgical specialist in Mesopotamia. 
The operation was reserved, as a last resort, for cases which 
failed to respond to medical treatment, and in the majority the 
patient improved to such an extent that he could be evacuated 
to the base.’ 

Im my experience appendicostomy is useless for any form 
of colitis. It provides no rest to the bowel and merely permits 
of irrigation, and the caecum can easily be reached by rectal 
irrigation. Ileostomy provides maximum rest to the inflamed 
colon, and excoriation of the skin in the region of the ileostomy 
can be prevented by the application of a mildly acid ointment 
and the administration of ferri redactum 5 grains tds. The 
liquid consistency of the discharge can be modified by the 
administration of chalk and opium powder. 

For 25 ‘years-I have -performed ileostomy for any form of 
ulcerative colitis when, as a last resort, patients have been 
referred to me by medical colleagues. ‘I have no note or 
recollection of any fatality which could be attributed to the 
operation. In many cases improvement could only be described 
as dramatic, and. I am-convinced that this procedure deserves 
a much wider recognition as a life-saving measure.—I am, etc., 

London, W 1. ` McNeL Love. 

e 
{ “ Silent ” Sinusitis 

Sm,—Miss Rosa Ford (Aug. 1, p. 128) raises problems of 
interest to rhinologist and ophthalmologist alike. Her theories 
are not without obscurity, but her evidence for them urges 
both comment and inquiry. 

Is the evidence in both her cases that a sinusitis existed 
entirely convincing? In°Case 1 three rhinologists found no 
clinical signs of it and radiographs showed none. When the 
third rhinologist opened the antrum “the disease was seen.” 
It would seem important to know what disease. Was pus 
present in the antrum? If so, then would not radiographs have 
shown it? A‘‘week later, it is stated, there was a profuse 
flow of blood and-mucus from the nostril. Must this have 


‘been due to disease of the antrum? May it not have come 


from the nose itself or have been due to the operation of 


.antrostomy? In Case 2 there were no clinical signs of sinusitis. 


“ Nasal medication resulted in considerable nasal discharge.” 
Is this proof that sinusitis existed? It is not mentioned which 
sinus was believed to be affected. May not the nasal medication 
have caused the discharge without sinusitis being present at all? 

But I am no rhinologist. .Miss Ford mentions, as though in 
passing, contraction -of the visual fields as if this were a mere 
_symptom of nasal sinusitis. Any possible connexion between 
the-two conditions would seem to require explanation, if not 


—_, 
1 Practitioner, July, 1920 
e 
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proof. Jt is relevant to ask what form of contraction 
was found, -whether concentric peripheral contraction, or 
hemianopia, nasal, temporal, or homonymous, or a scotoma, 
central or paracentral. How does sinusitis produce this’ con- 
traction? Miss Ford is silent. The mechanism is indeed 
obscure. The “ hidden oedema ” of which she writes is perhaps 
a clue, but the-mystery remains. 

Miss Ford will, I hope, enlighten us, for without answers 
to these questions no conclusions can be certain or even safe. 
We must, I submit, suspend judgment as-to whether in these 
cases the visual ‘fields were indeed affected by sinusitis or 
whether sinusitis- did in fact exist at all—I am, etc., 

Lincoln. C. NEWLYN SMITH. 


Headaches and “ Silent ”, Sinusitis 
Sir,—The two cases of “silent” sinusitis reported by Dr. 
Rosa Ford (Aug. 1, p. 128) are of peculiar interest to’ every 


general practitioner, as I am quite sure that we have all had’ 


similar experiences. I, personally, can quote many cases m 
which sinusitis has been ruled out by the consulting rhinologist, 
only to find when operation has been resorted to that gross 
sinusitis is present. 

As Dr. Ford states, in many cases of sinusitis there is nothing 
abnormal to be seen in the nose or in the radiographs. Such 


negative radiological findings depend upon the fact that” 


swellings of the sinus mucosa fourid in association with head- 
aches are often “ transradiant.” We have long employed radi- 
opaque substances as a contrast media in order to display 
changes in the soft parts elsewhere in the body; and if the 
sinuses of patients complaining of headache are examined 
radiologically after the introduction of lipiodol, it will often 
be found ‘that the membranous lining—approximately of normal 
thickness in the interval period—may swell to a surprising 
degree during a headache. Such a contrast medium may be 
introduced without disturbance to the patient by the “ displace- 
ment” or “replacement ” method of Proetz,’ and is of wider 
diagnostic application than’ in the search for contraction of 
the visual fields upon which Dr. Ford relied in the cases she 
‘quotes, and which is likely to be of service only in cases of 
posterior sinusitis. I have employed the replacement method 
for several years in general practice, and the findings support 
the idea put forward by Sluder? 30 years ago that migraine 
may be produced by sphenoidal trouble. , 

The negative clinical findings in the nose depend partly on 
the fact that streptococci may exist ın the nasal mucous 
membrane, giving mse to the production of oedema -rather than 
pus, and. partly on the fact that headaches may be produced 
by swellings which are allergic rather than infective. In the 
latter type of migraine excellent results are obtained by 
employing the replacement method, using ephedrine combined 
with normal saline in order to prevent the allergic swelling 
of the mucous membrane.—I am, etc!, 


Alderley Edge, Cheshire J.J. ‘CrRato. 


_ Narco-analysis' 

Sir,—As the author of articles on narco-analysis. (Lancet, 
1936, 1, 55; J. ment. Sci., 1936, 82, 416; Med. Pr., 1937, 
194, 321) I have been interested to fead Major J. F. Wilde's 
article (July 4, p. 4) followed by Dr. J. L. Clegg’s criticisms 
(Aug. 1, p. 140). Wilde rightly emphasizes the, difficulty ex- 
perienced by many Service patients (and civilians too) in con- 
fessing to a strange consultant their pérsonal and. private 
problems. The great advantage of narco-analysis as compared 
with other psychotherapeutic procedures is that by, overcoming 
this reluctance it'saves time—a.factor even more important in 
war .than in peace. For this reason I disagree with Clegg’s 
assertion that narco-analysis should be resorted to only when 
other methods have failed. Clegg’s second point that it is 
not a reliable means of effecting a transference’ is true of 
all psychotherapy Admittedly the state of transference cannot 
be achieved in every patient. Nevertheless, by means of narco- 
analysis it is possible to.achieve this m many patients whose 
previous state was either apathy, inaccessibility, or even, 


negative transference. His third point—‘ that it is not a means. 
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of gaining access to deèply repressed material ”—is contrary 
to my own experience in analysing more than 1,000 patients. 
Finally, he admits that in one of his cases the “ correctness 
of the diagnosis was confirmed” only by means of ‘pentothal 
—and yet he jibs at the method because the patient subsequently 
dented his previous confession. Surely such denials are well 
known to al? psychotherapists whether they ‘practice orthodox 
analysis, hypnotism, or nierely the sympathetic talks advocated 
by Dr. Clegg. 

It is to be hoped that real progress will be made in the 
Services towards perfecting the technique of narco-ąnalysis.— 
I am, etc. 

Dorchester. J. S. HORSLEY. 


1 


'SR,—The letters of Major J. F. Wilde (July 4, p. 4) and 
Dr. J. L. Clegg (Aug. 1, p. 140) are of considerable interest. 
I tog have had moie than a little experience both of hypno- 
analysis and narco-analysis (chiefly with pentothal sodium). 
The relative merits of these two methods must necessarily 
depend on personal factors. It is clear from his statements 
that Dr. Clegg’s mastery of the technique of narco-analysis 
is not comparable to his skill as a hypnotist. With most of us 
1t is the other way. But I do not suggest that the technique 
of narco-analysis is simple—certainly to get the best regults 
the sterotyped method of Dr. Wilde iè inadequate. The exact 
dosage and the rate of administration can of course be varied 
within wide ranges and the level of unconsciousness reached 
will vary accordingly. Dr. Clegg does not so much as mention 
the dosage he favours., It is perfectly true that much of the 
material collected under narco-analysis, is not'repressed material 
but merely withheld material. However, Dr. Clegg admits the 
main argument for narco-analysis—namely, that it is an 
effective short cut—and surely this is the aim of most modifica~ 
tions of analytical technique. / 

The two following examples are relevant to Dr. Clegg’s 
contentions: 


(1) An alcoholic patient in hospital had had eight sessions of 
narco-analysis. One day he threw his tea-tray across the ward and 
a book thiough a window-pane. This outbreak was entirely unex- 
pected and unrelated to previous behaviour, When I asked him 
what: had happened, he said, ‘‘ Doctor, you must give me another 
dope—there’s something there about my sister that we haven't got 
hold of yet.” Next morning another session of narco-analysis pro- 
duced a circumstantial account of a very perverted sexual incident 
with his sister when he was a small boy. The revelation ‘relieved 
the patient’s anxiety with very satisfactory results. In the circum- 
stances I am not greatly interested in whether the incident was 
repressed or not. I know that cure was accelerated 

(2) A young woman at her first visit asserted that her relations 
to her mother were excellent, adding that there was a very close bond 
between them. Duming the first session of narco-analysis she said, 
* I Rate the woman—God ! how drunk I must be to say that.” 


—I am, etc., 


London, Wi. H. CRICHTON-MILLER. 


Declining Population 


Sir, —Mr. Green- -Armytage has presented his comments on 
“ declining population ” (Aug. 1, p. 143) ih truly provocative 
fashion. 

Just as those who do routine gynaecological O.P.’s are ac- 
customed to finding “strawberry erosions” in the young bride 
and mother who has used contraceptive measures, so officers 
at welfare centres who prescribe such measures are likewise 
thoroughly accustomed to such findings on the first examination | 
of the young bride, mother, and even virgin. In other words, 
such conditions are common, and if they were accentuated 
by the use of such contraceptive measures the vast number 
of records supervising the “condition of cervix” at birth 
control clinics would long since have revealed the important 
fact. Officers at these clinics—in common with any other 
gynaecological observers—have frequently the interest of seeing 
such lesions heal spontaneously, and alternatively of observing 
how often they do not delay a desired pregnancy by even a 
single month. Surely the serious cases of sterility are found’ 
among those women who, having failed early in their marriage 
to procure contraceptive advice, have rashly resorted to criminal 
abortion with its coincident evils—I am, etc., 


London, NW: ** JOAN MALLESON, 
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Delayed Union of Fractures . 
Sir,—I was much interested to read in your report of the mett-_ 
ing of the British Orthopaedic Association (July 11, p. . 50) that ` 
` not only did “ most of the speakers ” hold that delay in the union 


of fractures was commoner than formerly, but that Mr. B. H., 


„Burns had the insight to blame the use of unpadged plasters 
for this delay. Personally, I have of late years always used 
such splintage in the treatment of fractures of the leg, but 
I have done so with the definite knowledge that I delaying 
union by some 4 or 5 weeks. Such a delay is amply counter- 
balanced (to use Mr. Burns’s expression) by (1) the certainty 
of retention of a good reduction ; (2) greater freedom for the 


patient ; and (3) a tremendous reduction in the amount of, 


supervision called for from the surgeon. 

Any\ 
ability, ın the short: space of about 5 weeks in the case of a 
fracture of the shaft of the humerus by treating it with a wrist 
sling only, or occasionally with the addition of a weight slung 
to the elbow, knows full well that the fashionable theory that 


complete immobility is essential for the -union of fractures is, ° 


at most, but very-partially true. There is certainly equal truth 
in the older theory that movement promotes union, as so well 
evidenced in the rapid uniting of fractured ribs. In fact Blair 
‘(Surg. Gynec. Obstet., 1938, 67) sums up experimental work 
on the union of fractures as follows: ‘ Following fracture, 
immobilization and disuse cause atrophy of bones. 
activity is known to prevent- this decalcification, and it ap- 
parently hastens the formation of callus and solid union.” 

_ The plaster case immobilization school are, perhaps; most 
- insistent on such firm fixation in' the case of fractures of the 
carpal scaphoid. ` In fact Watson-Jones in his textbook on, 
Fractures says: “ Every ‘single movement of the wrist-joint puts 
back the process of repair by several days,” and in the Journal 
of May 26, 1934, that “the one and only cause of non-union 
is‘ failure of adequate immobilization.” He ‘recommends at 
least 6 -weeks in plaster followed by 6 in strapping, making 
a minimum of 12 weeks in all before the patient is out of 
bondage. Now for the last 15 years I have been treating 
simple uncomplicated fractures of the carpal scaphoid by very 
incomplete immobilization in , strapping—elastoplast -since its 
advent. I take care to check my „results by radiography and 
follow up, and so far have ‘always, obtained good radiographic 
union with freedom from all symptoms in from 5 to 6 weeks. 
I have also been fortunate enough to escape any cases of 
non-union, although I have seen a number of such treated by 
more orthodox means in plaster. 

The method I use is to strap the wrist, base of the hand, 
and the thumb in 2 or 3 layers of elastoplast. This strapping 
should be so tight that the patient states that he “ cannot move 
the wrist.” A sling is provided, and the patient told'not to 
use the hand. After 5 to 7 weeks, when all such symptoms 
as pain on movement, tenderness over the bone, etc., have 
passed off, a radiograph is taken. If this shows full union 
all treatment ceases. The patient is told to do only light-work 
for a few weeks. The following 3 cases are typical. 

1. L. S., aged 174, errand boy: Seen day of accident., 
shows transverse fracture of waist of scaphoid. Firm strapping 
applied. 38th day strapping removed. Union good.: Patient told 
to report in one week. He did not do so but attended for follow up 
6 months later. Then he stated that he resumed full ‘work imme- 
diately after his last attendance at hospital, was now on munitions 
and waiting to be called up, and had no symptoms of any: sort. 
The wrist showed no signs of injury. “ 

2. R. P., aged 17, van guard. Seen day after accident. Fracture 
of waist of scaphoid shown radiographically. Put up in strapping. 
39th day seen by my holiday locumtenent: No symptoms. Strap- 
ping removed and patient told to resume work in one week. Failed 
to attend for follow up as he had been called up. 

3. R. B., aged 20, seaman’ Seen day of accident. ‘Fracture of 
scaphoid and of cuneiform shown in radiograph. Strapped- on 2nd’ 
day. 46th day radiograph showed full: bony union. No symptoms. 
Strapping removed and patient told to attend for exercises three 
times a week. 60th day patient attended. .Had had no exercises as 
hand was “all right.” Told he could do light duties, but stated 
that he ‘was going to rejoin his ship ashe felt he was cured. Did 
not attend for follow up as he was in the Navy.” 


‘The advantages of such a method of treatment, if-successful, 
are obvious: shorter period of disability, no uncomfortable 
plaster case, and no massage or physiotherapy afterwards. I 
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am convinced that many of those cases showing delayed union 
and requiring `'3 or even 4 months in plaster owe that delayed 
union to the completeness of the immobilization. 

Looking at fracture , treatment as a whole, it is quite clear 
that as yet our knowledge of the factors underlying the union 


: of fractures is far too incomplete for the’ ‘formulation of any 
sound explanation covering all the known facts. Might I 


suggest that the ‘advocates of complete immobilization in all 
fractures are ‘victims of that outstanding vice of the medical 
fraternity through all the ages: the formation of theories on 
insufficient grounds and the basing of treatment dogmatically 
on such‘ ‘theories—in other words, of treating medicine (and 
surgery) as a science and not as an art.—I am, etc., 


Wimbledon, S.W.20. A. J. HOBSON. 


Passive Movements for Joints in Paralysed Limbs 


Sm—I am in entire agreement with Prof. Seddon’s views 
ón the necessity of passive movements of \joints in paralysed 
limbs. In this hospital there are always a number of cases 
of recent poliomyelitis, and I have always insisted on passive 
movements of all the joints in the paralysed limbs through 
the whole range of their movement each day by the masseuse. 
Stiffness of the joints in these cases through lack of this pre- 
caution is often troublesome, and I have seen more than 50% 
limitation of movement of the knees in both children and 
adults where treatment has been concentrated on splinting and 
massage but not on movement, both active and passive. The 
stiffness may occur in the first few weeks of the disease, and 
complete mobilization may take many months to obtain; in 
fact repeated manipulation under an anaesthetic may be 
necessary even in a’ completely flail limb. Surely a partially 
or completely flail limb is‘ sufficient disability without adding 
the insult of limitation of movements of joints which, when 
wrenched, are painful, and the stiffness of which may even 
cause a fracture of one of the long bones.—I am, etc, 


Royal National Orthopaedic Hospital, ; JOHN A. CHOLMELEY. 
. ore. . 


` 1 
“ Fibro-psychosis ” of the Amputation Stamp 
Sir,—We ‘are all acquainted with the tender amputation 
stump, especially of the finger. A small number of such cases 
are frank malingerers, a good many more suffer from a true 


_ causalgia, but in the great majority the condition is largely 


neurasthenic, and if the patient can be persuaded to resume 


- work the complaint of tenderness and electrical shocks in the 


stump gradually disappears. In descnbing a,case for a 
medical board, wherein pain and tenderness of ‘this character 
was complained of in a crushed finger end, I dictated to my 
secretary that there was some fibrous ankylosis of the terminal 
joint. She misheard me and wrote “ fibro-psychosis.” The 
slip gives so complete a clinical picture of à severe case that 
I think it might well be adopted in the Nomenglature of 
Diseases. ` 

Incidentally, I have been employing periarticular injections 
of procaine in the region of the brachial artery with some 
success in relievihg the cases of true causalgia, 5 c.cm. 4 times a 
week for a fortnight—I am, etc., 

Sunderland. W. GRANT WAUGH. 


The Problem of Abdominal Pain 


Sm,—My attention has been drawn to an article by Mr. 
Francis R. Brown (May 2, p. 543) in which he claims to have 
been the first to point out the importance of the relative 
embryological position of an organ in determining the localiza-. 
tion of pain in the human being; but it will be clear from 
the following quotation that the same idea had, however, been 
submitted in a publication of mine in 1931 (Ptosis of the 
Female Pelvic Viscera, p. 43). 


“The Mullerian ducts are, deere postero-lateral organs 
which subsequently acquire a dline relation; this probably 
explains the variations in the position of referred’ pain when they 
become affected by disease in the adult... ; so when disease 
develops in the, Fallopian tubes, pain usuelly commences in the 
iliac region and does not spread to the mitina until the peritoneum 
is involved. The reverse occurs in the ap ”—pain commences 
in the midline before it extends late ral d gall-bladder, which 
are, developmentally, fe) s origina in the midline 'of the 
foetus. Again, the ‘Fallopian tubes. develop originally in the 
lumbar Tegion i in the Foeta, and one'is pot surprised to fing that in 
some cases of salpingitis the pain may be referred in the paracentral 
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line of the body as high up as the lower subcostal region .. . ; 
the cervix occupies a midline position, but was ori y postero- 
lateral; so when cases of chronic cervicitis complain of any pain 
other than a bearing-down pain, the pain is felt in the sacral or iliac 
regions rather_than ın the suprapubic region.” 


If one can assume that each viscus acquires the foundation 


of its nerve supply while still in its primary position in the - 


foetus, it follows.that the phenomenon of, “referred pain” 
is explicable on anatomical grounds. While the relative 
position of the viscus is changing with the growth of the 
foetus, the viscus retains some proportion of its connexion 
with the central nervous system through the same intrinsic 
nerves that were laid down when it occupied its primary 
position, so the painful viscus is “ felt” by the central nervous 
system to be still occupying its primary position, and any pain 
referable to the viscus ıs located in its primary position ; but 
the clinician finds that this in fact corresponds with tbe site 
of-referred pain, no lofiged occupied by the viscus'(cf. the 
“phantom limb” felt after amputation). A pain which is 
so severe as to overflow into neighbouring areas-is a radiating 
pain and should not be confused with a referred pain.— 
I am, etc., 
London, W.1. 


y 


E. HESKETH ROBERTS. 


Respirator Dermatitis 


Sm,—Petro’s account (May 23, p. 631) of respirator dermatitis 
corresponds with the clinical appearances observed in 9 cases 
among soldiers in hospital. - 

Patch tests on the forearm, in confirmation of the diagnosis, 
may be-called for where the dermatitis is slight, or has already 
faded by the time: thẹ patient is admitted to hospital, or where 
the condition is obscured by a secondary impetigo which may 
involve other areas of the face and scalp. It was found that 
some of .these men were very sensitive to the rubber of the 
respirator. Consequently, if patch tests are to be performed 
the precaution of using only small pieces of rubber should 
be observed. A blister reaction may follow, and if a large 
surface of rubber is applied the reaction may be severe and 
take some three weeks to subside. 

Positive patch-test results are usually observed at the end 
of 36 hours, but in one case appeared only after 4 days, and 
in another a test which appeared to be doubtful had become 
definitely positive at the end of 4 days. It would therefore be 
desirable to keep the area tested under observation for a week. 
Late developing patch-test results have been described with 
other chemical antigens. It was found that a swab moistened 
with saline and rubbed over the inside of the rubber of the 
respirator, applied to. the forearm, gave a positive patch test 
in these cases of respirator dermatitis. Hence the irritant 
“accelerator” or.“ improver,” the composition of which is 
known, is saline-sdluble and probably sweat-soluble. Thorough 
washing of the inside of the respirator with soap and water, to 
remove the dried sweat with the dissolved antigens, might have 
avoided a dermatitis in the’ less susceptible individuals. If 
possible, the piece of rubber, or the saline swab which has been 
rubbed over the inside of the rubber of the respirator, should 
be kept in place by bandaging rather than strapping, as the 
latter may itself give rise to a reaction and thus obscure readings. 

One man who developed a respigator dermatitis has since 
noticed redness and itching whenever he wears his new 
respirator, which does not contain the offending chemical known 
to the authorities. He gave a positive reaction only. after two 
applications of the rubber of the new respirator, separated by 
an interval of a week-and applied to the:same area of- skin. 
There are, of, course, many potential irritants among the 
chemicals used in the preparation of rubber, and Cox (India 
Rubber Journal, 1936, 92, 724) has stated that rubber and 
latex can break down under the action of sweat to produce a 
resinous substance which is a potential irritant—I am, etc., 

London, W 1. I.. ForMAN, M.D., F.R.C.P. 


“ Positive Health ” 


Sir,—May I suggest this simple explanation as the basis of 
the definition: Positive health means health through effort— 
effort on the part of the-.patient, effort on the part of the 
medical attendant, and effort on the part of the local ‘and 
nation#] health organizatjons.—I am, etc., 

ia M. B. Douc.as. 


Tetanus after Sulphonamide Treatment of Cavities 


Sm,—Mr. J. C. Cherry (Aug. 1, p. 142) describes an interesting 
method of sterilizing a sulphonamide. 'I should like to suggest, 
however, that a “negative pressure” of 16 lb. to the sq. in. 
can only be -obtained when the barometer is in the region 
~of 32.5 inches, even with a theoretically perfect vacuum. This 

awill reduce the practical value of the method very considerably 
in England whatever may be the case in.the Free State — 
I an, etc., E 


Shipley. H. S. RUSSELL. 








7 Obituary 


News has reached -this country of the death at his home at 
Birtley, Elizabeth Bay, of Dr. RALPH WorRALL, for many years 
a leading gynaecologist in Sydney. He was born in Ireland in ' 
1859 and was educated at the Church of England Diocesan 
School, Waterford, and Queen's University, Belfast; he took 
the M.D: degree of the old Royal University of Ireland in 
1878 and the M.Ch. two years later, after serving as resident 
at the Royal Infirmary, Belfast. In the early ’eighties he was 
in turn medical superintendent of the Mill Road Hospital, 
Liverpool, and honorary assistant physician to the Stanley 
Hospital, Liverpool. He then 'sailed for Australia and made 
his home in Sydney, and in 1886 began his long career as 
gynaecologist to the Sydney Hospital. In 1914 he was appointed 
surgeon to the Coast Hospital at Sydney. Dr. Worrall had 
been a member of the British Medical Association for 60 years 
sand: represented his Division at the Annual Meeting of 1907 at 
Exeter. In 1933 he published a paper in the British Medical 
Journal on total hysterectomy for non-malignant conditions, 
„describing the technique of a method first performed by him 
in 1914 and for the 532nd time in 1932. He was a Founder 
Fellow of the Royal Australasian College of Surgeons, and an 
Honorary Fellow of the American College of Surgeons. 

Dr. R. L. Worrall writes: My father, the late Dr. Ralph 
Worrall, whom I assisted at many operations, was distinguished 
by his medical judgment afd human sympathy as well as by 
his technical skill. Among his contributions to gynaecology 
was his method of total hysterectomy, whereby removal of the 
cervix still left intact the central attachments of the pubo-cervical 
and sacro-cervical ligaments, these helping to preserve the struc- 
ture of the vaginal vault after the operation. Towards the end 
of his career my father was invited by the Mayo brothers to 
visit their clinic at Rochestér, and while in the United States 
on this visit he was elected an Honorary Fellow of the American 
College of Surgeons. He spoke in the highest terms of the 
American surgery which he saw; and was much impressed by 
the comprehensive efficiency of the Mayo Clinic. My father 
was a man of many interests, and did not let specialization 
narrow his field of medical and cultural vision. To the end 
of his active life he combined theoretical study with practice, 
taking a keen interest in all the major advances of medicine. 
I am much indebted to him for many things. 
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The Services 











NAVAL AWARDS 
The George Medal has been awarded posthumously to Surg. 
Lieut..Cmdr. R. M. Bremner, R N., for great bravery and 
devotion to duty in saving life. 

The King has granted unrestricted permission to Surg. 
Lieut.-Cmdr. J. C. Moor, R.N.V.R., to wear the War Cross 
(Fhird Class) conferred upon him by King George of the 
Hellenes for services to the Allied cause. 

The Royal Naval Volunteer Reserve Officer’s Decoration has 
been awarded to Acting Surg. Cmdr. A. H. Shelswell, R.N.Y R. 


F ARMY AWARDS 
The King has granted unrestricted permission to Lieut.-Col. 
(Acting Col.) A. J. Beveridge, O.B.E., M C., and Capt. W. M. 
Burgess, R A.M.C., to wear the Norwegian Military Cross con- 
ferred upon'them by King Haakon :of Norway in recognition 
of services in the cause of the Allies. 4 


CÀSUALTIES IN THE MEDICAL SERVICES 
Lieut.-Col. -AILWYN HERBERT CLARKE, M.C., R.A.M.C., died 
from heart failure on June 23 in a prisoners of war hospital in 
“Italy. He was born on March 4, 1893, thé youngest son of the 
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rev. H. S. Clarke of Weybridge, and received his professional 
‘ducation at St. Thomas's Hospital;- ilifying M.R.CS., 
~R.CP. in 1916. He served in France in the war of 1914-18, 
raining the M.C., and in 1921 took a permanent commission in 
he R.A.M.C. Between 1923 and 1927 hè saw service in Egypt, 
n the Sudan, and at Shanghai, in 1928 he served with the-British 
Army of the Rhine ; andrin the following year He w, ted to 
India, in the Punjab, where heremained until 1935. ter a brief 
pell in England he.went to Egypt in October, 1935, and 
mained there until the end of 1936, when he returned to 
3ngland. On the outbreak of the present war he first served for 
a few weeks on a hospital ship and then was stationed at a 
Scottish general hospital until June, 1940, when he was posted 
to Egypt, being takén prisoner a few months later. He leaves a 
widow. He had been a member of the B.M.A. since 1924. 


Capt. MARTIN. DUNSMORE WINNING, R.A.M.C., was killed on 
active service in Burma in'March. He was*born on March 12, 
1912, and was educated at the University of Glasgow, where he 
graduated M.B.; Ch.B. in 1938. He entered- the R.A-M.C. as 
temp. lieut. in February, 1940, and was promoted capt. a year 
ater ue home was at Kilmarnock. ~He was a member of 

e B.M. 


Surg. Lieut. James YOUNGER Woopmouse, R.N., who died 
suddenly on July 21, was ‘educated at the University of 
Durham, where he graduated M.B., B.S. in-1925. After holding 
appointments at‘the Royal Victoria Infirmary, Newcastle-upon- 

yne, at Sunderland: Royal Infirmary, and at Wallsend, he 
entered the Royal Navy as surg. lieut. in 1929, but relinquished 
his commission in 1933 and entered into partnership at Malton, 
Yorkshire. He re-entered the Royal Navy in July, 1939. He 
leaves a widow and one son. 


Surg. Lieut. WrrwiaM Parwes, R.N.V.R.,,; who 
previously reported, missing and” Who is“now presumed to 
have been killed, was born on April 3, 1912, the third son of 
Mrs. Phillips of Burnham Market. He qualified M.R.C.S:, 
L.R.C.P. in 1938 and had held the post of house-surgeon at 
West Norfolk and King’s Lynn General Hospital. 
the R.N.V.R. as prob. temp. surg. lieut. in May, 1940. ‘He 
was a member of the B.M.A. i 
_ Prisoner of War:—Major I. A. B. Cathie, R.A.M.C. ~ 


Missing.—Temp. Surg.: Lieut. A: P. Curtin, R.N.V.R. 


DEATHS IN THE SERVICES Fas 
Lieut.-Col. CLEMENT MALLINS, LMS. (ret.), died at 
Worthing on July 29, aged 87. He was born on May 15, 
1855, and was educated at Trinity College, Dublin, where he 
‘graduated M.A., M.B., M.Ch. in 1877, proceeding M.D. in 1888. 
He also took the M.R.C.P.L in 1881 and the D.P.H. of the 
London Colleges in 1891. Entering the I.M.S. as surg. in- 1879 
he became lieut.-col. after twenty years’ service, ‘and retired 
in 1899. - His Indian service was spent mostly at Hyderabad.“ 
He took part in the Tirah campaign on the North-West Frontier 
in 1897-8, gaining the Frontier medal with a clasp. He rejoined 
for service in the war 1914-18, serving in England for two 
years on a medical board at the War Office. He was a brother 
of the late Surg. Henry Mallins of the Bengal Service. 
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Diabetes in Death Classifications . 


= 


“ 

On July 28 Mr. Leaca asked the Minister of Health whether 
there had been any change in the nomenclature of deaths in 
respect of certificates attributing death to diabetes and one or 
more other diseases. Mr. BROWN replied: In years before 
1940 the statistical classification of deaths in respect of 
certificates attributing the cause to diabetes in conjunction with 
one or more other diseases was decided by means of rules 
giving the precedence ‘of one ‘diseasé over another as laid down 
in the Registrar-General’s Manuals.of the International List. 
These rules gave a high precedence to diabetes over other 
diseases. From 1940 classification -m such cases has been 
carried ‘out in accordance with the order of statement of the 
various causes on the certificate by the certifying medical practi- 
tioner,' with certain exceptions laid down in the Manual issued 
in 1940. ` Since diabetes is frequently certified as merely a 
contributory cause of death, in association with another disease 
corisidered by “the certifier as more important, the effect has 
been to reduce the number of deaths classified: to ‘diabetes in 


\the’ statistics pf cause of death, and the corrective ‘factor: to “be: 


.avplied to numbers of deaths in years before 1940 is 0.69. In 
the recent quarterly returns of the Registrar-General, the neces- 


He entered _ 


sary. correction had been applied to the diabetes deaths there 
shown for 1938 and 1939. 


X-ray Examination of Recruits 

On July 28 Mr. HEWLETT asked the Secretary of State for 
-War .what.would be the estimated cost of x-ray examination of 
recruits on enlistment so as to avoid ~subsequent controversy 
over borderline cases. Sir JAMES GRIGG said‘that in view of 
the many uncertain factors he could give no reliable estimate 
of the cost.» The -difficulty of mtroducing any such scheme 
would be primarily in the shortage of the necessary apparatus 
and personnel. - g 

Mortality from Pneumonia 


On July 28, Mr. ERNEST BROWN told Mr. Leach that the 
number of deaths from pneumonia (all forms) registered in 


-England and Wales from 1931 to 1941 were: 1931, 34,914; 


1932, 30,743 ; 1933, 31,259 ; 1934, 29,751; 1935, 27,843 ; 1936, 
728,890; 1937, -30,331; 1938, 27,467. 1939, 23,403; 1940, 
29195: and 1941, 26,418. The figures. for 1931-9 were cor- 
rected to agree with the 1940 classification of deaths, and 
differed from those published ın the Registrar-General’s Statis- 
tical. Review Part I, Table 6. 


Proposed Transfer of V.A.D.s to A.T.S. 


On July 28 Sir James Grica, replying to Major Milner and 
Squadron Leader Fleming, said he received last week a deputa- 
tion representing the British Red Cross Society and the Order 
of St. John of Jerusalem on the question of the proposed 
transfer of V.A.D. nurses to the A.T.S. As a result he pro- 
posed to invite these organizations to appoint representatives 
to a committee to be set up under an mdependent chairman 
to consider the relationship of mobile V.A.D.s to the Army. 
No final decision had yet been.taken. on the proposed ‘transfer, 
and wonld not be taken: until the committee had reported. 


National Milk Scheme Grows 


During a debate on agriculture and food, ın the House of 
Commons on July 28, Mr. MABANg stated that the national 
milk scheme had progressed very well indeed ; the percentage 
of the possible beneficiaries—expectant mothers and children— 
taking advantage of the scheme had msen from 70 to 87%. 
There were now 3,022,000 persons taking advantage of the 
scheme. = 

Glasgow Small-pox Cases 

On August 4 Mr. Groves asked the Secretary of State for 
Scouand it he was aware that a delay of 17 days occurred 
berore Giasgow doctors were informed of the existence of 
dangerous and infective cases of small-pox ; and why, although 
local general practitioners advised the local authorities of the 
ser.,ousness of the position, no action was taken. Mr. JOHNSTON 
sad that on June 14 the medical officer of health of Glasgow 
seni a letter to medical practitioners mforming them that 6 
members of the-crew of a ship which arrived in the Clyde on 
May 29 had since contracted small-pox, that contacts were 
under surveillance, and that practitioners should inform him 
if any suspicious case came to their notice. All possible action 
to prevent the disease from spreading had been saken ım- 
mediately the ship arrived, including the vaccination of the 
crew and passengers, and up to the date of that letter there 


--were no cases in the city and therefore no need for a general 


vaccination campaign. The first case in the city itself appeared 
on June 25, and the decision to mitiate a general vaccination 
campaign was reached on June’ 28. Ail needful publicity 
measures were taken immediately, and vaccination centres 
throughout the city were opened and began work on July 1. 

On the same day Mr. JonNnston, replying to Mr. A. Edwards, 
said that the number of cases diagn as small-pox in Glasgow 
since the arrival of the ship was 40. Of this number, 9, in- 
cluding the original case, were members of the crew and 1 was 
a passenger. All the crew and passengers were vaccinated on 
May 29. Information as to the revaccination of passengers 
after May 29 was not available, but some members of the 
crew who-remained in Glasgow were revaccinated on June 11. 
The original case was not recognized as smail-pox until the 
patient was admitted to hospital in Glasgow, at which time the 
ship had not yet docked. The Port Health Authority, which 
was also the public health authoritv of Glaseow, was aware of 
.the diagnosis before the shin docked at Glaseow. The medical 
officer of health was advised immediately the case was 
recognized as small-pox. 

j - Venereal Disease in Forces . 

On Aug. 4 Sir James GRIGG informed -Mr. George Griffiths 
that special attention was being given to the spread of venereal 
disease among the troops; the necessary ‘léctures wert being 
given regularly, and «precautionary faciljties were available in 


‘e 


. Bideration before 


. rules. 


J 


' 234 ‘AUGUST 22, 1942 


MEDICAL NOTES IN PARLIAMENT mg 


0 i ' 


ast British . 
MEDICAL JOURNAL 








all camps” and barracks. | The “propaganda activities of the 


British Social Hygiene Council had recently been taken, over 
by the Central 
discuss- with the Minister of Health the issue to each member 


- of the Forces of their literature on this question., The incidence ` 


of veneregl disease in the A.T.S. was very low indeed., 


f Medical Services in West Indies 
During-a debate on Colonial affairs in the House of 


4 


Commons on August 4 Dr. Moraan said the medical services” 


of the West Indies were disgraceful. Wonderful work was bein 

done by medical me eneral practinoners of exceptiona 
calibre in the port medical work—by which they were keeping 
infective diseases away from these colonies, But when it came 
to internal conditions over which the medical men had no control, 
preventive work was being kept at'a.minimum, and they were 


concerned merely with ameliorative treatment for the relief of © 
- symptoms.. The medical men were helpless in that they could 
not drain swamps to prevent malaria, dig latrines to prevent: 


hookworm disease, or produce reservoirs for a good water 
supply. ' These conditions resulted from ‘the Colonial medical 
policy of the Government. In the Colony of Trinidad, with a 
population of nearly 500,000, tuberculosis was rampant, as it 
was in Jamaica, yet there was no tuberculosis sanatorium. He 
understood ‘that in Trinidad money had been subscribed 
privately ‘to a considerable amount for a tuberculosis 
sanatorium, and they were simply waiting for a Government 
subvention to build the sanatorium. ' x 22° 


Mr. MACMILLAN said it was not a question of voting money, 


for a sanatorium but of finding a ship to take the materials 
over. As the position iniproved the Government would press 

“forward with greater energy because of the disappointment of 
having all their plans and schemes held up by ‘the harsh 
necessities of war. ; ne 


Incidence of Pneumonia 


Replying on August 6 to Mr. Messer, Mr. BROWN ‘said that- 


although one drug in particular d in chemotherapy had 
lowered the fatality rate in controlled series of cases and proved 
- its value in certain kinds ‘of pneumococcal infection, the com- 
plications of pneumonia were such that it would not 

© justifiable as,yet to look for any substantial effect on 

















mortality from the disease in all its forms. Mr. Brown 
furnished Mr. Messer: with the following table: ` > 
Deaths from 
ea Deaths from ‘Influenza 
- , Pneumonia with Pneumonic 
(all Forms) Complications 
1932 30,743 3,716 
1933 31,259 0,744 
1934 29,751 . 2,505 
, 1935 ; 27,843 3,325 
936... 890 2,830 
1937 30,331 N 8,910 
1938 27,467 2,179 
1939* ; 23,403 3,588 
1940* ` ` 29,195 4,852 
1941* : 26,418 2,880 








* Including non-civilians, 


Further asked ‘the relation bétween the number of cases of 
. acute primary and influenzal pneumonia notified and the actual 
incidence of these conditions, Mr. BROWN said that as there was 
no other reliable.evidence of the incidence of pneumonia than 
that afforded by statutory notification: he could not give the 
desired information. He did not. btlieve there was substantial 
failure to notify pneumonia. Medical opinion was that there 
was over—rather than under—notification, and that conditions 
that could not strictly be described as’ pneumonia were so 
described. ° f YY 
London’ Medical Schools: Admission of Women 


` «In answer to Prof. A. V. Hill' on August 6 Mr. BẸVIN 


women students. Whether such schools should accept them 
was a question for consideration by the Committee on Medical 
Schools. ‘Prof. HL suggested that the Minister should refuse 
to reserve any more men to begin the study of medicine in these 
schools-unless the schools agreed to take ‘in a proportion of 
women. Mr. BEVIN said he must take all relevant facts into 
he “agreed to reservations, No one 
regretted more than he the rigidity of the medical trade union 


N High-frequency Apparatus x . 
Sir Francis ‘FREMANTLE inquired on August 6 what steps 
had taken to enable medical practitioners to obtain release 
of their apparatus and resume treatment by ultra-violet and 
d . á ; 


r 
1 


uncil for Health Education, and -he , would., 


deep-ray ` therapy, as urged by a deputation ‘from the 
Parlanicntary ‘Medical, Committee and „the British Medical 
Association. Mr. GRIMSTON announced in reply that under a 
Home Office Order issued in the previous week these medical 
practitioners were now free to apply to thè Post Office for a 
permit to use the apparatus in question. Permits would 
normally be granted subject to the provision of screening to an 
approved specification in order to avoid electrical interference 


‘with essential communications. A Press Notice (see Supplement, 


August 15) issued by the Home Office gave full information. 


Medical Examination for Naval Flying Duties 

In‘reply to Admiral Sir Murray Sueter on’ August 5 Mr. 
KANDER said there was no difference between the method 
and severity of the medical examination for entry for Naval 
flying duties and that fori flying duties with'the R.A.F. Before 
appointment to Medical Boards all medical officers underwent 
a special course of instruction in the medical examination for 
fitness for flying. There was close liaison ‘between’the medical 
departments of. the R.A.F., and R.N. regarding’ the medical 
standards and methods of examination of candidates. Medical 
Boards -received instructions ‘as necessary. In cases of doubt 
regarding the medical fitness of d candidate for Naval flying 
duties, the case was referred to a civil or Service specialist. `` 


Organized Science in the War Effort ; 
„Sir JoHN ANDERSON told Mr. Stokes on August 6 that the 


' Scientific Advisory Committee had, not been asked to make a 


‘report'on the organization of ‘thé. higher direction of our 


. Osteopaths Registration and Regulation Bill, 


scientific effort in the war. . Certain representations to the 
Government by leading members of the Scientific Advisory 
Committee and Engineering Advisory Committee were under 
consideration. ` j er 
Captain Plugge and other Members have tabled ‘a resolution 
calling for a whole-time Central Scientific Technical. Board. l 


Sale of Tuberculous Cows.—Mr. R. S. Hupson’ said on Aug. 6 


that he was unaware that certain agricultural papers gave advice 
suggesting the sale in the local markets. of cows ering from 
tuberculosis and other infectious or contagious diseases. Slaughter 


with compensation, as in the case of foot-and-mouth disease, was 
impracticable. 3 


Nervous Diseases and Army Service —Captain YorK on Aug. 6 
asked the Minister of Pensions to set-up a research committee to 
consider what diseases, including epilepsy and pett mal, were 
brought on by Army service in cases where no previous history of 
the disease was évident Sir Water WOMERSLEY replied: that there 
were in being an adequate number of research committees and other 
expert bodies which he’ consulted on the connexion of various 
diseases with Army service. One of these Committees was consulted’ 
at ‘the outbreak of this war with regard to the diseases mentioned. ` 


Civitan Doctors with the Army.—In a reply to Mr. Beaumont on 
Aug. 6, Mr. DuNcAN SANDys said that where civilian medical prac- 
titioners were employed full-time to look after sick military - 
sonnel, the latter had always an officer responsible for their 
administration and discipline. It was therefore unnecessary to 
grant honorary commissions to full-time civilian medical practitioners 
for this purpose. 


Osteopaths —Mr. Hannan asked on June 6 what’ public Tecog- 
nition was given to osteopaths and whether in the event of their. 
being liable to service any use was made of their healing ability. 
Mr. Brown answered that in view of the recommendations in the 
report of the Select Committee of the House of Lords on the 
1935, Parliament had 
Dot'thought fit to confer any official recopnjtioni on osteopaths or to 
accord them any of the rights specially accorded to registered 


medical practitioners He understood that the Services did not 


` make use of the special manipulative technique of osteopaths. 


Cae C > . for 1942 are provision: 
said he knew some medical schools in London did not accept : 


‘Notes in Brief 


Accidents reported under the ‚Factories Act in the last three 
months of 1939 were: 465 fatal, 68,980 non-fatal; in 1940» 1,372 
fatal, 230,607 non-fatal; in/1941 1,646 fatal, 269,652 non-fatal; in 
1942 (January to Junie) 699 fatal, 153,087 non-fatal, The figures 

and subject to correction. 


Mr. Brown has under immediate’ consideration the Telease from 
the Emergency Hospital Scheme'of a further 200 beds for tuber-. 
culosis cases in Wales. i ; 


The number of mental defectives under guardianship in En d- 
and Wales at January 1, 1939, and January 1, 1940, were 4,531 and 
4,723 respectively. he 

‘Up to the end of June pensions had been awarded for disabilities 
in the pastro intestinal group in slightly over: 10,000'cases discharged 
from the Forces as invalids. ni i x , 

“ The number of disabled persons tọ whom pension is being paid , 
by the Ministry of ons is approximately 448,000, of whom 
nearly 38,000 are in receipt of pension at the rate for.total disable- 
ment. Included ın the.total figuré are 32,500 limbless cases. noe 
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Sir .Harold Scott will retre on August 31, 1942, from the post 
of Director of the Bureau of Hygiene and Tropical Diseases which 
seihas held since 1935. The Secretary of State for the C@lonies has 
appointed Dr. Charles Wilcocks, the present Assistant Durector of 


eee to be Acting Director, with effect from September 1, 


The College of Physicians of Philadelphia awarded the Alvarenga 
Prize on July 14, 1942, to Dr. Edwin J. Cohn, Professor of Physio- 
logical Chemustry, Harvard University, in recognition of his dis- 
tinguished contribution to our knowledge of blood proteins. 
Prize was established by the will of Pedro Francisco DaCosta 
Alvarenga of Lisbon, Portugal, an Associate Fellow of the College of 
Physicians, to be awarded annually by the College of Physicians on 
each anniversary of the death of the testator, July 14, 1883, to the 
author of “ the best memorial upon any branch of medidine, which 
may be deemed worthy of the pnze.’ 


The Minister of Health has concurred in a seebrmeddation sub- 
mitted to him by the Medical Personne] (Priority) Committee that 
teaching bodies should be advised to abandon for the duration, of 
the war. “ all medical postgraduate courses which require whole- 
time attendance of medical men and women -for a considerable 

period.” In a circular letter to deans of medical schools asking 
That this recommendation should be brought before the management 
body, the Minister states that he holds the view that any student who 
is fit to follow ‘such a. course of instruction, even though he may 
perhaps be unfit: or meligible for military service, should undertake 
work of such a nature as would result in the release of another 
medical practitioner for service with His Majesty’s Forces. 


` Dr. Elsie V. Crowe, F.R.C.S Ed. . is NOW eee presumed to be 
a prisoner of war in ‘Sumatra. 


Dr. Juan P. Garrahan, a Buenos Aires paediatrician, has been 
awarded the 1941 prize of the Buenos Aires National ‘Academy of 
Medicine for his article “on “ Prothrombin, Vitamin A, and 
Haemorrhage in the Newborn Infant.” 


‘ Dr. Rudolph Matas, emeritus professor of surgery at the Tulane 
University of Louisiana, has been presented with the medal of 
Havana, the highest distinction conferred by that ‘city 10 commemora- 
tion of Dr. Carlos I. Finlay. ' 


'A French institute for. human research has recently been ‘founded 


EPIDEMIOLOGY SECTION ' 


This ' 


in Paris in the building of the Rockefeller Institute, with Dr. Alexis 


Carrel as director. , 








` EPIDEMIOLOGICAL NOTES 
Discussion of Table'' 
In England and Wales during the week a reduced incidence 
was reported for each of the notifiable diseases with the 
exception of puerperal pyrexia, of which 6 more 'cases were 
recorded. The largest of'the decreases were those of measles 
341, acute pneumonia 61, diphtheria 60, scarlet fever’ 60, 
dysente 37. The returns for cerebros inal fever were the 
‘lowest since the first.week of 1940, and the notifications of 
acute pneumonia were the: lowest: for almost a year. 

The largest fluctuations from ‘the totals of the -preceding 
week for whooping-cough ‘were those of Yorks West Riding, 
Middlesex, and Staffordshire, where increases of 47, 43, and’ 24 
were recorded. 

An increase in the incidence of measles occurred in London 
and Yorks' West Riding, where the cases were 45 and 67 in 
excess of the previous week’s totaf. 

The notifications of dysentery, -64 cases, were the lowest 
weekly total since last August. The only local outbreak of 
any se was that of Birmingham G.B., 12 cases! - 


b 


l Poliomyelitis, aante 


Scotland the incidence of measles, which had been‘ at a, 


fairly constant level for a month, fell, and the lowest wéekly 
total'since the end of February -was recorded, ‘Of the 52 éases 
of dysentery 25 were notified in Edinburgh. 

“Im Belfast the epidemic of measles appears to be ending ; 
74 cases were notified compared with 118 in the preceding week. 

\ Small-pox 

‘No Yare cases of small-pox had been notified in Glasgow 
during the beginning of the month. The total cost incurred 
i So city as a result of the outbreak is estimated to be between 

000 and £60,0 
: Returns for the Week Ending August 

‘The notifications of infectious diseases in End and Wales 
Pea the week included the following we of cases: 
scarlet fever 1,340, whooping-co ria 953, htheria 580, 
measles 5,619, acute pneumonia 41 ee nal fel 77, 
dysentery 82, paratyphoid -15, typhoid 6: 


` seid . 4 


z 


x denotes 
no fetum available, > 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print’ below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended August 1. 
Figures of Princrpal Notifiable Dis-ases for the week and those for the corre 
sponding’ wesk last yoar,,for : (a) ü and Wales (London ineluded). (b 
London (administrative county). (c) tland. (d) Eire (e) Northern Ireland, 
' es of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for’ (a) The 126 great towns in England and Wales (including London) 
fe n (administrative county). {c) The 16 principal towns in’ Scotland. 
d the 13 principal towns ın Eire. `e) The‘ 10 principal towns m Northern 


A dash — no cases ; a blank space denotes disease not notifiable or 
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+ Owing to evacuatıon schemes and other m@&vements of population, birth and 
death rates for Nortbern Ireland are no longer availale. 
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Letters, Notes, and Answers 





All commaunications in to editorial business should be 
addressed to THe EDITOR, British MepicaL JourNAL, B:M.A. 
House, Tavistock Square, LoNDoN, W.C.1. fn a 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal B B.M.A. House, Tavistock Square, W.C.1, on 
receipt, of proofs. uthors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEME) should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 Pw. Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No.—B.M.A. and B.MJ.: EUSTON 2111. ` 

TELEGRAPHIC ADDRESSES EDITOR, Aitiology Westcent, London; 
SECRETARY,.-Medisecra Westcent, London. - ‘ 


B.M.A. ScortisH OFFice: 7, Drumsheugh Gardens, Edinburgh. 
QUERIES AND ANSWERS 


Blood Injection in Tuberculosis b 

Dr. J. H. Fiercuer (Merthyr Tydfil) writes: May I use your 
columns to inquire whether any attempt has been made in the 
cure of tuberculosis to administer to ‘the patient repeated 
systematic intramuscular injections of blood (of same blood group) 
as that of the patient) taken from a cured person or from a 
healthy individual whose family history shows no evidence of the 
disease, with the obyect of transferring the immunity from the 
cured or healthy to the sick, as is now advocated and practised in 
the ‘treatment of measles? 


Castor Oil in Infective Hepatitis 

Dr. E. K. Rurze (South Perth, Western Australia) writes: It was 
with interest that I read Dr. J. L. Newman’s article on an outbreak 
of infective hepatitis in the Lavant Valley (Jan. 17, p. 61). I 
should be glad to know if the doctors in charge of these cases 
made any observations with regard to the administration of castor 
oil. While staying at a country town in Victoria recently I 
encountered a similar epidemic, and my own family and those 
of my neighbours suffered from the disease in varying degrees. 
In all of those cases in which castor oil was administered I noticed 
that the patients became rapidly worse and signs of biliary obstruc- 
tion supervened, whereas there was no such sudden change in 
those not receiving castor oil. In the former the effect was so 
marked and the appearance of the clay-coloured stools so 1mme- 
diate that I felt convinced it was the castor oil which at least 
precipitated the obstructive symptoms. If this observation 1s con- 
firmed it would seem to. have an important bearing on preventive 
treatment, since castor oil is so frequently administered to children 
suffering from nausea and vomiting. 


Income Tax 
Service Pay: Basis of Assessment 
T. N. ıs assessed for 1941-2 on (a) his civil earnings for the year 


1940-1, and (b) his official emoluments for the year 1941-2. Is 
this correct? $ 
** Yes. As the Service appointment did not begin until 


August, 1940, 1941-2-is the second financial year since commence- 
ment, and by statute tax on the emoluments is chargeable on the 
. basis of the current year’s earnings. As the civil earnings aré 
regarded as coming from-a continuing source, the legal basis is 
the previous year—which will, of course, continue to apply if 
and when T. N. returns to the practice. ' 
i ’ 


LETTERS, NOTES, ETC. 
Quinine in Malaria ' 


Dr. R. J. MaRSHALL writes: During the four and a half years spent 
by me in Spain from 1893-8 as assistant medical officer to the Rio 


Tinto ,Co.;-part of hope ante taken up in studying microscopi- 
5 : 


cally the various 'typês al féver so prevalent there. They 
were principally of the benign type, tertian and quartan I found 
that the best results in treatment were obtained by administering 


quinine in one daily dose of 30 grains about 2 hours before the | 


expected rigor. This is following the advice of the Italian observers 
Marchiafava and Bignami,- whose book was published by the 
Sydenham Society. According to them the young parasites are 
most vulnerable at the moment of birth. I seldom found a-dose 
of this size cause any unpleasant symptoms, and the results were 
much ,more effective than when the drug was given in divided 
doses. This can ¢asily be verified experimentally in a case where 
-there is a double ‘infection. A’ single dose :of.10 grains given 2 
hours before one attack may for several days cut: qut-a recurrence 
of this attack or modify it considefably.-without affecting the other. 


, 


LETTERS, NOTES, AND ANSWERS 





Scabies 
Dr, W. F. BeNsTED-SMiITH (Newton Ferrars), writes: It may be 
well to call attention to a common and often unrealized centre of 
infection—the local .dance hall. I am impressed by the number 
of cases in clean homes which are possibly contracted -in-this way. 
It probably accounts also for'a number of those infected on leave. 


f An Interesting Breech Delivery ' 

Dr. W. L. MacponaLtp (Charlottetown, P. E. I) writes: I was 
called one night about 2 a.m and informed by an excited woman 
that Mrs. A. had her baby while sitting on the toilet seat. I 
asked her to get the baby out before it drowned. She said she 
couldn’t get Mrs. A. off the seat. I dressed, diove about a mile 
to the house, and found Mrs A. still sitting on the toilet; On 
helping her off I found the baby head-first in the toilet water, 
blood, etc. After extracting the baby feet first and giving it a 
slap on: the bottom, I was much surprised to hear it give a lusty 
cry. Its lıfe was saved by the placenta remaining intact im utero, 
and the cord not breaking. 


MEDICINE 100 YEARS AGO 
Extract from the Provincial Medical Journal for August 20, 1842: 


“ The Chairman said he had next to call on them to drihk a toast 
to which he anticipated a prompt and most enthusiastic response 
—t was that of the founder’ of the Association, Dr. Hastings. When 
they remembered that ten years ago the members of the medical 
profession in the provinces were without any common bond of union 
(hear, hear) ; that although they possessed within themselves the 
elements of great strength, of moral ‘energy, and of high character, 
yet these were of little use, becduse they were never found joined 
together for any practical purpose (cheers) ; when they remembered, 
also, that ıt was to Dr. Hastings they owed the formation of this 
great Association in which, for the first time, they had found that 
bond of union which they had long so much required—which had 
given to them an amount of influence, and produced among them a 
degree of harmony which had never before existed—which had the 
effect of bringing together the members of the same profession from 
one end of the kingdom to the other to meet at some common- 
point, where, old friendships were renewed and new friendships 
formed, never afterwards to be forgotten—which had furnished 
them with an inducement sufficiently strong to draw them for a 
season from thew homes, in order that they might interchange 
feelings of mutual friendship and good will, and unite not merely 
to uphold the honour and dignity of the profession, but also for 
the more extended diffusion of scientific knowledge, and so to 
benefit mankind; when, he repeated, they bore in mind that ıt was 
to Dr. Hastings, the secretary and founder of the Association, that 
they owed these manifold advantages, he was sure they would need 
no stronger motive to induce them to drink this toast with all the 
honours which it was possible for them to bestow upon it. (The 
toast was drunk with the most enthusiastic cheering, which was 
repeatedly renewed.) 

In his reply Dr. Charles Hastings said, among othe: things, “ It 
is a proud distinction to me to be considered the founder of this 
noble institution ; and when ten yeais ago I commenced, in 
conjunction with many friends I now see around me, the formation 


: of this Association, I little dreamt of its ever attaining the eminence 
it has already acquired. During those ten years, Sir, our Association, 


like the noble oak of the forest, has struck its roots deeply into 
the midland counties, and has thrown out vigorous branches to the- 
north and to the south, to the east and to the west During this 
comparatively short period what have we done? Iʻam aware that 
this question has been sometimes asked tauntingly—but what have 
we done? We have every reason for answering this question ; 
not indeed in the spirit of .self-glorification, but with truth and 
modesty, ın order that we may place our claims to public confidence 
on their true footing In reply, we have every year published a 
volume of ‘ Transactions,” and that these ten volumes form a rich 
treasury of practical information ; and more especially, we have 


: done more towards accomplishing that very desirable object, the 


procuring a medical topography of England, ‘than ‘had previously 
been ‘effected. We have thus, in a scientific point of view, raised 
the character of the provincial profession, who heretofore, notwith- 
standing many eminent men had arisen among them, had no claim 
as a body to any distinction. We have’ also, during the last year, 
succeeded in supplying to every member of our Association a 
weekly journal [the Provincial Medical Journal, forerunner of the 
British Medical Journal] as a vehicle by which all discovéries made 
in this active and experimental age are conveyed to the remotest 
villages in England, and a boon is thus conferred on suffering 
humanity.” 
-Taken from an account of the dinner held at the anniversary 
Meeting of the Provincial’ Medical and Surgical Association in 
xeter. 
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A CLASSIFICATION OF NERVE INJURIES 


BY 


xs H. J. SEDDON, D.M; F.R.C.S. : s 
Nuffield Professor of Orthopaedic Surgery, University of Oxford 
' 


In 1863, during the fiercest days of the American Civil War, 
Dr. W. A. Hammond, Surgeon-General to the Federal 
Armies, ordered the establishment of a unit for the observa- 
tion and treatment of injuries of the nervous system. A 
signal result of this instruction was the appearance in 1864 
of a little book by Weir Mitchell, Morehouse, and Keen, 
Gunshot Wounds and Other Injuries of, Nerves. This 
gave an account of the first organized study of nerve 
injuries, and in it we find not only the most perfect descrip- 
tion of causalgia, a condition that will always remain 
associated ‘with the name of Weir Mitchell, but descrip- 
tions of -nerve injuries as we see them to-day. 
enthusiastic workers laid a good foundation for all that 
has followed during’ the succeeding 80 years. But the 
means of investigation at their disposal were very limited, 
open operations ¡were rare, and the syndromes described 
are not quite ‘sufficiently clear-cut to serve as a guide in 
diagnosis and prognosis. lizi ; 

. The enormous number of nerve injuries dealt with during the 
last war gave to neurologists and surgeons a very clear concep- 
tion of the results of division of a nerve, but one gets the 
impression that they were so preoccupied with the repair of 
nerves so seriously damaged as to require resection and suture 
that there was hardly time to investigate the great mass of cases 
in which something less than complete division was present, 
cases in which spontaneous recovery usually occurred. So 
far as nerve injuries- are concerned ‘this war.has been more 
leisurely. a 

It is the purpose of this preliminary communication - to 
describe three well-defined’ types of nerve. injury, types so 
distinctive ‘that it has. been found convenient, and indeed 
necessary, to apply labels to them and make them the basis for 
-a_clinico-pathological classification. It might be foolish to 
claim that every nerve injury can be fitted into this classifica- 
tion, but from the study of 460 cases at the Oxford Centre 
it has become evident that the majority can be so classified 
provided one realizes that a combination of lesions is not 
infrequently present as the result of a single injury. ` 


! 
et Clinical Signs of Damage , 

The clinical manifestations of damage to a-peripheral nerve 
may be considered under two headings. 


1. Those due to Loss of Function :— ' ‘ 
Efferent: Paralysis of muscles ; sudomotor paralysis : 
pilomotor paralysis ; vasomotor paralysis. ° 
Afferent: Loss of tactile sensibility ; loss of pain sensi- 
bility; loss of ‘thermal sensibility; loss of joint and 
postural sensibility ; loss of deep sensibility. ' 
2. Those due to Perversions of Function —' 
Efferent: Muscle twitching (fasciculation); muscle 
spasm ; abnormal sweating; vasomotor disturbances. ` 
Afferent: Paraesthesia; apparently spontaneous pain, 
and pain quite outside the range of normal experience ; ~ 
abnormal responses to heat and cold. 


I e= 


These - 


In contemporary clinical practice there is no question what- 
ever that in frequency and ‘importance the first group of 
phenomena far outweigh the second, and it is with loss of 
function alone that this classification is concerned. 


Although, as has been said, there is a fairly clear under- 


„standing among clinicians and experimental workers about the 


sequence of events following complete’ anatomical division of 
a peripheral nerve, there is considerable confusion when we 
come to. examine those numerous cases in which function is 
lost although anatomical continuity of the nerve is more or 
less preserved. No clear distinction has'been drawn between 
those intraneural lesions that are followed by complete 
peripheral degeheration and those in which the rate of re- 
covery is so rapid that degeneration could not possibly have 
occurred. -The well-known term “ physiological interruption ” 
conjures up no clear pathological picture, and it is inaccurate 
in that no interruption of conductivity can properly be called 
physiological. Similarly, the terms “ concussion,” “ compres- 
sion,” and “contusion” are equally vague ; for although they 
may give a hint of the nature of the cause they do not describe 


‘the effect of the injury on the nerve itself. 


At a meeting of the Association of Physicians held in April, 
1941, I propounded the following classification: 

1, Complete anatomical division of a nerve. 

2. A “lesion, in continuity,” in which more or less of the 
supporting structure of the nerve is preserved but there 
is nevertheless such disturbance of the nerve fibres that 
true ‘Wallerian degeneration occurs peripherally. 

3. “Transient block.”"—A minimal lesion producing paralysis 
that is incomplete more often than not; it is unaccom- 
panied .by peripheral degeneration and recovers rapidly 
and completely. e 


These .three syndromes are well known to neurologists, 
and discussion centred chiefly on terminology. It may be 
argued with justification’ that “lesion in continuity” 1s 
ambiguous and might well include “transient block”: for 
there is no doubt that in transient block the nerve is in con- 
tinuity. It was therefore suggested by Prof. Henry Cohen that 
distinctive names should be given to these three types of nerve 
injury so that confusion might be avoided. He wnites: 

‘e ologically these words indicate the ideas they are in- 
tended to convey, and they have not previously been used—so 
that the field for them is clear. 


“1, Neurotmesis ( phos. a * cutting ' which implies a separa- 
tion of'related parts), which describes the state of a nerve 

i that has been completely divided. The injury produces | 

`, a lesion which is in every sense, complete. 

“2, Axonotmesis : Here the essential lesion is damage to the 
nerve fibres of such severity that complete peripheral 
degeneration has followed ; arid yet the sheath and the 
more intimate, supporting structures of the nerve have 
not been completely divided, which means that the nerve 
as a mass of tissue is Stil] in continuity. 

. Neurapraxia (@zpofia, non-action) is used to describe 
those cases in which there is a short-lived paralysis— 
so short that recovery could not possibly be explained 
in’ terms of true regeneration.” s r 
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The classification is partly morphological, though in each 
case the clinical behaviour 1s characteristic. The three types 
of lesion have been produced experimentally, and work „of 


this kind has contributed considerably to our understanding of ' 


them. 

It is wot proposed here to give more than an outline of the 
characteristics of the three types, since full descriptions will 
be published shortly (by me, on neurotmesis, axonotmesis, 
and neurapraxia ; and by W. B. Highet on mixed‘and incom- 
plete lesions, which' are grouped together as dissociated 
paralyses). The classification is presented in brief in the hope 
that it will prove helpful to clinicians in sorting out their 
cases of nerve injury. 


Neurotmesis (Division of a Nerve) 


The clinical and pathological picture presented by complete 
division of a nerve is go familiar that no more than the briefest 
description is necessary. At the site of damage a swelling 
which is called a “ neuroma ” appears at the end of the central 
stump ; it consists of a mass of scar tissue and new ,;nerve 
fibres in no way different from what is seen in an amputation 
neuroma, The swelling is sometimes palpable and tender. A 
swelling also appears at the end of the peripheral stump ; it 
is called a “ glioma,” 1s composed of Schwann cells and fibrous 
tissue, is’ much smaller than the neuroma, and is rarely palpable 
clinically. 

In the distribution of the nerve there is complete sensory 
and motor paralysis ; the affected muscles degenerate and waste, 
and respond to electrical stimulation with the characteristic 
reaction of degeneration. The only - difficulties in diagnosis 
are anatomical—in cases where some anomaly in distribution 
may lead the clinician to believe that the lesion is'an incom- 
plete one. 

For all practical purposes recovery never occurs in the 
absence of surgical repair. If suture is followed by regenera- 
tion, signs of recovery appear in anatomical order ; this is best 
seen on the motor side, where a regular march of recovery 
in muscles is often observed. The quality of recovery is always 
short of perfect, not only because of irreversible degenerative 


changes in end-organs and muscle but because of confusion at 


the suture line. 


Axonotmesis (Lesion in Continuity) 


If a nervé is crushed heavily with forceps all the nerve 
fibres are broken, but the connective tissue of the nerve sur- 
vives to some extent; although the gap, in the nerve fibres 
may be quite noticeable at first it is followed by a flowing 
together of the fibre protoplasm ‘above and below, so that 
when observed a few minutes after removal of the instrument 
the lesion, which at first was nothing more than a thin ribbon 
of connective tissue joining central and peripheral stumps, has 
filled out to almost normal diameter. There is ‘probably no 
case in “which the connecting function of connective tissue 
is of greater importance; for it is found that, although the 
peripheral stump degenerates completely, spontaneous regenera- 
tion invariably follows after such an experimental lesion. 

Now, it often happens that a nerve is damaged in a some- 
what similar way by a “near miss,” or pressure from one of 
the fragments of a fractured bone--in fact, by any injury that 
fails to divide the nerve completely. It is not to be expected 
that the accidents of daily life or warfare produce lesions as 
uniform as those produced in the laboratory: the nature and 
degree of violence are variable, and so is the extent of the 
damage done. The lesion exposed at operation may be the 
familiar fusiform neuroma or nerve spindle: more frequently 
(as in the experimental lesion) there is little to see beyond 


slight swelling or constriction, perhaps perineural adhesions. 


and a little thickening of the epineurium. However, in general, 
the: behaviour of lesions of this type is characteristic. The lesion 
is called “ axonotmesis ” because its essential feature is complete 
interruption of nerve fibres with preservation of more or less of 
the supporting structure of the nerve. After a period of several 
weeks or a few months new fibressmanage to make their way 
through the scar tissue at the site of the lesion, and regenera- 
tion then proceeds in an anatomically orderly fashion down 


the peripheral stump. In experimental animals (rabbits) the , 


rate gf regeneration is faster after axonotmesis than after 
neurotmesis, but we are*not yet sure that this is the case in 
K £ 


i 


man, although there is some evidence to suggest it: What is 
quite certain is that functional recovery is far better, and it 
is reasonable to suppose that this is due to the growth of 
fibres into their old pathways; some of them may go astray, 
but the majority are guided by the enconeurium and peri- 
neurium into their old channels. Everyone is familiar with 
the excelent spontaneous recovery that generally follows radial 
paralysis complicating fractures of the humerus, and this is the 
best examplé of axonotmesis in clinical practice. j 
` It cannot be emphasized too strongly that there is no clinical 
difference whatever between the paralysis resulting from 
axonotmesis and that following neurotmesis. Seeing that peri- 
pheral degeneration is complete one could not possibly expect 
to find any, and indeed there is none. How, then, are the -two 
conditions to be distinguished? There are three possible ways. 

Experience teaches us that certain injuries are likely to cause 
neurotmesis, while others are more likely to cause axonotmesis. 
Radial paralysis complicating a gunshot wound of the arm 
18 likely to be due to neurotmesis, in which case recovery will 
not occur unless the nerve is sutured. On the other hand, a 
closed fracture of the humerus involving the radial nerve 
almost always produces axonotmesis: by the time treatment 
of the fracture 1s completed there is generally some sign of 
recovery. On can therefore make a shrewd guess from 
knowledge of the nature of the injury. The second way is to 
wait until sufficient time has elapsed for spontaneous regenera- 
tion to occur. If signs of recovery fail to appear, then 
neurotmesis may be suspected and the nerve should be explored. 
This has been the general policy in the past, but the time 
of waiting has been too long; it is clear that if the lesion 
is in fact neurotmesis valuable months will have been wasted. 
No harm comes from exploring a nerve, and it has become 
our practice to carry out exploration in every case in which 
regeneration has not appeared within the calculated time.* This 
brings us to the third and only precise method—i.e., explora- 
tion. Riddoch has repeatedly emphasized that we should 
regard operative exposure of the lesion as a necessary step in 
the establishment of the diagnosis. Provided that the opera- . 
tion is carried out by a competent surgeon who is familiar with 
every detail of the neurological picture, and provided his 
‘approach to the nerve lesion itself is conservative rather than 
radical, exploration is a commendable procedure. It may reveal 
a somewhat unexpected neurotmesis ; it may reveal axonotmesis, 
in which case the surgeon and the patient know what to expect 
—i.e., spontaneous regeneration. s 


Neurapraxia (Transient Block) 

Recovery from certain nerve injuries is remarkably rapid— 
indeed, so speedy that it cannot possibly be explained in terms 
of axonal regeneration. Lesions of this type, like axonotmesis, 
may ‘be produced by any injury that does not actually sever’ 
the nerve, but the violence is not of a high order. Tourniquet 
paralysis, Saturday-night paralysis, crutch paralysis, are all 
familiar examples—though sometimes these injuries may be 
sufficient to produce true degenerative changes. 

Since the condition is essentially a clinical syndrome it is 
best to describe its clinical characteristics first: (a) the paralysis 
is predominantly motor ; (b) there is little wasting ; the electrical 
reactions of the muscle persist unchanged ; (c) subjective 
sensory disturbances—numbness, tingling, pins-and-needles, 
burning—are common ; (d) objective sensory disturbances are 
generally partial, often minimal, so far as touch, paih, heat,” 
and cold are concerned; (e) loss of postural sensibility and 
vibration sense are common; (f) loss of sweating is unusual. 
Muscle tone is said to be retained, but this has not been our 
experience. i 

It is clear, then, that the lesion is a dissociated one: the 
motor and proprioceptive fibres suffer more than those sub- 
serving other functions, and there is a physiological ex- 
planation for this. Recovery, which’ can be predicted with 
absolute confidence if examination reveals this “ syndrome, 
is fairly rapid, beginning usually after two to three weeks 
and complete within six to eight—though I have seen a few 
cases in which complete restoration of function was delayed 
until the fourth month. The progress of recovery is irregular ; 


* A paper dealing with rates of regeneration will be published 
within the next few months. 
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_ throughout the whole distribution of the affected nerve, and 


resembles nothing so much as the wearing off of the effects 
of‘ local anaesthesia. In the few cases in which it is delayed 
it is, still much more rapid than the fastest recovery from 


axonotmesis, and would demand a rate-of growth of axons - 


quite unknown in clinical or laboratory experienc® Further- 
more, the preservation of normal excitability of muscles is 


clear evidence against Wallerian degeneration of the nerve 


- below the lesion, and we now have évidence on the motor side 


that the ‘affected nerve is not only capable of conducting 
impulses but in fact does so, though no contraction of the 
muscle can be detected clinically. There is therefore a` dis- 


' turbance of conduction (which can be produced experimentally) 


that impedes the transmission of impulses but does not destroy 


- the axon. Recovery is always perfect. : 
‘Neurapraxia is a non-committal but adequate description ` 


of this non-functioning of a nerve. Neurapraxia is produced 
‘by cocainization of a nerve, by-mild degrees of refrigeration, 


and by slight injury. f 
. ; Comment 


It' is obvious that by no means all nerve -injuries can be 


' classified under these simple headings; the accidents that 


produce them are not uniform in their effects unless the violence 
is great. An injury may affect the fibres of a nerve in varying 
degree, and the clinical picture, will then be more complex. 
A lesion’ may be made up by a combination of any of the 
following: (a) neurotmesis ; (b) axonotmesis ; (c) neurapraxia ; 
(d) normal fibres. att : š 
Indeed, neurapraxia is a lesion in which a certain number 
of normally functioning fibres are always present. Leaving this 


aside, there are no fewer than eleven possible combinations of ` 


these lesions, each with its own clinical characteristics! In 
complicated lesions of the ‘brachial plexus, for example, the 
picture may be so mixed that precise diagnosis is impossible, 
though there is often plenty of scope for light-hearted specula- 
tion. 


`. combinations, and do claim that none of the phenomena of 


interruption of a nerve that we have- so far encountered 
required other. explanation.’ This. is a very difficult field 


- of clinical inquiry, and it is not proposed to discuss it here, 


seeing that the various combinations of lesions form the subject 
of a paper that will shortly be published by W. B. Highet, who 
has investigated all the cases of dissociated paralysis seen at 
the Oxford Centre since its inception in June, 1940. 
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We'have recently observed 5 cases showing pigmentation 


_of the skin pronounced enough to warrant provisional 


`“ scribed as 


diagnoses, by the attending practitioners, of “jaundice,” 


: X ; 
~ it follows no anktomical order—it may appear suddenly in 1919. The ‘observation of this 


We have seen almost every one of the possible’ 


e 


“ pernicious anaemia,” “ haemolytic anaemia,” and “ chole- 


lithiasis.” This pigmentation can only be properly de- 
“ carroty,” ‘and while’ in the mild cases it is 
most obvious in the naso-labial folds and the palms of 
the hands, in the. more ‘advanced cases it is a generalized 
body tanning. The condition is due to the excessive con- 


sumption of carrots, though it has been recorded when 


other lipochrome foods are eaten in quantity. 


The, Literature of Carotinzemia 
The term “ carotinaemia” for the orange pigmentation of 
the skin observed after the excessive consumption of carrots 


„and other vegetables was first applied by Hess and Myers 


` 





skin discoloration in 
diabetics whose diet consisted ‘mainly of foods rich in yellow 
-lipochrome—fruit, vegetables, butter, and eggs—was made by 
von Noorden (1907),'.who’ considered the condition to be a 
diabetic manifestation. Moro (1908) noted that normal infants 
developed a similar pigmentation when carrots were added 
to the diet. Van den Bergh and Snapper (1913) showed that 
there were lipochrome pigments circulating in the blood of 
diabetic patients with the orange pigmentation, and that these 

> pigments were identical spectroscopically with those of carrots 
and other vegetables. Salomon (1919) referred to this pseudo- 
icterus in non-diabetic patients whose diet largely consisted of 
the foods mentioned, and the gradual disappearance of this 
- pigmentation with abstinence from such foods. : Stoeltzner 
(1919), commenting on Kaupe’s Observation (1919) that 
nurslings lost their yellow coloration when their high carrot 
diet. was stopped, observed that the nymber of similar children 
had ‘increased during the last war. Hercalled it a “ pseudo- 
icterus” ‘and thought a high tomato diet might produce a 
similar pigmentation. 

Greene and Blackford (1926) and Stoner (1928) discussed 
the condition under the heading of “ carotinaemia.” Boeck and 
Yater (1929) used the term “ xanthaemia” for the circulation 
in the blood of lipochrome pigments (thereby excluding bile 
pigments) and “ xanthosis’” for the visible presence of these 
yellow pigments in the skin. They found xanthaemia in all 
their nephritics and in most diabetics, and even in most 
“normal” cases examined’ However, xanthosis was present 
in only 10% of the renal and diabetic cases and in only 3% 
of other cases.: All these patients with stained skin had eaten 
excessively of lipochromic foods. 

Stannus (1929) called the discoloration “ hyperlipochromia,” 
and concluded that it resulted from the failure to oxidize the 
carotinoid pigments in the body. He first reported carotinaemia 
in myxoedema, and Wendt (1935) noted the condition in some 
cretins. Bomford (1938) confirmed thé presence of carotinaemia 
in some cases of myxoedema on a normal diet. On thyroid 
medication the lipochrome index fell to normal. He remarks 
that as the colour of cream is due to lipochromes, the descrip- 
tion of the myxoedematous facies as a “strawberry and’ 
cream ” complexion is not without justification. 


‘ 


ae The Present Series of Cases 

Our interest in carotinaemia was first aroused by the visit 
“of a clerk’s wife on account of “jaundice,” though her sclera . 
was contrastingly white. In the spring months further cases 
were: referred as “pernicious anaemia” and “haemolytic 
anaemia”; the woman with “gall-stones” was visiting her 
husband, an in-patient with acute nephritis, when the ward 
sister drew our attention to her carroty complexion. None 
of these patients had symptoms of ill-health, though the curious 
discoloration was a source of anxiety. 

Careful histories were extracted to find the actual pounds 
of carrots consumed per week (see Table). As kitchen standards 


Table showing Amount of Carrots consumed Weekly 
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of quantity are given vaguely in pinches, spoons, and cups, 
we sought and obtained the number and size of the carrots, 
from which a correct estimate was made. These weights apply 
only to the raw, carrots, as the other vegetables and cooked 
carrots were always eaten’ in pre-War helpings, During the 
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winter carrots were cheap and easily obtainable, and “ besides, 
they were so nice to munch.” The lorry-driver’s wife had been 
told “ carrots were full of vitamins.” The clerk grew so many 
carrots on his allotment that his wife felt she had to eat them. 
She liked the clean taste left in her mouth so much that she 
invariablyecarried one about in her pocket. Since June 'of last 


year the corporal’s wife used to munch carrots, especially while’ 


preparing the family meals, in order to increase her vitamin 
intake during her period of gestation. A healthy baby. was 
born at Christmas and thrived on the breast. It had no other 
treatment. In February the corporal noticed his wife and 
baby were carroty and sought his doctor’s advice. Jaundice 
was diagnosed and the breast dethroned by the bottle. On a 
‘light diet and milk feeds the pigmentation gradually faded. 

The time taken for saturation before the carroty skin was 
first noticed is tabulated as the threshold months. Each patient 
was thoroughly investigated for diseases which may have pro- 
vided other factors ; but they were quite healthy women, apart 
from one moderate case of mitral stenosis and the almost 
invariable hypochromic anaemia so prevalent in this area. 
These patriots of the “ Kitchen Front” were congratulated on 
therr heroic consumption both of carrots and of propaganda, 
and were asked to return to their basic helpings of vegetables, 
including carrots. On this moderation (it was not abstinence) 
the times in weeks of initial and then complete fading were 
noted. : 

Our threshold value corresponds approximately to that of 
a patient, quoted by Wood and Agnor (1941), who ate two 
carrots daily for a year. Kaupe’s (1919) finding of carotinaemia 
in babies weaned on carrot'soup, the lipochrome content of 
which must necessarily have been small, is in harmony with 


our baby’s susceptibility in developing skin pigmentation after ' 


only two months on the breast milk of its carotinaemic mother. 
This is believed to be the first case reported of carotinaemia 
from the breast milk of an affected mother. 


Laboratory Investigations 
The routine estimations of icteric index and serum bilirubin 
were carried out in all cases. These revealed an obviously 
“jaundiced ” serum of a high icteric index (on‘colour com- 
parison with the potassium dichromate standard 1/10,000 
dilution) but a serum bilirubin within normal limits. Obviously 
the orange colour was not due to bile pigment. However, the 


~ 


lipochromes are soluble in petroleum ether and the bile pigment, 


in absolute alcohol, which will ‘also precipitate the proteins 
in the serum. a? 

This fact forms the basis of the test of Greene and Blackford, 
which we refer to as the three-layer test, to differentiate 
carotinaemia from jaundice. Equal quantities of serum, alcohol, 
and petroleum ether are shaken up;in a tube. This may be 
left to settle, as the volatile petroleum ether, with its dissolved 
lipochromes, rises to the top as a distinct layer. If lipochromes 


are present in abnormal amount this top layer will show a’ 


definite yellow tinge which is pathognomonic of carotinaemia. 
The depth of colour may be compared with the potassium 
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Diagram illustrating the three-layer test for the differentiation 
of ‘carotinaemia from jaundice. i 


dichromate standard to give its lipocbrome index. However, 
it is better to centrifuge the mixture in the tube. The precipi- 
tated proteins spin down to the bottom as a white curd, covered 
by the middłe band of absolute alcohol with its dissolved bile 
pigments, on which the “true icteric index,” or bile index, 
can beeestimated against the dichromate standard. If this 
middle alcohol band is excessively ‘yellow and is covered, by 


. 
` 


a clear petroleum layer, then the sandwich is jaundiced and 
the bile index will equal the icteric index. 
Icteric index = Bile index + Lipochrome index 

(on whole serum) (on alcohol layer) ‘(on ether fraction) 
In a hypothetical case of jaundice and carotinaemia both layers 
will be quite yellow, and the degree of each pigmentation can 
then be efimated separately. ig : 

Carotene is the yellow colouring matter—the lipochrome— 
of carrots, spinach, palm oil, and nettles. It is a highly un- 
saturated hydrocarbon, C,.Hi,, which exists in three forms— 
alpha-, beta-, and gammma-carotenes. These can be separated 
by filtering a light petroleum solution through a Tswett column 
of calcium hydroxide. Each form adsorbs out of solution at 
a different layer in the column. All three forms are 
precursors of vitamin A, but owing to its internal pattern one 
molecule of beta-carotene yields two molecules of the vitamin, 
while the alpha and gamma forms produce only one molecule. 
Thus the beta form has twice the physiological activity of 
alpha- and gamma-carotenes. Natural products, however, con- 
tain much more beta- than alpha-carotene and little, if any, 
of the gamma form. The isomer of carotene is lycopene, which 
is the colouring matter of tomatoes, rose hips, and bittersweet 
berries, but is inactive physiologically in not forming vitamin A. 
Carotene is the principal though not the only lipochrome in . 
human serum. It is always associated with its hydroxyl 
derivative, a xanthophyll. Lutein.is the xanthophyll of alpha- 
carotene, and is the lipochrome in egg yolk and green leaves. 
Thus the term “xanthaemia,” of Boeck and Yater (1929) is 
more accurate than the popular carotinaemia. 

The absorption of the lipochromes from the bowel is stated 
by Wood and Agnor (1941) to depend on the presence of 
dietary fat and the bile acids with which it is absorbed as 
a water-soluble diffusible complex. Curtis and Ballmer (1939) 
have shown that liquid paraffin interfered with this transport 
of carotene across the epithelium’ of the intestine. In the 
plasma the carotene is probably adsorbed to the albumin 
molecule and carried in colloidal suspension. The plasma proteins 
can be precipitated down by absolute alcohol, which itself 
dissolves bile pigments, while, the lipochromes are soluble in 
petroleum ether, which floats lightly as a separate layer above 
the alcohol. This provides the basis for the three-layer test 
of Greene and Blackford. The conversion of carotene into 
vitamin A probably takes place in the liver. 

Ralli et al. (1936) showed that the liver of a carotinaemic 
diabetic.contained an increased amount of carotene. Pariente 
et al. (1936) theorized that in diabetes the conversion of carotene 
to vitamin A was impeded and that this resulted in a damming 
up of carotene in the liver and a diminished absorption from 
the blood. They neglected the additional factor of the high 
lipochromic diet usual in diabetics. ‘ 

According to Wood and Agnor (1941), any excess of carotene 
is either destroyed or excreted via the sweat. They state 
that when excretion is unusually heavy the carotene is re-. 
absorbed by the horny layer of the’ skin. Palmer and Kempster 
(1919) found the lipochromes in fowls in the rete malpighii 
and cornified layers of the skin. Greene and Blackford (1926) 
observed the concentration of pigment in the naso-labial folds, 
where sebaceous glands abound, and in the palms and soles, 
where cornified skin is thickest. \We find that the soles of 
Lancashire housewives are undistinguished, but that the palms 
of our hospital cooks, after scraping carrots for dinner, were 
stained like T.N.T. workers. However, this direct staining 
froni handling carrots could be washed off almost completely— 
in contrast with that from excessive intake, which was un- 
diminished by washing. In our cases, in addition to the naso- 
labial folds and palms, the rest of the skin was almost uniformly 
tanned, but the sclera was contrastingly white. This immunity - 
of the sclera in carotinaemia isthe chief clinical sign in 
differentiating it from jaundice. The colour of the skin and 
the details of food intake are additional factors in clinical 
diagnosis. ra : 

Several of our patients noticed a deep orange colour in 
the urine. Attempted extraction of the colour with petroleum 
ether was unsuccessful, and no typical absorption bands were 
found spectroscopically. Na 

Boeck and Yater (1929) discuss the wide variation in the 


appearance of xanthosis and xanthaemia in individuals on , 
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similar diets. To account for this, they believe that the rates 
of oxidation and excretion must vary widely. Bernheim (1926) 
fed large quantities of carrots to 3 patients, who quickly pro- 
duced a high icteric index, which, however, fell to normal 
within 12 hours. Ir our cases the rate of metabolism seemed 
to be remarkably constant in the different individuals. The 
threshold quantity appeared to be a minimum of 4 Ib. of excess 
carrots per week for a minimum period of seven months before 
skin pigmentation became visible. The rate of fading appeared 
to be equally constant oncé they returned to an average diet. 
Fading was first noticed in a minimum of two weeks and was 
complete within eight weeks. In view of Bernheim’s finding 
of the rapid disappearance from the blood of excess lipochromes 
within 12 hours, it would seem that above the threshold 
quantity the body is unable to oxidize or excrete all the 
lipochrome, so that some pigment is slowly accumulating, The 
capacity of the body to eliminate lipochromes must be well 
above the normal requirements, as it takes a minimum of 
six months’ accumulation before the high threshold is reached 
on such abnormal intake and before skin pigmentation is 
noticeable. < 

The findings of the remarkably constant threshold in the 
accumulation of pigment and of the steady rate of fading in 
normal individuals support the theories of diminished con- 
version of carotene to vitamin A in the liver of diabetics 
and poor urinary excretion in nephritics, as in both diseases 
carotinaemia occurs more frequently than in health. 


Summary 

- Carotinaemia is a carroty pigmentation of the naso-labial 
folds and palms when mild and, when marked, a general body 
tanning except in the sclera, which distinguishes it clinically 
from jaundice. It is due to the excessive consumption of carrots 
and other lipochromic foods. The patients are healthy and do 
not require treatment apart from reduction to average con- 
sumption. 

Four cases of carotinaemia are described in normal women 
after eating more than the threshold quantity of 4 Ib. of raw 
carrots per week for a minimum period of seven months. 

A baby fed only on the breast of its carotinaemic mother 
developed the condition within two months. This is believed 
to be the first case described. í ; 

The simple three-layer test of Greene and Blackford to 
differentiate between carotinaemia and jaundice is described. 


We are indebted to Drs. S. Smithson and M. C, Welsh for 
allowing us to ses and inya te their cases. We wish to thank 
especially Dr. M. L. Thomson for permission to investigate the case 


of the infant of the carotinaemic mother. 
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W. E. Snell (Tubercle, 1942, 23, 101) maintains that garden work is 
the main form of occupation for sanatorium patients for the following 
principal reasons: (1) it provides controlled exercise for patients 
under open-air conditions, and thus hardens them for return to a 
working life; (2) it relieves the boredom of institutional life and 
should provide, the patient with a mental interest; and (3) the 
patient’s labour theoretically provides some return to the institution. 
In any sanatorium of 300 beds about 50 patients will be available 
for garden work, consisting of the following groups of cases: (1) 
early or pleural cases for which’ no collapse therapy is indicated ; 
(2) patients undergoing artificial pneumothorax and those convales- 
cent from thoracoplasty; and (3) patients not suitable for artificial 
pneumothorax but whose general condition is good. 





BEE-STINGS IN KENYA COLONY 


BY 
A. J. JEX-BLAKE, M.D., F.R.C.P’ 


East Africa is a good place for studying the effects of 
bee-stings, because people: living there are stung more 
often than those in England. This is in part because the 
common native bee, Apis mellifica adansoni, is more 
savage and eager to attack than the honey-bee of Europe, 
Apis mellifica, its near relative—for example, an expert 
bee-keeper of my acquaintance would often get: as many 
as 50 stings a day while looking after her few hives of 
native bees—and in part because the bee population is 
large, the native inhabitants being apt to put up barrels, 
hollow pieces of tree-trunks, boxes, and other contrap- 
tions in trees anywhere and everywhere for the wild bees 
to hive in, the honey being used for beer-making. Further, 
these bees swarm all the year round, so that there is never 
a day when flying or settled swarms may not be met with 
out of doors or indoors. Finally, many East African 
houses, especially those- that have been unoccupied for a 
time, acquire nests of bees in roofs, hollow walls, or under 
the floors that are very hard to get rid of when the house 
is occupied again. When they do attack, nests, hives, or 
swarms of native bees are apt to do so on the heroic 
scale. This is illustrated by the following 3 cases occurring 
in European settlers : 


Cases of Massive Stinging: Recovery 

Case 1—A small man aged 75 was attacked by a swarm of 
bees in his garden. Between 200 and 400 stings were removed 
from his face and neck, and he was given an intravenous 
injection of 2 pints of 2% sodium bicarbonate solution. He 
showed no reaction from either the stings or the treatment, and 
no severe sighs or symptoms. . $ 

Case 2—A man aged 64 was attacked by swarms of bees 
and heavily stung about the face, neck, and hands. ïn 2 or 3 
minutes he was overcome by violent diarrhoea and vomiting, 
and soon after that became unconscious. He was presently 
rescued and came to himself quickly. His face was so beset 
with upstanding bee-stings that he said he looked as if he had 
not shaved for 3 or 4 days. Over 300 bee-stings were extracted, 
and ammonia solution was dabbed on. He slept well with a 
sedative, and next day, apart from a little thickening and itch- 
ing of the skin of the face and hands, felt quite all right. 

Case 3.—A young woman set upon by swarms of bees was 
badly stung; she had attacks of diarrhoea and vomiting, and 
was rescued in a fainting condition. The number of stings 
extracted from her scalp, face, neck, chest, back, Arms, and 
legs was at least 500, probably more—an hour and a half’s 
work, including extraction of a sting from the very back of 
the tongue. Fine curved entomological forceps were used, and 
care was taken not to squeeze the venom-sacs during extraction. 
Dilute ammonia was applied, and the patient required a sleep- 
ing-draught and morphine. She kept to her bed next day and 
then recovered rapidly. . 

The numbers of the stings removed in these instances are 
those estimated by the medical men who removed them or 
by other observers, and there is no reason to believe that they 
have been exaggerated. The amount of venom injected by 
a single bee-sting is said by Phisalix (1922) to be 0.33 mg. : its 
active constituent is a protein. Case 1 suffered no more than 
a severe but passing inconvenience from the stings and must 
have had an exceptionally high tolerance of or immunity to 
bee-stings ; Cases 2 and 3 can probably be taken as having 
the normal degree (if there is such a thing) of sensitiveness 
thereto. 

Two Fatal Cases 

; The following two cases illustrate the fact that a man who 
bas suffered no more than the normal transient local pain 
and swelling after bee-stings all his life may suddenly become 
hypersensitive to bee venom and be very near to death or 
even die when stung again. . 

Case 4—A healthy man aged 45, passed fit for insufince 6 
weeks previously, was stung 4 or 5 times while driving a swarm 
of bees out of his veranda ; these stings gave ri$e to the usual 
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1 
transient painful swellings, as stings had dane in previous years, 
but to no general symptoms. A fortnight later he was attacked 
by a swarm of bees while walking along a road, and was again 
stung on the face'4 or 5 times; he ran away, and in about 2 
minutes callapsed and.died. Artificial respiration, continued 
for an hour, was without effect. 

Case 5 —This patient, a man aged 55, owned and lived on a 
sisal. farm which chanced to have a particularly large bee 
population. For 20 years he had been stung at least a dozen 
times a year with no ill effects beyond slight and passing local 
swellings. A sudden change for the worse took place in this 
state of affairs. One day, while playing bridge on a veranda, 
he was stung in the leg. He felt very ill, collapsed in 2 or 3 
minutes, was unconscious, cyanosed, and pulseless for 10 
minutes, passed water and motions, and struggled violently on 
coming to. Twenty minutes later he was well enough to drive 
himself home in his car, During the next-9 months he had 
10 more similar attacks’ on being stung ; each attack was said 
to be more severe than the previous one. The last attack but 

` one followed a sting on the forehead ; the patient walked into 
the house, collapsed in half a minute, and was cyanosed and 
pulseless for 10 minutes. Two -hypodermic injections of 
strychnine were given and the pulse slowly returned ; while 
still unconscious the patient passed water and motions, as 
always happened in these attacks, had a violent rigor; and 
dripped with perspiration. He was placed on a couch and 
slept for 4 or 5 hours, waking up perfectly well. The eleventh 
and last attack followed a sting in the neck, and proved ‘fatal 
in about 15 minutes. i 

Discussion J 


It seems reasonable to assume that in Case 4 the patient 
was sensitized or rendered hypersensitive to bee venom by 
the 4 or 5 stings he received a fortnight before his death. 
But in Case 5 there is, unfortunately, nothing to show why 
the patient suddenly became hypersensitive to bee venom 9 
months before he died, after having been quite insensitive to 
it for 20 years. The sensitization in Case 4 was specific ; in 
Case 5 it may have been specific, but .the possibility of non- 
specific sensitization to bee venom (Foulkes, 1939 ; Bray, 1934; 
Oriel, 1936) should not be overlooked. 

An explanation of sudden death occurring after wasp- or 
bee-stings often met with in medical literature (Dyke, 1941 ; 
Barber, 1941 ; Cummins, 1939) is that the sting has chanced 
to puncture a vein in the dermis, so-that some of the venom 
enters the circulation direct instead - of being fixed and 
destroyed by the skin. The cases detailed above lend no 
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: Unconsciousness 

. General Symptoms 
Erythema, pallor is th 
y ES ema, pallor 
want urticaria Large confluent 

Ttchmg, local or general I 6 ocal or menani 
Numbness, tingling Numbness, tingling 

one cd burning: pain sudden pain 


Muscular System 
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` Dilata 
In ese ton of pupils 


Heart and Lungs 


Pain In chest 

Heart failure, syncope 

Heart beatmg for 3 to 15 minutes after 
cessation of respiration 


Cyanosis 
Acute dyspnoea, choking cough 
Respiratory faiture ' : 


Anginal pain in chest 

Heart failure 

Heart beating after cessation of 
respiration 


Acute dyspnoea 
Cheyne-Stokes breathing 
Crowing respiration 
Respiratory failure 


Typical attack of 


Digestive Tract 


Violent diarrhoea and vomiting Violent diarrhoea and vomiting 
Loss of sphincter control ` Loss of sphincter control 
‘Inability to swallow $ 





support to this notion. In Case 5 one cannot believe that the 
bees should have missed the veins a dozen times a year for 
20 years and in the ensuing 9, months punctured them 11 times 
in suc&ssion. And in Cases 1, 2, and 3 it is hard to imagine 


that not one out of so many hundreds of stings should have 


4 


x 


struck -a vein in the dermis. In fact, this theory, of venepuncture 
is superfluous. A better explanation of such sudden deaths 
can be’ given in -terms of idiosyncrasy, hypersensitiveness, 
allergy, or anaphylaxis. If the signs and symptoms observed 
in severe or fatal cases of bee-stings are compared with those 


‘recorded (Bray, 1934; Lamson,’ 1924) in severe or fatal cases 


of serum disease, as in the accompanying Table, the two 
are seen to be nearly identical, and death in each case can 
properly be set down to anaphylactic shock. 


r 


Summary 


The frequency of bee-stings in Kenya Colony is noted. Three 
cases of multiple bee-stings with recovery and 2 fatal cases 
are recorded. . 

The su 


a vein is discredited. 


estion that fatal cases occur when the sting, penetrates . 


It is argued that death in fatal cases of bee-stings is due to. 


anaphylactic shock, as it is in fatal cases of serum disease. 


My thanks 
J. A. Carman . Curtis, R. A. W. Proctor, and V G. L. van 
Someren for much of the information given above. 
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INDIRECT RADIOTHERAPY* 


BY k 


W. VIGNAL, M.D.Paris 
Lieut.-Colonel, Fighting French Forces 


Radiotherapy as ordinarily practised exerts a local 
destructive effect. Indirect radiotherapy produces good 
results by its effects on function, especially that of the 
sympathetic and glandular systems. Radiations act very 
differently on cells in vitro arid im vivo. Their effects can- 
not be measured solely by the morphological changes 
which they produce ; other less-known modifications have 
a great field of usefulness in treatment. 


Cardiovascular Disorders 


ln arterial hypertension, which Vaquez showed to be due 
to excessive development of the suprarenal glands, irradiation 
of the suprarenal capsules has been widely practised since 
1913. Generally speaking, in chronic constitutional hyper- 
tension with no evidence of nephritis or of any other assignable 
cause, irradiation does not reduce the blood pressure any more 


, readily than do the simpler methods of rest and diet. On 


the other hand, it often greatly relieves the functional symptoms, 
such as headache, vertigo, spasm, and muscae volitantes. 
Similar results are obtainable with high-frequency current. 
Moreover, exacerbations of hypertension are quickly controlled 
by irradiation of the suprarenals, though the underlying con- 
dition 1s unaltered. The dosage is comparatively slight, and 
no change in the suprarenal tissues has been observed at 
necropsy. These apparently contradictory observations may 
be explained by Bard’s differentiation of arterial hypertension 
into several varieties. Some of these he suggests are com- 
pensatory either for some known disorder like nephritis or for 
an unknown disturbance. To reverse the physiological changes, 
the cause, whatever it is, must be treated. On the other hand, 
hypertension due to a derangement of the mechanism con- 
trolling arterio-constriction is amenable to suprarenal irradiation. 

Thrembo-arteritis obliterans falls into two classes: local, 
due to compression, embolism, or localized thrombosis: and 
general. Local forms may respond to various other kinds 
of treatment but never to radiotherapy ; in the general group, 
cases which develop rapidly from infection and septicaemia 
do not respond to irradiation, but chronic and subacute cases 


* Translation abridged for publication. 
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<-for instance, in young or old persons or in diabetics—can 
be, notably improved ‘and sometimes clinically cured. The 
results depend on:the stage at which the lesions are treated., 
The best time for treatment is naturally when the’ symptoms 
are still at their mildest and the: vascular system can respond 
to irradiation of the sympathetic nervous system. ° 
Thrombo-arteritis generally attacks a large artery and always 
sets up, a reflex vasoconstriction’ of the collateral circulation. 
The aim of treatment is not to restore circulation in the artery, 
for this cannot yet be done ; it is to suppress the vasoconstrictor 
reflex and so allow the collateral circulation tò continue to 
supply blood to the limb. Accordingly, irradiation is applied 
to the suprarenal area—ie., between D10 and L2; to the 
periaortic plexus, which surrounds the iliac arteries; and to 
Scarpa’s triangles and the popliteal spaces (“carrefours 
arteriels `), The pain nearly always disappears, though on the 
night after the first or second treatment the symptoms are 
aggravated. When the ‘pain is associated with gangrene, radio- 
therapy is only palliative.. On the other hand, irradiation acts 
on the vasomotor symptoms almost åt once. The patient often 
notices*during the first treatment a feeling of heat, which can 
be felt by the hand; the limb can also be much more readily 


“warmed in bed or by an external source of heat. The oscillo- 


metric index hardly ever varies to correspond, and the 
claudication is reduced but never entirely banished. 

On trophic disorders and gangrene, irradiation has an un- 
deniable but an unreliable effect. The least favourable indica- 
tions are torpid wounds and’ chronic gangrene in old persons. 
The results have, of course, to be' assessed with discrimination. 
In sphacelus and gangrene the pain „due to the arteritis is 
relieved, and frequently the gangrenous process is arrested and 
a drainage channel is formed; sometimes the condition may 
even clear up. In other cases the local pain due to the 
gangrene persists in spite of a strong impression that the pro- 
cess has been stopped or slowed. The limb will then have 
to be amputated; but the patient’s condition may be much 
improved, as the operation can be ‘performed under better 
conditions, sparing a larger portion of the limb. 

Arteritis in old patients, especially when the calcified arteries 
are visible in the radiograph, gives the least ‘encouraging results. 
Juvenile arteritis is the most favourable indication. In diabetic 
patients the most important requirement is to reduce the blood 
sugar. The prognosis for moist gangrene is always very bad. 

Irradiation of the sympathetic also produces several effects 
apart from the changes in the pathological condition. In 
Raynaud's disease it has little action by itself but reinforces 


_the action of diathermy. When the cervical region is included 


it will often clear up vasomotor symptoms due to trauma ın 
which disturbance of the sympathetic balance produces vaso- 
constriction. Possibly it might have an equally beneficial effect 
on pathological vasodilatation, as in erythromelalgia: its action 
is polyvalent, and it produces always the effect opposite to that 
of the pathological condition. 

There exists in most cardiac disorders a functional element 
which is susceptible to irradiation. ' Several workers, including 
Pruche and Bienvenue, give a small exciting dose to an area 
of the cervico-dorsal spine at the level of the stellate ganglion. 


‘The results are a toning-up of the, myocardium, reinforcement 


of the action of digitalis, and diminution of the tachycardia ; 
but no definite conclusion can yet be: drawn from the relatively 
small number of cases treated. à 


Dermatoses ' 

Gouin and Bienvenue found that the irradiation of primary 
warts would clear up secondary warts at-a considerable distance. 
They suggest ‘that the rays excite the nerve endings of the skin 
to produce, by way of the afferent fibres of the vegetative 
system, ‘sympathetic reflex actions which modify the lesion. 
This theory does not seem to apply to the particular instance 


of warts, but has been borne out by their results in other 
skin disorders. Since 1924 they have treated Wilson's lichen 


planus by superficial irradiation of the interscapular region, 
the rays being centred on D4 for lesions of the upper and 
on D10 for lesions of the lower limbs. They give only one 
application, and if it fails they do not try another for three 
weeks. The evening after the treatment the pruritus is: often 
aggravated for two or three hours, but by the next morning 
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it completely ‘disappears ; during the next three or four weeks 
the papules flake off and disappear. Pautrier of Strasbourg uses 
a method which he calls medullary radiotherapy: -he employs 
thicker filtration, a higher kilovoltage, and a larger dosage, 
given in two parts at intervals of three days. Broadly Speaking, 
Gouin and Bienvenue limit the action to the cutaneous afferent 
fibres, while Pautrier’s aim is to irradiate the roots or medullary 
ganglia of the visceral sympathetic system. His method is 
perhaps better adapted to cases of longer standing. 

In supramalleolar erythrocyanosis Gouin and Bienvenue use 
either spinal or-axial irradiation. When the skin disorder is 
associated :with others, such as dysmenorrhoea or acne, they 
radiate the arterial carrefours; if the menstrual trouble is 
predominant, they begin by spinal irradiation and irradiate the 
carrefours three weeks afterwards. The duration of chilblains. 
can be considerably shortened by irradiation of the carrefours, 
and they may be prevented from recurring. Jf they have 
ulcerated before cicatrizing they will secrete copiously. They 
clear up a fortnight after irradiation. 

Acrocyanosis is tteated by irradiation of the garrefours, or, 
if this does not succeed, of the mterscapular region or the 
lumbar curve as the case may require. In long-standing cases 
the suprarenal area should also be irradiated. Cure is hardly 
-ever quite complete. In eczema with lichen formation the 
methods both of Gouin and of Pautrier have succeeded 
brilliantly. During the war of 1914-18 Delherm obtained 
rémarkable results in causalgia by irradiating the various spinal 
sympathetic branches and the vascular carrefours. Schulze's 
acroparaesthesia has also been cured or miuch improved by 
the same method ; and it will often mitigate pain in amputation 
stumps. 

In diabetes mellitus indirect irradiation brings about two 
interesting effects. Desplats of Lille reported that, it reduced 
the glycosuria ; and in some cases irradiation is followed by 
a sudden rise in excreted sugar followed by a gradual fall 
which lasts a long time. In severe diabetes with emaciation, 
on the other hand, irradiation, when it has any effect at all, 
makes matters worse. Irradiation of the pituitary gland will 
often render insulin-resistant patients sensitive. Obviously it 
acts on the sugar-regulating function of the anterior lobe, but 
in order to be effective the hormone of this lobe must have 
adrenaline associated with it. ` 

‘In menstrual troubles not due to any lesion or anatomical 
abnormality, irradiation of the carrefours gives interesting 
results. The disorder of ovarian function responsible for these 
troubles often coincides with facial acne, pruritus, or eczema 
of the genital region. Desplats, irradiating the suprarenal 
area instead of the lumbar curve, obtained good results alike 
in this class of disorder and in those associated with the 
physiological or surgical menopause. Usually a single treat- 
ment is sufficient ; if it is not, a second and sometimes a third 


. are given, at intervals of eight days. 


Asthma has been treated by irradiating various portals of 
entry, including the thorax, the thorax and spleen, the pituitary, 
the pancreatic region, and the bulb. The exponents of these 
different techniques adduce their successes to confirm a variety 
of aetiological theories ; the benefit is probably due to a non- 
specific protein . shock. r 

In Graves’s disease associated with sympatheticotonia, an 
inverted oculo-cardiac reflex, and a basal metabolism only 
slightly above normal or even a little below it, neither irradia- 
tion of the thyroid, nor surgery gives any relief; the only 
effective treatment is irradiation of the suprarenal area. 


Mechanism of Action 

As the very small dosage produces no anatomical change 
“it must modify function. The glandular secretions have been 
shown to be increased or reduced by it—a somewhat disturbing 
observation, for histologists (except for the doubtful results 
of R. Isaacs) have never yet been able to demonstrate that 
x rays stimulate cellular metabolism. On the other hand, radia- 
tions are known to modify, in vivo and in vitro, the fluid media 
of the body. Certain organic compounds—e.g., ‘cholesterin, 
the fats, and amidin—are split up by hydrolysis ; and the 
viscosity of the colloids\is increased according to dosgge, up 
to the point of gelation. . Richard bSeyderhelm, by injecting 
previously withdrawn blood, could preverit or cure the anaemia 
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induced in an animal by the injection of saponin. It seems 
permissible to assume that these chemical changes, and perhaps 
also others as yet unknown, affect the glandular system without 
producing any appreciable. anatomical alteration. They 
naturally vary according to the nature and degree of the 
disorder. i 

Through all the portals of entry employed the rays have 
access to the sympathetic nervous system. Radiotherapy 
therefore can modify the function of the sympathetic, and 
also of its perivascular plexuses, in various ways according 
to the- dosage and the degree of excitability of the nerves. 
Gouin and Bienvenue produced by irradiation of the sympathetic 
the same reactions in the blood and the same clinical and 
therapeutic phenomena as Leriche produced by surgery. More- 

. Over, besides the endocrine glands, which secrete their products 
into the blood, P. Masson has demonstrated the existence of 


endocrine tissues which secrete directly into the nerves. These . 
For 


two actions, humoral and nervous, proceed together. 
instance, adrenaline acts by exciting the sympathetic nerves. 
Comparative anatomy and embryology show the close associa- 
tion of chrémaffin with the sympathetic, and experimental 
physiology shows the close interaction of certain hormonal 
influences with corresponding neural factors—* sympathetico- 
glandular synergy.” It’ is‘therefore easily conceivable that 


radiotherapy applied to the sympathetic and glandular systems. 


may excite modifications which produce the beneficial effects 
that have been noted. As yet no one knows why or how 
it restores a disturbed balance by acting on that phase of the 
reciprocal vegetative function which happens to be impaired. 
This and many other difficult questions remain to be answered, 
and the answers will be as interesting as they are valuable. ` 

I 








TREATMENT OF PHOSPHORUS BURNS 
. BY a ee 
' A. THELWALL JONES, M.D. 


A notable increase in the incidence of phosphorus burns 
must be, expected under war conditions, and the article 
by E. W. Godding and H. E. F. Notton in the Journal of 
April 4 (p. 433) is therefore timely and useful. There are 
several points in this article which deserve further com- 
ment. It should be stated that the “official treatment” 
which they critically examine has been based on the prac- 


tice gradually established through long clinical experience ` 


within ‘the chemical industry and is the result of careful 
observation over many cases. These authors‘are under a 
misapprghension on one minor issue, as they assume that 
the copper sulphate treatment is designed chemically and 


completely to destroy the phosphorus particles left in the ` 


affected area after the preliminary washing. This is not 
the primary object, which is rather to destroy minute 
particles and to make obvious, by blackening, the larger 
pieces so that they can be remayed mechanically. There 
. is no present clinical evidence that the concentrations, both 
. of alkali and of copper sulphate, suggested “ officially ” 
are inadequate, and indeed the extant case histories indi- 
cate that they are well chosen. Godding and Notton have 
done well, however, to stress that the alkaline treatment 
Must be thorough, and the importance of' this feature is 
borne out by my practical experience. A novel problem 
associated with present conditions is the satisfactory treat- 
ment of phosphorus burns under field or Service conditions. 
Here the practice found good enough in industry would 
often be difficult to apply with the requisite speed, and a 
satisfactory field dressing would be a valuable contribu- 
tion to the casualty services. The powders suggested by 
Godding and Notton may prove of value in this connexion, 
and should ‘certainly be given a thorough trial’ on human 
cases ; it may be possible to get the requisite experience 
industrially. One further caution is necessary: Godding 
and Notton experimented with material from S.LP. (self- 


igniting phosphorus) grenades, and this is not strictly com- 
parable to the phosphorus as encountered in industry,’ 
though the effects may reasonably be assumed to be similar, 
The following notes on the treatment of phosphorus burns 
may be of interest : . : 


Characteristics of the Burns 
Burns caused by phosphorus have long been recognized as 
particularly-severe and troublesome lesions. They have these 
characteristics: (@) the initial pain is severe ; (b) å greyish area 
is produced almost immediately at the site of the lesion, and 
blistering is rare ; (c) sepsis is particularly apt to ensue ; (d) heal- 
ing is prolonged, and the resulting scar is often thin and 
atrophic. During the past ten years I have had the opportunity 
of studying burns arising from a variety of chemical irritants 
and corrosives. Generally, the severity of burns is proportionate 
to the chemical nature of the causative agent, and may be 
placed in the following order: (1) hydrofluoric acid, (2) 
Phosphorus, (3) sodium sulphide, (4) caustic soda, (5) sulphuric 

and other acids. , 


Method of Treatment 


The essential factor in the treatment of all chemical burns is 
the immediate flooding of the area affected with water or sodium 
bicarbonate solution. It is necessary to organize an adequate 
first-aid service for this purpose. Buckets of water, running 
water, eye-wash bottles, and, in special cases, baths must be 
instantly available. Experience has indicated that immediate 
flooding with water and prolonged soaking in warm sodium 
bicarbonate solution is the essential feature in treatment. 

Altogether 65 cases of burns caused by phosphorus have 
been observed, the records of which are set out in the accom- 
panying Tables. (In every case the time taken to heal is recorded 
as a period which, elapsed before the employee was able to 
return to normal work without any dressings.) Several methods 


Cases treated with Sodium Bicarbonate, Copper Sulphate, Acriflavine 
Emulsion (1/1,000), and Boroseptic Ointment 


























I 
Total| Days | Days 
Date No. | ! 
a cote | or | Azen, [Desno] Sie | Abaone] takea Comment 
Burn | Burns , k Work | Heal 
22 | 24/1/39 4 Fingers 3 2} Nil 30 
34 | 14/3/39 1 R. fore- 3 8 Ai 17 
arm 
4 | 14/59 1 Eyehds, 2,3 9 Hosp. | 17 
face 28 
29 | 29/6, 1 Heel 3 6 30 22 
46 | 8/6/39 I Ankle 3 4 16 10 
27 | 9/7/39 4 Rio 2 2 Niu 30 n 
ngers 
36 | 14/7/39 4 Neck, 2,3 52 ” 49 | Skin eruption 
chest acri- 
' flavine 
36 | 14/10/39 1 Forearm 3 lt Hosp. 79 Sensitrve thin 
: 81 scar. Sloan 
tion 
with acri- 
fla’ 
42 410/39 1 | ‘Finger 3 1 Nil 19 
41 | 12/11/39} 1 P 3 » 17 
42 | 16/11/39 | 1 | Palm 3 e 4 
30 | 17/11/39 2 Fingers 3 1 ” 18 
25 | 13/12/39 1 Arm 3 6 Si 25 
34 | 18/12/39 4 Hand, 2,3 lt is ‘AIT 
fingers, 
— 1o 40 2 Fingers 2 + a 12 
46 | 6/2/40 4 8 3 6 Ey 4 
32 8/2/40 1 Hand 2 1 +b 4 
37 | 24/2/40 1 Forehead 2 ł i 9 
23 | 7/3/40 1 Finger 3 a 11 
36 | 14/3/40 | 1 | Hand ‘| 2 5 7 
33 | 15/3/40 1 Forearm |, 3 I w 23 
45 | 28/3/40 | 1 | Finger 3 i 12 
E EA E EE he | 
40 ingers ‘ 
34 | 25/4/40 I Forehead 3 4b Nil 60 
68 | 13/5/40,| 2 Forearm 3 15 2 24 
47 | 15/5/40 1 Wrist 3 1 z 16 
42 | 23/5/40 2 Fmgers 3e 1 a 8 
29 | 2/6/40 1 3 4 K 35 
29 140 1 | Finger 3 i 7 20 T 
36 | 4/8/40 3 Arm, 3 32. i 32 Skın eruption 
forearm with acri- 
flavıne 
45 | 21/11/40 1 Palm 2,3 ” 18 
3A 33/1140 2 | Wa 3 i 3 |G light 
24 w 1ven 
IEN vend 23 | 3 33 ‘| work 
25 | 28/11/40 3 Wrist, 3 » w W 
fingers 
37 | 29/11 1 Thumb 2 i ” 8 
— | 4/12/40 3 Fingers 3 2 t 24 
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“ases treated with Sodium Bicarbonate, Copper -Sulphate, - Picric 
‘Acid, and Boric Ointment 









































Da 
Total 
: = Absent | taken 
Affected | Dee | Size || from 
(a10) | Work | Heal 
10/11/33 í 2 1 ‘Ni 
Eyelid 3 
-humb „i 
Forearm 3 
42 | 25/11/33 Fagers 3 j 
nger Ñ 
34 | 28/11/33 Hand, ‘2 if 
fingers 
33 . 2 j 
37 Hand 3 
35 Wrist 3 
= Peed A 
4 Hand 3 1 
' + 





Cases treated with Sodium Bicarbonate, Copper Sulphate, and 
; ; Burnogel* 7 




















28/5/37 
43 | 3/9/37 
substituted 
38-| 12/11/37 Fow 28 Ichthyol used 
when 
36 | 17/11/37 1 43 = AA 
29 | 12/2/38 1 15,, 
36 5/38 I 35 | Thin scar 
‘ol 
- tibetstoted 
40 | 17/5/38 6 Fingers, 3 6 Hosp. | 43 | Thin scar. Off 
- thumb, i -work 60 days 
« | cheek, : 
35 | 17/10/38 | ` 1 Finger 3 ~t Nil 18 
34 | 15/11/38 1 Hand 3- 12). 51 59 Pain after 2 
ole 
. N substrtated 
38 | 10/6/39 Nil 10 p 
39 | 20/8/39 48 | Ichthyol 
required 








borate, 0-1% ; perfume and jelly 


* Copper guaiacol sulphonate, 02% ; acriflavine, 0-05% ; | benzamine 
base, ad 100%. 
Cases treated with Sodium 


Bicarbonate, Copper Sulphate, and j 
Tannic Acid r 





18/1/37 
3/2/37 





of treatment have beer tried, and as a result of the, experience 
gained the following procedure is advised: 

(1) Immediately flood the affected area with water. 

(2) Thoroughly flood and wash with warm sodium bicar- 
bonate solution (roughly two tablespdonfuls to a pint of 
water).. Pick off with forceps any obvious particles of 
phosphorus disclosed by examination in the dark. i 

(3).Swab the affected area with 1% solution of copper 

sulphate and make a further exploration for phosphorus 
- particles so revealed. Soak the affected area (immerse if 
_ possible) in warm sodium bicarbonate solution for a pro- 
longed period. The duration of this soaking depends upon 
the size and depth of the burn—i.e., small burns 1/2 -hour, 
large burns 1 to 2 hours. , ‘ 

(4) Dress daily with acriflavine emulsion 1/1000. Burns 
near the eyes are best treated by a mask of lint soaked in 
sodium bicarbonate solution renewed four-hourly. 

(5) Immediately healing begins (7 to 10 days) boroseptic 
_ ointment (P. D. & Co.) “provides a very satisfactory dressing, 

and its use can be continued until the scar produced is sound. 

Tannic acid and other coagulants do not give satisfactory 
results, as is also the case in the treatment of all chemical burns. 
Acriflavine emulsion has the disadvantage’ that in some 








individuals local and: generalized skin eruptions may be pro- 


“duced. A daily inspection will detect such lesions at an early 


stage, when boroseptic ointment should be substituted. 
As a result of such treatment results are obtained which 
compare favourably with a similar series of burns caused by 


- caustic soda and sulphuric acid. Healing is slower dnd scars 


are thinner in burns caused by phosphorus. 





RELATION OF’ PYOGENIC SKIN INFEC- 
TIONS. TO THE SKIN-CARRIER RATE 


BY 


'N. H. MARTIN, B.M, MRCP. F.LC. 
Major, R.A.M.C.e 3 


Bacteriological investigations have demonstrated that a 
fraction of the presumed healthy population carry poten- 
tially pathogenic staphylococci on their wrists. The actual 
proportion of carriers varies from 5% found by Nimmo- 
Smith (1941), examining R.A.M.C. personnel; to 19.5% 
found by Gillespie, Devenish, and Cowan (1939), examin- 
ing students. Devenish and Miles (1939) appeared to show 
that a previous history of pyogenic skin infection was 
not given by a significantly higher percentage of- skin 
carriers than normal. ` ` 


The Present Investigation 

The object of the investigation was to discover whether or 
not the carrier rate varies with the part of the body sampled, 
and if there was a significantly higher carrier rate in people 
suffering from pyogenic skin infections as judged by -multiple 
swabbing. : The series investigated consists of group A, 140 
patients suffering from pyogenic infections of ‘the face or neck, 
and group B, 100 individuals having no demonstrable pyogenic 
lesions. An effort was made at first to ascertain whether or 
not individuals of group: B had at any time suffered from 
pyogenic skin infections. This was abandoned because it was 
clear that they were not equally reliable as witnesses. So far 
as the inquiry went there seemed to be no evidence of a 
significantly higher carrier rate among those giving a previous 


history of skin infection. 1 


Technique.—Three swabs were taken from each person. The 
first swab was from the upper lip in group B and from the 
upper lip where possible in group A, but in every instance at 
least one inch from the nearest demonstrable lesion. The 
second swab was taken from the right wrist in right-handed 
people and from the left wrist in left-handed people. The third 
swab was taken from the chest in the midline oppgsite the 
second rib. At each site an “area of ‘2 sq. cm. was sampled 
with a broth-impregnated swab which was stroked over that 
area 30 times in 30 seconds. The swabs were immediately 
plated out on blood agar and on gentian-violet agar at 37° C. 
for 24 hours. The plates were then examined, and selected 
colonies of staphylococci were subcultured and tested for their 
ability to form coagulase. «At the same time their ability to 
form pigment was noted. The coagulase test was chosen as a 
basis for assessing pathogenicity ; and it was observed that 5 
out of 151 strains isolated from group A failed to produce any 
pigment though they were coagulase-positive. McFarlan (1938) 
showed that a number of non-pathogenic strains of the staphy- 
lococcus would ferment mannitol, and this test was not carried 
out. The plates containing gentian violet were used for the 


isolation of streptococci. 
Discussion N 


The results are shown in tabular form. There is in the series 
under review a significant increase in the “complete carriers ” 
of potentially pathogenic staphylococci in group A. Though 
this may be, and probably is, a: transient phenomenon, the 
carrier area appears to be extensive. A comparison of the 
carrier rate for the face, wrist, and chest in each group shows 
that in group B it varies, being highest, as might be expected, 
on the face. In group A the variation though present is not 
so marked, the difference between fage-carrier rate and ¢hest- 
carrier rate being 13.2%, compared with 24% in group B. 
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There appears to be a significant rise in ‘the incidence of 
P -haemolytic streptococci on the face in group A, but not else- 
where. Here agaiń recovery of the organism’ varies’ with the 
area sampled. The figures seem to demonstrate that the 
presence of a localized skin lesion produces a wide-spread 
increase*in pathogens on the normal skin. If this be so it must 
materially alter our conception of the results to be expected 
from localized forms of treatment for pyogenic skin infections. 


Table of Skin Caries ' 





ı Carrying Coag. + Staphs. | Carrying B-baemolytic Streps. 











Group A Group B 
6°59 30% 
1a 10% 
N Nil 
Nil Nil 
07% 10% 
Ni Ni 
14% 10% 
8-69 50% 
3-5 30% n 
14 1:0 








My thanks are due to Col. R. Rees for permission to publish this 
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Medical Memoranda 





A New Diagnostic Sign in Sciatica 


Sciatica in form of neuritis or neuralgia presents a problem of 
ve importance. on account of its frequency and chronicity. 
The loss of working days due to the condition is considerable. 
Very often sciatica reveals :tself only as a pain along the 
course of the sciatic nerve, without objective symptoms, such 
as alterations in knee- or Achilles jerks, trophic changes, etc. 
The surest indication of the existence and intensity of sciatica 
18 the sign of Laségue. This consists in an increase of pain when 
an attempt is made to extend tne leg with the thigh flexed. The 
intensity may be measured by the angle at which the pain arises. 
Putti terms this! L+++ if the pain is felt before the eg reaches 
45 degrees with the axis of the thigh, L++ at 45 to 90 degrees, 
and L+ at 90 degrees and complete extension. The Lastgue 
sign 1s the result of stretching of the affected nerve. Several 
other signs depend on the same cause—i.e., the sign of Neri 
(flexion of the head, producing sciatic pain), and that of 
Goldthwait (flexing the thigh to a point of tolerance with the 
knee flexed, and then forced extension of the knee). To these 
we must add the contralateral sign of Laségue, described by 
Montarf-Martin and Partuner, and by Bechterew. 

Laségue’s sign is very reliable, but in my opinion is too often 
positive. There are two reasons for this. First as Bragard has 
shown, often purely muscular changes of the thigh in’form of 

‘thickenings (Muskelhaerten) give a positive Lastgue sign 
(Pseudolaségue) in the absence of nerve Involvement ; secondly, 
certain individuals, for purposes of malingering, try to deceive 
the physician by false staterneats—many of them being 
acquainted with the Laségue sign.’ 

In many years’ experience I have always controlled the Laségue 
sign by the sign of Bragard, which I regard as of great diagnostic 
value. It consists in considerable increase of pain when a sud- 
den dorsal flexion of the ankle is performed at the point where 
pain begins. Personally I employ the classical sign of Bragard 
plus this modification: at the point where pain disappears on 
lowering the leg, a sudden dorsiflexion of the ankle produces 
pain in the formerly painless leg. 

My new phenomenon 1s as follows. The leg, flexed at the 
hip-joint arid. extended at the knee, with the foot in dorsiflexion, 
is slowly raised. In the case of sciatica a point is reached at 
which pain arises (first stage); a sudden extension of the foot 
now causes the pain to disappear instantly (second stage). This 
is a reversed Bragard sign. 

I hope the new sign here described will be of help to 
physicians not only for the diagnosis of sciatica but also for 
revealing eases of malingering. A: J. MESTER, M.D. 
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MEDICINE AND SOCIOLOGY 


_ Society and Medical Progress. By Bernhard J Stern. (Pp 264 
or 18s 6d) Princeton 
1942. : 
Mr. Bernhard Stern, although a social scientist working outside 
the, medical profession, proves in his Society and Medical 
Progress that he has paid close attention to the interactions 
between medicine and sociology. His. first chapter on the 
slow emancipation of medicine from magic and its congeners 
does, however, give rather too depressing a view of that delay. 
Thus an epoch which produced Heberden’s Commentaries can 
hardly have lacked clinical observation and scientific reasoning 
so much as is here suggested: on the other hand the reasons 
for the decline of medicine between Galen and the Renaissance 
are clearly stated in the quotation from Vesalius. As:the author 
points out, medicine cannot develop and never has developed 
in isolation, for its progress is circumscribed | by that of 
ancillary sciences and by the environment of the age. Urbaniza- 
tion has introduced new problems, as has the increasing 
proportion of elderly people. “ Grave challenges are inherent 
in the new situation which medical science has helped to pro- 
duce by its increasing efficacy. Medicine has not been able to 
provide economic security for the aged whose lives it has 
prolonged ; that .is not its province; but as he goes on to 
say, it has alleviated the mental suffering of populations in 
other ways than by the control of epidemics and the lowering 
of death and disability rates. ‘ One striking example is the 
new knowledge of nutrition, which is enabling this country 
to stand up to the strain of war to an unexpected degree. Yet 
as a rule the humanitarianism of the medical man has been 
mainly directed towards individuals ; he has often ignored the 
larger social implications of his work.’ That, however, is 
tending to alter in the face of the present dangers to civilization. 
The book closes with an interesting analysis of the factors 
that offer resistance to medical change ; some internal, others 
external to the profession. Thus medical education has not 
really made up its mind whether it wishes ‘to develop specialists 
or students whose training will enable them to develop com- 
petence to evaluate and use new methods as they arise. Ob- 
viously, we might urge that both are needed, Of ancient internal 
causes of delayed progress none was stronger than the contempt 
for the use of the hands, as Allbutt so vigorously insisted. 
More permanent causes are the reliance on authority and the 
dislike, by no means confined to medicine, of new ideas which 
challenge that authority. The external causes are antiscientific, 
romantic approaches to life and thought, which are not isolated 
phenomena but reflect.the temper of intellectual life prevailing 
at the time. This in the last analysis he regards as related to’ 
the social and economic developments of the day. - 


$3 00 
Princeton University, Press ; London : Oxford 
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NEURO-ANATOMY Í 

Neuroanatomy By Fred A Mettler, MD, PhD (Pp 476, illustrated 

37s. 64.) London: Henry Kimpton 1942 
This is a superbly illustrated volume, which Prof. Mettler states 
“has been written to meet the needs of the medical student 
beginning instruction in neuro-anatomy and to prepare him for 
the demands which will later be laid upon him in his clinical 
training.” The text is divided into two parts: (1) dealing with 
the topography and morphology of the central nervous system ; 
(2) the microscopic anatomy of the nervous system. Although 
the author declares that no pretence of originality 1s made for 
any of the material presented, there is much which will be new 
to readers who have not made a special study of particular 
sections of the subject, such as that on the diencephalon and 
the structures related to it. This section is chiefly based upon 
data from Papez and Aronson, and is illustrated by schemata 
redrawn’ from these authors’ work on the diencephalon of 
Macaca ‘mulatta: - 

An ẹnormous amount of material appears to have been used 
in the production of Neuroanatomy, as is indicated by the litera- 
ture cited in a very full list of selected references. The out- 
standing feature of this work is, however, the production and 
illustration of a large number of specially planned dissections 
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and of serial microscopical sections prepared by the Weigert and 
Nissl methods. Illustrations of the latter have been placed for 
-comparison side by side, and all are fully and clearly labelled. 
From the standpoint of the medical student beginning the study 
of neuro-anatomy certain comments seem necessary. (1) There 
appears to be.some danger of confusion arising from the great 
wealth of minutely described topographical details, and one 
would like to find further guidance in the’ way of introductory 
notes indicating the more important facts and principles, a know- 
‘ledge of which is essential for medical practice. (2) A short 


introductory account would be welcome of particular organs | 


or systems, such as the hypophysis or cerebellum, indicating 
their main functions, with reference to, and in explanation of, 
their anatomical, rélations. (3) Some brief allusions to’ the 
developmental history and comparative anatomy of particular 
organs and parts would enhance the general interest of the 
subject and give a scientific explanation of certain anatomical 
facts and peculiarities of the mammalian brain, such as the 
evolution of the corpus callosum, the nature of the septum 
pellucidum and its cavity, or the course of the spinal accessory 
nerves. x Ye 7 

,- Neuroanatomy .may be regarded as an authoritative work, 
which is beautifully illustrated and includes, in one volume, a 
clear description of the subject as a whole, and also-embodies 
an account of important recent contributions to the anatomy 
of particular regions of the central nervous system that will 
be of great value. to nerve specialists. 


\ 
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"CARE OF THE PREMATURE INFANT 


The Premature Infant: Its Medicàl and Nursing Care. By Julius H.' Hess, 
M.D., and Evelyn C. Lundeen, R.N. (Pp. 309; illustrated. 21s.) Phila- 
delphi, Montreal, London; J. B L 1942. 
.A book ‘on The Premature Infant by Prof. Julius H. Hess is 
sure of a welcome, and in this new volume, with its subtitle 
“Its Medical and Nursing Care,” he has been assisted by 
Miss Evelyn C. Lundeen, who is the supervisor of the special, 
department of the Sarah Morris Hospital, Chicago, where so 
‘much valuable work on the premature baby has been done. 
It is over 20 years since Dr. Hess first published his well-known 
_work on this subject, and the present volume, containing as it 
does, a certain amount of material from that book, may be 
regarded as a sort of sequel in which the practical implications . 
of his earlier teaching have been fully worked out. . Thus 
details are giyen of all the procedures recommended, and.chap- 
ters on incubators, on home care, and.on feeding, for example, 
are full of well-tried and useful practicalities. Something might 
have been included about intracranial disturbances other than 
haemorrhage, nor is there any mention of. the use of. thyroid 
gland or oestrogen as a possible metabolic stimulant in the 
early days of life. These are, however, minor matters in 
a large subject, and all having the care of premature infants 
will find much of value to study in this book. Properly 
mastered, the methods advocated should go far to reduce the 
neonatal mortality as effectively in Great Britain as it has been 
reduced in Chicago. 


-i Dr = 
~ - SCIENCE OF PERSONALITY. ve 
Foundations for a Science of Personality. By Andras Angyal: MD, Ph.D 

Commonwealth 


(Pp 398, $225 or 13s 6d.) New York: The und ; London 
Oxford University Press , 1941. ‘ 


4 


This dissertation on personality postulates that the subject must , 


be studied as.a whole and not simply as an aggregation of 
parts. This does away with' fhe antithesis of -body and mind 
and formulates them as different aspects of study within the 
whole. Personality ‘is essentially- dynamic and not static, and 
the chief trends ‘within it which react and interact ‘are the 


tendency to greater self-determination (autonomy) and that * 
towards conformity with the dictates of superindividual wholes, * schools Yearbook has been published by 


such as sociéty.and culture (homonomy). The first tends to 
impose the intrinsic determination of the individual upon a 
widening tealm of events (aggression) ;-the second tends to fit 
the individual into schemes of culture, religion, etc. (submission). 
Obviously in man the specific channels for expression of 
personality are extremely diverse and more or less defy 
classification. z ; 

Dr. Angyal discusses the integration of the personality and 
disturbances of this and attempts to define the systems which 
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make up the personality. A complete view of the personality, 
however, can only be obtained if the time dimension (the 
biography) is also taken into account. In handling segmental 
data (physiology, psychology, anthropology, etc.) each of these 
should be related to the whole and not to each other (e.g. 
psychology to physiology). The subject is dealt with- from the 
philosophic pomt of view and so may not be very easy reading 
for many medical men, but it is important in the understanding 
of the main object of medical study—the human being. 


————————— | 


_— Notes on Books 


Ornithologists of the United States Army Medical Corps, by 
Colonel EDGAR Erskine Hume of the U.S. Army Medical Corps 
is published at Baltimore by the Johns Hopkins Press, price $5. 
It is not easy to understand the purpose of this book 
which can have little appeal to British medical readers and 
bird lovers. It is a record of the lives of thirty-six U.S. Army 
surgeons, each of whom is the subject of a chapter containing 
references to ornithological contributions. Most of the bio- 
graphies deal with, the stirring times when the U.S. Army was 
on active service winning the great west from hostile Indians, 
and are interesting in that respect. The growth of the American 
Army Medical Department from a. handful of officers in the 
fifties to the huge organization it now is can be traced through- 
out these lives. There is, however, not much information of 

value to those of us who are keen on birds, and, indeed, there 

is little that requires to be said, for the immortal pioneer work 
of Audubon, Wilson, and Nuttall has placed American orni- 
thology on a high plane and has been followed by a host of 
- scientists who have done work of distinction in recording 
accurate observations on birds. The volume is well jllustrated 
with photographs of the doctors and the forts where they were 
stationed. Most of the birds described are not indigenous to 
this country. Colonel Hume, who is \a military medical 
historian, says in his introduction that he “cannot himself 
\ claim knowledge of ornithology, but only admiration from a 
respectful distance.” American medical officers will neverthe- 
less find this book about their predecessors very readable. 


Tropical and Sub-Tropical Diseases, by Dr. C. H. BARBER, is 
ublished as one of the Oxford War Manuals at 5s. by the 
ord University Press. The stated aim of this pocket com- 

pendium is to serve the needs of medical men in the Forces 

over-seas. Its scope is wide and 60 diseases and morbid condi- 
tions are given in the table of contents. The space allotted to 
‘ each varies from 20 pages (malaria) to 84 lines (myiasis). There 
are some strange omissions. Nothing is said of. Cordylobia in- 
festation, a real pest in the last war and already troublesome 
in this, or of the dosage and course of pentavalent compounds 
of antimony in kala-azar, yet room is found for accounts of 
goundon and ainhum, neither of which is likely to give rise to 
any urgent problem. Possibly due to hasty compilation, there 
are some muddled and confusing statements. Thus on p. 25 the 
oddly named species “ Culex Fatig.” and “ Culex P.” are shown 
as genera, and on'p. 134 it is stated that the “ diurnal periodicity 
of microfilariae coincides with that of “the chief insect vector 

... namely, the Stegomyia mosquito, or Culex fatigans (Aedes 

variegatus): In the Pacific Islands, however, this periodicity 

does not obtain.” This is a hard saying. The lack of system 

in writing zoological names, as in‘the foregoing extracts, 18 

general oughout the book ; sometimes the author follows 
the directions of the International Rules, sometimes not, and 
the resulting patchwork is on copiers to the trained eye. 

In view of the expressed object of the com endium, medical 
‘officers .of .the -Army. would: be well advi to stick to the 
official “ Memoranda on' Medical Diseases,” etc., until some- 
thing better than this Oxford War Manual comes along. 


` 5 ; - è ; 
' The public schools of this country are gomg through difficult 
times, and the relative advantages and disadvantages of day 
1 gchools and boarding schools are under keen discussion in the 
Press. What will come of it all remains to be seen, but mean- 
while the 53rd annual issue of the Public and Preparatory 
H. F. W. Deane and 
‘Sons at, 10s. 6d., and fulfils its useful task of supplying informa- 
tion to the parents of to-day. No fewer than 30 public schools 
-and 158 preparatory -schools for boys have-had to move their 
quarters owing to the war. Temporary addresses, with cross- 
references to the normal home o each school, are given and 
brief details of altered arrangements. The schools listed in 
this yearbook are those represented at the Headmasters’ Con- 
ference or belonging to the Association of Preparatory Schools. 
It also contains particulars about the universities and gome 
guidance on careers. Os 
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MECHANICS OF THE CIRCULATION 


Those who begin to study the circulation often find them- 
selves in difficulties about its mechanics, and, to surmount 
these, many attemptg have been made to study it by means 
of models. Most teaching schools have some sort of a model 
illustrating the factors'concerned in the maintenance of 
the arterial blood pressure—i.e., the output of the: heart 
together with the peripheral resistance and elasticity of the 
vessels—but no one has yet produced a model that demon- 
strates satisfactorily all the changes possible in the living 
animal. The latest attempts are those of L. Bayliss,’ and of 
Price, Sloan, ‘and La Rochelle.* The latter, indeed, have 
from a study of their model gone so far as to say that the 
concept of a disparity between blood volume and vascular 
capacity does not bear analysis,’and criticize on this 


account even the possibility that shock may be due to. 


such disparity, forgetful, apparently, that a model can be 
made to prove anything. As a guide to model makers it is, 
then, not out of place to indicate what is required. 

First, a pump is necessary which will not only vary its 
rate, stroke, and force, but will fill in the first third of 
diastole in-virtue of the venous pressure, for without this it 
is not possible to illustrate, properly the law of the heart and 
the full effects of rate on output. Without this facility the 
output per beat is reduced whenever the rate is increased, 
because the filling is reduced. Such a pump was ‘not 
used by those referred to. But that is not to say, as 
pointed out by Starling, that the output of the heart per 
minute is necessarily a function of the rate, for if the venous’ 
pressure is low the heart may/need all its diastole to fill. 
In some circumstances, such as after very severe haemor- 
rhage, the filling may be so slow that slowing of the heart 
may actually cause a slight rise of arterial pressure. It is 


also very difficult to construct a púmp which will auto- . 


matically vary its force according to the amount of blood 
in thetheart at the beginning of systole so that there is an 
increased output per beat in approximately the same 
systolic time as a smaller output. In these days a simple 
model is available in: the form of a stirrup pump made to 
discharge into the pail, but it does not show the infinite 
variation of the circulation. 

The effects of cardiac failure*and reduced cardiac output 
are easily shown on a model or on an animal by increasing 
the pericardial pressure or by stimulating the peripheral end 
of the vagus. There is a rise of venous pressure, which in 
the model is accompanied by a fall of arterial pressure, but 
in the animal or man, in whom such failure is a common 
feature of cardiac disease, the arterial pressure does not 
fall until all the vasomotor compensation has been called 
into use. In man we see the engorged veins of chronic 
venous congestion standing out in a pallid skin. It is 
possible, too, that a high venous pressure may eventually 
interfere with the emptying of the coronary sinus and 
cardiac nutrition. Increased cardiac efficiency has the 
opposite effects both in the model and in the animal, but 
for reasens given later this is difficult to demonstrate unless 
the heart has first been rendered inefficient. 


1J. Phyæol., 1940, B7, 429, * 
2 Johns Hopk Hosp. Bull., 1942, TO, 26 
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In the majority of models, simple or elaborate, the 
effects of simple changes in the peripheral resistance are 
also easy to show. A decrease results in a fall of 
arterial pressure accompanied by a simultaneous rise in 
venous pressure that is the same as in cardiac failure, but 
with the difference that all degrees cause the fall of 
arterial pressure and the rise of venous pressure coincides 
with it. A fall of resistance is brought about by a minute 
dose of acetylcholine, a rise by clamping the aorta. Most 
of the other procedures and drugs which affect the 
peripheral resistance complicate the issue by affecting the 
capacity of the circulation. This variable capacity of the 
circulation was unknown until it was demonstrated by Dale 
with Richards and Laidlaw, ‘ and Krogh* demonstrated 
that capillaries, normally closed, might open and soak up the 
blood like a sponge, greatly diminishing its return to the 
heart. But as the capillaries contribute to the peripheral 
resistance it is necessary to construct a model which will 
incorporate these features. An increased capacity is pro- 
duced -by histamine, by amyl nitrite, after asphyxia, and, 
normally, after severe exercise. There is not only a fall 
of arterial pressure but also a fall of venous pressure, 
which may, however, be preceded by a rise due to the fall 
of peripheral resistance if the capacity does not increase 
so rapidly as to mask it. As the return of blood to. the 
heart is reduced vasomotor compensation ensues, and there 
is a rapid recovery of ‘the peripheral resistance (due to 
arterial and arteriolar constriction); the arterial pressure 
recovers appreciably through the venous does not. The 
arterial constriction shows itself in a rise in the velocity 
of the pulse rate for a given internal pressure (McDowall).' 
This cannot easily be imitated by any model. A 
similar return of the arterial but not the venous pressure 
is also seen after slight haemorrhage. The significance of 
any given changes in the intact circulation can be 
i interpreted only when they are compared with the results 
from the study of blood flow, limb volume, and perfusion’ 
resistance, and in this the paper of Dale and Richards? is a 
model worth studying. Wiggers.has also made extensive 
studies of this problem from the shape of, the pressure 
pulses obtained by means of the Frank’s capsule. ' i 

The administration of ‘amyl nitrite gives an interesting 
series of changes which may’ be analysed thus. First, 
accompanying the fall of arterial pressure is a large fall of 
venous pressure due to increased capacity, preceded, maybe, 
by a short-lived rise due to reduced peripheral resistance ; 
but at the stage when the height of arterial pressure depends 
largely on the arterial compensations there is a rise of 
venous pressure only. When the increased capacity of the 
circulation is caused by a generalized loss of ‘vasomotor 
control there ig a fall of arterial and venous pressures, but 
the arterial compensation 1s absent. This state is produced 
experimentally: by sections of the spinal cord in the neck 
which cuts off the sympathetic supply to the body, and is 
probably present in the ordinary faint and in the 
neurogenic variety of shock. Recently, McDowall’ has 
pointed out that the fall of peripheral resistance may be a 
major factor in those cases of shock which fail to respond. 
to the transfusion of blood or plasma. Moreover, in the 
intact animal the pulmonary circulation may affect the 
greater circulation. Thus intehse pulmonary constriction 
may cause a delayed rise of venous pressure from failure 
of the right heart, as with histamine, in which case it masks 
the early effects of increased capacity. Similarly, sudder 
rapid constriction of pulmonary vessels may cause falls ir 
arterial pressure. The reverse may also occur. Respiratior 

3J. Phynol., 1918, 52, 110. p 

4 Ibid , 355. 

Prenat: and Physiol of Capillaries, 1329, 2nd ed., New Haven: Yale Univ 


§ Quart. J. exp. Physiol., 1925, 15, 181. 
T Bnnsh Medical Journal, 1941, 2, 75. 
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lso affects the resistance and capacity of the pulmonary. 
‘essels. The resistance is increased and the lung capacity 
Kecreased by expiration, while the reverse occurs in in- 
piration. _ Their effects on the arterial and venous pressures 
Jo not coincide exactly with the pulmonary change, but are 
lightly delayed. It has to be remembered, too, that usually 
hanges in the heart rate are accompanied. by changes in 
the vessels. Thus in a faint vessels are dilated (except the 
kin) while the heart is slowed ; the reverse occurs in the 
xcitement and early exercise. Drugs, also, often produce 


‘fects on both heart and vessels—e.g., adrenaline and ~ 


ligitalis, Further, there is a vast number of venous and 


urterial reflexes by which rises and falls in pressure affect- 


roth the heart and vessels.. Models cannot imitate these, 
‘or all are not completely understood. Finally, we must 
:onsider other unknown factors in the circulation, such as 
the psychological. At the moment, one of the most puzzling 
»srobiems is ‘that the heart rate so commonly falls jn donors 
when blood is given, when all past experiences, both 
2xperimental and’ clinical, would lead us to expect that it 
«vould rise. Thus we see how inadequate models of the 
sirculation are liable to be ; they can be of value primarily 
to illustrate a fact already derived from a study of the 
experimental anirhal. 
n, 


= 3 THE: SCIENTIFIC LIFE 

It is possible to hold two wholly’ different views of the 
‘qualities and circumstances favourable to success in scien- 
«ific research. More than 300 years ago Francis Bacon 
formulated a grand, or grandiose, scheme which was to 
reduce scientific discovery to laborious but unimaginative 
team-work., Bacon’s plan received the support of a few 
philosophers who. were not themselves scientific workers, 
but, with the doubtful exception of Robert Boyle, none of 
the great researchers of his age had much use for Bacon's 
plan, and ‘Harvey spoke of it with gentle-sarcasm. That 
continued to be the attitude of most researchers down to 
our own time. They did not hold that discovery was a 
mere matter of luck, but they did think, with Pasteur, that 
chance helped people whose minds were ready to be helped 
and that fine original, work in science depended on the 
freedom of the human spirit, that the utilitarian aspect of 
any proposed investigation was about the last which should 
be given weight in choosing one’s subject. This attitude 
was never approved by practical men, and recently some 
writers who havé to their credit considerable achievements 
in pure scientific research, and therefore cannot be, re- 
proached with ignorance of the way in which discoveries 
are made, have explicitly or implicitly condemned it. One 
of them reviewed Prof. G. H. Hardy’s A Mathematician’s 
Apology with almost theological acrimony. This was not 
surprising, because Prof. Hardy had explicitly maintained 
tirat the useful parts of mathematics were rather dull and 
the “real” mathematics of “ real” mathematicians almost 
wholly useless, and actually said that if a mathematician or 
a chemist or even a physiologist “ were to tell me that the 
driving- force in his work had been the desire to.benefit 
humanity, then I should not believe him (nor should I 
think the better of him if I did).” 

. The neo-Baconians have naturally a very different plan 
from that of Bacon, but are’ equally insistent upon fruits 
and equally scornful of what séem to them useless or un- 
profitable researches. Dr. John R. Baker in The Scientific 
Life’ may not enrage the neo-Baconians quite so much as 
Prof. Hardy—he is not.sure that mathematics and logic 
belong to science—but he will annoy them a good deal: He 
is satisfied that the statements “Science is a product of 
human -demands ” and “Science has evolved from crafts 


1 London: George Allen and Unwin, ‘Ltd. (7s. 6) 
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and industry” are simply untrue, that scientific research 
can no more be planned or organized than the writing of 
symphonies or poems, and that amateurs—real amateurs 
of science—are the salt of the earth. A via media 1s pos- 
sible, indeed suggested by Dr. Baker. It is this.: The neo- 
Baconians are not really talking ‘about science at all in 


- the sense that Harvey or Newton would have given to 
‘the word, but technology, and technology can be planned « 


and organized. The neo-Baconians have no difficulty in 
showing that technology, or applied science, has not been 
well planned. in this country; but Dr. Baker’s contention 
is that purè science—namely, scientific work done’ because 
the worker either loved his work or was driven to it by a 
daemon—cannot be organized or planned at all, and that 
without such pure’ science technology must eventually 
perish. He evidently thinks that a remark made by the 
Soviet Ambassador to the British: Association on September 
27, 1941—“ We in the Soviet Union never believed in pure 
science was, not wise but foolish. Probably tbe neo- 
Baconians might retort (1) that nothing they can do will 
stop those with a daemonic urge to pure research ; (2) that 
there’ is a sufficient capital of pure scientific knowledge 
still unapplied to occupy a great,many more able second- 
rate people in technology than are at present employed. 


. But totalitarianism has made great strides in this genera- ‘ 


tion. One might add to Dr. Baker's numerous examples 
of pure researchers Hermann von Helmholtz. He was 
educated, for the medical profession’at the expense of the 
State ; almost his first and one of his fundamental contri- 
butions to science was a memoir on mathematical physics 
(a subject not included in his university training and studied 
by him in his spare time because it interested him), - The 
Prussian Goyernment of almost a century ago was influ- 
enced by the judgment of real scientists and allowed 
Helmholtz to pursue an academic career to the glory of 
pure science and, in due course, technology. One may 
doubt whether the military authorities of either Potsdam 
or Moscow in 1940 would have learned with satisfaction 
that’an assistant surgéon to the regiment of Hussars spent 
a great deal of time perusing the works of mathematicians. 
That, howéver, brings us to a last point to be had in mind 
when we, try to judge impartially the merits of the current 
controversy. We should not forget that the authors whom 
Dr. Baker flagellates were writing: under the shadow or in 
the presence of war and disaster when technology js of 
more immediate importance than science (to the ordinary 
politicians, of course, science and technology are synényms, 
but science is thought to be a more flattering term). 
Something must be allowed for emotional stress ; zeal and 
arrogance are not easy to distinguish. Very few of those 
who survive the war will look back with complaisance to 
all they said or wrote during its currency. 





1 


THE WERNICKE SYNDROME AND VITAMIN B. 
DEFICIENCY 


Wemnitke in 1881 described a syndrome charactérized by 
ophthalmoplegia, clouding of consciousness, and ataxia, 
resulting from acute haemorrhagic polioencephalitis 
superior. The lesions are confined to the periventri- 
cular grey matter of the brain, which shows small foci 
‘of degeneration and varicose deformities of the blood 
vessels." Recently the disease has been attributed to a 
conditioned deficiency of vitamin B., as the majority of 
the cases diagnosed were the result of alcoholism, and 
most of the symptoms cleared up promptly on treatment 
with aneurin. 

The syndrome may be associated, with a combinaéion 
of, several natinone! deficiencies. However, an interesting 
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confirmation of the view. that aneurin deficiency is the 
principal causative factor of the disease comes from the 
observation of Wortis et al.' that patients with the Wernicke 
syndrome were unable to metabolize pyruvic acid normally, 
They ghowed a high fasting level of blood pyruvate, the 
figures being 1.44-3.63 mg. per 100 c.cm., as compared 
with 0.77-1.7 mg. per 100 c.cm. for normal subjects. When 
-these patients were loaded with glucose an increase of 
_ their blood pyruvate occurred which lasted 4 to.5 hours, 
whereas healthy subjects under the same treatment showed 
only a transitory rise. After aneurin therapy the fasting. 
level of blood pyruvate came down. rapidly to normal, but 
the. response to glucose loading .became normal only after 
prolonged treatment. These experiments provide an inter- 
ésting example of the use of a carbohydrate tolerance test 
for detecting vitamin B, deficiency, a possibility first sug- 
gested by Harris and co-workers at Cambridge.” 
The Wernicke syndrome has a perfect analogy in the 
so-called Chastek paralysis of. silver foxes which occurs 
as a result of feeding large quantities of raw fish. The 
disease is also characterized by anorexia, weakness, pro- 
gressive ataxia, and spastic paraplegia. Post-mortem find- 
ings showed a striking similarity in the lesions of the 
central nervous system to those found in Wernicke’s dis- 
‘ease. That aneurin deficiency is the cause of Chastek’s 
paralysis has been established beyond doubt by the work 
of Green and his co-workers’ in America and Kringstad‘ 
and other workers‘ in Norway and Sweden. The erican 
observers were able to produce the paralysis at will by 
feeding the silver foxes on a diet containing more than 
10% of raw carp. They were also able to prevent the 
appearance of the disease by supplementing the' diet with 
large quantities of aneurin, exceeding 10 mg. per animal 
per day. These results indicate that raw fish has the 
singular property of inactivating aneurin, either by destruc- 
tion of ‘the vitamin'or by a process of adsorption which 
renders it unavailable to the animal. The first theory finds 
support in the work of Spitzer et al.,* who incubated raw 
carp entrails with: aneurin and obseryed a destruction of 
50 to 100% of the vitamin in 15 minutes. Thus it appears’ 
there is an anti-aneurin factor or factors in’ raw fish, 
destroyed by cooking. The existence of antivitamin factor 
is not limited to aneurin. At least two other examples of 
antivitamins have been found in’ connexion with, biotin 
and vitamin E. The antivitamin of biotin is present in 
raw egg white, from which it has been isolated in the 
form òf a protein which has received the name “ avidin.” 
Avidin acts by combining with biotin to form a stable 
complex which is not available to the organism. An 
antivitamin E factor has! been found in cod-liver oil which 
is capable of destroying the vitamin when the two are fed 
together. Possibly still other, antivitamin factors may be 
brought to light.. A knowledfe of these factors may be 
of great value in explaining many as yet obscure nutritional 
diseases, Í 


HYPOGLYCAEMIA FROM PROTAMINE INSULIN. 


Recent correspondence and articles in this Journal have 
raised the question whether insulin hypoglycaemia in 
diabetics is becoming more frequent in both its minor 
remediable forms and its occasional fatal outcome, and 
whether the use of protamine-zinc-insulin is responsible. 
Ever since insulin has been used minor hypoglycaemia has 
~been common, but recorded fatalities have been surprisingly 
Tare, perhaps because seldom published, as they mostly 


1 Arch ‘Neurol Psychiat.. Chicago, 1942, 47, 215. 
2 Biochem. J., 1939, 33, 1346, 

3J Nutrit., 1941, 21, 243 ; 1942, 23, 165. 

4 Nutr. Abstr Rev , '1941,'11, 48. 

5 Skand Vet&. Tidsk., 1938, 28, 144. 

e Proc. Soc. exp Biol N.Y. 1941 48, 376. - 





Barish ` 
MEDICAL JOURNAL 





depend on a discreditable and avoidable. mistake. on the 
part of either patient or doctor. But the increased inci; 
dence of grave hypoglycaemia since the introduction of 
delay-action protamine insulin is understandable and merits 
discussion. ' 

The eeffect of a reduction of ‘blood sugar falls on the 
central nervous system, and the mechanism and. patho- 
logical results are becoming known. Glucose is the main 
if not the only, fuel of the brain, arid its metabolism and 
vital process stop without it, If the blood-sugar supply 
is cut off by insulin for a few hours (say 4 to 8) irre- 
versible nerve-cell changes may occur which cannot be 

‘removed by the restoration of the blood sugar—fortu- 
nately an extremely rare event. Now soluble insulin, in 
use for 20 years, often causes hypoglycaemia in inappro- 
priate doses by its quick and strong action, usually 4 to 6 
hours after injection ; but the effect is so short-lived that 
prolonged hypoglycaemia is unlikely, and spontaneous re- 
covery tends to occur even without the administration of 
sugar, although it should be given promptly on diagnosis. 
In contrast, the prolonged action of protamine-zinc-insulin, 
although probably causing hypoglycaemia less frequently, 
keeps the blood sugar low when hypoglycaemia occurs, 
prevents spontaneous recovery, and is more likely to 
damage brain cells., In the vast majority of such incidents, 
however, glucose or sugar ‘(1 oz.) produces complete re- 

. covery, but may have to be repeated to prevent relapse. 
Another danger with protamine-zinc-insulin-is, the tempta- 
tion'to give too much unless the limitations of its action 
are realized. It is weak in its action, and the active insulin 

' liberated from the depot injection is often too. little to 
prevent glycosuria after meals, although it clears the sugar 
during the night’s starvation. If the dose is raised in an 
attempt to control the day’s glycosuria, it has little effect 
except to cause hypoglycaemia at night, often just before 
breakfast. It is usually unwise to give more than 30 to ‘40 
units of protamine insulin without careful investigation, 
and no more should be given than is sufficient to clear 
the urine secreted before breakfast. If on this dose heavy 
glycosuria occurs by day, added soluble insulin must be 
given and not more protamine insulin. The occurrence 
of hypoglycaemia at night has led some doctors to abandon 
the use of protamine insulin and to put their patients back 
on two doses of soluble insulin. When, however, the nature 
and action of protamine-zinc-insulin are appreciated and 
it is properly used, there seems no reason to withhold the 
benefit from most patients of only one injection a day 
instead of: two. aD : 

Another, and’ preventable, cause of hypoglycaemia is 

“the mistakes’ that arise from confusion over the different 
strengths of insulin solutions on the market—namely, 20. 
40, 80 units per c.cm. Serious mistakes, too, are caused 
by the wide diversity of markings on syringes used for 
the injection of insulin : it is not uncommon to find some 
less intelligent diabetics taking twice or half the number 
of units intended by the doctor. Such errors could be 
minimized by the use of a standard insulin syringe through- 
out the country, and it is most important that the actual 
dose should be checked and demonstrated to each patient, 
not merely as so many units but in marks on their own 
syringe of the strength of insulin prescribed. 

Another, and probably the main, cause of insulin hypo- 
glycaemia is the fact that the best dose of any type of 
insulin, even on standard diets, is not a uniform but always 
an individual one, and a dose that may cause hypo- 
glycaemia in one patient may be insufficient even to 
prevent diabetic coma in another more ‘severe case. The 
establishment of the optimum dose in some cases requires 
a short period of close study which cannot be carried out 
at home, nor indeed in most general hospitals. In many 
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:xáses, therefore, imperfect treatment magnifies the diffi- 
ilties of insulin treatment and obscufes its bénefit, so 
hat chronic invalidism may persist where a fuli and use- 
‘ul life could be 'achieved. This state of affairs can hardly 
de rectified until sufficient centres for skilled diabetic treat- 
nent are available to provide in- and out-patient treatment 
‘or many, if not for most, diabetics. 


HAEMOPHILIA IN ANIMALS 
Haemophilia is a well-known disease among white races, 
ind .occasional cases of varying authenticity have been 
«eported in men with skins of other colours. A. G. Hogan, 
AMf..E. Muhrer, and R. Bogart’ suggest that a similar disease 
«nay occur in another species of mammal. A number of 
«elated animals in a herd of swine died from haemorrhage, 
zither spontaneous or aftér minor. trauma., The ordinary 
bleeding time, the platelet count, and the prothrombin 
stime were all normal in the affected animals when com- 
spared with normal members of the same herd. The clotting 
time of venous blood was greatly prolonged, and the plate- 
lets, unlike those from normal animals, were slow to 
agglutinate and disintegrate in. vitro. Thus the haemato- 
logical findings are, those\of human haemophilia, ‘but 
unfortunately no mention is made of the sex of the affected 
swine or whether: any of them had haemarthroses. If this 

i of pigs is in fact the haemophilia it seems to be, 
the fundamental lesion which has baffled so many investi- 
gators of human haemophilia ought soon to be uncovered. 

A. L. Copley and J. L. Lalich’ tried to produce a haemo- 
philia-like condition experimentally ‘by the injection of 
heparin into mice. ' The animals tended to suffer from 
spontaneous haemorrhages; and had a prolonged clotting 
time, a normal platelet count, and a bleeding time usually 
normal. As all the evidence goes to show that the pro- 
longed clotting tine in human haemophilia is not due to 
an anticoagulant in the blood, it is-a priori unlikely that 
the heparinized mice: suffered from anything really like 
haemophilia, and, an.examination of the experimental 
evidence, which is collected in a rather-misleading table, 
does not support the authors’ interpretation of the data. 
For instance, it is stated that the prothrombin content of 
heparinized blood, like--that sof «haemophilic blood, is 
normal. * Anyone who has ever tried to estimate the pro- 
‘thrombin’ in heparinized blood by the one-stage method 
knows how very differently from haemophilic ‘blood 
heparinized blood. behaves. The spontaneous haemor- 
tHages do, not resemble those found in buman haemophilia 
either. The animals developed haematomata at the site 
of subcutaneous injection of heparin, but'no attempt seems 
‘to have been made 'to control the pH of the heparin, which 
is usually strongly acid. A few mice. which’ had been 
heavily heparinized licked the clot away from the site of 
the puncture which was made for determination of the 
. bleeding time, and then suffered, from prolonged bleeding 
which occasionally proved fatal. This is actually in con- 
trast to what happens-in haemophiliacs, in whom the clot 
is not- firm ‘enough: to; preyent spontaneous’ resumption of 
bleeding. The really striking point in these experiments 
is that the bleeding time was usually normal in the presence 
of a’ greatly prolonged clotting time. This is doubly. signi- 
ficant, because the bleeding time was estimated by punctur- 
ing the tail vein, which would tend to give a long bleeding 
time, and the clotting time was estimated on capillary 
blood, which, because it.is contaminated with tissue juice, 
-gives a relatively short clotting time.” “The fact that the, 
bleeding time was often less than one ‘two-hundredth of 
the clotting time in these heparinized mice is further sup- 


1 Prec. Soc. exp. Biol. N.Y , 1941, 48, 217. 
3 Amer. J. Phyto, 1543, Nass sat _ 





port for the view put forward so cogently by R. G. 
Macfarlane’ that haemostasis is first secured by vascular 
contraction and ,is only secondarily ‘dependent on the 
coagulation of the blood. 


TRANSFUSION- OF BOVINE PLASMA AND SERUM 


Experience in treating the casualties of total war has 
emphasized the need for combating shock by the transfu- 
sion of fluids with a high protein content : human blood, 
plasma, and serum have all proved their worth. In this 
country there has been no lack of human material ; in the 
U.S.A. it has been felt the demand might outrun the ‘supply. 
Attention has therefore been directed to the use of bovine 
plasma and serum. The first detailed published report‘ 
from the University of Minnesota describes the use of 
bovine products in 120 cases. As the authors state, the 


‘incidence of reactions was sufficient to contraindicate any 


clinical use of whole bovine serum or plasma. Both were 
shown to contain haemolysins and haemaggelutinins to 
human’ red cells. Most of the haemolysins and about 
50% of the haeiagglutinins could be removed by adsorp- 
tion on human red blood cells.” By so doing the incidence 
of reactions was reduced from 66.6% to 24.5%. A pre- 


. liminary skin test was done on all patients, using 0.1 c.cm. 
“of 1 in 10 dilution of serum with normal saline. 


Ina 
preliminary series of observations patients who showed 
pronounced skin wheals were found not to take serum 
well and’ were therefore not used subsequently. Following 
the skin test 0.1 ¢.cm. of bovine serum diluted to 1 c.cm. 
with normal saline was given intravenously. Several hours 
later, if no reaction occurred, 1 c.cm. diluted to 10 c.cm. 
with normal saline solution was given intravenously ; next 
day. 5 c.cm. diluted to 10 c.cm. was given, and, somewhat 
later, 50 c.cm. diluted to 100 c.cm. If no reaction occurred, 
amounts of 250 c.cm. diluted with an equal amount of 
saline or 5% dextrose were injected, the rate of administra- 
tion being slow. About 50% of reactions were febrile in 
character, usually indicated by a chill one-half to 1 hour 
after the start of the injection. Other reactions, such as 
immediate urticaria, oedema of eyelids, flushing of skin, 
backaches, gastro-intestinal upsets with diarrhoea and 
vomiting, dizziness, “and severe anaphylactic reactions, 
made up the remaindé?: “No significant difference was 
found between serum and plasma. Three severe anaphy- 
lactic reactions occurred with extremely small doses of 
2 ccm., 0.1 c.cm., and 0.1 c.cm. respectively. Skim tests 
gave no indication of this sensitivity. Delayed reactions, 
characterized by generalized urticaria, oedema, and gastro- 
enteritis, occurred in about 60% of patients 3 to 10 days 
after the final injection. They lasted 48 to 72 hours. The 
majority of the patients suffered from inoperable carci- 
noma ; two patients with shock were treated with success. 
Six patients were given re-injections of whole bovine 
plasma and serum after variable intervals, and these 
showed an anaphylactic type of response. 

The authors suggest that the preparation of a satisfactory 
product of bovine albumin from which the globulin fraction 
has been eliminated completely may prove a safe and satis- 
factory blood substitute. Milton E. Veldee* has recently 
reported that E. J. Cohn® has prepared such an albumin 
fraction from human serum which has given satisfactory 
results on clinical trial. The advantages of the fractiona- 
tion of human serum which has proved its value when 
given in bulk are not altogether clear, but the value of 
such treatment in the case’of a-foreign serum are more 
obvious, and further r reports will be awaited with. interest. 


3 Quart. T. Med., 194 10,1 t 
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DEVELOPMENT OF THE EMERGENCY 
BLOOD TRANSFUSION SCHEME 


ó BY 


L. W. PROGER, MR.C.S. 


Medical Officer in Charge of Blood 'Tiansfusion at the 
So Ministry of Health 


Peacetime Service—In this country the blood donor has 
always regarded his work as a voluntary social service. Twenty 
years ago, in Camberwell, Mr. R. L. Oliver founded the associ- 
ation of voluntary donors which later became the British Red 
Cross Transfusion Service—the first of its kind in the world— 
and this led to the development of a number’ of similar 
organizations throughout the country. These organizations 
undertook to provide hospitals with accredited: donors of the 
, required blood group at short notice, and their members were 
prepared to attend the hospitals at any hour of the day ‘or 
night. Contributions could be made towards the cost of the 
service, but the donors were always volunteers. The intro- 
duction of blood storage at many of the large hospitals during 
the past six years was an important advance in technical 
methods, since tested blood could always be kept ready for an 
emergency case, and it was no longer necessary to call donors 
at inconvenient hours. However, the use of individual donors 
remained general until recent times, andis still the method of 
choice in the treatment of certain cases. ii 

Pre-war Preparations. —During the months of political ten- 
sion after September, 1938, recent advances in transfusion 
methods were constantly under discussion, especially in view 


'* of the success achieved in the Civil War in Spain, where stored 


blood was carried to Army medical units in the field and was 
also used for the treatment of air-raid casualties in the large 
cities. It seemed clear that the quantity of blood required 
under the conditions of modern war would be beyond the scope 
of the peacetime donor services, and that special arrangements 
would be required. London, with its vast concentrated popula- 
tion dependent on a complex system of transport and supply, 
presented a transfusion problem of special importance, and the 
Medical Research Council undertook to establish, on behalf of 
the Ministry of Health, four Blood Supply Depots in the outer 
suburbs. These depots, which are still under the-direct control 
of the Council, were, designed to store blood collected from 
panels of voluntary donors enrolled in the Home Counties, with 
the object of supplementing the local arrangements of hospitals 
in the central area, which were more likely to become dis- 
organized. At the same time arrangements were made to 
establish.an Army Transfusion Service, and it was agreed that 
since this service would enrol all the available donors in the 
South-Western Counties it would also supply the emergency 
needs of the civilian hospitals ın the area. : 

' The First Year of War—From the outset stores of blood 
were available, and during the early months of the war the 
four London depots were enabled to perfect their arrangements 


‘and to carry out valuable research work on the storage and ' 


preservation of Blood. At the same time the voluntary trans- 


fusion organizations throughout? the country increased their > 


activities, and emergency blood stores were established in many 
of the large cities. On the outbreak of war the Army Trans- 
fusion Service was faced with the problem of transporting 
blood to the B.E.F. in France—a problem made all the more 
difficult by the fact that blood cannot be stored for more than 
2 to 3 weeks, and special precautions have to be taken against 
the damaging effects of shaking in transit. A large reserve 
store could not therefore be built up so long as there was no 
cemand for its use. On the other hand, ‘the service had to be 
prepared at any moment to start bleeding large numbers of 
donors. It speaks highly for the success of the organization that 
during the first three days of the invasion of the Low Countries 
approximately 800 bottles of blood were dispatched to France, 
enabling the forward medical units to be adequately supplied 
and the base store to be replenished. Although the forward 
units were soon isolated from further supplies, some 500 
transfusions were given during the retreat from Belgium 
‘and¢the evacuation from the beaches under the most adverse 
conditions. : 


Introduction of Plasma and Serum as Substitutes 
; . for Blood os 
In America experimental research on blood substitutes ha: 
demonstrated that plasma—the fluid portion of blood after Je 
moval of the red cells—provided a reliable substitute for whols 
blood, gnd had the advantage that it could be stored for man) 
months without deterioration. In addition, its recovery avoidex 
the wastage of blood which was not used within the safe storage 
period, and, moreover, plasma could be safely given to patient: 
of any of the four blood groups. This discovery was of the 
greatest importance, especially to the armed Forces which re 
quired supplies in distant theatres of war. The first Americar 
product—plasma-saline—had certain theoretical disadvantages 
in that the method of preparation required considerable dilu 
tion, which not only doubled the weight and bulk to be trans: 
ported but also increased the volume of the effective dose tc 
be administered. Moreover, Federal Government regulationt 
required that antiseptic should be added to ensure sterility, and 
many considered that this might be injurious to debilitated 
civilian casualties. Investigations continued, and the Army 
Transfusion Service developed a method by which undiluted 
plasma could be bacteriologically filtered, thus ensuring a clear 
sterile product which could safely be transported over-seas 
without the need for refrigeration. The value of serum—the 
fluid separated from blood after it has clotted—was being in- 
vestigated by the Medical Research Council, especially in rela- 
tion to the treatment of shock resulting from air-raid casualties 
and burns, and this also proved to be a valuable substitute for 
whole blood. Serum is more easily filtered than plasma, and 
has similar keeping properties, but, since the blood has to be 
specially drawn for its preparation, it does not have the ad- 
vantage that plasma has in being a natural recovery product 
from the blood stores. 


The Regional Scheme 


After the capitulation of France and the return of the B.E.F. 
in June, 1940, the position called for urgent review, since no 
part of the country could now be regarded ‘as more than rela- 
tively immune from air attack. The Ministry of Health there- 
fore undertook to co-ordinate and extend, where necessary, the 
blood transfusion services throughout England and Wales, with 
the primary object of ensuring that an’ adequate supply of 
transfusion fluids and standard apparatus was made available 
for the treatment of casualties. Nine Regional Blood Trans- 
fusion Officers were appointed. The schemes developed under 
their direction, with the organizations set up in the London area 
by the Medical Research Council and the Army Blood Trans- 
fusion Service centred in a South-Western town, cover the whole 
of England and Wales. Similar organizations have been 
established in Scotland and Northern Ireland. The’ schemes 
developed by the Regional Blood Transfusion Officers provide 
for financing the enrolment and testing of the additional donors 
required to meet emergency needs, the supply and distribution 
of the standard apparatus, and the establishment of laboratories 
for the preparation of the apparatus and the filtration of plasma 
and serum. Thus, during the past year there has developed 
a unified scheme in which the voluntary donor associations, the 
hospitals, the local authorities, and the Ministry of Health are. 
co-operating with the fighting Services to provide a nation-wide 
emergency transfusion organization. Adequate blood stores 
are being maintained at important points throughout the 
country, so that every casualty hospital can obtain supplies ta 
supplement its own resources. Plasma is recovered from these 
stores, so that wastage is reduced to a minimum, and, as stocks 
of plasma are built,up, so each hospital will have its owr 
reserve. Thus even the remotest hospital will have transfusior 
fluids ready for immediate use, leaving time for blood to be 
brought from the nearest stores should this be required, | 


Research work is co-ordinated by a representative committee 


‘of the Medical Research Council, which keeps in close touch 


with work going on in the Dominions and America, so that 
each centre 1s kept informed of the most recent developments. 


Introduction of Dried Plasma and Serum : 
i for Transfusion i whe 
The preservation of unstable fluids such as milk by drying 
has been the subject of investigation for many years. More 
recent research, both in America and in this country, has shown 
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that even more unstable fluids may be preserved without 
‘change by drying from the frozen state, and this knowledge © 


has now been turned to the use of the Transfusion Services. 


‘In January, 1940, the Medical Research Council extended its 


a 


experimental serum-drying unit, since it was foreseen that a 
demand for dried transfusion’ fluid by the fighting eServices 
would arise. This unit had developed a process whereby large 
volumes of serum or plasma could be treated and a high degree 
of dryness obtained. The method of drying from the frozen 
state reduced protein changes to a minimum, and tests indicated 
that the dried product was capable of preservation for many 
years without deterioration. Moreover, the dried product could 
be quickly ‘reconstituted for use’ by the addition of the 
appropriate quantity of distilled .water. : 

When the Ministry of Health Regional Blood Transfusion 
Scheme was under consideration in July, 1940, the Wellcome 
Trustees offered’ the M.R.C. a grant to meet some urgent national 
need. The Council suggested that the grant should be used to 
provide another drying plant. Towards the end of the ‘year the 
Army Blood Transfusion Service arranged to set up a similar 


‘plant to meet the growing needs of the oversea Forces. In 


conjunction with the Medical Research Council they devised an 


_improved method for the freezing of the plasma or serum in 


the ‘standard bottle preparatory to the drying process. By 
rotating the bottle at a high speed in a low-temperature cabinet 
the fluid was forced on to the sides of the bottle and freezing 
occurred almost instantaneously. This spin-freezing method 
produces a better-quality dried product which redissolves more 
readily than that produced by earlier, methods. A supply of 
transfusion fluids is thus assured in.a form which, can be 
dispatched to any part of the world. 


Working Arrangements 
Co-operation with the Fighting Services.—Close co-operation 
has been maintained with the transfusion officers of the Army 
Command areas, from whom much assistance has been obtained 
during the period of development., The Royal Naval and Air 
Force Medical Services have also adopted for emergency trans- 
fusions the dried products, which are especially suited to their 
requirements.’ Arrangements have- been mace whereby the 
Home Stations of the R.A.F. may use the facilities provided 
under the Regional Scheme, -so that adequate supplies of stored 
blood and plasma. will be available. The R.A.F. Mobile Trans- 
fusion Team is. giving valuable, assistance in maintaining 
supplies. , : . 
‘The Large-scale. Bleeding of Donors in Wartime-—in normal 
times a donor can always be found to attend at a hospital when 
needed, but, when’ dealing with the: large numbers- required to 
build a reserve of plasma and to maintain war emergency blood 
‘stores, sufficient donors are seldom able to attend during 
working hours, asthe hospital may be a considerable distance 
from their work, Moreover, even the large hospitals cannot 
always be relied upon to provide the.necessary staff and accom- 


“modation without interfering with their normal duties. For this 


reason mobile teams have been established ; these can set up 
bleeding centres at places convenient to the donors, such as 
first-aid posts, village, halls, cottage hospitals, or at factories. 
Even in these difficult times factory managements have been 
most helpful, and in-many cases the factory organizes its own 
donor panel and provides on regular days the agreed number 
of donors from members of the staff chosen so as not to. 
interfere with production. i p oo 
Publicity Campaign for Donors—Hundreds of thousands of 
volunteers have been enrolled and’ many thousands have 
already given their blood, some on more than one occasion. 
The difficult task of launching publicity campaigns strong 


enough’ to attract. the number of donors required and yet 


restricted 'to the desired locality has been succéssfully accom- 
plished with the valuable assistance of the Press and local 
voluntary associations. Donors sometimes remark that, while 
their services have not yet been called upon, active campaigns 
for more donors are proceeding in other districts. It will be 
appreciated, however, that the donor panels should bear some 
relation to the density of the population. To provide for the 
constant movement of the population, for local disturbances 
due to air raids, and for other factors which interfere with 


the attendance of donors: at the.centres, the panels must be 
larger than the needs of the moment appear to justify. 


Donors’ Obligations—The calling up of large numbers of 


‘donors, the assembly of the necessary staff and equipment at 


the bleeding centre, and the distribution of the blood eollected 
is a complicated matter involving much clerical work and 
planning in advance. This is not always appreciated by 
donors, who may think, especially in‘ quiet ‘periods, that their 
services aré not really needed. It occasionally happens that 
only half the number of donors called arrive at the bleeding 
centres. This may result in the team of doctors and nurses 
being kept ‘unoccupied for several hours, the work of the 
filtration laboratory staff being held up, a promised consign- 
ment failing to be sent to the drying plant, or a group of 
hospitals being kept short of supplies of fresh blood. In 
addition, ‘there is the, extra clerical work in tracing the absent 
donors and rearranging their index cards. With adequate donor 
panels it should not be necessary to call a volunteer more than 
twice a year provided all the donors are prepared to do their 
utmost to attend when required. 


The Present Position 


Full advantage has been taken of the relatively quiet period 
during the past twelve months to build up stocks of plasma, 
so that even the remotest hospital will have its own emergency 
reserve. Improvements in the filtration process have been intro- 
duced, and contnbutions are being made towards the supply 
af dried products for the fighting Services. One of the effects 
of these emergency measures, and the wider understanding of 
modern methods, has been the increasing use of transfusion 
in the treatment of the ordinary sick and injured in the 
hospitals. Although the need for building up of emergency 


-plasma stocks has now largely been met, the blood stores must 


be maintained. This will entail the continued bleeding of 
donors, but now that the filtration and drying processes are 
in full operation there need be no fear that the blood will 
be wasted. Ag A i 


Accurate figures have “been difficult to obtain, but the 
following estimates give a fair picture of the present position ' 

Up to the end of 1941 over 800,000 donors had been enrolled, 
but, for a number of reasons, a large proportion of these are 
not always available on the active lists. During the last half 
of 1941 some 180,000 pints of blood were collected. 32,000 
pints of this blood were ‘used in hospitals for the treatment 
of both Service and civilian patients, including war casualties ; 
the remainder has been converted into plasma or serum. 
Over 10,000 pints of this plasma and serum have been used 
for transfusions, a proportion has been dried for the use of 
the Navy and Air Force, and the remainder has been distri- 
buted among the hospitals to provide an emergency® reserve. 
In addition to this, the Army Transfusion Service has collected 
over 100,000 pints of blood for the preparation of dried plasma 
for the use of Army medical units over-seas, apart from the 
provision it has made for supplying civilian hospitals in the 
South-Western Region: 

Success depends in a large measure on the maintenance by 


the donors of that spirit of voluntary social service shown so 
conspicuously by the first associations of twenty years ago. 








The Chartered Society of Massage and Medical Gymnastics is 
arranging to hold its annual congress on Friday and Saturday, 
September 18 and 19, in the Great Hall of B.M.A. House, Tavistock 
Square, W.C. On September 18 at 2 p.m. Prof. J. A, Ryle will 
lecture on “ The Re-making of Man ”; at 3.30 Prof. F. R. Fraser 
will Jecture on “ The Place of Rehabilitation in the Treatment of 
Patients,” and at 6 Lord Horder, President of the Society, will give 
the founders’ lecture on “ Rehabilitanon: the Part Played by 
Physica] Medicine,” On September 19 at 10 a.m Surgeon Lieut.- 
Commander J. Bunyan will lecture on "“ The Treatment of Wounds 


` and Burns ‘by the Envelope Method,” illustrated by a film, and at 


11.30 Dr. Vaclay Benes on “ Physical Training Orgapizaton in 
Czechoslovakia.” These meetings are open to all medical practi- 
tioners. ‘ The annual general meeting, open only to members, will 
be held at? pm. Further particulars maybe had from the seetary, 
C.S.M.M.G., Mount Lodge, Amersham, Bucks. 
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DEHYDRATION OF FOODS 
The Nutrition Society and the Food Group of the Society 
of Chemical Industry held, in the Great Hall of B.M.A. 
House, their first joint meeting on July 25. The cdccasion 
was notable for this itself, indicating collaboration in 
those areas of scientific and technical inquiry where the 
territories of nutritionists and food technologists overlap. 
The meeting was also of particular interest in that it pro- 
vided an occasion for members of the-scientific staff of 
the Food Investigation Board (of the Department of 
Scientific and Industrial Research) to’ report to an expert 
audience the results of work on which they have been 
engaged during the last three years, work that may have 
a profound effect onthe nutrition of the people, in peace 
as well as in war. i 

Sir EDWARD APPLETON, Secretary, of the Department of 
Scientific and Industrial Research, who took the chair at 
the morning session, drew attention to the part played by 
his Department in arranging and supporting the laboratory 
work necessary as a foundation for subsequent techno- 
logical development. Dehydration processes were to be 


regarded as a means of avoiding the annual importation - 


of 3 million tots of water included in imported foods. It 
had the further advantage of making possible the storage 
of foodstuffs at ordinary temperatures without refrigera- 
tion, as well as facilitating transport, which Sir Edward 


described as “storage on the move.” He also referred to` 


the’ effect of pre-drying treatment and to the quality of 
the raw material as having an important influence on’ the 
finished: product, and necessitating scientific investigation 
just as much’as conditions during drying and methods of 
packing. In this connexion he quoted Sir -William Hardy’s 
famous dictum that you must be clear about the biology 
before you come to engineering. Sir Edward paid a tribute 
to Mr. Eric, BARNARD, Director of Food Investigation in 
the Department, to Dr. FRANKLIN Kipp, Director of the 
Low Temperature Research Station at Cambridge, where 
the technical work is being carried out, and to Dr. LESLIE 
Harris, Director. of the Dunn Nutritional Laboratory in 
Cambridge, who collaborated by arranging for the conduct 
of tests to ensure that the processes used should not lead 
‘to serious loss of nutritive value. , Assistance had also been 
received from firms and individuals in industry, and Sir 
Edward hoped that this collaboration would continue. 


< Principles and Practice 


Dr. FRANKLIN Kipp then outlined the principles and practice 
of food dehydration. ‘He emphasized the importance of giving 
the fresh foods a preliminary heat treatment before submitting 
them to any of the approved processes of dehydration. The 
destruction of enzymes, especially those catalysing the decom- 
position of Vitamins, was probabjy the chief effect of this 
blanching or scalding, but the preservation of good appearance 
and palatability would seem also to be partly due to that 
treatment. Dr. Kidd emphasized the need for reducing the 
volume as well as the weight by processes of dehydration, 
so that transport space might be minimized. Stabilization of 
dehydrated foods was secured by the exclusion of oxygen and 
moisture, and sometimes by the use of antioxidants during 
processing ; exclusion of certain catalytic metals, particularly 
” copper, was also sometimes potent in improving quality and 
stability. Attention had to be paid both to upper and to 
lower limits of temperature, as well as to the need for removing 
moisture as rapidly as possible. Of the various methods of 
drying, to which Dr. E. C. BaTe-SmirH called attention in the 
second paper, warm-air drying in tunnels appeared at present 
to be the most practical. : 


» Results with High-protein Foods 


Dr. BATE-SMTTH then presented a paper of which he, Dr. 
E. M° CRUICKSHANK, and Dr. J. G. SHARP were co-authors. 
After describing six different types of drier, three of them 


steam-heated, with or without vacuum, and the other three 
dependent upon moving currents of air, he dwelt briefly on‘ 
the special features of meat and eggs, determined by the fact 
that they were high-protein foods and not primarily sources of 
heat-labile vitamins. The drying of meat at 80° C. in properly 
constructed plant and with proper control involved no losses 
in palatability or in the- biological value of the protein and 
only small losses of aneurine, in which meat (except pork) is, 
in any event, not particularly rich. The technique of drying 
makes. it impossible to dry meat except when relatively finely 
minced, and the dried meat products so far made available are, 
therefore, limited to use in dishes like mince and cottage pie. 
As those attending the meeting had an opportunity of estab- 
lishing for themselves during the lunch interval, the palatability 
of these dishes made with dehydrated food is no whit less than 
that of the corresponding dishes made with fresh meat. The 
need for- dried egg powder to be “soluble ”—that is, for; it 
to reconstitute with water to something as close as possible 
in physical properties to the mixed white and yolk of fresh 
eggs—sets a limit to the processes available for drying. Spray 
drying conserved the whole of the fat-soluble vitamins in egg, 
though it involved some losses of aneurine, but the best com- 
mercial products from America were equal in nutritive value 
to equivalent quantities of home-laid fresh eggs. Assessment 
of palatability, a complex phenomenon, had been made possible 
by the use of tasting panels, which gave unexpectedly uniform 
results. Certain problems still awaited solution, particularly 
the varying deterioration during storage, some samples being 
stable for periods of a year or longer and others losing their 
attractiveness fairly rapidly. Storage in closed containers was 
essenitial in order to exclude moisture, but it had not Been found 
Necessary to pack egg powder in an inert gas. 

Dr. G. A. Reay of the Torry Research Station, Aberdeen, 
describing the work on the drying of fish conducted under his 
direction, said that freezing methods had not béen found satis- 
factory, although they marked a very great improvement on 
traditional methods of slow sùn- or air-drying. By roller- 
drying a fish “lace” was produced, and certain types of this 
had been found very suitable for fish-cakes. In general, 
however, kiln-drying in the kind of heater used for kippering 
had been found the best method when following an appropriate 
period of pre-cooking. Mifced fillets were treated in this way, 
and the resulting product permitted, as was shown by figures 
that Dr. Reay quoted, a very large saving of storage and 


_ transport space. During the discussion on this part of the 


meeting, Mr. Neve Wricrr of the New Zealand High 
Commissioner’s Office referred’ to the immense saving in 
shipping space that would be effected ‘if more dried meat were 
produced in the Dominions and shipped to this country in the 
dehydrated form. Much work needed to be done, and a good 
deal was already in hand, to bridge the gap between laboratory 
experiments and commercial production. Data on plant design 
were not yet available, and it would be well to secure close 
collaboration with engineering firms with a view to producing 
the fost suitable plant in the shortest possible time. Investiga- 
tion was also required into the engineering side of packing 
dehydrated foods. -Mr. Wright made a strong appeal for an 
international exchange of information on these and allied 
matters. 


After Dr. A. S. MACFARLANE had spoken about the theoretical 
advantages and the practical difficulty of freeze-drying and 
the bulkiness of dehydrated foods that was essential if they 
were to reconstitute properly, Dr. R. T. COLEGATE, demonstrated 
the difference between air drying and high-vacuum drying with 
an exhibit of vacuum-dried gluten having a phenomenally high 
volume-to-weight ratio and yet easily broken down into a 
powder. This demonstration evoked considerable applause from 
an audience that was obviously now prepared not only ‘to 
consume its lunch, but also to samples dishes made with dehy- 
drated foods. This was done after contributors to the 
discussion had repked, and the dishes made from reconstituted 
dried meats, dried carrots, dried cabbage, and dried potatoes 
were highly praised. Bench demonstration in the morning of 
rehydration of cabbage reminded one very much of the 
“magic gardens” in the tumblers of one’s youth, but differed 
in that the latter have no characteristic aroma. A.-similar 
demonstration with a block of dehydrated potatoes, which was, 
rapidly converted into a good dish of the mashed vegetable 
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before the eyes of the expert and ‘critical aiene was one 
of the features of the afternoon’s meeting, when the chair was 
taken by Dr. H. E. Cox, Chairman of the Food Group, in 

the unavoidable absence of Dr. L. H. Famn S 


4 


Value of Pre-heating ce e 


Biase the dehydration of ‘vegetables, particularly of 
cabbage, but also of carrots and potatoes, Dr. W. J. Rs Allen said 


that the preservation of colour and of ascorbic acid in cabbage» 


appeared to be’ effected by similar means, including scalding 
before drying, use of sulphite, and choice of appropriate 


drying temperatures. Dr. L. W.. Marson, who, ‘with Dr. J.a 


BARKER, was’ co-author of this paper, when replying later to 
the discussion, emphasized the importance of the technique of 
serial scalds, whereby therd was built up for the pre-heating 
process a solution sufficiently rich in ascorbic acid and other 
solutes to prevent serious joss from the batch of material being 
scalded, - Particularly interesting was the suggestion that the 
boiling of carrots in water previously used for the boiling of 
carrot tops and then strained could actually provide the con- 
sumer with a cooked carrot containing more vitamin C than 
the .raw- root. Dr. Allen stated that no loss of carotene 


occurred during the proper drying of carrots, and that the ` 


strain of potato used must be taken into account when 
determining the technique of drying, for this affected the final 
product. He also gave the warning that ‘losses of aneurine, 
as might have been expected from chemical considerations, 
unlike those of ascorbic acid, were not mitigated by the use of 
sulphite. Mr. C. U. CHARLEY, who opened the’ discussion on 
this paper, emphasized that dehydration offered possibilities 
of saving food that might otherwise go to waste, and instanced 
the possibility of using the’ outer leaves of cabbages, which 
appear to be very much softened by the dehydrating, process, 
and the large and mis-shapen carrots which normally may 
not find a market. Mr. T. RENDILE laid stress on the importance 
of pilot plant work, and Mr. B. G. McLgLcan on the possi- 
bilities of domestic drying. In his reply, Dr. Mapson also 
indicated how the use of dried foods, by expediting procedure 
in canteens and other communal kitchens, might effect a further 
saving ‘in nutrients that were progressively destroyed on the 
bot-plate. =. f 
Sir JosePpH BARCROFT RR final paper on the place 
that dried foods might and ought to have'in the general food. 
_economy of nations. In his opinion, desiccation of foods, be- 
cause of the considerations that had been put forward at the 
meeting, would put a premium on quality ; only the inefficient 
and unscrupulous producer of fresh food need fear competition 
from the new technique. Sir Joseph also discussed the two 
different kinds of glut, the, seasonal and foreseeable, and the 
casual and unpredictable, and expressed the view that the use 


of dehydrated foods in the kitchen might at one and the same. 


time make communal féeding easier, and help to put the family 

as- an institution on its legs again. Squadron Leader T. F. 

Macrae followed this more theoretical consideration with some 

_ practical data on experience of dehydrated foods in the R.A. F 
He was able to show, from experiments with considerable 
numbers of personnel as well as from laboratory tests, that 
these foods are not at all inferior in palatability or nutritive 
value to fresh counterparts. . Indeed, it would not be going 
too far to claim that the dehydrated foods, as consumed, had 
a higher content of ascorbic acid and were less liable to be left 
ar a plate than were the cooked fresh foods. 

Jom .HAMMOND, discussed the effect of the possible 
Per of dehydration, ‘with an adequate and, planned distribu- 
tion of dehydrating plants, on agricultural production, and 
anticipated that it might well lead to increased_food production 
in hitherto unexploited distritts. In the absence of refrigeration, 

„shortage of storage space in certain countries had been a bug- 
bear to those planning -post-war relief work, and dehydrated 
foods might help to save the situation. Greater availability of 
semi-prepared foods might help to reduce the drudgery of 
household labour and lower the cost of high quality food, thus 
also making out-of-season products available to people of 

' moderate incomes. 

" The chairman, Dr. H. E. Cox, in closing ‘emphasized that 
` the subject préseqted two problems :. the post-war problem, | 

when considerations of costing and economics would play an” 

important part in determining the scope of food dehydration ; 


4 


and the food problem of the present time, when it was a 
- matter of extreme urgency to use all methods so far available 
. to conserve the food of the nation and maintain its nutritive 
` value. This concluded proceedings: that had obviously been 
-of outstanding interest ; the Great Hall was full, and af certain 
times there were númbers of members or visitors in the gallery 
or standing at the back of the hall. ` Something approaching 
500 people must, have attended in the course of the day, and 
these included @ very high proportion of ‘those most active in 
the parallel fields of nutritional research and food technology. 
The day’s work was of value not only for the old information 
that it summarized and the new that it made public for the 
first time, but also for the contacts that it initiated or renewed 
between groups of workers, all of whom are essential for the 
full application of scientific knowledge to the problem of 
nutrition and human health. 





DIPHTHERIA IMMUNIZATION CAMPAIGN 


The Government is opening a campaign for more complete 
immunization of the child population against diphtheria. To 
inaugurate the campaign in the London region the Ministry 
of Information summoned a press conference at County Hall, 
when addresses were given by three medical officers of health. 
„Dr. W. Allen Daley, medical officer of health of the London 
County Council, said that in 25 out of the 29 metropolitan 
boroughs immunization was now carried out at the schools, 
either’ by the county council or borough council medical 
. Officers, while school medical officers, nurses, and teachers were 
co-operating to induce parents to sign the consent form. He 
estimated that 36% of the children now in London were pro- 
-tected against diphtheria, a great advance on the position in 
1937, when the figure was 5.3%, but far below the 75% which 
would be judged satisfactory. He mentioned the examples 
of Scotland (where the figures were 54% for the “ under fives ” 
and 71% for school children), of Montreal and Hamilton in 
Canada, and of New York. In New York an intensive cam- 
paign was begun in 1929, when the deaths from diphtheria 
were 463 in the year, and by 1940 they had declined pro- 
gressively to 10., In the county of London the notifications, 
which were just over 7,000 in 1936, fell to under 2,000 in 1940, 
and the deaths from 226 to 40, but there was a' rise in both 
notifications and deaths in 1941. Dr. Daley’s remarks were _ 
supported by Dr. H. Geffen, president of the Home Counties 
Branch of the Society of Medical Officers of Health, who, 
speaking of a total of 57 districts in the Home Counties, with 
a child population of over half a million, said that 35% of 
those under 5 and 48% of those between 5 and 15 had now 
‘been immunized, but the important thing to secure was the 
immunization of the young child at, the age of, 1*year or 
thereabouts. Dr. Geffen said that there was some evidence 
that parents were deterred from’ giving consent owing to the 
éxperience of the father, if on active service, of an unpleasant . 
inoculation for typhoid or dysentery. It should be emphasized 

in the campaign that antidiphtheria injections were practically 
painless and without unfortunate after-effects. He was asked 

if general practitioners could not be given the means of 
carrying out free immunization, to which he replied that he 
agreed in principle, but mass immunization at the municipal 

clinic was quicker, easier, and more economical. The general 

practitioner could not deal with large numbers at any one 
‘time, and therefore must be provided with a more expensive 
reagent and one more difficult to make than that which served 
‘the purpose’ of mass immunizations. Dr. G. Macdonald, as 
representing the Borough Medical Officers Committee, said 
that all the medical officers were enthusiastically behind the 
Ministry of Health in this campaign. Diphtheria immunization 

was_beyond the stage of experiment, it was easy to administer. 

safe, and capable at the very lowest of protecting 90% of 
the child population submitted to it. 

Full details of the Governments programme and a com- 
prehensive guide’ on the planning of local campaigns are 
contained in a pamphlet which has been sent to all welfare 

- authorities in England and Wales, The first part outlines the 
Ministry's central publicity, which~w4ll include advertisments 
in Sunday newspapers and a wide list of periodicals; broad- 


256 AUGUST 29, 1942 


RECENT ADVANCES IN DRUG THERAPY 


BRITISH : 
MEDICAL JOURNAL 





casts ; editorial publicity ; trailer films ; and national displays 
in 1,200 shop windows during August. The second part 
deals with the facilities which are being provided to assist 
local authorities’ publicity, including stereos for local newspaper 
advertising (which can be obtained free of charge from the 
Public Helations Division of the Ministry of Health) ; cinema 
slides ; the sound film ‘Defeat Diphtheria”; and a 4-page 
leaflet, a shop window poster, and a public transport vehicle 
bill produced by the Central Council for Health Education. 
Recommendations for local campaigns cover such points as 
timing and duration, press advertising, press conferences, and 
supporting material. , 


——— 





APPROVED NAMES OF DRUGS | 


‘ The General Medical Council has approved names’ for certain 
substances which are now béing pro uced, or are likely shortly 
to be produced, by British manufacturers, in some instances 
under ticcaees granted by the Comptroller-General of Patents, 
Designs, and Trade Marks. These substances have hithertc 
been ‘known under other names, which are given below together 
with the names now approved. The question of including them 
in the British Pharmacopoeia is under consideration, and if any 
of them is included the intention is that the approved name 
given below will be its official title. 


Approved Names Other Names 


Dienoestrol .. ae .. ‘Di-p-hydroxyphenylhexadiene 
Pheniodol .. P% .. Biliselectan 
Ethinyltesfosterone 
Lutocyclin : 

Lutogyl | 

Pregneninolone 

Progestoral 

Proluton C 


Ethisterone .. 


It is hoped that the early publication of these approved names 
may lead to their general adoption. I 


E 


'RECENT ADVANCES IN DRUG THERAPY 


In an interesting article on recent advances in drug therapy, 
L. S. Goodman (Bull. N.Y. Acad. Med., 1942, 18, 112) makes 
the following observations. The local use of ‘sulphonamide 
drugs has somewhat overshadowed the fact that their oral 
administration is a useful prophylactic in the quiescent state of 
rheumatic fever, in scarlet fever contacts when the Dick test 
is positive, and in meningococcus carriers—among other con- 
ditions. Theophylline is an effective bronchial antispasmodic, 
as are the synthetic substitutes for atropine—namely, novatro- 
pine, eumydrine, syntropan, and trasentin. Referring to. the 
various vitamins now ın use, he stresses the need for employing 
them therapeutically only when there is a definite deficiency. 
Quinine has been found to be effective in the symptomatic 
treatment of myotonia congenita. Papaverine is a useful 
vasodilator in the emergency treatment of arterial embolism. 
Goodman points out that the newer and purified- digitalis 
glycosides (e.g., the lanatosides A, B, and ©) are more expensive 
than digitalis leaf, and that the busden of proof that they are 
better than the leaf still rests on those making such a claim. 
Benzedrine, he notes, is especially useful in the treatment of 
narcolepsy, and may prove a valuable adjuvant to phenobarbital 
for epilepsy and to the belladonna alkaloids for post-encephalitic 
Parkinsonism. He observes that no untoward symptoms have 
resulted from the treatment of threadworms with phenothiazine 
(the experience in this country 18 different). From 1929 to 1941 
an extensive research on morphine was undertaken jointly by 
the National airs Council, the Narcotic Bureau of the 
US. Public Health ice, and the Universities of Virginia 
and Michigan. Of the many substitutes synthesized. the most 
promising was “ metopon,” a methyl derivative of dilaudid. 

Goodman observes that the use of desoxycorticosterone or 
other cortical hormanes in the prophylaxis and the treatment 
of shock is still a questionable procedure. He states that 
desoxycorticosterone increases the blood volume “byv a renal 
mechanism.” But the problem of shock is not loss of circula- 
ting fluid pee the kidneys, but rather through widely dilated 
or injured capillaries. Until, therefore, it has been shown that 
the adrenal cortical hormones influence the distribution .of body 
fluids By affecting the permeability “of capillaries, their use in 
shock must be viewed sceptically. 
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Megaloblastic Anaemia of Pregnancy and the Puerperiom 


Sir,—In reply to the letter by Dr. M. L. Thomson (Aug. 15, 
p. 198), which criticizes our comminication of July 11 (p. 31), 
we beg to submit the following observations. 

1. We are in full agreement with the dictum that “ discussion 
demands a clear definition of the ‘megaloblast,’” but unfortu- 
nately, as your correspondent observes, “dissension exists on 
this point.” We are indeed surprised to learn that Dr. Thomson 
proposes to confine the term “megaloblast” to the “haemo; 
globinated ” classical megaloblast of Ehrlich. The type “A” 
megaloblast of Israels is described by this author as a large 
cell with dark blue (non-haemoglobinized) cytoplasm, which 
in pernicious anaemia may constitute as many as 41.8% of 
the total marrow cells in sternal puncture films. Your corre- 
spondent is apparently labouring under the impression that 
all large basophilic red cell precursors are “ proerythroblasts.” 
If this be so we would’ suggest that before undertaking to 


publicize the haematological doctrines of Israels he should seek - 


further instruction from his mentor. ` 

In our view the adjective megaloblastic as applied to marrow 
films is warranted when a high proportion of the red‘ cell 
precursors are of a primitive type—i.e., large cells with abun- 
dant basophil cytoplasm and a large nucleus displaying a 
finely reticulated nucleoplasm. Such cells may appear occa- 
sionally in many conditions, but in our experience are only 
found in large numbers in anaemias due to deficiency of the 
liver principle. In his published descriptions Israels dis- 
tinguishes his type “A” megaloblast from the proerythroblast 
solely by certain details of nuclear morphology. We are of 
the opinion that these distinguishing features are not sufficiently 
constant or well defined for their ready recognition. However, 
from the practical point of view this is of little importance, 
as the proerythroblast of Israels ıs not found in considerable 
numbers in marrow films except in conditions where megalo- 
blasts also are numerous. Having exchanged slides and engaged 
in an amicable and, we trust, mutually helpful correspondence 


with Israels, we feel that although we may differ from him’ 


on certain cytological points of considerable academic interest 
we are unlikely to disagree over the recognition, of-a megalo- 
blastic marrow film. 

We admit that the value of our paper might have been 
enhanced to haematologists by the inclusion of photomicro- 
graphs and detailed cytological- descriptions, but as the paper. 
was addressed primarily to practising clinicians we did not 
consider that such a course was called for in view of the need 
for economizing in space, and, furthermore, because detailed 
illustrated descriptions of the erythroblast series of cells had 
recently been published by us in the Quarterly Journal of 
Medicine, to which a reference was given in our paper. 

2. Your correspondent takes exception to the inclusion in 
our series of 3 cases in which sternal puncture was not done. 


‘That sternal marrow films were not available in these 3 cases 


is regretted by none more than ourselves, Perhaps we should 
have ‘omitted these cases, but in view of the rarity of this type 
of anaemia of pregnancy we did not consider it unreasonable to 
include them, as in their peripheral blood findings, clinical 
features, and response to treatment they displayed such a 
similarity to the 13 cases in which the sternal marrow was 
investigated. We fully admit that in these 3 cases concrete 
proof of the anaemia being megaloblastic is lacking, and if 
Dr. Thomson chooses to regard a severe anaemia with a colour 
index of 1.33 which responded with a reticulocyte crisis to an 
injection of liver extract as normoblastic in origin, he is 
obviously entitled to his opinion. Presumably he refuses to 


regard his cases of Addisonian pernicious anaemia as megalo- 


blastic unless sternal puncture has been performed. 
3. Your correspondent inquires on what grounds was our 


as a megaloblastic anaemia beċause in the sternal marrow film 
large numbers of megaloblasts were present. Although many 


' 


It was regarded, 
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normoblasts were alsq present in the bone marrow’ this is to be. 


expected when the red cell count is over 3,000,000. , The relative 


` increase of normoblasts ın association with a low colour index 


7 


(0.75) was attributed by us to a dual deficiency of liver principle 
and iron,,a combination whichi in our experience not uncom- 
monly occurs. i . r 

The further criticism of certain of our cases in whish sternal 
et could not be performed before the injection of liver 


jextract had been started, we answer by stating that in each 


case the cytological findings were- fully consistent with those 
observed by us in cases of Addisonian pernicious anaemia 
at varying time intervals after initiation of liver therapy. 


A 


4, Your correspondent’s dogmatic and unqualified statement 


that “ the usual pernicious anaemia of pregnancy clears up after 
pregnancy” is, we consider,.dangerous and. unscientific, for 
unless it is realized that a considerable Proportion of such cases 
may require intensive prolonged tréatment and maintenance 
„of life with blood transfusions, lives will be lost unnecessarily. 
It would be interesting to know upon what grounds he names 
such anaemias “ pernicious,” and whether he has studied their 
sternal marrow ‘films. - : 
; In conclusion, we too would enter a plea. Although the 
„history of haematology rivals that of theology in its sectarianism 


~ 


and doctrinal intolerance, surely the time has come when’ 


clinical haematologists should preserve a-sense of proportion 
in their reactions to technical controversy. The heat engendered 


' by discussions on cytological minutiae’ should not be allowed 


to obscure a clear appreciation of what is and what is not 
important in itg practical application to diagnosis and treatment 


, of diseases of the blood—We are, etc., - 


> L. S. P. DAVIDSON. 
Li J. Davis. 
JAMES INNES. 


" Edinburgh 


Sm,—Embryologists have for long recognized that in the 
mammal] there are ‘two types of red, blood cell formation—the 
primitive and the definitive. The primitive is concerned with 
the development'of primitive mesenchyme cells into primitive 
haemocytoblasts and thereafter into megaloblasts and megalo- 
cytes; the definitive with their differentiation into definitive 
haemocytoblasts and thereafter into macroblasts and macro- 
cytes, normoblasts and normocytes. ' These changes may be 
represented schematically as follows: i 


i a i 


ve Definitive euler esc ` 
Primitive or haemocytoblast pa , 
embryonic is Normoblast Megacaryocyte paren 
red blood cell } Megaloblaw [ 1 I “cell 
formation ~ Normocyte i blast formation 
\ Macrocyte 
Ehrlich held the view that in pernicious. anaemia 


red blood formation had reverted to the primitive type ; 
according to him algo the megaloblast was a large haemoglobin- 
containing cell with a leptochromatic nucleus, which was to 
be. found in small numbers in the circulating blood of patients 
‘with pernicious anaemia, This cell ripened into the non- 
nucleated form, the megalocyte. At a-Jater date Nägeli 
described two other cells of definitive lineage—the macroblast 
and the macrocyte—as occurring in the blood in certain con- 
ditions. Where this takes place the marrow is organically and 
physiologically sound, but, owing to certain adverse influences, 
the removal of which brings about restitution to normality, 
it.is for the time being functioning abnormally. In pernicious 
anaemia, however, with its megalocytic blood formation, the 
marrow is the subject of organic disease without known cause 
capable of removal, = 

Peabody, who was regarded'as the authority on the subject, 
was of opinion that the predominant ceil in the marrow in 
pernicious anaemia cases was the megaloblast. In 1928, how- 
ever, I pointed- out that his megaloblast was in reality a 
haemocytoblast ; and later (1934) Turnbull expressed q similar 
opinion. There is, in fact, no justification historically, morpho- 
logically, or otherwise—indeed, on the contrary—for supplant- 
ing the haemocytoblast of the embryologist by the megaloblast 
of the haematologist ,in this setting. . 


‘In the diagram by Dr. M. L. Thomson (Aug. 15, p. 198), in 


which he presents ‘schematically Israels’s idea of red ‘blood cell Surrey County Hospital, Kingston-on-Thames 


À 
1 ’ 


‘result that, while the 


development, it will be seen that while the megaloblast is placed 
in a separate lineage from the normoblast, it 13 shown as ripening 
into the macrocyte, not the obvious megalocyte, to me a quite un- 
intelligible procedure. It will be difficult, further, to justify the 
addition of the term “ proerythroblast ” (in place of the commonly 
employed “ haemocytoblast ) to the already overloaded and con- 
fused nomenclature. Again no distinction is, draw between 
Primitive and definitive haemocytoblasts (proerythroblasts), with the 
i 8 has indeed been relegated to a 
separate lineage, the whole confusion arising from the’ idea that 
megalobiasts can develop into normoblasts still persists, the difficulty 
being merely shifted one stage backwards. Finally, while it may be 
supposed that the term “ erythrocyte" in the diagram is really 
intended for “ normocyte ” I am unaware of any justification for the 
Suggestion that the normoblast develops into the macrocyte. 

Davidson, Davis, and Innes (July 11, p. 31) supply no evidence that 
the, preponderant cell-in the marrow of their cases is the megalo- 
blast; and before the title of their Paper can be justified it will 
have to be shown also that the condition they are dealing with is 
one concerned not with macroblasts afid macrocytes but with 
megaloblasts and megalocytes. The facts are all against the possi- 
bility of this being realized. 

Several other points, such as the function and fate of the 
megacaryocyte, the inner significance of anisocytosis with the simul- 
taneous presence of megalocytes and microcytes, and the part played 
by deficit of liver agent in megalocytic and maciocytic anaemias 
respectively, could be elaborated, but as these haye already been 
discussed elsewhere and ‘are at Present being dealt with again in an 


` article in the Press, there is no necessity to consider them here. 


—I am, etc., 


Aberdeen J. P. McGowan, 


$ 


Sm, —The article by Prof. L. S. P. Davidson, Dr. L. J. Davis, 
and Dr. James Innes (July 11, p. 31) is of great value to the 
obstetrician, as-up to the present time few such thorough 
clinical investigations on that subject have been carried out, 
In 1931 I published one of the first follow-up cases of 
pernicious anaemia of pregnancy (Zbl. Gyndk., 1931, No, 23, 
referred to-in DeLee’s Principles and Practice of Obstetrics, 
1938). The-case was that of a 25-year-old primipara, who 
was admitted to our clinic as a case of pre-eclampsia in labour. 
According to the history, the patient was well up to the third 
month. She then became pale and complained of dyspnoea 
on exertion, palpitations,’ dizziness: In the 10 days before 
admission she developed oedema of the ankles, headaches, 
and great weakness. The general examination of the very 
dyspnoeic patient made one think first of a decompensated 
mitral failure. The second stage of Jabour had to be shortened 
by forceps, followed by intravenous Ringer's drip infusion in . 
view of the appearance of shock. Her condition improved. 
Urine: albumin +++, urobilinogen+-+ +; stools: urobilinogen 
+++. The routine clinical examination after the confinement 
and the complete blood count’ showed most of the outstanding 
features of pernicious anaemia of pregnancy: R.B.C. 1,800,000, 
Hb 37%, colour index 1.02, W.B.C. 4,200, amisocytosis, 
macrocytosis, oyalocytosis, reticulocytes: 110%. Under sys- 
tematic liver therapy tħe patient was completely cured within 
four weeks and remained so, as the later post-natal examina- 
tions showed. 
~ Such a case is important from the clinical point of view 
as many anaemic patients are often admitted to hospitals as 
cases of “toxaemia” or “congestive beart failure.” It shows 
the need for early recognition of Aubertin’s classical - triad, 
“ anaemia—dyspnoea—oedema,” in routine ante-natal examina- 
tions, and, as the Edinburgh authors particularly emphasize, 
peripheral blood pictures’ and sternal marrow examinations 
in suspicious cases of anaemia in pregnancy. Labour brings 
about acute exacerbation of anaemia, which is the reason 
why early blood transfusions with vigorous haematinic treat- 
ment ‘should be carried out after the agnosis has been made. 

The authors’ proposal to replace the old-fashioned term 
“ pernicious anaemia of pregnancy ” by “ megaloblastic anaemia 
of pregnancy ” is certainly scientifically justified. The thorough 
differentiation of this type of anaemia from the cryptogenetic 
Addisonian-Biermer pernicious anaemia in view of the 
temporary duration has been pleaded formerly by obstetricians 
(Heim, 1923, Oettingen, 1924, in their works on pregnancy 
and pernicious anaemia).—I am, etc., 


WALTER SPITZER. 
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Treatment of Haemophilia 


Sm,—Though the letter from Dr. R. G. Macfarlane and Prof. 
L. J. Witts (Aug. 1, p. 140) is most opportune in pointing the 
way to the management of haemophilia, it is necessary to admit 
that in this disease continued haemorrhage, even if slight, 1s 
a matter for serious concern and a source of great anxiety. The` 
arrest of the bleeding at the site is an important part of the_ 
treatment and may be an urgent problem, and it is necessary 
to consider thoge measures which are ready to ‘hand and can 
easily be applied. In the case which has led to this discussion 
it would appear that the bleeding. was not arrested but was 
merely deviated, hence the extravasation into the tissues of 
the floor of the mouth and the fatal result. The course of 
events in this case emphasizes that, whatever measures are 
employed, it is essential that the bleeding should be arrested 
and not merely obscured. In order to bring this about in 
haemophilia some reliqble haemostatic preparation must be 
brought mto intimate contact with the bleeding area, and to 
accomplish this it is necessary to remove clots, debris, or soft 
oedematous granulations if they have had time to spring up. 
In my experience ordinary turpentine ıs an excellent haemo- 
static provided it is properly used. In the Lancet for July 31, 
1915, I drew attention to the value of turpentine as a haemo- 
static, and was subsequently reminded by a correspondent that 
Billroth had extolled its virtues in his Surgical Pathology and 
Therapeutics (New Sydenham Society, 1877). 

In dealing with a tooth socket the matter is quite straight- 
forward, Under a good light the socket must be swabbed out 
until it is empty and as dry as the oozing will allow. -A small 
strand of ‘gauze-or-a strip of lint which has been soaked in 
turpentine and firmly squeezed out is then packed firmly into 
the socket. Any excess is cut off, and a small piece of folded 
dry lint or gauze is placed on top ‘of the packed socket in order 
that it may soak up any excess of turpentine. It is only neces- 
sary to keep this pad in position for an hour or two. A 
conscious and intelligent patient may be able to hold it in 
position with the finger, thus exercising useful pressure ; in 
other circumstances a rather bigger ptece may be used and the 
jaws may be bandaged together, so that in this way the pad 
is kept in position and pressure is exercised. In about four 
days the socket plug will be found to be loosened by a slimy 
discharge, which follows the use of turpentine, thus enabling 
the plug to be easily withdrawn and without recurrence of 
bleeding. If, in the process of removing the plug, there should 
happen to be the slightest sign of recurrent haemorrhage the 
surgeon must be content to cut away that part of the plug 
which has already been Iddsened and the remainder must be 
left in position for another day or‘two. One other word of 
caution is necessary. The number of pledgets of lint or gauze 
mtst be cafefully ‘cotintéd ‘and recordéd, for I have “known a 
persistent sinus develop into the mouth as the result of a plug 
of this sort which was overlooked and left in situ. 

I have* used this plan in several cases of bleeding in 
haemophiliacs, not only from tooth. sockets but from other 
situations, and with unvaried success. +I therefore feel that I 
can recommend it as being convenient and efficient if properly 
used. Haemostatics like Russell’s viper venom and some other 
preparations are stated to be very efficient, but they are not 
always readily obtainable; whereas, turpentine is almost in- 
variably to be had. Of course in these days the measures for 
the control of the haemophilic state will also be employed.— 
I am, etc., 


London, W 12 G GREY TURNER. 


Social Medicine 


Sır —We all welcome the establishment of a chair of social 
medicine as we welcome any new institution based on an ideal, 
but I trust that laymen twho may chance to read recent letters 
on the subject will not get the idea that somehow ‘the clinician 
or the laboratory worker has been to blame for the neglect 
of the subject hitherto. The profession has aways had those 
with ideals and willing to spend their energies freely in the 
public. good. For example, the profession cannot be held 
responsible for the present state of affairs in regard to diphtheria, 
industrial fatigue, and tuberculosis. It surely ought not to 
be necessary for the Chief Medical Officer of the Ministry of 
Health 'to have to ‘appeal-to the public regarding immunization 
against @iphtheria. Why. is not made compulsory only the 


politicians know, and meantime hundreds of children die 
annually from the disease! 

In the same number of the Journal in which the new chair 
was announced (July 25) Dr. H. M. Vernon (p. 108) is reported 
as deploring the neglect of the investigations made during the 
last war in regard to industrial fatigue—made by official bodies 
at public expense. All who know anything of the subject are 
agreed that the application of many of the published findings 
would not only improve the health of the workers but would. 
greatly increase our war output. Under the’ present wasteful 
system, which is responsible for the loss of millions of working 
hours, the workers, however, get more money, and the employers 
do not complain as it would otherwise go on the excess profits 
tax. We must not, however, decry this tax too much, for it 
is agreed that it, has been chiefly responsible for the greatly 
increased facilities now given to medical officers. Many of the 
Government Departments are staffed by individuals so exhausted 
that they cannot be expected to administer as they ought and, 
many are too tired to realize it. Increasing sick-leave will soon 
take its toll of those who really work hard too continuously. 

With regard to tuberculosis the problem is more complex, 
but again is not so much one for the doctor as for the adminis- 
trator and the public. Even if we could diagnose every case 
of tuberculosis in the country, what further could’ be done 
without a great change in the public attitude to the subject? 
It is too commonly forgotten that the young person who may 
feel quite well does not wish to be labelled tuberculous, while 
many a man with a positive sputum lives an effective life (and 
disseminates the disease presumably) for more than 20 years. 

A first step in social medicine is the proper education of 
the public towards preventable disease, and we might begin 
in the universities, which ought to be the leaders of thought. 


‘There are still too many so-called educated people in the com- 


munity who fail to recognize that a properly planned society. 
which is so essential in our overcrowded island, is impossible 
unless those who guide public opinion know more of the 


~ essential scientific facts upon which such a society must depend. 


All. university students ought to have a compulsory course of 
social science, which would include instruction in the mainten- 
ance of health. . 

We must beware lest the new social medicine be relegated 
to the same academic obscurity as sociology or involved in 
party politics, for its recommendations will often run contrary 
to individual freedom. Let us hope that the new institution will 
not be another body crying in the wilderness, but will be a real 
source of inspiration to the public conscience*—I am, etc., 

King's College, London R. J. S. McDowa tr. 


Trichlorethylene as a Gencral Anaesthetic i 


Sır, —I'wås inferestèd in the letter by Drs. K. G. Lioyd- 
Williams and D. Hewspear (Aug. 8, p. 170) describing temporary 
auricular fibrillation in a patient undergoing partial tbyroid- 
ectomy under trichlorethylene anaesthesia. It is, of course. 
possible that the fibrillation was due to trichlorethylene. 
although up to the present electrocardiograms have shown that 
arrhythmias under this anaesthetic are usually caused by either 
auricular or ventricular extrasystoles. There are, however, two 
other factors in this particular case which seem to me more 
likely to have caused the condition 

In the first place, the arrhythmia was first noticed “ im- 
mediately after intubation.” Temporary arrhythmias quite 
commonly follow intubation, and this is one of the reasons why 
I abandoned endotracheal anaesthesia as a routine for unob- 
structed goitre operations. A considetable amount of work 
has been done on this subject, and it has been shown (Reid, 
L. C., and Brace, D, E., Surg. Gynec. Obstet., 1940, 70x 157), 
that arrhythmias are most likely to ogcur if intubation is per- 
formed under light anaesthesza and if the premedication includes 
morphine or one of its derivatives. ‘The condition appears to 
be reflex in origin. \ ; 

The second factor is adrenaline, which was used in the high 
concentration of 1 in 150,000. For many years I was accustomed 
to‘infiltrations of 0.5% novocain and 1 in 250,000 adrenaline. 
although tachycardia and arrhythmias followed fairly fre- 
quently. On one occasion fatal primary cardiac failure, 
probably ventricular fibrillation, occurred immediately after 
infiltration. I then tried reducing the adrenaline concentration. 
but found that the vasoconstriction became unsatisfactory. 


, 
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Eventually, after a latent period’ of nearly 20 vas it slowly 
dawned on me that if the- -patient was anaesthetized with nitrous 
oxide and oxygen, the novocain not only performed no. useful - 
function, but was actually a nuisance, in that its vasodilator 
effect counteracted the adrenaline. On omitting the novocain, 
the adrenaline, can be reduced to 1 in 500,000 in normal saline. 
If this solution is used for infiltration at least 20 mimutes before 

e surgeon makes his incision, a practically bloodless field 
results, and I have never seen either tachycardia or arrhythmias . 
result. ` 

From the reasons given above I think,it doùbtful whether 
trichlorethylene itself caused fibrillation in this specific- case, 
but at the same time our knowledge of the effects of the drug 
upon-the cardiovascular system. in man is far ‘from complete 
and the publication of any additional ‘data is valuable.— 
I am, etc., 


“St: Albans, Herts oan. x ©. Lanaroy HEWER. 


The Medical’ Curriculum 

SIR, —The writer of the leading article under this heading 
(Aug. 15, p..191) makes a number of statements which are at 
variance with ‘the facts as regards both the final examination 
and medical, education, at any rate in'a progressive teaching 
hospital. If this was simply the. expression of an individual 
opinion it would be of small consequence, but when published 
as a leading article in your Journal it has a different significance.' 
From what the writer says it would seem that he has but 
slight acquaintance either with the final examinations or with 
the modern methods of ‘medical education. He speaks of 
“ bizarpe-cases,” which he imagines are hunted up with, great 
difficulty for the purposes of ‘the final examination and then 
disappear either ‘until the next examination or death claims 
them. 

From an extensive personal experience as, an examiner in 
‘medicine for the Conjoint Board, the Universities of Oxford 
and London, ‘and the membership of the Royal College of 
‘Physicians, I can say that ‘his statement (with regard to the 
final examinations in medicine is quite erroneous. “Bizarre 
cases " are not wanted for final clinical examinations, and 
there is no difficutly -whatever ‘under peacetime conditions in 
finding any number of suitable “patients from the ordinary 
hospital clientele. . Under war conditions suitable cases can be 
found without difficulty in the sector hospitals. 

-With regard to clinical education, the writer suggests that 
the methods now in vogue differ hardly at all from the method 

of “ walking the hospitals” .as practised, I suppose, some 60 
or more years'ago. What a travesty of the truth! He speaks \ 
‘of an alternative in “ the scientific or physiological approach 
for which many teachers hanker.” Inferentially one must 
assume that this method is forbidden. But im my experience 
it is the one at present in vogue in any modern and progressive 
medical school. Surely, sir, if the teachers hanker for this 
method all they have to do is to employ it. I do not under- 
stand ‘what the “synthetic method” may be, but if, as I 
suspect, it means spoonfeeding, it is surely to be deprecated. 
‘There are few who would not agree that the curriculum needs 
_ revision ‘and that the scheme of medica] education could be 
` improved, but do not let us discard what is good in the existing, 
order of things simply for the sake of something new and call 
the result progress. The writer, for, instance, seems to ‘think 
that clinical clerkships are to be deprecated, but surely the 
investigation of the patient by the student at the bedside is 
one of the most essential aspects of medical education. 

J should like to end on a note of complete agreement with 
the writer when he says with regard to pre-clinical teaching ' 
that it is not clear why so little time is left for the study of the 
mind., The reason for this, and its cure, , lie largely with the 
anatomists and physiologists. There are signs, however, that 
they ‘a > becoming conscious of the need, for a thorough 
revision of the teaching of their subjects. —I'am, etc., 

London, W 1. C. M. HNDs-HOWELL. 


Sm,—Referring to your leading article on the medical 
curriculum (Aug. 15, p. 191), I think that the emphasis laid - 
on the division of the curriculum into pre-clinical and ‘clinical 
is unfortunate. The division is, , Perhaps “ ‘convenient in many 
ways, but it is wholly artificial and edjicationallyunsound. ° It 
has done much. to obscure for students the importance of 
scientific methods. in medicine by the implicatio on that once 


' . ' 





the official examinations in anatomy.and physiology are passed 
there must be developed a new outlook and a new technique 
which comprise the mystical “art” of medicine. It has also 
set up a barrier against that close co-operation between 


„anatomists, physiologists, and clinicians which is so essential 


in any sound scheme of medical education. Thé intelligent 


_.Study of medicine is based -on the application of principles 


common to anatomy, physiology, pathology, and ancillary 


subjects, Anatomy and physiology “must continue to be 


taught after a student has begun hospital work, not as applied 
anatomy or applied physiology (as though the earlier work 
had no application to medicine), but asa natural continuation 
of the subjects. 

Your article states: “It is also clear that life is too short 
for the medical student to learn everything from the funda- 
mental or scientific standpoint, and it seems probable that he 
will have to get his scientific educatien and background in his 
` pre-clinical years and devote t the clinical years to the acquisition 
of technical skill.” If this is accepted there seems to be no 
need for a “ pre-clinical” period; let us revert at once to a 
complete system of apprenticeship so that more time may be 
available for the acquisition of these “ technical skills” which 
appear to have no relationship to scientific method. 

There can be no satisfactory advance in medical education 
until the curriculum is reviewed as a whole, and the teaching 
in different departments is correlated so that the student may 
see, so far as present-day. knowledge will allow, a logical 
application of fundamental principles in the presentation of 
clinical work.—I am, etc., 


Fa-ulty of Medicine = 
The University, Sheffield, 1. i 


` 


7 Urethral Instrumentation 

Sm,—Both Mr. Clifford Morson (June 20, p. 771) and I 
(July 4, p. 25) were led by our own observations to deplore 
the ill results that follow upon inexpert treatment of cases 
of retention .of urine. Mr. Morson proposed as a remedy 
more efficient training in the operation of passing a catheter, 
whereas I suggested that, as more than the operation itself 
was involved in the treatment of these cases, the patient should 
be regarded as an emergency and admitted to an institution. 

Dr. Vincent Norman replied to my suggestion by minimizing 
the dangers of catheterization in the patient’s home, and by 
stating that practitioners were fully aware of these dangers 
and accordingly took precautions against them His arguments 


. À. CLARK. 


`about the difficulty of admission to an institution at 3 a.m. 


do not, I am sure, hold with regard to a perforated peptit 
ulcer, and, therefore, should not apply to acute retention. I 
am prepared to admit that many institutions do not welcome 
these cases, and the faųlt, lięsoften with the surgical staff ; 
but then I am not out to attack practitioners but to find the 
best method of ‘treatment of these patients. I am not a one- 
specialty man, and the remainder of his letter is thug irrelevant. 

I could quote a number of cases illustrating how justified 
I was in my complaint, but will, for space reasons, cite the 
most significant one. A patient two years previously had had 
retention relieved by‘ catheterization ; his relief was great and 
his gratitude very real; he was not encouraged to have an 
oneration, I saw him recently with chronic retention and a 
blood urea of 300 mg.%.. He was probably a fit, healthy man 
with little renal damage when he developed retention previously. 
He was catheterized successfully in every way; in fact so 
excellent was this treatment that he was afterwards able to 
pass his water freely. Unfortunately the prostate continued 
to enlarge, and when admitted he was near to dying from 
uraemia. I should like to hear some opinions of the percentage 
‘of patients with retention who, after catheterization. pass their 
water freely, and have no more serjous trouble beyond the 
slight prostatic symptoms so commonly met with in elderly 
men. In my experience a man who has developed retention 
will almost certainly require further treatment later. 

- I regard acute retention as almost an absolute indication for 
operation, in the same way that an. attack of appendicitis is 
an indication for appendicectomy either then or later in a 
quiescent phase. If this is so, then the sooner operation is 
performed the better; these patients are getting older, and 
their Kidneys are being progressively damaged. Catheterization 
then becomes a pre-operative treatment, and the surgeon should 
be permitted to express his views oħ how it should be carried 


t 
j 


` 


~ “pathological” phenomena. 
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out. In the Collected Papers of the Mayo ‚Clinic, 1940, there 
is a report of 1,000 perurethral operations with a mortality of 
under 1%. The average age of the patients was 70, and 43 
of them were over 80. On these figures Dr. Atkinson will 
agree that one should not too readily assume that a patient 
is too old for surgical treatment. 

In brief, the ideal procedure should be to transfer the patient 
as rapidly as possible to hospital after having given a dose 
of morphine. There he should, after shaving, be catheterized 
with a rubber or silk web instrument with full aseptic technique, 
preferably in the theatre ; the bladder should be decompressed 
gradually and then allowed to drain through a tied-in catheter. 
A house-officer dealing with one or more of these cases ‘every 
week can be trained by the surgeon to carryout the manceuvre 
efficiently. In remote parts of the country such a plan may 
not be possible, and then I would agree that catheterization 
may become necessary. J would suggest that' not more than 
1 pint should be withdrawn and admission to an institution 
then arranged during the following 6 hours.—I am, etc., S 

Reading GoRrDON L. BON. 

‘Jung’s Psychology 

Sır —Your sympathetic review of Dr. Jacoby’s book The 

Psychology of C. G. Jung makes the following statement: 


'“ Jung does not in any way refer theoretical ‘structure and 


function’ of the psyche to the ‘structure and function of the 
body; consequently [I] in some ~ways his teaching is more 
of a religion than a science, and is said to have wider applica- 
tion than ‘medical healing.” ‘This, I think, requires comment, 
because it might well in certain circles damage the reputation 
of the medical psychologist who uses Jung’s method in his work. 

In the first place it is not true to say that Jung does not 
relate mental to physical structure and function. I may quote 
in this connexion an article published in your Journal in, I 
think, 1938, in which a report of a dream sent to him is quoted 
giving a diagnosis of organic disease in a particular part of 
the brain. I may also refer to a similar diagnosis in Modern 
Man in Search of a Soul. Other references will be. found in 
Contributions to Analytical Psychology, while one of his 
followers, Prof. Heyer, has dealt with the gastric neurosis in his 
book Organism of the Mind. ` 

It remains true, however, that analytical psychology is firmly 
based on the psychological standpoint, but there ıs no reason 
to think that Jung’s work has produced something that is even 
“ın some ways... more a religion than a science. Jung 
is simply a student of human nature, and his work is neither 
more nor less scientific than that of others who are interested 
in the same subject. It should be realized that Jung has 
created not a branch of medical psychology but a new method 
of studying the unconscious process, and it is only one aspect 
of his work that is concerned with psychotherapy. This is 
why analygical psychology has a “wider application than 
medical healing.” He has investigated “ normal” as well as 
In the course of his researches 
Jung came across essentially religious phenomena, but he has 
never gone beyond the strictly scientific standpoint of recording 
and classifying the phenomena which he has observed. He 
has no more created a religion than have the anthropologists. 

The sort of mistake which is contained in your/review may, 
to a certain extent, be laid at Jung’s door, for his writings often 
presuppose a knowledge Which only a few people possess. 
Conceivably he should be more elementary, but it is readly the 
task of analytical psychologists to fill in the gaps which he 
leaves.—I am, etc., i 


Nottingham, MICHAEL FORDHAM. 


Scabies ‘ , 


Sir,—Dr. A. M. H. Gray (Aug. 8, p. 170) comments on th 
rayity of scrotal dermatitis as a complication of the treatment 
of s scabies by benzyl benzoate. ‘Approximately 8,845 persons 
have received this treatment at the Birmingham Public Health 
Department’s scabies treatment centres during the past 18 
months (6,413 by the spirit soap lotion and the rest by the 
One case of scrotal 


f 


dermatitis hds been reported, and in this case the patient had’ 


followed up his benzyl benzoate treatment with a couple of 
hot stromg lysol baths. e interest of this case lies in the 
fact that, had I not been able to see the patient personally 


and so learn the whole story, the dermatitis must necessarily - 
have been attributed to the benzyl benzoate. 

Dr. Gray mentions that the treatment cannot be carried out 
by the patient himself. This is often said; I wonder why. 
Surely there is one, and only one, essential requirement—that 
the emulsion should be applied to every part of the patient’s 
skin (face and scalp excepted, of course). I should have 
thought that an intelligent patient, anxious to be cured, was 
perfectly capable of doing this. In fact ıt seems likely that 
the patient might be more thorough in the treatment of, say, 
his genitals (an important site of infection in the male patient) 
than would a trained attendant. I ám not advocating self- 
treatment as a routine; my pornt is that success in treatment 
is proportional to the care with which the benzyl benzoate 1s 
applied, whether by attendant or by patient, and accordingly 
it is a method well suited to use by the intelligent patient in 
his own home under medical guidance.—I am, etc., 

Burmingham L. J. BACON. 


Sir,—Your leading article (July 11, p. 44) should help to 
rouse the, medical profession to attack the problem of scabies 
with a’ greater measure of success. For 250 years we have 
sheltered behind impressions and beliefs rather than facts. 
Surely this is why you find it “ remarkable that scabies should 
be so difficult to control.” We are often unable to trace the 
source of an infection; we are not sure of the length of the 
latent period before symptoms occur; we may ibe unable to 
confirm our diagnosis; and we cannot be certain that viable 
mites do not remain after treatment. 

You rightly draw attention to the carrier or latent: case who 
harbours, live mites without rash or irritation. I do not, how- 
ever, consider such persons alone to be insensitive to the 
parasite, as experiments with live mites burrowing and crawling 
on the skin lead me to seek some cause for the irritation other , 
than the progress of the mites through the skin. . 

You refer, to the need for suspecting vesicles near the hands 
or feet. For 6 months I examined the contents of vesicles in 
vain, until it was explained-to me that the burrow, however 
short, lay in the cuticle superficial to the vesicle, and that the 
vesicle was deep to the entrance rather than to the active blind 
end of the longer burrows. There is evidence that this con- 
fusion between burrows and vesicles often leads to disap- 
pointing results in the search for the acarus and to errors in 
diagnosis in atypical cases: ' 

Dr. Kenneth Mellanby, Major C. G. Johnson, and Mt. W. C. 
Bartley (July 4, p. 1) find that benzyl benzoate lotion with soft 
soap and spirit is effective in the treatment of scabies, but you 
mention this as the only sarcopticide to be compared with 
sulphur ointment. The dermatitis sometimes caused by this 
lotion does not occur when benzyl benzoate is employed as 
an aqueous emulsion with wax, or as a simple solution in 


` spint. 


I agree that an increased accuracy of diagnosis is essential, 
though I believe that such an advance will only follow a keener 
interest in and search for the parasite. I admit that in the 
Army our diagnosis may not always be above reproach, but 
I am not a little disappointed when, after confirming the 
diagnosis in a soldier, I find that his small child has been 
attending the local clinic for the past three months with a 
“teething rash,” and that his wife has irritating spots on her 
wrists and, fingers which her doctor attributes to the new 
national flour—I am, etc, 


' H. F. Lunn, 
Captain, R.A M C. 


Tietze’s Disease 
Sir,—Following the article on Tietze’s disease by Drs. A. 
Morton Gill, R. Arden Jones, and L. Pollak (Aug. 8, p. 155) 
the following case may be of interest. In this instance the 
pain and swelling of the cartilages appear directly to have 
preceded an attack of pleurisy. 


The patient, a labourer aged 35, was admitted to Guy’s Hospital 
on July 5, 1942, complaining that 10 days previously he started 
getting pain over the mght side of the sternum together with 
dyspnoea and inability to bring up sputum. He went to bed and 2 
days later noticed a swelling developing just to the right of the 
sternum. On the 4th day he began to get pain in the left axilla 
over the 7th and 8th ribs. This second pain was pleuritic in nature 
A, few days after admission a doubtful.rub was heard in the left 
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axilla, Previous illnesses : . chronic bronchitis many years; about 3 
attacks of asthma each winter. No family history of: tuberculosis. 

On July 23 he was transferred to a war hospital. He is still some- 
what short of breath, but the pleurisy has subsided. ‘He complains 
of an aching pain on the right of the sternum which is!made much 


worse by deep breathing. He is, a-lean man with sallow. complexon ; 


intelligent ; all finger-nails are nibbled to the moons. Blood pressure 
130/90. Mouth, some pyorrhoea.. Chest movement, Jargely'up and 
down. Poor aur entry with scattered low-pitched rhonchi. Very 
tender over the right 4th, 5th, and 6th costal cartilages, which are 
slightly swollen and the interspaces almost obliterated. The swell- 
ings feel hard and are discrete from the skin. Springing’ of the 
ribs causes sharp pain over the affected area. Other systems 
normal. Blood sedimentation rate 9 mm, in first hour. Kahn 
reaction negative. 
fibrosis. with large roots and fibrosis at the right apex. Sputum: 
no tubercle, bacilli seen on direct smear. Radiograph of costal 
cartilages: no abnormality noted. i 


The: patient stil., has constant aching pain over the right side of 


the sternum, (Aug. 10, 1942) which is less severe'than formerly and 
the’. area is nò longer tender. The swellings are,, however, no 
smaller than on admission i f 

_ I am indebted to Dr. Hale White for permission to report this 


—I am, etc., > 


P.,R. C. Evans. 


' Hyperostosis Frontalis Interna | 
Smr,—I hope that I am not being unduly dense ‘and becoming 
mixed up in my nomenclature, but does not Dr. C. T. Andrews, 
in his article on hyperostosis frontalis interna (Aug. 15, p. 185), 
_mean’ to write “lowered” rather than “raised” glucose 
tolerance? His patient had a fasting blood sugar of 150 mg. 
"per 160 c.cm., high blood sugar values for the next two and 
a half hours,,and, glycosuria on 3 days out of 4. She had 
also been previously diagnosed as diabetic, presumably after 

the discovery of a lowered sugar tolerance curve. 


7 


X-ray examination of chest showed increased: 


Russell Brain (1935; “ Glycosuria in Cerebral Lesions,” read: 


before the Society of British Neurological Surgery ; un- 


published)’ points: out’ that hypothalamic lesions may give 
glycosuria with or without hyperglycaemia. Hypopituitarism, 
on the other hand, is said to give a raised sugar tolerance. If 
we are to assume that the symptoms in Dr. Andrews’s case are 
due to hypothalamic damage, then I, personally, should expect 
to find glycosuria with or without hyperglycaemia and a lowered 
sugar tolerance. If I am being dense I apologize, but I should 
be grateful if the point can be cleared up.—I am, etc., 
Caterham, Surrey. J. MacKay CRAWFORD. 


\ 
Enteritis associated with Giardia lamblia 
Sm,—The article by Drs. G. Ormiston and Joan Taylor and 
: Prof. G. S. Wilson on enteritis associated with Giardia lamblia 
(Aug. 8, p. 151) will, I trust, be remembered when dealing 
with enteritis of apparent unknown cause. I have had some 
experience of this parasite when in the Middle East, and believe 
it to be commoner than many realize ; it is possibly the cause 
of outbreaks of unexplained enteritis, particularly in institutions 
„and whére there is apt to be overcrowding. i 
I would like to mention a few points in connexion with 
“Giardia lamblia which were not brought out in the article and 
which may help-in investigating cases. (1) Giardia are found 
in cats, mice, rats, and some human beings are possibly carriers. 
They are usually found in the upper part of the small intestine, 


in the gall-bladder, and in the biliary system. (2) The best way . 


to isolate the ‘protozoon is by means of duodenal drainage 
through the standard Ryle’s tube. This enables the. parasite 
to ‘be seen free from lower intestinal contamination. By in- 
jecting a small quantity of magnesium sulphate through the 
tube the gall-bladder can be drained. The yellow colour of 
the bile acts as-a good contrast ‘background to the parasite. 
(3) Apart from acute intermittent and chronic enteritis, cases 


of acute cholecystitis have been. reported from time to time, 


„which have been due to Giardia lamblia. (4) I have known 
3 cases of acute catarrhal jaundice to be associated with heavy 
infection by Giardia lamblia. Two of these cleared up quickly 
with the treatment and disappeayance of the parasite. The 
third proved fatal, and microscopical examination of the liver 
showed a heavy~infection of the biliary system with protozoon. 

In view Of present wartime conditions, when there is an 
‘unfortunate overcrowding both in and out of the Services, with, 


+ , ! 
` : 


in some instances, faulty sanitary conditions, an increase in 
the number of natural hosts, and a possible increase in the 
dissemination of the parasite, I would like to congratulate 
the authors on reminding us in their imteresting article of the 
, existence of this parasite—I am, etc., 5 

Bromsgrove. J. A. SMITH. 


Treatment of Malaria 


, SR, —I have read with great- interest Prof. Warrington 
Yorke’s article on the diagnosis and treatment of malaria in 
England (July 18, p. 61) and Dr. E. S. Fennell’s suggested 
intravenous method (Aug. 8, p. 171). Having worked on 
malaria for a number of years in the Tropics, sometimes in 
hyperendemic areas, and having experience of the disease in 
its worst forms, may I take the liberty of making a few 
comments on its diagnosis and treatment? 

There is one algid type of malaria which Prof. Yorke has 
overlooked and which I have quite frequently encountered 
during an epidemic—the “allergic type.” The symptoms in 
this type are severe headache, vomiting, diarrhoea (sometimes 
containing blood), subnormal body temperature with a high 
rectal temperature, and general urticaria. Blood smears showed 
multiple infections of R.B.C. with malignant tertian rings. . 
Quinine per os was out of the question, so I decided to give it 

_ intravenously. I am herewith giving a résumé of my article 
published in the Indian Medical Gazette, 1926, on “ Intra- 
venous Use of Quinine, Arsenic, and Adrenaline in Algid 
Cases of Malaria.” I have given a total of about 3,000 to 4,000 
injections without a fatal case. ` 


Technique. —Quinine, specific for malaria’; arsenic, a haematinic 
and general tonic in small doses; adrenaline counteracts fall of 
blood pressure due to quinine and “ quinism.” 10 grams of quinine 
bihydrochloride is dissolved in 20 c.cm. of redistilled water in a 
test-tube, to which is added 3 drops of liq. arsenii hydrochlor. The 
tube is then heated over a spirit lamp until the quinine is com- 
pletely dissolved. Allow the sol to cool to about body temperature, 
draw up 10 minims of a fresh sol of liq. adrenalin, hydrochlor. into 
the syringe containing the quinine sol and inject, preferably into 
the median basilic vein at the bend of the elbow. 

Do not heat the adrenaline, as it decomposes on heating and will 
not have the desired effect. The injection must be made very 
slowly, at least 7 to 10 minutes. If too rapid an injection 1s made 
it might cause acute dilatation of the heart and syncope. The rate 
can be judged by the patient’s respiration. If the injection 1s made 
too fast the patient will complain of a tight feeling in the chest and 
his respiration will get hurned. I found the best time to give the 
injection was when the patient commenced a rigor, as the’ sporozoites 
at this stage are free in the general circulation, and this offers an 
opportune moment to destroy them. My results have been verified by 
blood examination before and after injection, by which I found that 
if an injection is given at this stage there is a marked reduction of 
the parasites. The following mixture was given when the patient 
was. able to swallow: 

e 


B Quinin. sulph. ve gr. x 
cid. citric. za gr x 
Tr. nuc. vom. a ™X 
Liq. arsenicalis mis 
Aq. syrup. limon 3) 
Aq. . ad 3ss 


yss t.d.s. for 10 days. 

A diet which favours bJood , regeneration should be ewen, such 
as red meat, green vegetables, fruit (vitamin C), plenty of fluid with 
glucose if vomiting is persistent The anaemia following malana 
is of a microcytic type, as with most protozoal infections, and iron 
is indicated. 

The synthetic compound of atebrin could be used instead of 
quinine, as advised by Prof, Warrington Yorke, after the acute 
stage has subsided. 
—I am, etc., A 

Whitchurch, Cardiff ` : SYDNEY J. BELLGARD. 

Sm,—I was interested in the report of a meeting of the Royal 

Society of Tropical Medicine (Aug. 8, p. 167) at which the 

treatment of malarid was discussed. I agree with Prof. 

Warrington: Yorke that the conservation of the present limited 
_ supply of quinine must be effected by rigid economy in the 

large amount used for prophylactic treatment. I admit to 

some bias, as I have never believed in the efficacy of the daily 

5 grains.as a prophylactic. About 40 years ago in India and 
Burma I treated severe cases of malaria by intramuScular in- 

jection of quinine bihydrochloride, and never saw the slightest 


z 
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ill effect from it. On the contrary, I am convinced that it 
saved lives. š ' 

In 1906, when serving in “the bush,” Sierra Leone Protec- 
torate, I contracted malignant tertian malaria confirmed by 
myself by microscope. As no other doctor was available I 
treated myself by intramuscular ‘injections of ‘quinine bihydro- 
chloride. Except for a mild recurrence, also treated by injection 
(single), ? two months later, I have never suffered from’ malaria 
since. I am therefore in full accord with Prof. Yorke in ex- 
pressing “ surprise and consternation” at Sir R. Christophers’s 
denunciation of the intramuscular use of quinine.—I am, etc., 

Bath. J. Cowan, M.B. 

Lieut -Col., RA MC. (ret). 


‘ 


Treatment of Threadworms 


Sir,—Prof. James Miller has pointed out to me Dr. C. Paget 
Lapage’s letter (June 13, p. 738) on the treatment of thread- 
worms, in which he advocates the use of barium. It is our 
experience that any mode of treatment for pinworm infections 
which depends on its mechanical effect alone is at best purely 
palliative: And while a number of ,worms may be dislodged 
by the use of barium, a few are bound to escape and will 
serve as the nucleus from which a new autoinfection is quickly 
built up. 

Recent investigations have made available two drugs which 
are specific in the treatment of pinworms—gentian violet and 
phenothiazine. Gentian violet is administered in coated tabléts, 
either enteric-coated or with a water-soluble coating of an 
adjusted thickness which disintegrates at a specified time after 
ingestion. The coated tablets are given to ensure their reaching 
well down’ the intestine before they disintegrate, thus providing. 
a maximum concentration of the drug at the site of infection. 
Qur tests with gentian violet in the treatment of pinworm 
infections in children of school age have shown it to be effective 
in 60 to 90% of those treated (Miller et al., Canad. med. Ass. J., 
194, 43, 455). The following doses are recommended: Children 
under 10 years, 1/4 grain 3 times a day before meals for 10 
days ; children from 10 to 13 years, 1/2 grain 3 times a day 
before meals for 10 days; children over 13 years and adults, 
1 grain 3 times a day before meals for 10 days. These dosages 
are not rigidly fixed, and if a child is big for its age or is small 
and puny the dose is determined accordingly. We found that 
untoward symptoms were almost entirely avoided if the drug 
was given in 2 five-day periods separated by a treatment-free 
period of one day. 

Phenothiazine administered in chocolate tablets is even more 
efficient than gentian violet in the treatment of pinworm infec- 
tions (Miller and Allan, Canad. med. Ass. J., 1942, 46, 111). 
However, because of its haemolytic action and other toxic 


effects, we agree with Dr. Lapage that its. use should be avoided : 


until more isknown of its action on the body.—I am, etc., 


Insutute of Parasitology, Macdonald College, «Max J. ILL 
cGill University, Quebec. : , J. MILLER. 


The Blood in Cancer 


Sir,—The blood may be studied from so many aspects that 
research on its appearances in cancer, should be restricted to 
certain specified lines. Dr. O. C. Gruner seems to attempt 
too much in his book reviewed in the Journal of Aug. 8 (p. 159), 
for the results of his many years of study seem more’a maze 
with many blind alleys than a path to follow hopefully. His 
book claims tq offer the surgeon and the radiotherapist just 
what they want most from some laboratory method: diagnostic 
confirmation of the presence or absence of cancer; in treated 
patients the likelihood or not of the completeness of cure ; and 
an indicator of the phase of the periodicity of each case. (The 
last point.Gruner has given in more detail in Fig. 5 in his 
paper in the Canad. med. Ass. J., 1941, 44, 256.) But over a 
year’s trial of his methods has shown, to my regret, a value 


most apparent in the patients with a high grade of tumour 


. activity—i.e., where such additional tests are least needed. 
Your reviewer states that Dr. Gruner “does not claim 
absolute certainty of diagnosis” by his methods, but such a 
claim would seem to be made on p. 41 for what are called 
" geniculate ” mitochondrial forms in, monocytes., These. are 
said to be so pathognomonie “ that if one genuine one is seen 
there is no need, to search further to make the diagnosis.” 


Further, as they “ indicaté active disease ” (p. 64) the important — 
conclusion is drawn that “ more than half the cases treated by 
modern methods still show evidences, of cancer in the body.” 
My studies (in progress) show these forms are not 
s pathognomonic,” for similar forms are to be seen in the 
other leucocytes and ın lymphocytes (more so in leukaemic 
blood); they are also to be seen in cancer and normal and 
non-cancer blood when stained (fresh blood) with Duboscq’s 


‘solutich’or (dried films) with Victoria blue or with Morosow’s 


silver method, and examined with a low condenser and good 
light (and binocular); they are also to be seen in many 
haematoxylin-stained tumour and normal cells; and (in very 
fine types) in viruses, as vaccinia, herpes, and molluscum 
contagiosum. These zig-zag noded forms of cell-reticulum or 
mitcchondria need much further research—I am, etc., 
London, W 1 -J. H. DoucLas WEBSTER. 


Meningococcal Septicaemia resembling Malaria , 

Sir.—The case of meningococcal septicaemia resembling 
malaria reported by Major-Gen. Robert Priest (Aug. 1, p. 129) 
recalled a similar interesting case under my care last year. 
In his patient meningococcal septicaemia was apparently 
diagnosed confidently by Major-Gen. Priest on the occurrence 
of characteristic cutaneous eruptions, although no organism 
was isolated. In my patient there were no cutaneous: signs, 
and organisms’ were finally recovered from the cerebrospinal 


` fluid. The two cases appear complementary in providing a 


clinical picture of interest. ‘ 

A boy of 15 was admitted for observation to the local isola- 
tion hospital during a small epidemic of paratyphoid B fever. 
For 6 days previousty he had been -feverish and confined. to 


‘béd. Blood taken the day before admission ‘showed agglutina- 


tion to B. paratyphosus B at 1/30., On admission he was 
comfortable, afebrile, and no clinical abnormality could be 
discovered. Blood culture was sterile; examination of urine 
and faeces and subsequent Widal tests ruled out the possibility 
of paratyphoid fever. On the evening of the second day after 
admussion he had a rigor with headache, vomiting, generalized 
pains, and temperature of 103.6° F. Eight' hours later the 
temperature . was normal. Three further similar attacks 
developed with a quartan rhythm as in Major-Gen. Priest’s 
case. No cutaneous eruption developed. Several blood films 
revealed no malaria parasites, but a course of quinine 
bihydrochloride was given, and the next rise in temperature 
did not occur as expected, but recurred after four afebrile 
days when the patient was still receiving quinine. Owing to 
pressure on the accommodation and the necessity to admit 
patients requiring urgent treatment, he was transferred the 
next day for further investigation to the local general infirmary. 
Investigations there revealed no abnormality, and his tempera- 
ture remained normal until his discharge a fortnight later. 

Three weeks after discharge he was readmitted to the local 
isolation hospital suffering from severe headache and 
generalized pains of 3 days’ duration. The diagnosis of 
meningococcal meningitis was confirmed by culture‘of the turbid 
cerebrospinal fluid. No rash was present. Treatment with 
sulphapyridine resulted in a rapid uncomplicated recovery. 
He stated that he had not really felt well after discharge from 
the mfirmary.—I am, etc., 


Southport. _ F. E. CRAWLEY. 


“Removal for Mental Observation ” 


Sır, —The article by Dr. Arthur Harris (Aug. 1, p. 136) is 
a timely contribution. It reveals a deficiency for which the 
general practitioner is not wholly responsible. Unfortunately 
Dr. Harris’s remarks are too condensed to be of much practical 
value, and make little attempt at any substantial solution of 
the problem., : 

The average general practitioner has little time or opportunity 
to devote to the mental assessment factor. Academically he 
is usually poorly equipped for thé purpose. What proficiency 
he may acquire has to be gained in the hard school of cumula- 
tive experience. Lately he has been granted the privilege of 
pestgraduate study, but, in this, too little time has been allotted 
to the ever-growing importance of the abnormal mental state. 

The general practitioner need not be too despogdent about 
his: misțakes. The senior specialist is still a long way from the 
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acme of infallibility, which fact, no doubt, many of your 
readers have’ reason to-deprecate. 

Dr. Harris suggests that misdirected disposal ` may lead to 
public censure and may jeopardize prestige. Undoubtedly this 
is true, but is it not sometimes the outcome of diplomatic 
indiscretion on the part of an officious colleague? 

Dr. Harris states also that all mental cases: `of, “ organic ” 
origin should be lodged in a general hospital. The satisfactory 
operation of this policy would challenge even the ability of its 
author. At the present time I cannot visualize the general 
hospital that would accept without controversy any case with 
a dominant mental picture. The policy! However, does merit 
consideration: Would it not be practicable to institute an 
observation department in our general hospitals? If so, futile 
travel might be partly eliminated, patient and relative would 
probably be more co-operative, fuller investigation would be 
facilitated, and, incidentally, any anxiety on ‘the part of the 
practitioner with regard to reputation would be appreciably 
relieved. 3 ‘ 

Too often has the general practitioner to, sacrifice incentive 
and ability at the altar of inefficient and clumsy administration. 
—I am, etc., 

Brougham. | À A. W. DOCKAR. 

Sr,—lI aby interested to read Dr. Arthur Harris’s article 
(Aug. 1, 136). He deals. very thoroughly with the ‘organic 
aiseases Beat simulate acute psychoses by the presenting 
symptoms and signs of confusion and delirium, .and the only 
additions I should like to make are cerebral contusion, hypo- 
glycaemic states, and subarachnoid’ haemorrhage. I cannot, 
however, agree with his view~that the*majority of these con- 
ditions should not be admitted to’ the mental observation ward. 
‘Fhese cases are unsuitable for home nursing and a source of 
worry, discomfort, and apprehension to other patients in the 
general wards. Moreover, i in my experience, since the presenting 
symptomatology is one of mental abnormality and behaviour 
disorder there is little difficulty in explaining to relatives that 
in fact the observation ward is the ideal place for these patients, 
although their primary illness is physical. 

The real pitfall in the management of these cases is their 
admission to a mental hospital „under certificate, which can 
only be ayoided by staffing the observation ward with efficient 
nurses and well-qualified doctors of sufficient experience to 
make'a correct diagnosis. Under these conditions the observa-, 
tion ward forms an important part of the neuropsychiatric unit’ 
of any general hospital, and without it, the hospital is’ unable 
to giye the fullest service to the public and to the local general 

~ practitioners. —I am, etc., 


Central Middlesex Hosmtal, N.W.10. A. BARHAM CARTER. 


__ A Depression-Hyposexual-Alopecia Syndrome 

` SR,—I am ‘grateful to Dr. Ucko (Aug. 8, p. 174) for his 
kind interest in our paper and agree with him that further 
investigations would have been helpful. They ` were omitted 


_ only because the case: was actually under my care for a short 


time, and the patient was already being boarded-out when I 
first saw him. Moreover, perhaps Dr. Ucko does not realize 
that-research in the hurly-burly of a war hospital is somewhat 
different from doing similar work comfortably in the West End. 
We pointed out the similarity of the condition we described 
to some aspects of Simmonds’s disease, but we cannot accept 
that it is merely an undeveloped form of this illness, Simmonds’s 
disease is characterized by emaciation, anorexia, asthenia, 
precocious ageing, breaking of the nails, hypotension, etc. None 
of these conditions was found to be present. Again, myxoedema 
shows swelling of ‘the subcutaneous tissue, puffiness of the face, 
changes in skin- coloration» and. texture, vocalizatiop, gait, 
mentation, reaction to cold, etc. These were. entirely absent. ` 
It does not appear to me that the malady which we have’ 
described is a variety of either hypothyroidism, however 


masked, or of ‘Simmonds’s disease, and had Dr. Ucko seen - 


the ‘patient I am sure that he would have agreed. Nevertheless, 
I hope’ that I shall have the good fortune to encounter further 
cases which will be under niy care for a longer period, and 
I shall be able to repay Dr. Ucko’s kind interest by conclusive 
proof that this i is a new endocrine and psychiatric syndromes 
I dm, etc, `' 7 

, : CLIFFORD ALLEN,’ 
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Body Mechanics 

Sm,—A review in your issue of July 25 (p. 99) of Body 
_ Mechanics in Health and Disease by Goldthwait and others 
called forth a comment from Dr. George Macdonald (Aug. 8. 
p. 173) that the theories advanced in the book in question are 
similar to those propounded by Still, the original osteopath, 
80 years ago. I must point out’ that long before this the 
theories had been propounded by the Swede P. H. Ling (1776— 
1839), on which he based his educational gymnastics for the 
acquisition and maintenance of health and his: medical gym- 
nastics for the alleviation and cure of diseased conditions. 

It is unfortunate that osteopaths should so often arrogate to 
themselves “discoveries” to which they are not entitled. I 


‘may, for. instance, mention that an article of mine, written in 


conjunction with Dr. Kellgren-Cyriax, on the manual treatment 
of the abdominal sympathetic (N.Y.°med. J., 1910, 7, 193) was 
severely criticized by Smith in the Lancet-Clinic for 1911, who 
accfised us of borrowing methods from the osteopaths and 
, exploiting them as new. To this we replied in the former 
journal (1912, 95, 897) by quoting a large number of authors 
of the Swedish school who had written about this method 
of treatment for many decades before the time of Still. Another 
example is to be found in the pretensions of osteopaths that 
it was they who discovered that vertebrae could be replaced 
by manipulation, and that this was a valuable measure’ in the 
treatment of spinal curvatures and various nervous troubles. 
They entirely ignore the fact that these methods were exten- 
sively practised by Dr. E. Harrison during the early part of 
last century,,as can be seen from his papers on the subject in 
the London Physical and Medical Journal for 1820, the Gazette 
of Practical Medicine, -and a number of . larger works.— 
I am, etc., 

Landon, W 1, EpGar Cyriax, M.D. 
Atypical Asphyxial Deaths 

Sm,—I was interested in the short article on atypical 
asphyxial deaths by Dr. Norman Patterson (Aug. 15, p. 188). 
It is strange that three cases of distension of the pharynx with 
bread should have occurred in so short a time in the experience 
of onè medical officer. This could obviously only happen in 
a mental hospital and in patients with’ a deranged mind. 

Some ten years ago I was engaged in research on the lym- 
phatic drainage through the oesophagus, and had as my subjects 
a series of monkeys on whom I passed an oesophagoscope. 
Naturally these tubes, being constructed for the human gullet, 
were over-sized for the monkeys and considerable anxiety was 
caused. Each time they passed the larynx and trachea the 
heart always stopped beating, even although the larynx had 
been anaesthetized’ with cocaine, ‘and one monkey actually 
died under the operation. There can be little question that 
it was the pressure which caused the vagal inhibition of the 
heart, and 1 imagine that the cases described were of this 
nature: rather than a true asphyxia.—I am, etc., 

Birmingham. MUSGRAVE WOODMAN. 


- Anaesthetic Death in the Surgery 

,SIR,—I would suggest to Dr. A. H. Bartley (Aug. 8, p. 170) 
that the dilemma he was involved in was due to an “ error” 
in ‘anaesthesia and would have occurred most probably in 
hospital also, given the same set of circumstances. Speaking 
as an anaesthetist, I strongly advise him to avoid chloroform 
or “ether—chloroform mixture” at all costs in cases of fracture 
and dislocation, as such patients are unusually prone to collapse 
under chloroform anaesthesia. It is also well known that 
shock is an absolute or relative éontraindication to chloroform. 
I-regard ether-chloroform mixture as essentially chloroform 
in action,-and administer it with the same.amount of caution. 
as if it were pure chloroform, and only in those conditions 
for, which a satisfactory reason for the choice of chloroform 
can be substantiated. 
s Though hospital is undoubtėdly the better place for such 
a procedure, the risk of removal may be much greater than 
the relative advantage to be gained. For such a problem (in- 
creased in number many times by “ blitzes ”) I ‘have adopted, 
and intend to continue to adopt, either open ethyl chloride— 
ether sequence or gas-and- -oxygen-ether sequence. Of ¢he choice 
of two evils—* chloroform collapse ” or risk of “ post-operative 
_ pulmonary Se ed ” (which, by the way, have occurred 
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irrespective of the type of anaesthesia)—I prefer the latter. I 
have, I may add, witnessed both conditions. 

If Dr. Bartley adopts this technique I feel sure he will not 
get another .“ nightmare,” and should the worst occur this 
choice of anesthetic will weigh, much more in his favour than 
that of chloroform. The attendance of a colleague, wherever 
possible, is a sine qua non] am, etc., : , 

Bradford, P. ESMONDE WOODROOFE. 


Sir,—The case described by Dr. A. H. Bartley is reminiscent 
of one of Guedel’s illustrative cases in the chapter on ventri- 
cular fibrillation in his Inhalation Anaesthesia (New York, 
1938). . 

Dr. Bartley says he reduced the fracture when the child was 
apparently under. One might infer from this that she was 
not necessarily really and truly sufficiently anaesthetized. 
Should this surmise be correct, and realizing the possible 
combined effect of pain, fear, and a chloroform mixture, “*the 
stage would be well set for ventricular fibrillation” and, to 
continue the quotation from Guedel, the operation “ provided 
the required added stimulus to produce the fibrillation. The 
fibrillation passed before anoxic depression rendered the heart 
unresponsive to its normal stimulus. It is doubtful whether the 
violent resuscitative measures influenced the outcome. Possibly 
the fibrillation passed in spite qf the traumatic stimulation of 
the precordial massage.” 

My opinion is that the risk of inviting anaesthetic death in 
the surgery. far outweighed the risk of added shock due to a 
journey of 7 miles to hospital. A further alternative was to 
secure the help of an anaesthetist—I am, etc., 


Salisbury A. D. H. Simpson. 


Sterilizing Sulphonamide Powders 


Sin,—In connexion with ‘the sterilization of sulphanilamide, 
may I, as a hospital pharmacist, be allowed to make a con- 
tribution to the Journal. - ; 

I have, read with interest Mr. J. C. Cherry’s letter (Aug. 1, 
p. 142) on the sterilization of dry powders and his method of 
sterilizing sulphanilamide. Messrs. Mey and Baker referred to 
the changes in colour which take place when sulphanildmide, 
sulphapyridine, and sulphathiazole are subjected to dry-heat 
temperature high enough to sterilize them (Prevention and 
Treatment of Infection in Wounds by Sulphonamides, March, 
1941) and, as reported, the method probably turns the powders 
toxic. The only alternative method, therefore, is sterilization 
by moist heat | 

I should hike to comment upon one of ‘Mr. Cherry’s state- 
ments. He says, referring to his sterile powder: “ The powder 
in the beaker may be slightly caked, and, may need to be 
pounded a little with a glass rod.” I think it is almost certain 
to be cakeq if a very necessary detail, omitted from Mr. 
Cherry’s method, is not observed. Using a very similar method, 
I had, during my investigations into this problem, six out 
of six batches cake. If it is desired to make sulphanilamide 
cake or crystallize, the sure method is to allow moisture other 
than steam to get at it. Even if the powder is not moistened 
(as desc ibed in the last paragraph of Mr. Cherry’s letter), 
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it would later when the powder mass cooled, because the 
steam in the centre would condense. It could not escape during 
the vacuum drying because of the hard outer cake. I am 
working to confirm these theories, but have proved that con- 
densation of steam and formation of water are responsible for 
caking in mathods where the dry powder-is autoclaved. 

If the powder can be sterilized in its final container, it is 
better than having to transfer sterile powder from one container 
to another, and there is then no need for sterile gloves, mask, 
and gown. I wish to describe a method of autoclaving sul- 
phanilamide in its final container, whereby the sterilized 
preparation is available as a soft white powder suitable for 
insufflation. I completed my method early in July, and have 
since then done several test sterilizations of sulphantlamide, 
and in every case have produced a smooth white powder. In 
two different experiments the powder was deliberately con- 
taminated, one with Staph. aureus, the other with B. welchit. 
Both powders were found to be sterile after autoclaving by 
my method as follows. . 

An autoclave with vacuum drying attachment (dressing 
sterilizer) was used and the container was a dry boiling-tube 
plugged with non-absorbent wool. The boiling-tube-must be 
thoroughly dried, if possible in a hot-air oven. (1) The jacket 
pressure of the sterilizer should be ready at a pressure of 20 
to 30 Ib. (2) Allow steam at 20 Ib. into the empty closed 
chamber of the autoclave and leave for five mmutes. (3) Using 
the appropriate valves clear chamber of all steam and con- 
densed water., This process has heated the chamber, and the 
bouling-tubes, loosely plugged with non-absorbent wool ‘and 


‘ containing the powder (in‘5- or 10-gramme batches), are now 


water will-still get at the powder and cuse caking or crystalliza- ; 


tion. There seem to be two possible reasons for this, and 
I believe that one or both may be responsible for the difficulty. 
They are as follows and probably occur in this order. - 

1. When steam is turned on to the cold flask or other con- 
tainer and the cold powder, condensation takes place, water 
ts formed, is heated during sterilization, dissolves the sul- 
phanilamide, evaporates again as the powder gets hot, and 
leaves behind the powder it has dissolved ın a crystalline form, 
usually as a solid cake. This should occur fairly early in the 
sterilization process. If it does, and if a fairly dense mass 
of powder is being sterilized—e.g.,, 15 grammes in a narrow 
container—steam may not have penetrated to the bottom of 
the mass before caking occurs. How 1s steam to penetrate the 
hard surface cake formed and sterilize the powder at the 
bottom or the centre? 

2. Where a-not too dense mass of powder is used (as in 
the case of 15 grammes distributed over the bottom of a flask, 
a relatively large area), steam -gets at the centre of the powder 
before caking occurs, cond@nses, and cakes the core as well 
as the surface. Exen if the core did not cake during sterilization, 


placed in it. They should be placed on their sides, with the 
powder spread over. their full length, giving a thinner mass 
for the steam to penetrate. (4) Leave the tubes for 15 minutes . 
in the hot chamber ; this heats tubes and contents sufficiently 
to prevent condensation inside and on the powder. (5) Auto- 
clave at 15 lb. for half an hour. (6) Clear the chamber of 
steam and any condensed water quickly, and allow vacuum 
of 10 to 15 inches for 15 minutes. (7) Remove tubes from 
autoclave, place a tight sterile plug of non-absorbent wool 
on the top of the one already in, and cap tubes with a suitable 
paper—preferably cellophane. Caking does not‘ occur. If 
apparent. .caking is observed, it is only present while the powder 
is still hot, and when cool a tap on the side of the tube is all 
that 1s necessary to show the sterile preparation to be the 
desired soft powder. ; 

Thanks are due to Dr. Rosher, director, pathological 
laboratories, Mile End Hospital, where examination of the 
powder when contaminated and after sterilization was carried 
out, and to his assistants Mr. Crawley and Miss Brews ; also 
to Mr. J. Leebody, medical superintendent of this, hospital, 
for permission to carry out the work, and the medical officer 
of health, London County Council, for permission to publish. 
—TI am, etc., 


St George-In-the-East Hospital, E.1 W. J. BUCKLAND, 


Pharmacist. 
Complacency in Anaesthetics ? . 

Sin—The letter from Dr. A Mills (Aug. 8, p. 169) is- so 
good that it seems to me important that where it contains 
doctrine which cannot be accepted by anaesthetists of experi- 
ence equal in both giving anaesthetics and teaching to that of 
Dr. Mills this should be pointed out. Otherwise if passed 
unchallenged these fallacious statements might be accepted as 
correct by the comparatively inexperienced. Where I join issue 
with Dr. Mills is in (1) his implied condemnation of intravenous 
methods and (2) his contention that gas—oxygen-ether from 
a machine is not efficient for the deepest anaesthesia. Inci- 
dentally“ may say that, like Dr. Mills, I have not seen a case 


- of ether convulsion, but I do not attribute the cause of. these 


to machines, because I know of many instances in which the 
convulsions have occurred when no machine was used. 

Now as regards (1) Dr Mills’s words are: “a drug can be 
introduced directly into the circulation to produce an uncon- 
troliable state of coma, but this procedure does not appear to’ 
be a desirable one.” This presumably rules out such methods 
as the use of pentothal intravenously. Dr. Mills’s objection 
seems to me of theoretical value only. In practice it doesnot 
matter that the dose injected is uncontrollable because, guided 
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by the knowledge gained thrdugh experiment and wide clinical 
practice, the anaesthetist puts in only ‘so much of his 
-anaesthetic drug as ig certainly safe. This he does by injecting 
slowly, being guided by the symptoms evoked dnd by knowledge 
of the general limits of safety to which I have alluded. He has 
no need.to‘control the dose after it is in the patient’s body. 
As regards (2), if it were true that satisfactory anaesthesia, 
say for upper abdominal’ operations, were not obtainable by 
gas-oxygen-ether, surely we should have heard of it from 
surgeons in no measured ‘terms ere now. ‘The proof of the 
pudding is in the eating,” and there are hundreds of surgeons 
working contentedly eve 
by gas—oxygen-ether from a machine. One of the chief advan- 
‘tages of the method is the very thing for which Dr. Mills so 
rightly pleads—a copious supply of oxygen. This can be 
‘achieved more surely from the oxygen cylinder than from the 
air drawn through an ether-soaked mask. Needless to say, 
proper premedicatidn and perfectly unobstructed breathing are 
essential. The latter is often secured by an airway, bút if 
necessary an endotracheal tube is used. “Through these 
measures perfect relaxation in patients free from cyanosis and 
` abundantly supplied with oxygen is provided daily by scores 
of ‘anaesthetists. Moreover, the condition of patients after a long 
_ operation, if they have been handled in this way, is much 
‘better than that of patients who have been deeply under pure 
ether throughout. The machine enables, us to take advantage 
of those periods, often ‚considerable, when the deepest anaes- 
thesia is not needed; at those times the patient gets gas and 
oxygen only. .Like Dr. Mills I regard giving anaesthetics as 
an art, and believe that no one method should be laid down 
as the sole routine. Therefore I am far from disparaging open 
ether, and hold indeed that no student should be allowed to 
qualify without competence in its use.—I am, etc., 
West Middlesex County Hospral. , > J. BLOMFIELD. 
i Operations and: Workmen’s Compensation 
Sm,—I feel that Dr. Hermann Levy’s letter (July 18, p. 82) 
and Dr. W. O. Moore Ede’s subsequent one (Aug. 1, p. 142) 
_ call for some comment. f 
Dr. Levy’s letter ın particular raises points and asks questions 
which, though most of the latter are rhetorical, show a mis- 
understandıng of the Workmen’s Compensation Act and, if 
I may say so, a biased outlook. To deal with his letter in 
detail. : ee f 
1. What does Dr. Levy. mean by “ getting him back at any price 
to some sort of light work? Surely it is ın the interests of both 
employer and workman that the injured man should find suitable 
occupation as soon as possible. ‘His financial position is thereby 
improved and his, mind is occupied, minimizing the dangers of 
worry and introspection. , > ‘ r 
. 2. No responsible examiner acting for employers would ev 
suggest any operation “ for .'. . evil.” a 
3. It has been my experience during many years of examining 
accident cases that occasions for difference of opinion with general 
practitioners-are very rare. In any event to call a genuine difference 
of opinion a dispute and an employer’s medical examiner an 
opponent betrays an attitude of mind that, if held by a, workman’s 
doctor, would go a long way to explain the patient’s “ very 
unfavourable attitude ” to workmen's compensation law. 
In ‘answer to questions raised by Dr. Levy. Whether the effect of 
- an operation is of lasting value does not bear on the, question of 
compensation, because under the Act, if by reason of the effects of 
the accident or treatment for it the man’s working capacity 
deteriorates at any time, he is entitled to receive again the appropriate 
weekly compensations. The question of the finding of appropriate 
light work is dealt with in the Act, which provides that if the 
\ workman ‘can show that in spite of reasonable efforts he has been 
, unable to find such work he shall: be deemed to be totally uncapaci- 
tated. : ` 


Act either as a claim de novo, or, if it-arises as a result of disability. 
due to a previous accident, the increased disability is regarded as 


The question of a subsequent accident is dealt with under the ’ 


Canada with, I believe, some success, but the provision in the 


‘Workmen’s Compensation Act whereby an independent referee 


appointed for each county court may be appealed to by either side 
is so seldém made use of that it is very doubtful if it would be 
acceptable in England. This matter, however, involves many side 
issues—légal and otherwise—and cannot be properly dealt with in 
a letter. The Workmen’s Compensation Act has several weak points 


, and I hold no special brief for it, but misconception of its, pro- 


day with an anaesthesia provided . 


the result of. the first accident, and the employers responsible for ` 


the first: accident are liable to pay compensation for the second. 
With regard to the provision of appliances, it is an almost 
invariable; practice for the insurance company to supply these in 
the first-instance, and in very many cases the estimated cost of 
replacements is covered by a “ jump sum/’ settlement. It is, how- 
ever, a weakness of the Act that no definite provision. is made for 
this ; 


Dr. Moore Ede’s suggestion that all cases should be referred to a 


neutral body—e g. the Ministry of Pensions—has been’ tried in. 


visions do not assıst its amendment. : 


—I am, etc., 


London, W 1. HAROLD GARDINER. 


The Planning Commission’s Report 


Sır, —I have just read Dr. N. M. Vallely’s letter (Aug. 8, 
p. 168). The point that he and many others seem to miss is 
just this. State medical service has to come: it is being forced 
on us by ‘circumstance whether we |jke it or not. It is a natural 
result of this war, which is creating scarcities in men and 
mf&terial. The conditions now beginning are, if ‘anything, likely 


‘to progress rather than to go back to where we were, and the 


peace is not likely to restore those conditions to what we con- 
sidered as normal. Since this is so, why not envisage an ideal 
plan of State medicine, rather than try to compromise between 
State medicine and our present system, if such it can be called. 
You may never quite attain an ideal, but at least it is there 
ta-work for’; but what is the result if you never quite attain. 
a miserable compromise—and, in the end, be very sure that in 
a compromise the only losers will be the medical profession. 
We should have a well-laid plan, and we should see that the 
men who are responsible for its administration are not only 
administrators but qualified doctors as well. 

The men who object to a complete State medical service, 
which is, as I think, inevitable, do not see that one may com- 
promise with the present Government, but what of the Govern- 
ment after the war? Unless you plan ideally is it not likely 
that a Labour Government may whittle away that compromise 


‘until we are controlled completely? We should begin at once 


to build a powerful organization based on a solid plan rather 
than merely modify our present “ system,” so that when the 
time comes we shall rule and not be ruled.—J an, etc., 


Ledbury. GEOFFREY G. AIREY. 


Self-medication and the Chemist’s Shop 

~ Si,—Dr. E. L. Loewenthal’s interesting letter raises points 
of great importance, but he seems hardly to realize that they 
have, though with no really appreciable result, been very fre- 
quently discussed in public. ‘He should read for this purpose 
the evidence of the Select Committee on Stamp Duties, 1937, 
the PEP Report on the British Health Services, the debates 
in the House of Commons last year when the new Phaimacy 
and Medicines Bill was discussed, and an agticle on the 
“ Druggist’s Dilemma” in the Economist of July 12, 1941. 
Self-medication, if exaggerated, is certainly a deplorable thing. 
That the English have a certain proneness to it should be taken 
into account. “I hate doctors but I love medicines,” says a 
titled lady in one of Oscar Wilde’s stories. Business men have 
not been idle in exploiting these leanings, and it is to the credit 
of the B.M.A. that as Jong as 30 years ago it called attention 
to the abuses in its unforgotten publications on Secret Remedies. 

Nobody: will deny, however, that a moderate sort of self- 
medication is not to be condemned altogether. But that ad- 
vertisements urging people to take certain patent medicines 
as all-in cures, that overworked and ill-paid panel doctors with 
little time for the single case, that overcrowded hospitals and 
an entirely insufficient N.H.I. scheme drive people of the poorer 
classes to try their own cures or the druggists’ remedies, ‘is, 
indeed, a tragedy. It is from all these angles that a campaign 
against self-medication might be started. But once undesirable 
causes and incentives to unjustified self-medication are removed, 
it is very doubtful whether further restrictions (Dr. Loewenthal 
ignores the existing. ones) on the sale of so-called drugs and 
medicines in other than chemists’ shops should be imposed by 
statute. It should not be forgotten that druggists and pharma- 
cists not only form a‘profession but are also retail traders. 
In the latter capacity they resent that retail distributors not 
belonging to their “ profession ”.sell aspirin or stomagh powders 
or peroxide, while they themselvés find no harm in selling hot- 
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water bottles, films, toilet soap, or lavender, water. If Dr. 
Loewenthal’s restrictive recommendations were carried out the 
quasi-monopoly position of the pharmacist as opposed to 
“other vendors” would be greatly strengthened. No social 
advantage would result from such development. But improved 
health services, a more energetic control of patent medicines 
and their advertisements, and a careful observation by doctors 
of the recommendations laid down in the National Formulary 
as regards the use of non-proprietary preparations would 
probably help much in avoiding some of the dangers which 
Dr. Loewenthal has in mind, and would simultaneously cheapen 
the cost of treatment.—I am, etc., 


Richmond. HERMANN LEvy. 


Sır, —l read Dr. E. L. Loewenthal’s admirably expressed 
letter on. self-medication and the chemist’s shop (Aug. 15, 
p. 199) with considerable interest. While agreeing entirely 
with what he says, I do -not think that he has mentioned the 
most pressing aspect of the matter. The enormous wastesof 
material and labour which results from self-medication is not 
permissible at the present critical stage of the war. It 1s essential 
that we should build up a reserve of drugs for home needs, 
for the Forces, for the second front, and for the allies—notably 
China, whose gallant 8th Route Army was stated recently to 
have received no- medical supplies from abroad for many 
months. To this end it is imperative that the resources of our 
chemical industry should be fully mobilized for essential 
purposes only. 

In hospitals we are exhorted to use the utmost economy 


‘in the use of such things as aspirin and disinfectants, yet the 


well-meaning housewife may go to the pharmacist’s and buy 
as much dettol as she likes to tip down the w.c. and'the aspirin 
addict may purchase as much aspirin as he pleases. Surely 
a control over all important drugs such as that recently intro- 
duced for quinine is long overdue. They should be obtainable 
only for hospitals, clinics, or on a medical prescription. Strict 
control should also be exercised over the allotment of drugs, 
so that sufficient quantities are available for essential purposes 
over-seas as well as at home. The production of the many 
useless and harmful preparations now on the market should be 
prohibited and-the labour and materiál diverted to necessities. 
—I am, etc., 

St Mary Cray, Kent ` 


The Evils of Long Working: Hours Par 

Sır, —Y our leading article on the evils of long working hours 
(Aug. I, p. 132) is a valuable indication of the necessity for 
a drastic overhaul of our working conditions. May I call 
your. attention to the? conditions af .another section of the 
community—the young laboratory assistants of both sexes? 
They are now chiefly recruited from secondary schools, and 
matriculation, is the standard of general education required. 

These young people of 17 or 18 years of age enter their 
first job enthusiastically in laboratories attached to factories, 
where they are employed in routine process control from 8 or 
830 am. to 5.30 or 6 p.m. (with | hour for lunch and ‘15 
minutes for tea uf they are lucky). They have a fortnight’s 
holiday per annum. They are encouraged by their employers 
to study for university degrees at evening schools, and, being 
intelligent and keen, they embark on courses of study which 
absorb an average of 4 evenings a week from 6 p.m. till 8.30 
or 9 p.m. Their homework they do at week-ends or on the 
evenings not occupied with actual classes, but since they rarely 
have time for even a hurried meal between work and evening 
school, I have never been able to discover when they get 
the necessary fresh air and exercise for proper physical 
development. i i 

My experience is with 'training these young chemists during 
their working hours, though I have also taught evening cldsses 
for some years. I have seen so much good human material 
ruined by these gruelling conditions. After a few months of 
this life mental and physical fatigue is apparent in all their 
actions. In-peacetime this is bad enough, but I have seen 
these young people in an ordnance factory made to work daily 
from 8.30 a.m. till 5.30.p.m. and on alternate Saturday after- 
noons till 5 p.m. (instead of the usual 1 p.m.). -At rush periods 
they haveeworked on: Sundays too, without a compensatory 
day’s holiday later in the Week. When one has seen these 


BriaN H. KIRMAN. 


' case with a man one is dealing with an individual. 


youngsters of the 18 to 23 age group working for 12 consecutive 
days without a break in the unhealthy ‘atmosphere of a 
chemical laboratory one appreciates the meaning of industrial 
fatigue, especially if they are-handling high explosives. I know 
of cases where young women laboratory assistants at various 
stages of education between matriculation and B.Sc. work con- 
sistently for an 8-day rota of these long hours. It, makes 
_one wonder whether it is really civilization for which we are 
fighting, since the old pagan human sacrifice meant only death, 
whereas this 1s a refinement of slow murder. 

As you so nghtly point out, the young men can stand adverse 
conditions much better without permanent harm and in any 
But these 
young women, and their counterparts in factory operatives, are 
the mothers of the future, and it is little short of racial suicide 
to expose them to such unnatural strains during the difficult 
years of adjustment between puberty and full womanhood. 
We have yet to learn the extent of the damage which may be 
done to ‘them. Surely an enlightened. State would legislate 
so that continuation classes could be counted as part of the 
day’s work and not in addition to it. If certain individuals, 
whether boys or girls, leave school at 17 and are considered 
suitable for further training they have a human right to 
assistance without mortgaging their future health and happiness. 
Surely this is in the best interests of the State as well as the 
individual—I am, etc., 


London, W.4 Enip A. M. BRADFORD. 


I 
; Ministerial Propaganda 

Sm.—I am much interested in the furtherance of immuniza- 
tion against diphtheria and am doing my own little best to 
that -end. While fully agreeing with the necessity for a 
campaign by the Ministries of Health and Isformation, I feel 
that their widely displayed posters might be improved upon 
by one or two~simple alterations to the wording. In this 
public health department the posters have been altered so that 
parents are requested to “Ask your own doctor, or inquire 
at the council offices or at the nearest child welfare or school 
clinic.” J think it regrettable that the private practitioner is 
,not considered in any òf the posters I have seen. Nor can 
I find the family doctor mentioned in the large brochure sent 
out by the Ministry of Health in conjunction with the Ministry 
of Information. At the foot of page 7 of this brochure I read: 
“Tt is suggested that local authorities should invite the co- 
operation of all appropriate persons and organizations in 
propagating the need for immunization.” l wonder if the 
private practitioner is wrapped up in this camouflagé, or is 
he deliberately and entirely left out of the campaign? 

The, word,“ free:’ looms largely on the posters and in printed | 
speeches ; I think the word “now” a happier choice. The 
emphasis which 1s laid on free immunization not only cuts out 
the private practitioner entirely but tends to suggest that were 
immunization not available free of cost then it would hardly 
be worth bothering about at all. 

Local authorities are urged by the Ministry of Health to do 
everything possible to promote the success of the campaign. 
To me it seems passing strange that private practitioners are 
not called upon’ by the Ministry to take part. The family 
doctors’ co-operation is a source of pleasure and valuable help 
to the average public. health, medical officer.—I am, etc., j 

DEPUTY MEDICAL OFFICER OF HEALTH. 


Persistent Blood-giving 

Sir,—While it is generally recognized that the amount of 
blood normally lost by a donor at a sitting is such that its 
loss does not cause any ill effects, a point of interest. appears. 
to be raised‘ by cases, such as occur frequently, where the 
same donor regularly gives blood for prolonged periods. Is 
it possible that although, so long‘as blood-giving at regulated 
intervals continues, no ill effects are observed the blood-forming 
mechanism of the body has been unduly stimulated? This 
might have the effect that while transfusions continued all 
would be well, but a cessation of blood-giving might give rise 
to symptoms which.could-only be relieved by periodical blood- 
letting. It would be of interest to know whether those in close 


contact with regular blood donors ‘have noticed any facts .. 


lending support to such a view.—I am, etc., 
Chester“ E. M. ‘BISKE. 
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. SR JOHN MACPHERSON, CB, M.D., F.R.C.P.Ed. 


Sir John Macpherson died on August 14 at Bristofin his eighty- 
fifth year. A son of the manse, he.was born at Dores, 
Inverness-shire. He graduated M.B., C.M. at Edinburgh Uni- 
versity in 1882, and immediately thereafter was appointed an 
assistant physician on the staff of Sir Thomas Clouston at the 
Royal Edinburgh Asylum. -His promotion was rapid,’ because 
only seven years after, graduation he was appointed to the 
important post of medical superintendent, Stirling District 
. Asylum, Larbert. . At LatBert he showed that he was possessed 
of that rare combination, deep and sympathetic clinical insight , 
and’ administrative capacity. He modernized the Larbert , 
institution, equipped’a pathological department, encouraged 
research, and at the same time found opportunity to become 
lecturer:in mental diseases at the Royal Colleges School of 
Medicine, Edinburgh, working in collaboration with the late 
Sir John Batty Tuke. His textbook, Mental Affections, pub-- 
lished in 1899, can still be read with much’ profit ; it contains / 
a wealth of clinical material and experience, formulated in a 
clear, concise,, but by no means dry manner. In association 
with the distinguished Edinburgh surgeon, Sir David Wallace, 
his brother-in-law, he became interested in the treatment of 
general paralysis by means of -drainage of the cerebrospinal 
fluid. In 1899 he was appointed Commissioner in Lunacy for 
Scotland, and held that post with distinction until 1921. His 
Official visits were a delight to the medical superintendents and 
the assistant physicians in the mental hospitals. He had always : 
interesting and instructive suggestions to make, and gave many, 
of us that extra word of encouragement which meant so much 
to us. His courtesy and kindliness were a byword amongst 
is‘all. In addition to his'official duties he was of great assis- 
tance to the Scottish Office in 1913 in framing the Mental 
Deficiency and: Lunacy (Scotland) Amendment Act; he served 
‘as president of the Special Medical Board (Military) for Scot- 
land in 1917-18; he was a member of the Highlands and 
. Islands Medical Board.’ As recognition for the great work . 
he had accomplished the Companionship of the Bath was con- 
‘ferred on him in 1917, and in 1922, after he had retired from 
his post as Commissioner, he was knighted. , 

` Any man might have thought that this was a fitting time to 
enjoy a well-earned leisure, but Sir John, still interested as he 
~ was 'in' psychiatric work, and despite his 65 years, proceeded to 
Australia, delivered a highly successful series of lectures at the 
University of Sydney, with the result that a chair of psychiatry 
was founded, of which Sir John became the first professor. On 
his retirement, five years later, he returned to this country. A 
magnificent and very gallant end to a grand career. i 
: Among other special distinctions it should be mentioned that 
Edinburgh University awarded him a gold medal for his M.D. 
thesis; in 1904-5 he delivered the Morison Lectures of the 
Royal College of Pliysicians ; in 1928 he delivered the Maudsley 
Lecture, taking as his subject “The Present Position of 
Psychiatry.” Finally it remains to mention that in 1910 the 
oyal Medico-Psychological Association of Great Britain and 
reland conferred on him its highest honour, the presidency. 
- Now has ended the distinguished career of one of Britain’s 
foremost psychiatrists—a man who up to the very last 
- interested himself in his specialty, and always had a kindly 
greeting and a helping hand for those of us who were so much 
junior to him,, and owed him so much. Clear-headed,- wise, 
courteous, he: had wide cultural and scientific interests which 
he applied constructively in building up a better, psychiatry. | 

As stated previously, he married a sister of Sir David Wallace, 
‘the well-known~and distinguished Edinburgh surgeon, and is 
survived by her and their two daughters, the elder of whom 
is a B.Sc. of Edinburgh University, while the younger is at 
present serving with the military Forces as a nurse in the 
V.A.D. D. K. H. 

' JOHN M. T. FINNEY, M.D. . 


Dr. John M. T. Finney, who died at his-home in Baltimore 
on May*30 at the age of 78, was well known to surgeons 
in this country as one of the most distinguished members of: 
the staff ofthe Johns Hopkins Hospital. He belonged to that 


~ ` 


rapidly diminishing band who were closely associated with 
Prof. Halsted as assistants in the early pioneering days at Johns 


- Hopkins, for he joined the medical faculty there as long ago 


as 1893 and ultimately became professor of surgery. John 
Finney occupied all the important positions in surgery in the 
United States, including the presidency of the American College 
of Surgeons, the American Surgical Association, and the ex- 
clusive Society of Clinical Surgery, as well as many other bodies. 
In 1936 he was awarded the Henry Jacob Bigelow Medal for 
his distinction in and contributions to surgery. During the 
last war Finney accompanied the American Expeditionary 
Force to France and acted as chief surgical consultant with 
the rank of Brigadier-General. For these services he received 
the D.S.M., but what he much more valued was the gratitude 
of- those large numbers of medical officers who came under 
his purview and received willing guidance at his hands. .In this 
country.be was well known and respected and received many dis- 
tingtions. Since 1920 he had been an Honorary Fellow of the 
Royal College of Surgeons of England. He was also an 
Honorary Fellow of the Medical Society of London and of 
the Irish College of Surgeons. Finney was in the truest sense 
a general ‘surgeon, with perhaps a particular interest in the 
abdomen. As long ago as 1902 he introduced. the method of 
pyloroplasty which has always been associated with his name, 
but there were many other contributions to practice which have 
not become eponymous. He made several visits to this country 
and took part in meetings of the British Medical Association 
and the Hunterian Society. At home he was generally recog- 
nized as a sound surgeon and good teacher, but most of all 
as a great doctor and an influence for all that was good in 
the profession. Among his pupils and associates he will always 
Be remembered for the way he put the interests of his patients 
before all else. Finney had a keen sense of humour, which 
sometimes took a whimsical turn. He was a great gentleman, 
and though his loss will be severely felt, there is no doubt that 
his example and memory will for long continue as an influence 
in the healing.art as practised in America. 
G. Grey TURNER. 


L| F. WILSON, M.B. 


The East Yorkshire Branch of the B.M.A. has lost one of 
its staunchest supporters in the death on August 7 of Dr. 
LESLIE FREDERICK WILSON at the comparatively early age of 
54, Dr. Wilson served during the last war with the R.A.M.C. 
and then, in 1924, qualified M.B., Ch.B. at the University of 
Birmingham. For several years he ractised in the Dudley 
area, and his medico-political activities during that time in- 
cluded being hon. secretary of the Dudley Division (1926-30) 
and representative at the Annual Meeting at Manchester in 
1929. In 1930 be went to East Hull, where he soon established 
a large practice. There he associated, himself with the, work 
of the St. John Ambulance Brigade, being appointed Divisional 
Surgeon to the Alexandra Dock (L.N.E.R.) Division ; in 1938 
he was promoted to Corps Surgeon, Hull Cofps, St. John 
Ambulance Brigade, and in the following year to County 
Surgeon for East Yorkshire.. He lectured a good deal on first 
aid and conducted many examinations for the Brigade’s certi- 
ficate. As a judge in local first-aid competitions he showed a 
keenness and an derstanding which resulted in his being asked 
to judge the Brigade finals in London on one occasion. Dr. 
on trained a competent staff which has served at the East 
Hull First-Aid Post under dangerous and difficult conditions. 
On one occasion ambulances could not reach the pòst to take 
the injured to hospital, so Dr. Wilson and his st improvised 
a temporary hospital at the post. They worked with the aid 
of hurricane lamps and candles, and heated the premises with 
stoves. The .post was damaged during other “ incidents,” but 
it always carried on under Wilson’s untiring and inspiring 
leadership. For his services he received the M.B.E. (Civil 
Division) last November. He had many medical interests, and 
at the time of his death was a member of the East Yorkshire 
Branch Council, the Local Medical War Committee, the Hull 
Local Medical and Panel Committee, the Study Group of the, 
Branch and convener of the subgroup for East Hull, and vice-. 
chairman of the Hull Public Medical Service. He was also an 
active member of the Hull Medical Society. , 
Dr. Wilson’s opinion was highly valued, always concisely 
expressed, and punctuated with good humour. He had a great 
sense of duty, and on many occasions visited his patients when 
he should have stayed at home. Although obviously seriously 
ill on July 26`he. felt it his duty to attend a meeting of the , 
Local Medical War Committee. eHe was always tedy to help 
his colleagues however busy he might be, and never lost his 
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pleasant and cheerful bearing. The affection and high esteem in 1916 and also took the D.O.M.S. 


with which he was regarded were demonstrated at his funeral, 
which was attended by representatives of all the various 
organizations with which he was connected. 

C. J. P. writes: Lesle F. Wilson was one of 4 medical 
students whos were closely associated throughout 5 happy, ‘if 
arduous,-years. He set out on a medical career under a heavy 
handicap which would have deterred all but a resolute soul 
such as his. Several years older than the majority of students 
and fresh to study after 4 years on active mulitary service were 
not the only difficulties he faced and overcame. L. F. had no 
pretensions, and if he won no prizes his knowledge was sound 
and of practical value. Despite his handicap he took each 
examination fence as it came and graduated in due course 
without a single fault. He was a staunch friend and ever a 
cheering companion. A rough diamond, may be, but he had 
the diamond quality. He was. the tight man to have at hand 
in a tight corner, for he was never afraid of heavy odds. It 
is no wonder, therefore, thet his work in Civil Defence gained 
him the M.B.E. He would be at his best, and be one of the 
best, in charge of a busy first-aid post. His patients were 
fortunate ın their doctor. There wil be many who know of 
his untiring zeal and complete unselfishness, without thought 
of gain, on their behalf. His 3 fellow students will remember 
his energetic example and stimulating companionship with 
gratitude. 


-. We regret to announce the death on August 4 of Dr. STEVEN 
LONGMORE BUTTERWORTH WiLks, a familiar figure in the life 
of Colwyn Bay, where he had practised for 33 years. Dr. 
Wilks received his medical education at the University of 
Leeds, , qualifying M.R.C.S., L.R.CP. in 1892. In the same 
year he took the M.B., B.S. of London, proceeding to the M.D. 
in 1900. He also took’ the M.B., Ch.B. of Leeds in 1905. 
Wilks first began practice at Grassington, Wharfedale, where 
he often used to visit his patients on horseback. From there 
he went to Colwyn Bay, where, in, addition to a bus practice, 
he was attached, in one capacity or another, for all his pro- 
fessional life to the Colwyn Bay and West Denbighshire 
Hospital. For over 30 years he was physician and anaesthetist, 
for some years senior physician, 


tion. His hospital work was, perhaps, dearer to him than 
any other part of his professional life. He took an active 
interest in all that went on there, and for years the Baard of 
Management benefited by his far-sighted views and sound 
advice. Dr. Wilks was most sought after as an anaesthetist ; 
he had given thousands of anaesthetics at the hospital, and his 
surgical colleagues had come to place reliance on his judgment. 
For many years he was an active member of the B.M.A. and in 
1935-6 was chairman of the North Caernarvon and Anglesey 
Division. A colleague writes: “ Dr. Wilks had a sunny, cheer- 
ful nature and it was a privilege to be his friend. He was ofa 
modest and retiring disposition, and men are rare who are 
moved so little by a mercenary motive. He was not ambitious 
in the ordinary sense of the term, but his ambition was to do 
good work all day in the service of his fellow men, and as a 
result he Was an exceptionally happy man.” i 
A 








. - The Services 

eee 
The Military Cross has been awarded tO Capts. R E. S. Lewis 
and C D. Weir, R.A.M.C., and to Capt. A. G. J. P. Fernandes, 


Capt. R. D. Scriven, and Lieut. D. J. Burnett, LM.S., in recogni- 
tion of gallant and distinguished services in the Middle East. 


The R.N.V.R. Officers’ Decoration has been awarded to Surg. 


Cmdrs. W. H. Butcher, J. B. Oldham, and H. M. P 
RNVR. pore oe 


CASUALTIES IN THE MEDICAL SERVICES 


_ An Admuralty Casualty List published on July 28 gave a 
list of the ship’s complement lost in H.M.S. Hermes, aircraft 
carrier, sunk by enemy action in the Bay of Bengal ın April. 

ong them was Surg. Cmdr. JAMES MICHAEL MCNAMARA, 
R.N. He was educated at the National University of Ireland, 
in Dublin, where he graduated M.B, B.Ch,, B.A.O. in 1923. 
‘After a period in practice he entered the Royal Navy as surg. 
lieut. in 1929, became “surg. lieut.-cmdr. in 1934, and surg. 
cmdr. in-1940, i 


Lieut.-Col. Homi RUSTOMJI Curset, I.M.S., is included as 


` “Died ” in%ñ India Office Casualty List published on August 14. 


He ‘was born 


on August 13, 1890, and graduated M.B., B.S. of 


l „and later honorary consulting > 
physician and honorary consulting anaesthetist to the institu- . 


the University, of aA 
of the English Royal Colleges in 1937., He entered the I.M.S. 
as temp. leut. in 1917 and in 1922 received a permanent com- 
mission, being ranked as capt. from 1920. He was promoted 
capt. in 1923, major ın 1928, and lieut.col. in 1936. He served 
in the war of 1914-18. 

Prisoners of War.—Capt. E. F. M. Caraher, RA M.C., Capt. A. F 
Murray, R.A.M.C., Major J. M. Officer, R.A M.C., Lieut. A. C. 
Price, R A M.C., Majot L. F. Richmond, R.A.M.C., War Subs. 
Capt. R- L. Sanderson, R.A.M.C., War Subs. Capt. D. B. Watson, 


ae 
Wounded.—Acting Col. D. V. O'Malley, O.B.E, I.M.S. 


\ 


DEATHS IN THE SERVICES 


Colonel Wrram Raca, C.M.G., late R.A.M.C.; died at 
Chula Vista, California, on May 29, aged 70. He was born in 
Edinburgh on May 24, 1872, and ‘graduated as M.B., C.M. in 
1894 at Edinburgh University ; he proceeded M.D. with com- 
mendation in 1899, also taking the D.P.H. of the Scottish 
Colleges in 1898. After filling the posts of resident physician 
at the Edinburgh Royal Infirmary and clinical assistant at the 
Royal Westminster Ophthalmic Hospital, he went to South 
Africa as a civil surgeon to serve in the war of 1899-1902. 
After about eight months’ service in that capacity he took'a 
permanent commission as lieutenant in the R.A.M.C. on 
Nov. 29, 1899, reaching the rank of lieut.-colonel in Feb., 
1918. In the South African War he took part in operations in 
the Orange River Colony and in Cape ‘Colony, receiving the 
Queen’s ‘medal with two clasps. He also served throughout 
the war of 1914-18, being mentioned in dispatches in Jan., 
1916, and receiving the C.M.G. and a brevet colonelcy, 








Medical News 
SSS ————————»yy 


The annual general meeting of the British Orthopaedic Association 
will be held at Nottingham on Sept. 25’and 26 under the presidency 
of Mr G. R. Girdlestone. On the morning of Sept. 25 a clinical 
meeting will be held at the Harlow Wood Orthopaedic Hospital; in 
the aiternoon a discussion on rehabilitation, followed by,a demon- 
stration, will be held at the Rehabilitation Centre for Miners, Berry 
Hill; near Mansfield. On Sept 26 the meeting will be continued at 
the General Hospital, Nottingham. - 


„The Home Office announces that Major John Gilmour, C.M.G., 

M.C., Department of Health for Scotland, has been appointed to 
fill the vacancy for a temporary Inspector under the Cruelty to 
Animals Act, 1876. 


The committee of award of the Norman Gamble Fund and 
Research Prize will consid2r applications for the prize and for 
grants in aid of research work in Oct. Applications for the prize 
and for grants in aid must be received by the Secretary of the Royal 
Society of Medicine, 1, Wimpole Street, London, W.1, not later than 
Sept 30. ‘ 


D:. P. Gorer of Guy’s Hospital will give a lecture entitled 
‘“‘ Experimental and Genetical Study of Leukaemia and its Relations 
to Cancer Research ” to the Association of Austnan Doctors in 
Great Britain on Sunday, Sept. 6, at 1130 am, at 69, Eton 
Avenue, N.W.3. 


Since the beginning of the war over 300 field medical units have 
been raised ın India and are being used in the United Kingdom, the 
Middle East, and other areas where there are British and Indian 
troops, while ambulance trains, fully equipped and manned by 
personnel from India, have been provided for the Eastern theatres 
of war. These field units did not exist in peacetime, but had to 
be raised and staffed on the outbreak of war. Although there has 
been, a rapid increase in the number of medical personnel there are 
not enough to meet future commitments, and many new training 
schools have, therefore, been started and the existing ones expanded. 
Consultants from the United Kingdom are helping India in this 
work. A new, centrally controled Army medical store organization 
has been created in India, which is rot, however, confining its 
services to the Army, but is also supplying the Royal Indian Navy 
and the Royal Air Force. It has, on occasion, provided medical 
assistance for the American, Chinese, and Russian Armies. 


A hospital for the wives of officers and men in the Forces has 
been opened at Adlington Hall, Cheshire. There is a resident medical 
‘officer with special experience in obstetrics, and the consultant 
obstetricians of Saint Mary’s Hospitals, Manchester, pay regular 
visits and attend whenever required. The fee of £5 5s. a week, which, 
in a few special instances, may be reduced, is inclusive of medical 
attention (including visits by the honorary staff), drugs, dressings, etc. 
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Proposals for the inauguration of a Regional Hospitals Counçil : No. 31 
forv'Northern' Ireland were discussed at a conference in Belfast YNFECTIOUS DISEASES AND VITAL STATISTICS 
recently, which was attended by representatives of the Nuffield Pro- . a g . x . 
vincial Hospitals Trust and of local municipal and, voluntary hos- We print -below a summary of Infectious Diseases and Vital 
pitals. The first steps towards this were taken a year ago, when a Statistics in the British Isles during the week ended August 8. 
delegation of ‘the Trust was received by the Governor of Northern’ Figures of Principal Notifiable Diseases for the week and those for the corre- 


Ireland at a conference called to consider a hospital co-ordination ` spondmg rie: for: es ndang ae o op iachane C) 
scheme for the Province. f e N Fi 


< f 3 : re The 126 great towns in England and Wales (including London). 
. Mothers of premature infants can obtain, on presentation of a @ ian (admmustrative county). (c) The 16 principal towns in Scotland 


doctor's certificate, a permit authorizing them to spend additional’ The 13 principal towns in Eire. (e) The 10 principal towns in Northem Ireland. 
“points” on condensed milk ‘when supplies are available. The: , A — denotes no cases; a blank space denotes disease not notifiable or 
certificate, which should be on a form to be obtained from ‘7° "em avallable, 

local food offices, should state that the infant is a premature one, : 
is under the age of 6 months, and needs condensed milk, the weekly ee 
quantity needed being also stated. All infants: under 1 year are to Discase , 
have a priority supply of liquid milk up to 2 pints daily. It may be ,—— 

taken either in the form of liquid milk or as half liquid and half ’ Cerebrospinal fever 
national dried milk. . oy Deaths oi 


fo of Births and Deaths, and of Deaths recorded under each infectious disease, 
or 
dash 





1941 (Corresponding Wesk) 
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— ——— Diphtheria 
: Deaths ~ 
3 , EPIDEMIOLOGICAL NOTES tery ee 
Discussion of Table Hoo 


In England and Wales .during the week the' notifications of , _ acute 

mels eae by Dh -pf Whooping couen by 163, of scarlet Deaths 

ever by and of diphtheria 70. Enteri 

The infectious diseases of childhood are prevalent in only a ` rie pho a 
few counties. Scarlet fever and diphtheria are relatively more ths on E 
common in the Northern section of the country ‘than in the Erysipolas 

Southern. Measles and whooping-cou do not show this Deaths 
geographical difference. .This can be illustrated by expressing , 

the notifications in the chief centres of the two sections of the Töfecilye -enterita. -or 
country as a percentage of the total. The percentage distribu- ie 








tion for the week under review, was: , . Deaths 
k i Measles 
Deaths 
OEE - ‘Ophthalmia neonatorum 
Lancashire and Yorks Deaths ie Ue 
West Riding 
London, Middlesex, Paratyphoid fever . 


England and Wales 





Pneumonia, influenzal*: 

> = 7a Deaths (from inflo- 

The noia on of ha Kere 18 higher than in fee enza) thos 
preceding week.: Two small outbreaks occu in Berkshire, Pneumonia, primary . 
Wallingford R.D; 6 cases, and Hertfordshire, Hemel Hemp- ‘Deaths 
stead M.B.-9 cases. ` f Poll > 

* Jn Scotland 85 cases of dysentery were notified, compared POHogpoophalitis, acate | 4 
with’ 52 ‘in the preceding week. e chief of the local out- - : 

' breaks were those of Fife County 37 cases. Aberdeen City 22, ‘Daas acute .. | 
and Edinburgh 8. ` . i on 2 





"Infections Diseases in Port Areas , Puerpera foye 
' The experience of Glasgow has led to additional precautions Puerperal pyrexia’ 





being taken by Bristol Port ‘Health Department, Every ship Deaths 

and the ‘crews‘enteritig port ate to be exainined to reduce the Rel T 

risk of ‘importing infection. ` . ` l ' clapsing iran 
j "^ Typhoid and Paratyphoid Fevers , Scarlet fever 


A report has appeared in the daily press attributing to Mr. 
Ernest Brown, : Minister of Health, the! statement that not one, Small-pox 
case of typhoid or paratyphoid occurred in this country during ths . 
1941. e publication of such a statement is rather surprising Typhold fever 
‘in view of the epidemic of last summer in the Liverpool area, "Besths 
which, originating in a multiple baker’s business, involved some F a 
800 persons. together thère- were 4,703 notifications of ee ie 
paratyphoid and typhoid fevers in England and Wales durin a 
1941, with 148 deathe—a fatality, rate of 3.1%. The trend of | Whoopig-cough ` 
these diseases during the present year has been exceptionally , Deaths = 


` low. the number .of notifications during the first 30 weeks of “Tint mortality raie | 








me nie years, 1937-42, being 1,004, 672, 659, 1,340, °3,227, (per 1,000 livè births) 
an : A 3 ha 7 
f Memorandum on Scabies ` . 1 Deaths he or 
The Ministry,‘of Health has issued a revised edition of the ' Annyaldenth raie (pes ; 
Memorandum on Scabies which was published in January, 1940: 2 : 
it deals with the condition under the headings of “Life History Live bırths .. zi 
and Habits,” “Symptoms,” “Complications,” “Differential > Annual rate per 1,000 
- Diagnosis,” “Method of Spread and Prevention,” and “ Treat- parsons TVE 
ment.” Itcan be obtained at H.M. Stationery Office for 1d. ' Stillbirths 
Rate 1,000 total 
Returns for.the Week Ending August 15 ` 3 _ (Including “Ny 5 
à r hoe A ee P stillborn) .. a 43) 33 
The notifications of infectious diseases in England and Wales : 
during the week included the following: scarlet fever 1,332, * Includes form for England Zand Wales, London (administrative 


! whooping-cough 1,125, diphtheria 665, measles 4,983, acute county), and Northern: Ireland. 
pneumonia 440, cerebrospinal fever 70, acute poliomyelitis 15, t Owing to evacuation schemes and other movements of popylagion, birth and 
dysentery 51, paratyphoid 13, typhoid 15. Eoi death rates for Northern Ireland are no danger available. 
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Letters, Notes, and Answers 


AU communications in rd to editomal business should be 
addressed to Tue EDITOR, BrivisH Mepicat JournaL, B.M A. 
House, T#visrock SQUARE, Lonpon, W.C.1. 2 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be ofieres to the British Medical Journal alone 


A. and B.MJ.: EUSTON 2111. . 


TELEGRAPHIC _ADDRESSES.—EDIT OR, Aitiology Westcent, London; 


SECRETARY, Medisecra Westcent, London. . 
B.M.A. SCOTTISH OFFICE: 7Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 
- Treatment of Seborrhoea ` 


F.R.C.S. would be most grateful to any reader who could help 
him to be relieved of a chronic troublesome skin complaint 
described as seborrhoea. It occurs in small brown patches on his 
bald head and temples and spreads at the periphery. The patches 
can be peeled off sometimes in thin small flakes, leaving a sore 
place with crusts. It does not yield to ointment of sulphur with 
benzoic and salicylic acids—the usual treatment advised. 


Itching of Limbs 
Dr. WILLIAM STOBIE (Oxford) writes: Has Dr. W. A. Milligan 
(Aug. 15, p. 208) tried cannabis indica, first brought to my notice 
by the late’Dr. Wm. Coller? ` À 


Coltsfoot 
Dr. C. W. BapGer (Penicuik) writes: I asked an old patient who 
has used coltsfoot for some time to give me a note on it. ‘I 
enclose his note. Its use seems to keep him quiet. 

“In regard to query about coltsfoot I have collected and 
smoked this for some considerable time. So far as I am aware 
there is no hard-and-fagt rule as to the time for collecting the 
leaves, although August is,said to be the best tıme However, 
I have collected them in ‘all Stages of their development, from 
their first appearance to the withering stage, and found no prac- 
tical difference. The leaves are simply collected and dried in the 
sun, or at the fire, until absolutely dry or nearly so, then rubbed 
down to shreds and packed in an air-tight tin: Sometimes -they 
are mixed with a little lavender to give the smoke a pertume. 
Since 1921 T have been subject to occasional attacks of asthma, 
at times severe, but since starting to smoke coltsfoot and inhale 
the smoke I have had only one slight attack which I think was 
brought on by a chill.” - 


Cysts i 
Mr. H. T. Roper-HALL (Birmingham) writes: Will members of the 
Profession please let me have details, models, radiographs, speci- 
mens, or histories of cysts in the Premaxillary region; especially 
those in the region of the lateral tooth, in which diagnosis- was 
complicated or origin uncertain and the teeth not, apparently, 
involved. Material will be appreciated and acknowledged; all 
specimens, etc., will be returned. 
' Income Tax ~ 
“Billeting Allowance 
“ Q ” is a pathologist in the E.M.S., recewing a salary of £800 and 
an extra allowance of £100 as he is “ billeted.” He is keeping his 
home going and visits it. each week-end. Is he liable to income 
- tax on the £100? f ee - 
"As it is Money paid and received under a service contract 
and as the expenses with regard to which it is paid are personal 
in general character the amount in question appears to be legally 
liable to assessment. 


LETTERS, NOTES, ETC. 
Loss of Hair after Air Raids 


4 


ment he recovered his hair and eyebrows, although at first the hair 
rettrned in patches, so that during the recovery stage he resembled 
a case of alopecia areata. There was no greying of the new hair. 


Bed-pan for Patients with Fractured Femor 
Dr. W. J. Gunne (Kenora, Ontario) writes with reference to “ Naval 
Patient's ” comments on the hospital bed-pan (June 6, p. 710): 
In the old glays when we used Liston’s long splint in fractures of 
the femur (and good results we got, too) we made a mattress as 
follows. Out of the centre of a mattress on one side we removed 
a portion of the mattress and slid in the bed-pan. After use it 
“was removed and replaced by the portion of the mattress. We 
found this worked well. 
- Declining Population 
Dr. B.'DunLoP writes: I welcome the statements of Mr. V. B 
Grzen-Annytage that no one finds fault with spaced births after 
the first child and that it is impossible to suppress birth control. 
But I know many medical colleagues who will share my disagree- 
ment with the view that freedom for birth control spells race 
suicide and economic ruin, and I regret that it was expressed in 
a journal which cannot give space to economics. 


Mrs. Mark C. Sropgs, D Sc, writes: The letter from Mr. V. B: 
Green-Armytage in your issue of Aug. 1 raises several points 
which on the face of it appear rather conflicting. It is very 
important, however, to know what method of control of concep- 
tion he approves, since he says: “ No one finds fault with spaced 
«births after the first child,” I sympathıze greatly with his con- 
demnation of “quinine and mercury and other noxious in- 
gredients.. Compounds of mercury are now, alas! being 
encouraged by the society of which Lord Horder is the president 
in spite of my unavailing protests. Perhaps your readers may find 
it useful to know that headquarters constructive birth control 
clinics are available for free patients in the following towns and 
these are all open daily from 10 to 6:-Aberdeen, Belfast, Cardiff, 
Leeds, and London. At these clinics no noxious substances of 
any sort, but only absolutely bland and safe contraceptives, are. 
supplied. A 


MEDICINE 100 YEARS AGO’ f 
Extract from the Provincial Medical Journal for August 27, 1842: 


“In our last number we mentioned the changes which had 
recently taken place in the medical department of the University of 
Edinburgh. Dr. Home has resigned the chair of piactice of medicine, 
to which Dr. Alison has been unanimously elected, and Dr 
Henderson fills the chair of pathology, vacant by the resignation of 
Dr. Thompson.. The election of Dr. Alison to the chair of practice 
of physic cannot fail to be most beneficial to the university. The 
truth is, that time had laid his heavy hand on many of the 
professors, and the state of oral mstruction had become intolerable 
Dr. Home especially was long since physically incapable of fulfilling 
the duties of the office which he held. It is now many years since - 
we assisted at a lecture given by the worthy professor. The pupils 
were ‘rari nantes’ in the vast amphitheatre ; one half of them were 
playing cards ; the other half listening to the notes of an old violin, 
on which an Irish student was playing ‘ Home, sweet home’ ; while 
the professor, unconscious of that which was passing on above him, 
mumbled from an ancient manuscript words unheard by himself, 
and unheeded by his pupils. The valedictory letter of Professor 
Home to the University of Edinburgh. is worthy of being placed on. 
record ; it is thus conceived : 





í “Edinburgh, August 8, 1842 
My Lord,—Having for forty-four years discharged the duties of 
the chairs of materia medica and of the practice of medicine ; 
considering also that, from my very advanced age (although still, 
enjoying the most perfect health), I am become unable to perform 
the important duties of the ‘professorship, which I now hold, also 
wishing, before I go home, to have some time free from my 
laborious duties, I have for some time intended, and now herewith 
offer to your lordship and the other ‘honourable patrons of the 
college, to resign the professorship of the practice of medicine, on 
condition of your providing a retiring allowance of £300 sterling 
Per annum, and making such other arrangements as ‘may seem 
necessary for securing the requisite payments of the said allowance 
during my life—I am, &c. 
James Home. 
To the Right Hon. the Lord Provost.’ 


The £300 per annum with which the career of the professor thus 
characteristically terminates is to be taken from the pockets of his, 
successors, £150 being paid by Dr. Alison, the remainder by the 
professor of theory of medicine. It is questionable how far it may" 
be a prudent measure to leave the burthen of Dr. Home's retiring 
pension on his successors ; but we suppose that it was a matter of 
necessity, and that the university possesses no funds whence the 
Pension could’ be denved. But enough of Dr. Home and his 
pension ; the subject on which we are desirous of saying a few 
words is the election to the chair of pathology.” 
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ALPHABET OF BREAST-FEEDING 


BY 


E l CHARLES McNEIL, M.D. P.R.C.P.Ed. 
i Paediatrician, Maternity Pavilion, Royal Infirmary, Edinburgh 


In this third year of war the saving of food is an urgent 
duty, and the waste of food is strongly and rightly 
denounced. It is timely, therefore, to draw attention to 
the serious waste of breast milk caused by the prevalent 
neglect or mismanagement of breast-feéding. Breast milk 
is the ideal and complete food of the infant for the first 
six months of life’and can continue to be its principal 
article of diet for the remainder of the first year. The 
gross quantity of breast milk consumed by a baby in six 
months is about 210 pints (on the basis of 3/4 pint daily 
for the first month and 14 pints daily for the next five 
months). ’ Deducting the 41,459 infant deaths in Great 
Britain during '1941, there were 635,062 survivors, and 
their requirements in’ breast milk for the first six months 
were 164 million gallons. It is a reasonable estimate, and 
probably an under-estimate, that one-third of this quantity, 
54 million gallons, of essential ideal infant food was lost 
through unnecessary weaning of babies. 

Of babies weaned early the great majority are weaned in 
the first month of life. In my ward at the Edinburgh Children’s 
Hospital 62% of a consecutive series of 100 babies had been 
weaned by, the end of the first month, and by the end of’ the 
second month the figure was 80%. It will be agreed that this 
early weaning of babies is due to the failure of mothers, nurses, 
and doctors to overcome the numerous difficulties in: breast- 
feeding that occur,in the first weeks of lactation. For a genera- 
tion the pre-eminent value of breast milk has been taught and 
accepted ; but this has had little effect in practice, because, on 
the occurrence of difficulties, weaning is advised for reasons 
that are far too often trivial and unnecessary. The results 
are not only a colossal waste of the best infant food available 
but also a waste of money, time, and trouble, and a loss of 
thousands of lives. This is bad enough in times’ of peace ; 
it is worse in tme of war, when the substitute, cows’ milk, is 
scarce and urgently, needed for older children, and when the 
conservation of infant life and health is a paramount duty. 

The following simple account of breast-feeding, its normal 
processes, and difficulties is offered to nurses and doctors in 
order to assist them in their duty of securing and maintaining 
breast-feeding .in every possible case. It might be called the 
ABC of the subject—an alphabet of breast-feeding. 


The Normal Processes of Breast-feeding 


Breast-feeding is not so simple as it looks, and its inaugura- 
tion is beset with many difficulties. But these difficulties can 
be understood and overcome only if the underlying facts of 
normal structure and function are known. 

(a) Breast-feeding—This is not a single process but a triple 
one, consisting of lactation, suckling, and digestion. For each 
there are anatomical and physiological data. In each the 
normal process may be at fault; so that difficulties may arise 
in lactation, suckling, and digestion. 


(b) Lactation.—This consists in the production of milk in 
the mammary glands and its temporary storage ın the dilated 
great ducts behind the nipple. Efficient lactation depends, 
among other things, on the regular emptying of these ducts 
by suckling. 

(c) Breast Milk.—For the first two or three days breast milk 
consists of scanty thick colostrum. About the third day there 
is a free flow of thin breast milk, accompanied by engorgement 
of the breast. At the end of the first week the daily output 
of milk, when mother and baby are healthy, is about 15 oz. ; 
at one month, 20 oz.; at three months,’25 oz.; and at six 
months, 30 oz. These daily quantities can be easily checked 
by test-feeding. 

(d) Suckling.—This is a co-operative act of mother and baby. 
Its success depends upon many things: upon the practical skill 


of mother and baby, both of whom may require training by 


the nurse in the first week; upon the healthy condition and 
shape of the nipple ; upon the complete emptying of the milk 
ducts at each suckling; upon the complete eructation of 
swallowed air, a process which again requires deliberate patient 
training in the first days. 

(e) Digestion —Daily inspection of the tongue 1s important 
The chemical processes of early digestion are less important 
than the mechanical. Early vomiting is often due to mal- 
adjustment of the pyloric sphincter with the contraction of 
the body of the stomach, or to retained air, and is rarely 
due to organic pyloric obstruction. The early peristaltic action 
of the intestines is vigorous and produces three to four stools 
a day. The colour of the stools changes from dar. green to 
bright yellow about the fourth day, but a light green stool at 
this stage may be physiological or the result of milk excess. 


Difficulties of Breast-feeding 


The complete list of difficulties is a long one. They may 
arise from disturbance or fault in lactation, suckling, or 
digestion; from general illness in mother or baby; from 
psychological faults in mother and baby. Some of these 
difficulties are irremediable and call for weaning; but most 
can be overcome easily, or by patience and perseverance. In 
the list that follows the unmanageable difficulties are marked —; 
the manageable are marked +; and those that are doubtful 
— +. The great majority of ‘all these difficulties occur or 
become obvious towards the end of the first week. In this 
list there is a broad grouping into maternal and baby, difficulties , 
nearly all the unmanageable difficulties (and they are few) occur 
in the maternal group. A group with an asterisk (*) indicates 
that unnecessary weaning is common in this group. 


Maternal Difficulties 

General . 

*(f) Psychological (+).—Maternal unwillingness, fear, 
anxiety, and ignorance form a group in which the déficulty 


is in an attitude of mind. At the present time it 1s a large 
. 4261 
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group, and is responsible for many cases of early and 
unnecessary weaning. It is kept large by the connivance and 
consent of nurses and doctors ; and it could be greatly reduced 
at once by our own assurance and by reassurance and 
persuasion -of the mother. 

(g) Genefal Physical Illness (— +).—This is a miscellaneous 
group that includes the serious complications of labour, chronic 
heart disease, pyelitis, anaemia, malnutrition, and acute illness. 
The deciding factor is the condition of the mother and the 
effect of lactation on her general health. In many cases 
weaning is called for; in many, lactation can proceed without 
injury to the mother and with advantage to the baby. In 
only one case is the bar to nursing absolute; and that is 
maternal‘ tuberculosis, in which lactation and’ ace are 
dangerous to mother and baby alike. 


e Lactation 

(h) Excessive Engorgement of the Breasts (+).—This is a 
common event in the middle of the first week, and may cause 
great local discomfort and some general upset ; but it is transient 
and is easily reduced by gentle manual expression of milk, 
compresses, and an aperient. It is often a herald of abundant 
lactation. True mastitis with abscess formation generally occurs 
later, and calls for suspension of suckling from the affected 
breast for two or three weeks. When healing is complete, 
lactation can be re-established. 

(© Nipple Conditions—{\) Fissure of the Nipple (+) is 
caused by lack of ante- natal care, by excessive suckling in the 
early days of lactation, by breast engorgement, etc. It is treated 
by withdrawal of suckling for from four to seven days, by 
manual expression of milk, and by frequent careful dressing 
of the lesion with soothing and/or astringent lotions. 
(2) Retraction of the Nipples (— +) is a more stubborn diffi- 
culty, and is treated.by softening, mobilizing, and pulling out 
of the nipples, while lactation is maintained by manual ex- 
pression. Treatment may fail. 

*() Scanty or Diminishing Lactation (— +).—This can be 
guessed if the baby is hungry, is angry after suckling, and has 
. small infrequent stools ; it can be easily verified by test-feeding 
(a daily output of 10 oz. or less at the end of the first week 
means inadequate lactation). It is treated by suckling of both 
breasts for shorter periods and at shorter intervals, by manual 
expression of milk after suckling, by stimulation and mobiliza- 
tion of the breasts, by improving maternal digestion and 
nutrition, and by giving the baby small supplementary feeds 
which prevent loss of weight but maintain a state of slight 
hunger and active suckling. These measures should be continued 
for two weeks, and should be controlled by occasional test- 
feeding. They are generally ‘successful in the early cases ; but 
less often if the decline shows itself in later lactation. ' 

(k) Excessive Lactation (+)—This is common and often enough 
produces digestive disturbance—gastric flatulence and vomiting, 
and large frequent stools. It is easily put right by reducing 
the number of feeds and the period of suckling. 


Suckling 

(D) Mismanagement of Suckling (+).—This is another 
important group. The inexperience and ignorance of the 
‘mother may result in clumsy handling of the newborn during 
suckling, allowing the baby -to falf asleep at the breast, too 
prolonged suckling, and neglect of the important technique 
of breaking wind. All these faults can be easily removed by 
the patient expert instruction of the midwife. 


$ Baby Difficulties - 
$ Suckling ~ 

(m) Mismanagement by the Baby (+).—The baby, like the 
mother, may be unwilling to play his part, or may be ignorant 
and inapt. And so we have the not uncommon early refusal 
to take the nipple ; however stubborn the battle between nurse 
and baby, this refusal i is always:overcome by withholding food 
(not fluid). Also, the baby who falls asleep at the breast 
must be kept awake and goaded into action. 


` Digestion 
(n) The Mouth: .—Observation of the mouth ought to be part 
of the daily routine of the nurse. Thrush and other forms 
of stomatitis interfere with breast-feeding, and their early 


detection allows rapidly effective treatment. Deformities of 
the mouth may or may not impede suckling. 
*(0) Vomiting from Gastric Catarrh (+).—This is die to 


infection of the stomach by the swallowing of infected material 


‘from the vagina, causing vomiting in the first two or three 


days after birth. It is treated by giving water only for 12 hours, 
with a little*sodium bicarbonate or magnesia ; and, if necessary, 
by washing out the stomach. ‘ 

*{p) Vomiting fiom Gastric Spasm and Flatulence (+).— 
The two conditions need not be combined, but often are so. 
The vomiting is usually quiet, frequent, and small, but may 
be forcible. The baby is of the restless type, impatient in 
suckling and wriggling about afterwards. Treatment is entirely 
a nursing procedure. Suckling should be interrupted several 
times “to break wind”; on its completion a further patient 
effort should be made to produce eructation, and the baby 
socthed to sleep in the upright position before being laid 
down in his cot. In this type of disturbance the feeding interval 
should not exceed three hours, and with advantage may be 
less. These measures must be patient and thorough. Weaning 
in these cases is a bad blunder, and is often followed by per- 
sistent frequent vomiting for months. 

*(q) Vomiting from Excess of ie (+).—This may produce 
little disturbance beyond the spilling up of milk after suckling 
and the passage of frequent large stools ; or it may give a 
similar clinical picture to that of section p. A few test feeds 
will disclose the condition. The remedy is simple and effective 
—to reduce the number of feeds and cut down the period, 
of suckling to 15 or 10 minutes. 

*(r) Vomiting from Pyloric Obstruction (+).—This is rare 
until the end of the second week. The clinical features of 
pyloric stenosis need not be described, nor its specific treatment. 
But breast-feeding must be maintained: its continuation will 


‘greatly favour the success of any treatment, medical or surgical. 


Weaning in cases of pyloric stenosis is still far too common, 
and the mistake is costly in lives. Indeed, the rule is absolute 
for this and every other type of vomiting—never to wean on 
account of the baby. The only exception is the excessively 
rare condition of anaphylactic vomiting ; and its rarity serves 
only to prove and uphold the validity of the rule. 

(s) Intestinal Flatulence (+).—If this causes colic it'is easily 
recognized. But there is a silent type in which there is no 
colic ; and the baby, fat and flourishing, is happy throughout 
the day but cries through wakeful hours at night and disturbs 
the peace of the household. Such babies put on weight rapidly 
and take large feeds .quickly, which carry through a little 
swallowed air into the intestine. The condition may seem too 
trivial to require treatment, but in the long run nervous injury 
is done through loss of sleep. Treatment: Reduce intake by 
cutting down the period of suckling; slow down the rate of 
feeding ; take special care in “ breaking wind.” 5 

(t) Frequent Large Greenish Stools (+).—These are due to 
excess feeding, and the remedy is to reduce the number of 
ieeds and the period of suckling. Small doses of paraffin 
emulsion will control any accompanying catarrh. 

(u) Constipation (+)—One type of constipation fairly 
common in breast-fed babies in the early months is of special’ 
character and seldom described in books. There is no bowel 
movement for two or three days, and then the passage of a 
large soft healthy motion. General health and digestion are 
excellent. The cause is anal spasm (not fissure); and the 
remedy is to pass the little finger covered with vaseline into 
the anal canal and keep the sphincter dilated until the lower 
bowel and rectum contract and expel the stool. This is done 
twice daily until there is a spontaneous daily movement, and 
thereafter once daily for a week. 


< General Conditions . 

(v) Prematurity (+).—Breast-feeding is especially valuable uv 
premature and feeble babies; but lactation is likely to he 
delayed, particularly if the stimulus of suckling is lacking. The 
special methods of feeding in prematurity cannot be detailed 
here ; but lactation can be encouraged by manual expression 
of the breasts, and when small amounts are obtained these 
can be given to the baby: It is surprising how a small feeble 
baby of 4 Ib. or less, and a fortnight old, will at once ‘suck 
the nipple vigorously. Before breast milk is available a diluted 
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sweetened condensed milk is the best food; its low fat value 
is an advantage. ; 

(w): Gastro-enteritis (+)—This dangerous condition is rare 

in breast-fed babies at home; but it is an ever-present risk 
in institutions. Vomiting and diarrhoea are accompanied by 
the essential symptoms of sudden anorexia, grave weakness, and 
dehydration. Inmmediate drastic treatment consists in total 
withdrawal of milk for one, two, or more days, the substitution 
of sweetened alkaline water, the giving three or four times daily 
of small doses of magnesia (a half to one teaspoonful), and 
‘parenteral salines. Meantime, lactation is maintained ; but 
breast. milk is resumed only when the colour and the strength 
of the baby have improved and there are signs of hunger and 
returning appetite. At first the breast milk, giveh by bottle, 
should. be skimmed and diluted. In the acute stage a little 
sweetened tea twice daily is of value. 
, (x) Failure to Gain Weight, and Poor Appetite (+).—This 
condition is common at the end of the first week. ` Hunger and 
appetite can be restored quickly by the withdrawal of two or 
three breast-feeds and the substitution of sweetened water 
preceded by half-teaspoonful doses of magnesia. This can be 
repeated, if necessary, on a second day. 

(y) Febrile Illness in the First Month (+).—This may be 
dehydration fever or any other sharp and transient febrile 
illness. The dietetic treatment is the withdrawal of breast- 
feeding for 12 to 24 hours and the substitution of abundant 
sweetened fluid; and here, again, the diuretic and diaphoretic 
action of tea infusions can be used with good effect. Breast- 
feeding can then be resumed. 

Q) Etcetera (+,).—Among all other pathological states in the 
baby during the period of breast-feeding—whether organic, 
structural, functional, or infective—while some may require a 
temporary withdrawal or modification of breast milk, there 
is not one which contraindicates breast-feeding. 


Conclusion 

This brief epitome of breast-feeding makes a crowded 
presentation of a large and complicated problem of dietetics. 
In other branches of dietetics the doctor and the nurse are 
not concerned with the production of the food, nor with its 
conveyance to the patient, but only with doling it out. But 
in breast-feeding we have to supervise all three operations ; 
and before we can do this we must know and understand 
the processes that underlie lactation, suckling, and digestion. 
Only when we are instructed in this primary knowledge can 
we manage the normal dietetic problem of breast-feeding. And 
when we are so instructed we can then understand and deal 
successfully with the derangements that may upset these three 
physiological processes. It would not matter much if we had 
mastered the problem of the infant dietetics of cows’ milk, 
complicated as it is with the far greater risk of infection. For 
in using cows’ milk we face the double problem of malnutrition 
and infection, and our failure is shown in our high infant 
death rate. 

Human milk is a food perfectly designed in its chemistry 
for the digestion and nutrition of the infant ; and in the arrange- 
ments for its supply and consumption it is almost proof against 
infection ; with these supreme advantages, it is also the cheapest 
of all human food, and the least troublesome to give. 

But breast-feeding is not an automatic process; and its in- 
auguration is attended by many checks and difficulties. Most 
of these difficulties can be overcome by knowledge and patient 
effort ; and in this paper I have tried to set out in an orderly 
way the common difficulties and their simple remedies. The 
general neglect and mismanagement of breast-feeding has 
existed so long that its failure has become accepted as an 
‘inevitable effect of our civilized society. Actually it is one 
of the major problems that have to be faced in any serious 
effort to reduce our infant death rate. At the present time of 
dearth and war the mismanagement of breast-feeding, with its 
resulting waste of food wealth and life, is a matter of national 
concern, Every doctor and nurse who has the responsibility 
of advising and assisting mothers in breast-feeding ought to 
ürge its continuation wherever possible and as long as possible, 
“and give their best thought and effort to overcome any 
difficulties that may arise. They should pause and think more 
than twice before they recommend weaning in the first month 
or. two of life. 


ULCERO-MEMBRANOUS STOMATITIS 


THREE ATYPICAL CASES 
BY 


Squadron Leader T. CRADOCK HENRY, 
MLR.C.S., L.D.S. 


An investigation of 90 cases of ulcero-membranous 
stomatitis was recently undertaken, and of these, 87 
were, on clinical and bacteriological evidence, classified 
as Vincent’s disorder, while 3, which were atypical, form 
the basis of this paper. 


Atypical Forms in the Literature 


Reports in medical literature tend to show ihat atypical 
forms of ulcerative stomatitis are not uncommon : they occur 
sporadically, sometimes in association with other diseases and 
sometimes alone. In most cases the condition bears a certain 
superficial resemblance to Vincent's infection, but the clinical 
course is usually different, as the chief features emphasized 
are the degree of toxaemia, the prevalence of complications, 
and the mortality. i 

In a rather different category is a group of eases showing 
a variety of skin lesions with similar. manifestations in the 
mouth, Of these the most important are p mphigus vulgaris, 
erythema multiforme, and dermatitis herpetiformis, Up to 
recent times these cases were diagnosed on the clinical findings, 
but few attempts seem to have been made t estigate thy 
bacteriology or the blood picture. Pemphifius is K 
the disease in which most difficulty is encountere 
a differential diagnosis, as the bullae may first 
on the lips or in the mouth. Matis (1940), in. desc: : 
of pemphigus in which the lesions were entirely confined 
mouth, points out that the diagnosis rested on the identifi 
of the typical bulla, which ruptured in a few hours, ands 
“Following rupture, the flaccid pellile sloughs off, leaving 
a superficial ulcer, which promptly develops a marked 
secondary inflammatory reaction.” Erythema multiforme, 
which also produces a bullous lesion in the mouth; may be 
another source of difficulty, but again. the diagnosis must rest 
on the discovery of the typical lesion. 

In describing cases of atypical ulcerative stotnatitis some 
authors have applied the term “ streptococcal.” Costello (19319 
reports a number of cases of coincident sore throat and sore 
mouth in children. The lesion in the mouth was apparently. 
pustular in type, not dissimilar to the bullae of pemphig i 
on rupture it left behind a superficial ulcer. Culture fr 
contents of these lesions gave an almost pure 
‘haemolytic streptococci. Similarly, Mead (1932) 7 n 
account of several cases of alleged-streptococcal stomatiic ino 
which the clinical. features were mainly those of an acute. 
marginal gingivitis. Culture from these cases ustially resulted 
in a mixed growth of Str. viridans and Staph. aureus. In none 
of them, however, was thé condition reminiscent of ulcero- 
membranous stomatitis in the full clinical sense of the jer, 
nor were any of the patients seriously incapacitated by the 
disease. ; i 

A very different disorder was recently described by Watton 
and others (1941) in which the severity of the local condition, 
ulcero-membranous in type, was completely overshadowed by 
the alarming prostration and acute illness of the patient. The 
clinical features of the 3 cases bear such a striking resemblance 
to those of Walton that it is felt ‘they may belong to the same 
group. They have in common the following characteristics: 
(1) The patients were acutely ill, with the manifestation locally 
of a wide-spread ulcerative stomatitis, associated with a con- 
junctivitis. (2) Swabs from the mouth failed to reves} the 




















presence of Vincent's. organisms in significant quantity, but 
streptococci were grown on culture., In Waltons cases the 
organism was believed to be a ‘streptococcus of the faccaliz (ee. 
(3) There was no response to sulphanilamide-or sulphapydi 

therapy, but the patients appeared ġo improve after "sk 
transfusion. « 
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The histories of the 3 atypical cases in the present series 
are as follows: 


Case I 


An A.C.2 aged 19 was admitted to hospital on May 17, 1940. 
Seven day previously he had had a slight sore throat, which 
had abated until, two days before admission, it had recrudesced 
simultaneously with the appearance of a sore mouth. 

When first seen he was obviously very ill; cyanosis and 
dyspnoea were present, and the temperature was 104° F. and 
the pulse rate 140. He complained of dysphagia, and trismus 
had developed. The mucous membrane of the lips, gingiva, 
and soft palate was covered with a whitish-grey tenacious 
exudate, which on removal revealed shallow ulcers that bled 
freely. Haemorrhage, in fact, was observed from all the 
gingival margin, which was grossly hypertrophic. Smears taken 
from the mouth showed a few Vincent’s organisms, together 
with large numbers of Gram-positive cocci. Aerobic culture 
gave an almost pure growth of haemolytic streptococci. The 
Wassermann reaction was negative. A general examination 
revealed no gross abnormality except the presence of moist 
rales at the left base. Sulphanilamide was given in preference 





Fic. 1.—Case I. Acute phase 5 days after admission, showing 
bilateral conjunctivitis and ‘blepharitis; oedema, bullae, and 
crusting of lips; and skin lesion. In the collar area the vesicu- 
lation, erythematous base, and central red spot can be seen. 

. 


to sulphapyridine, and the patient received an initial 24-hour 
dosage of 8 g. 

The following day he seemed to have improved slightly and 
the temperature had fallen to 100° F. A skin lesion was now 
present; this took the form of a vesicular eruption on an 
erythematous base, and was first noticed on the left forearm 
and in the collar area. In addition conjunctivitis appeared, 
and a sticky discharge covered the lid margins (Fig. 1). On 
the fourth day a tentative diagnosis of pemphigus was made, 
and it was proposed to continue the sulphanilamide for a full 
course. The patient’s general condition had begun to show a 
rapid deterioration ; the temperature had risen again, he was 
taking little nourishment, and the prostration was alarming. It 
was therefore decided to try the effect of a blood transfusion, 
and 500 c.cm. of fresh citrated blood was administered. At 
this time the skin lesion had reached its maximum extent, and 
bullae were present on the arms, legs, and chest. with one on 
the glans penis. Smears from the mouth failed to reveal 
Vincent’s organisms, and culture gave a heavy growth of 
haemdfytic streptococci, both a and 8. The white cell count 
was 13,000 per c.mm. 


The following morning the patient was greatly improved, and 
during the next 4 days the temperature showed a gradual return 
to normal. On May 24 the chest was radiographed and 
evidence was found of a resolving bilateral bronchopneumonia. 
Blood culture from a specimen taken on May 19 was sterile, 
as was a-culture from the exudate in one of the bullae. Further 
smears frogn the mouth again showed the presence of Gram- 
positive cocci, and culture gave an almost pure growth of 
haemolytic streptococci. 

From about this time onwards the skin lesion started to fade 
and in the mouth the membrane began to separate, leaving 
behind a painful haemorrhagic surface. Oedema of the lips 
was still manifest as late as May 27 and the ulceration appeared 
tardy in healing. It was not until June 5 that the mouth lesion 
was completely resolved. 

The patient was discharged from hospital on June 21, and so 
far as can be ascertained no other attacks have occurred. 


Case II 


A corporal aged 19 was admitted to hospital on Oct. 20, 
1940, having been transferred from his local sick-quarters. For 
5 days he had had a sore mouth, which had ulcerated 2 days 





Fic. 2.—Case II. Acute phase 8 days after admission, showing 
ulceration and formation of small bullae on lips, and bilateral 
conjunctivitis, with some discharge present on lid margin. 


before his admission. On the day previously his eyes became 
sore and he had awakened in the morning with the lids stuck 
together by discharge. He gave a previous history of having 
had a similar attack, in which a skin lesion had followed. This 
attack had never been satisfactorily diagnosed, but it was 
apparent that he had been gravely ill. 


On examination the patient appeared restless and anxious: 


’ he was of a greyish pallor and slightly dyspnoeic, but. no 


abnormal ‘signs were present in the heart or lungs. The 
temperature was 100° F. and the pulse 120. A purulent con- 
junctivitis was evident, but no skin lesion except a residual 
staining from the previous attack. Inspection of the mouth 
showed an extensive ulceration, with a thick dirty white exudate, 
membranous in character. This covered the gingiva and the 
mucous membrane of the floor of the mouth, the cheeks, and 
palate. The lips were only slightly involved, but were oedema- 
tous. The white cell count was 12,000 per c.mm., with 74% 
polymorphs, and a swab from the mouth revealed a few 
Vincent’s organisms, culture giving a mixed, growth of haemo- 
lytic streptococci, pneumococci, and M. catarrhalis. The 
Wassermann reaction was negative. 

, The patient was placed on a full course of sulphanilamide, 
with an initial 24-hour dosage of 8 g. The drug was continued 
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for 6 days. He showed little improvement ; the temperature 
was gradually rising and toxaemia was evident. A skin lesion 
appeared on the third day after admission, being first detected 
on the back in the scapular region and on both arms. The 
lesion was tender to pressure and similar in appearance to 
erythema multiforme. 

On Oct. 24 the temperature reached 103. F., the 

pulse was thready, and the general condition appeared alarm- 
ing. Prostration was evident ; the patient was unable to take 
nour ent because of dysphagia, and oedema of the soft 
palate caused great distress. The skin lesion had extended, 
and was present on the buttocks, the lower limbs, and the 
dorsum of the penis. Two of the lesions had central vesicula- 
tion, which does not show in the photograph (Fig. 3). The 
white cell count was 7,800 per c.mm. A further swab from 
the mouth was identical with the first. 
On the basis of the dramatic improvement that had taken 
place in Case I, a transfusion of 500 c.cm. of fresh citrated 
blood was given by slow drip. A rigor occurred shortly after 
the transfusion had begun, but despite this the procedure was 
completed. 

On Oct. 25 the patient both looked and felt better: 
the temperature had fallen to 100° F. and the oedema of the 
soft palate was less. In the ‘interim period mild non-specific 





Fic. 3.—Case II. 
can be seen in large patches on 
posterior aspect of upper arms. Recent purpuric lesions are 


Eight days afier admission. Old staining 
the trunk, buttocks, and 
mostly with limits of previous staining. 

treatment had been given to the mouth, which had shown a 
gradual improvement ; the membrane had separated in places, 
leaving behind a shallow ulcer. The skin lesions began to 
fade, and by Oct. 30 had disappeared completely. Smears 
from the mouth taken on Oct. 26 and 30 failed to show the 
presence of Vincent’s organisms, and culture on both occasions 
gave an almost pure growth of haemolytic streptococci. Swabs 
from the eye did not reveal any organisms, and the blood 
culture was negative. Figs. 2 and 3 illustrate the condition as 
it appeared 8 days after admission. 

The patient showed continued improvement, and the tempera- 
ture remained normal after Oct. 27. The mouth, however, was 
slow to heal, and it was not until Nov. 5 that all ulceration 
had ceased. The patient was discharged on Nov. 12. 


; Case III ; 

This patient, aged 18, was admitted to hospital on June 27, 
1941, as a transfer from his local sick-quarters, 5 days after 
the onset of a severe stomatitis, which had been diagnosed as 
Vincent’s infection. : ; 

On examination he presented a severe ulcero-membranous 
stomatitis involving the gingiva, the mucous membrane of the 
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cheeks, the lips, and the soft palate. There was a single bulla 
on the tip of the tongue. The membrane was tenacious and 
not easily separated, and was grey in colour. His lips were 
swollen, trismus was present, and he complained of dysphagia. 
The breath was not fetid. The patient’s general copdition was 
fair, but he looked toxic. The temperature was 103° F., the 
pulse rate 120, and the respirations 36; moist sounds were 
evident at the left base. He had an angular conjunctivitis, with 
filmy strands over the cornea. Smears taken from the mouth 
failed to reveal Vincent’s organisms, and culture gave an almost 
pure growth of Str. viridans. A smear of the conjunctival 
exudate revealed a few pus cells and an occasional diphtheroid, 
but no other organisms. At this time the white cell count was 
13,000 per c.mm. 

Treatment during the next two days was mainly expectant, 
non-specific measures being applied locally. The patients 
general condition, however, deteriorated, and as the clihical 
signs and a radiograph of the chestewere compatible with a 
basal pneumonia, a course of sulphapyridine was started on 
June 29—30 g. in all. On July 4 the drug was withheld, but 
as the temperature still remained over 100° F., and on the 
experience in the previous two cases, a small transfusion of 
350 c.cm. of fresh citrated blood was given. There was an 
evident improvement in the patient’s general condition follow- 
ing the transfusion, but it was not so dramatic as in the first 
two cases. 

Up to this time the’ mouth condition had remained more or 
less static, but by July. 7 the membrane was beginning to 
separate, leaving behind shallow ulcers, which healed with great 
rapidity. \ 

Further smears from the mouth had been taken, but on no 
occasion were Vincent’s organisms seen, and culture gave an 
almost pure growth of Str. viridans. No skin lesion developed 
at any time. By July 17 the patient had improved considerably 
and his condition had ceased to cause any grave concern. The 
blood picture showed haemoglobin 94%, red cells 5,340,000 
per c.mm., and white cells 5,800 per c.mm? The mouth. how- 
ever, was still unhealed, although the conjunctivitis had 
practically disappeared. Cervical adenitis, which had been a 
pronounced feature in this case, was now nearly absent. 

The ulceration in the mouth was healed by July 22. The 
temperature had. remained normal since July 9, and the patient 
was eventually discharged from hospital on Aug. 7. 


Discussion 


Three cases of an atypical ulcerative stomatitis have been 
described which at first sight bore a strong resemblance to 
Vincent’s infection of an acute and widespread type. Clinically, 
this resemblance was only superficial ; for in each case purulent 
conjunctivitis was present, foetor oris was never marked, and 
two cases developed skin lesions. Toxaemia with prostration * 
was considerable in all three, and they showed in common 
a failure of response to sulphanilamide but marked improve- 
ment after blood transfusion. That the lesions were not 
classical Vincent’s stomatitis is confirmed by the bacteriological 
findings. 

The oral lesions could be described as ulcero-membranous 
in character in each case, and with one exception bullae were 
not found in the mouth. In addition the stomatitis preceded the 
appearance of the skin lesion by some days. These two facts 
seem to indicate that, whatever the nature of the stomatitis, 
it was not a manifestation of pemphigus or other primary 
dermatological condition. { 

As has been seen from the case reports, the organism mainly 
isolated in culture from the oral lesions of these patients was 
a streptococcus. In Cases I and II it was haemolytic, often 
in almost pure culture, and in Case III of a non-haemolytic 
type. Unfortunately, a detailed pathological investigation was 
not pursued, since facilities were not then available. However, 
the consistent isolation of these organisms in culture, together 
with the absence of other significant organisms, is of interest, 
and it would appear profitable to speculate on the relation 
of the streptococcus to the clinical picture presented. 

It is known that toxic manifestations, with high temperature, 
toxaemic cutaneous eruptions, purulent conjunctivitis, and 
syndromes of a like nature may arise from a localized 
streptococcal infection, and although it is not suggested that 
in the first two cases the haemolytic streptococcus was the 
sole causal agent, it is believed that its presence had very 
considerable influence on the clinica} course of the *disease. 
In Case III the streptococcus found was of a non-haemolytic 
variety, and it is noteworthy that in this case generalized skin 
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lesions did not appear and, on the whole, toxic manifestations 
were less marked. 


The fact that little response was obtained from the adminis- 
tration of, sulphonamides in these cases would appear to 
absolve the streptococcus as the morbid factor, but cases of 
streptococcal infection are frequently seen in which no appre- 
ciable benefit has been obtained from this group of drugs, 
and, as has recently been shown, strains of haemolytic 
streptococci completely resistant to them do occur. Francis 
(1942) describes several cases of wound infection by a Group A 
Type 12 streptococcus resistant to sulphonamides, lack of in- 
hibition of growth being demonstrable in vitro. This resistance 
is, however, not a specific type characteristic, and it seems 
likely that other types may, under suitable conditions, produce 
sulphonamide-resistant strains. However, quite apart from the 
possible presence of sucĦ a strain in these cases, the fact that 
a generalized toxaemic condition was well established lessened 
the clinical. value of sulphonamide administration. Certainly, 
the problem becomes very different from one in which the 
streptococcus is proliferating in an open wound. 

While it is realized that in these three cases there is not 
sufficient evidence to justify the conclusion that the streptococcus 
was the specific causative organism—in fact, a neurotropic 
virus might well be implicated—it is suggested that its presence 
influenced the clinical picture to a marked degree; and, 
although it is not possible to make a diagnosis until more 
is known of the condition, it is considered that this acute 
ulcerative stomatitis with its concomitant toxic syndrome con- 
stitutes a well-defined clinical entity. 


Summary 


In a series of 90 cases of ulcero-membranous stomatitis 
recently investigated 87 were classified as Vincent’s disease. 
The remaining 3, which differed materially from the others, 
showed marked toxaemia and failed to respond to sulphanil- 
amide and sulphapyridine ; improvement, however, followed 
blood transfusion. In each of these 3 cases streptococci were 
isolated from the mouth lesions, 


1 wish to thank Wing Commander I. MacKay and Wing Com- 
mander K. Robson for their help and encouragement, and Squadron 
Leader R, Wynroe for the photography. 
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GROUP PSYCHOTHERAPY 


e BY 


MAXWELL JONES, M.B, M.R.C.P.Ed., D.P.M. 


Group treatment if effective would have a particular value 
in wartime, when there is a relative shortage of doctors 
and, potentially at least, an increase of patients with 
neurosis. The number of neurgtic patients who can be 
adequately. dealt with by one doctor varies according to 
the type of patient and the type of treatment practised by 
the therapist, but, in general, 25 to 30, with an average 
duration of stay in hospital of about six weeks, is a 
reasonable estimate. 


The effort-syndrome unit at the hospital to which I am 
attached has 100 beds and comprises patients with various 
mild neurotic states, all of whom are carefully examined to 
exclude organic disease, and all of whom have fatigue as their 
main symptom. They show various anomalies of vegetative 
function such as palpitation, postural giddiness, labile. blood 
pressure, tachypnoea, hyperventilation, frequent ~ sighing, 
sweating of an emotional distribution, hot flushes, cramps, and 
paraesthesiae. This vegetative lability has frequently been 
present since childhood, and while individual psychotherapy 
may lessen psychic anxiety and effect personality change the 
somatig symptoms often remain very resistant to treatment. 

Patients with effort, iftolerance were first treated here by 
the usual psychotherapeutic measures, in addition to the general 


. 








SOUS methods, an attempt being made to get at any 
major emotional factors which might help to explain the 
development of the patient’s effort phobia. In the resulting 
discussion and explanation it was necessary to deal with the 
cardiac neurosis that was usually present. This necessitated 
some simpte explanation of the physical accompaniments of 
an emotional state, but great difficulty was experienced in 
removing the patient’s belief that he had heart. disease, which 
was sometimes held with almost delusional intensity. 

Another great difficulty was that patients did not come here 
seeking treatment: speaking generally, their main conflict was 
over Army service; which for one reason or another they dis- 
liked intensely. From contact with such. men I came to the 
conclusion that their low morale was more satisfactorily 
combated by talking to them in groups than by individual 
interviews. One had the feeling—and this was endorsed by 
the nurses’ observations—that in individual interviews the men 
fought shy of such a topic, but at night, after “lights out,” 
would discuss freely their dislike of the Army, their grievances, . 
and their desire for discharge, the last being amply justified 
because in their opinion they had heart disease, and so on, 
During such discussions a patient had ample opportunity for 
dramatizing his predicament, and there was no possible way 
for the other patients to verify his statements. 

After two years of individual psychotherapy conducted under 
rather difficult conditions, as outlined above, influenced also 
by the need for doctors to deal with many more patients. than 
is at present the case, it was decided to try a form of group 
therapy. The patients had been carefully selected and had 
approximately identical symptomatology: this made the 
problem much simpler than would usually be the case in a 
psychiatric ward. The treatment was tried. on a group. of 50 
patients, the remaining 50 being given individual psychotherapy 
by other doctors. There were two main problems to be con- 
sidered: the patient’s attitude towards his symptoms, and the 
degree of group responsibility which he showed. These two 
aspects are best discussed separately. 


Patients’ Attitade towards Symptoms 


As already stated, most of the men on arrival here had 
marked vegetative imbalance, which they interpreted as positive 
evidence of disease. A simple explanation of psychosomatic 
relationships did not appear to be sufficient to undermine this 
belief, and much more detailed instruction was indicated. The 
procedure adopted was to have three meetings a week at 9 a.m 
on alternate days. The patients and doctor were seated com- 
fortably, the whole atmosphere being completely informal. 
The junior nurses working on the wards sat at one end of the 
room. The talk lasted on an average 20 to 30 minutes, with 
a quarter of an hour at the end for open discussion. . At first . 
the talks covered a wide range of. topics, including heredity, 
child psychiatry, the unconscious, propaganda, . inferiority 
feelings, fatigue, relaxation, etc.; but it soon became. clear 
that some definite system, whereby the education .was more 
unified, was necessary. For this purpose I have. found that 
the central nervous system is a suitable subject because it 
lends itself most easily to diagrammatic representation ; thus, 
talks about the autonomic nervous system or different levels 
of consciousness as pure abstractions are quite beyond the 
average patient’s comprehension, whereas the same subject 
taught with the use of charts or a model brain is capable 
of holding his attention and means something to him. For- 
instance, the brain is explained to the group as functioning 
at three levels—the cortical, the thalamic, and the brain stem— 
which, functionally, represent consciousness and the peripheral 
nervous system, undifferentiated emotions, and control of 
visceral activity respectively. The peripheral- nervous system 
and autonomic nervous system are then discussed. in detail 
without, however, using medical terms or going into details 
of anatomy. The main point is that the men should have 
a rough idea of the function of the nervous system and its 
importance in adjusting the individual to his environment (the 
exterofective system of Cannon). The autonomic. nervous 
system is dealt with in a similar way, its function in main- 
taining internal equilibrium being stressed. When the men 
appear to have grasped these two distinct concepts they are 
taught how activity or inhibition at any one level may affect 
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the ‘other levels—e.g., the toxic’ effects produced’ by alcohol 
in-removing the inhibitory influence of the cortex, resulting 
in uncontrolled emotional ‘behaviour ;'or the effects of con- 
sciously apprehended emotional experience upon the vegetative 
nervous system. $ 


The justification for teaching such an over-simplified ab- ` 
normal physiology rest; in the need for giving the. patient ` 
some more or less concrete conception of the meaning of . 


“nerves.” By actually pointing to nervous structures, repre- 
sented diagrammatically or by a model brain, the men find 
that such: an abstraction as nerves becomes a reality for them 
in just the same way as heart disease represents a reality. 
Moreover, they are always ready to listen to any intelligible 
discourse about their health, and by frequent reference to 
everyday evidences of vegetative instability this impression that 
nerves are a’ reality is readily strengthened. The whole 
atmosphere is that of a lecture to intelligent men on a subject 
of general interest to them. This academic atmosphere is 
heightened by the presence of the nurses in that they are 
' credited with a certain educational level and prestige. The 
knowledge gained increases the patient’s self-esteem and offsets 
the embarrassment which so often accompanies an insight into 
his neurosis: thus the man whose wife has always shown con- 
siderable concern regarding his supposed heart condition is 
‘able to relinquish this particular ailment provided he can give 
her some alternative explanation which does not involve the 
loss of too much self-esteem. - 

Merely transferring the emphasis, from “heart” ‘to “ nerves” 
would bé no great advance if it were not for the fact that 
nervousness cannot be divorced from the total personality. It 
is easy for anyone to understand that his feelings of fear and 
so on are part of himself—i.e., feelings and self are much 
the same thing. In this‘way the individual realizes that he 
has a certain responsibility in relation to his feelings and cannot 
sit back and expect the doctor to do everything, in the same 

_ way as he might do if he had heart ‘trouble. The man’s own 
initiative and resources are therefore called into play to find 
some solution -for his problem. At this stage he may ask 


\ 


, what action he can take if, having arrived at ‘the point where 


he is prepared to. do his utmost to meet the difficulty, no solu- 
tion presents itself. Such a situation calls for the highest level 


of adaptive behaviour, the patient accepting that, temporarily 


at least, no solution can be found and that only a positive 
effort at adaptation will prevent a breakdown. The negative 
personality factors are.stressed here—the resentments, preju- 
, dices, etc., which if present prevent any possibility of successful 
adaptation and are fertile soil for the growth of anxiety. J 
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Group Responsibility 


The majority of ‘batients seen here have a very circumscribed 


outlook and are largely preoccupied with their own symptoms, 
‘emotional difficulties; and domestic situation; few have 
reflected on the’ reason for their conscription or have stopped 
to consider what they’ are fighting for. They seldom read 
“newspapers and have only the vaguest conception of the extent 
and complexity of the war, To them there exist their home 
and a ‘vague, ill-defined, unfriendly outside world. With no 
better sense of values than these it is not surprising that some 
men quite openly and shamelessly hope for nothing but their 
discharge from the Army. i 7 
Two methods might be employedď' to alter this state of mind: 
(1) an educational programme, the aim of which is to give 
the individual a balanced view of the whole'world situation 
' and'an ability to appraise for himself the merits ‘and demerits 
_of the various systems of government, and to realize that for 
democracy’ to succeed a, feeling of responsibility from each 
individual is demanded; (2) an- exposition of conditions and 
restrictions which exist in some other countries and particularly 
in the occupied countries, with emphasis on the tragic fate 
of some subjugated peoples. So far'only the former method 
has been employed here, and it is in this sphere that the 
‘nurses have been particularly useful. Their main object is 
‘to imbue the men with a feeling of group responsibility and 
make them realize that fan more is at stake than simply their 
own future. A man’ who has openly made ,up his mind to 
‘get out of the Army if at'‘all possible has not only „his own 
conscience to consider but also the effect of his ‘attitude on 


- and self, which, if accepted, meant the adoption by the 


his ‘contacts in hospital, the men at his unit, and, if he is 
discharged, his contacts at home. His usual plea is that he 
would be serving his country much better in his civilian 
capacity at a job for which he was properly trained rather 
than one where he is a misfit. Such a man has seldom stopped’ 
to reflect that practically no one in the Army regards soldiering . 
as his natural vocation and that in a sense the great majority 
of soldiers are doing work less efficiently than that for which 
they were, from choice and aptitude, trained’in peacetime. 
The nurse attempts to make him become conscious of the 
fact that his attitude of mind not only concerns himself but 
may have a marked influence for good or bad upon his 
contacts. Her approach must necessanly be an indirect one 
and ‘occur quite naturally in a social situation. The patients 
are usually only too. ready to discuss their family problems 
and show the nurses letters from their wives, which all too 
often are most unsuitable for a neurotic patient to receive, 
with over-anxious inquiries about their heart trouble and ex- 
pressing the hope that they will soon be discharged from the 
Army, etc. The doctor and nurse have to try and offset this 
damaging home influence and substitute a more realistic out- 
look. In general the men lack real beliefs, although most 
of them- are convinced that their only salvation lies in a 
return to a circumscribed existence where they hope to escape 
from the awareness of world problems which they cannot 


_ understand and for which they feel no personal responsibility. 


The nurse first tries to improve the man’s self-regard by getting 
him. to talk about his past work and successes and, having 
established rapport, tries to arouse his interest in some activity 
within the Army. General reading 1s encouraged, particularly 
periodicals,, because the more serous articles give a much 
greater amount of information than the daily papers. 

These measures may appear to be so simple and obvious 
as to‘Jack therapeutic value, but it must be borne in mind 
that we are not concerned with the doctor's analytic approach 
to the problem of morale but with the simple methods which 
nurses can apply. It would appear undesirable that the 
physician should himself be too closely identified with this 


, problem, for by so doing he might endanger his privileged 


position as a doctor. 


Summary and Conclusions : 

During the last few months group therapy has been given 
to a group of 50 patients with effort syndrome. No follow-up 
\figures are yet available, so that any discussion of results is 
premature. There is no doubt, however, that simple talks on 
health problems bearing on their illnesses prove of great interest 
and value to the men. The danger of fostering hypochondriasis 
is fully realized, but a hypochondriacal attitude towards their 
symptoms was already: present in these patients on admission 
to hospital and the various vegetative symptoms had been 
interpreted as evidence of disease, particularly heart disease. It 
was found comparatively easy to alter the conception of heart 
disease to one of “nerves.” In order to do so, however, it 
was essential to avoid, so far as was possible, abstractions such 
as talks on emotions, the unconscious, belief, etc., and to build 
up instead an apparently „real structure round the conceptions 
of the central nervous system, which was best done by the 
use of a model brain, charts showing the nervous system, etc. 
This led on to discussions on emotions and bodily changes, 
always relating events to actual change in the nervous system. 
The next step was: to correlate vegetative symptoms, feelings, 
patient 
of a personal responsibility in relation to his illness. Finally, 
emotional difficulties and personality problems were discussed 
as being the level at which disequilibrium in the nervous system 
could best be tackled. | 

It has been found in practice that the men adopt these new 
ideas with surprising readiness, and that among themselves 
and in conversation with the nursing staff there is much less 
tendency to discuss their symptoms than previously. Further, 
the preoccupation with heart disease has almost disappeared 
from the wards, and the number of men returning for Army 
duty is higher than at any time since the unit started two and 
a half years ago. š -e 

Complementary to the group treatment is the employment 
of the nursing staff to give individual attention-to patients, and 
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particularly to support the doctors’ views regarding the patients’ 
symptoms and to develop a sense of group responsibility. This 
must be largely an individual matter depending upon the 
ability and beliefs of the particular nurse, but an attempt 
has been rfiade to indicate in a general way how the nurses 
have been encouraged to tackle these problems. 
Impressionistically, the results have so far been better ‘than 
with any previous method. There is no‘ doubt that the 
atmosphere in the wards has improved enormously and the 
patients are far less preoccupied with their symptoms. 


I would like to thank'Dr. W. S. Maclay for permission to 
publish these results and for every possible encouragement. j 





THE SEDIMENTATION RATE AND THE 
SEDIMENTIN INDEX* : 


BY 
B. L. DELLA VIDA, M.D.Rome 
Assistant Pathologist, the Royal Hospital, Wolverhampton 


- Since Fahraeus (1921) and Westergren (1920) investigated 
the phenomenon of the sedimentation of the red cells 
(E.S.R.) and first gave details of a technique for measuring 
its rate an extensive literature has accumulated on the 
subject. Much has been learned of the factors involved 
in the phenomenon, though its ultimate cause remains 
obscure, and of its implications in, clinical medicine. Some 
half-dozen different techniques have been recommended 
for its investigation; this is unfortunate, since it is now 
abundantly clear that to be comparable results must be 
obtained under identical conditions. The estimation of 
the E.S.R. already occupies an important place in clinical 
pathology, but there is still not even general agreement as 
to the best means of its expression. Thus the Westergren 
E.S.R. estimation refers to mm. fall in one hour, the 
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Fig. 1 


Linzenmeier (1920) method reports the number of minutes 
taken for the red-cell column to reach a certain mark, and 
the Rourke and Ernstene’ (1930) technique records results 
as mm.'fall per minute. The applications and implica- 
tions ofthe E.S.R. in cljnical medicine are far from being 


* Paper read before the summer meeting of the Associati f 
Clinical Patholdgists, June 27, 1942. £ ý 4 Gi 
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fully understood ; the adoption of a common technique 
and mode ot expression of results, such as to make the 
figures obtained by different workers comparable, would 
do much towards bringing about a fuller understanding. 


Excellent, reviews are available ‘by Ham and Curtis (1938) 
and others on the technical aspects and by Reichel et al. (1936) 
and others on the clinical applications of the E.S.R. In the 
present communication it is proposed to deal only with certain 
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Fic. 2.—Sedimentation curves of samples of the same blood 
specimen by method of (1) Westergren, (2) Cutler, (3) Linzen- 
meer, (4) Rourke-Ernstene or Wintrobe-Landsberg. Erythro- 
cyte volume 42.8%. [Graph drawn from Ham and Curtss’s 
Medicine (1938).] E , 


facts, already well known, but of which the importance in 
the estimation and expression of the E.S.R. has not perhaps 


been fully recognized. 


The rate of the sedimentation of the red cells depends 
primarily on their clumping. The nature of the agent re- 
sponsible for this clumping is obscure, but it is accepted that - 
it is a factor resident in the plasma ; this, following Day (1940). 
may be spoken of as “sedimentin.” The purpose of the 
estimation of the E.S.R. is to find an expression of the 
activity of this factor. The phenomenon of sedimentation is 
governed by certain physical laws. As shown in Fig. 1 it 


- follows three phases. First, from the zero point at the top 


of the column the red cells begin to aggregate and to move 
towards the bottom of the tube, increasing their speed until 
at point A the second stage, the “period of constant fall,” 
is reached. In the third phase, at point B, “packing” inter- 
venes and the rate of fall is slowed down until it is reduced 
to nil and the sedimentation is complete. 

‘If the various techniques commonly in use for the estima- 
tion of the E.S.R. be employed on the same specimen of 
blood and at the same time, it will be seen, as shown in Fig. 2, 
that not only the falls as mm. in one hour but also th 
maximal velocities of sedimentation are different. ' 


Factors Influencing the Sedimentation Rate 


Size and Position of Tubes——Once the period of constant 
fall had been reached the speed of settling of the corpuscles 
weuld remain unchanged if “packing” did not intervene. 
Therefore from a theoretical pomt of view the height of the 
column of blood should be infinite. This is not feasible, but 
to ensure reliable readings the blood column should be as 
high as possible. A height of 100 mm. is sufficient,’ but the 
200 mm. of the original Westergren apparatus is preferable. 
The diameter of the column should be more than 2.5' mm., 
to avoid the capillary action of the tube (Walton, 1933). The 
tube must be perfectly vertical, as very slight inclination pro- 
foundly affects the rate of fall (Ponder, 1925). : 

Red Cell Volurne—tThe sedimentation phenomenon is due 
to the influence of plasma “sedimentin” on the red cells: 
therefore, in the presence of anaemia there will be a relative 
increase of “ sedimentin ” to each red cell present: Fig. 3 shows 
the effect of varying the concentration of the red cells in the 
same plasma. It shows that the more anaemic is the blood 
tke higher is the sedimentation rate, and this not only’if ex- 
pressed as fall in one hour but also as fall per minute during 
the period of constant fall (Rourke and Ermstene, 1930; 
Schuster, 1938). f ' 
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Anticoagulants—The original Westergren technique and 
several of those described later employ as anticoagulants solu- 
tions of varying strength of sodium citrate. More recent 
techniques use heparin, dry potassium oxalate, or oxalate 
mixtures. The experiments of Ham and Curtis and others 
prove that only dry oxalate mixtures as recommended by 
Heller and Paul (1934) and heparin ensure comparable results 


and at the same time prevent shrinkage of the red cells, thus - 


allowing a correct reading of the corpuscular volume. - 5 





Fic. 3.—Showing the effect of varying the concentration of 
ied cells in the same plasma. 45% =0.70 mm. a minute; 35% =. 
1.97 mm.; 31.5% =2.53 mm.; 28% =2.64 mm.; 23% =3.10 mm. 
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Fic. 4—Graph showing progressive reduction with age of 
specimen of blood. ~ 

Time—tThe ES.R. is a labile phenomenon’ showing pro- 
gressive reduction with the age of the specimen. Fig. 4 shows 
that the reduction is small up to from 44 to 5 hours from the 
taking of the sample; thereafter it is rapid, until after from 
24 to 48 hours the phenomenon has almost completely dis- 
appeared. The lability of the phenomenon has been shown 
by Day (1939) to be due to loss by the red cells, on standing, 
of susceptibility to clumping. The “sedimentin”: activity of 
the plasma remains unimpaired for long periods. From this 
-it follows that the “sedimentin” activity of the plasma of 
samples of blood older than 6 hours may be estimated with 
reasonable accuracy by combining the plasma with washed 
red cells from a fresh sample. ` Fig. 4 further serves to show 
that the crude reading of fall'by mm. in one hour is not reliable, 
_and that the figure subject to’ least variation is that expressing 

the fall over the period during which this is constant. . 


_ fall per minute. 
` périod of constant fall from the figures alone without plotting. 


- Temperature.—Variation in the ambient temperature con- 
siderably influences the sedimentation rate, but at the tempera- 
ture of any ordinary laboratory this,is not likely to be an 
important factor. 

” Size of Red Cells—This appears to affect the 
rate, but the variations so introduced are so smal 
of no practical importance. 


imentation 
as to be 


Technique Recommended 


From a vein in the antecubital fossa 5 c.cm. of blood is 
drawn into a centrifuge tube containing 10 mg. of the Heller 
and Paul dry oxalate mixture (4 mg. of potassium oxalate and 
6 mg. of ammonium oxalate). A sedimentation tube-of the 
Westergren type is filled to the 200-mm. mark; at the same 
time a haematocrit tube is spun down to ascertain the corpus- 
cular volume. If the blood has been standing for some time 
(never more than 4 hours) it is gentfy but thoroughly mixed 
before setting up. The rate of fall is observed until the period 
of constant fall has been reached or until “ packing” begins. 
The rate of fall can be observed either every 5 to 10 minutes 
or, as is desirable in the case of samples showing high sedi- 
mentation rates, by recording the time at every 5-mm. fall. 


Finding the Sedimentation Rate and Sedimentin Index 


The figures obtained by the observation are plotted on graph 
paper and the straight line expressing the period of constant 
fall is\prolonged at both ends (Fig. 1). The sedimentation rate 


a 
—— and expressed as mm. 
Run P 

With experience it is easy to determine the. 


is given by the formula S.R. = 


The normal range of the S.R. is from 0.05 mm. a minute or 
less up to 0.25 mm. a minute. The observed S.R. will in the 
presence'‘of anaemia require correction for corpuscular volume. 
This may be done by means of the tables of Rourke and 
Ernstene. It can be done-even more conveniently by making 
use of the sedimentin index suggested by Day. . 

The sedimentin index is the logarithm of the figure ex- 
pressing the rate of fall over 100 minutes calculated on the 
basis of the constant fall per minute. Correction for anaemia 
may be made by simple arithmetical proportion, taking 45% 
as the normal corpuscular volume (C.V.), according to the 
formula, 

55 
S.I.=log. (S.R. x 100) ——————_ ; 

100—C.V. 
and for correcting the observed sedimentation rate, 


> antilog. S.I. 
S.R. (corrected) =————___-. 
. : ; 100 ° 

The normal range of the S.I. is from 0.5 or less to 1.4. 
Figures above 1.5 must be regarded with suspicion, but it must 
be borne in mind that a common cold may produce an increase 
of the S.I, up'to 1.5 or thereabout. 

The correction for an abnormal corpuscular volume is valid 
only in the presence of angemia. In the case of bloods with 
C.V. higher than normal (polycythaemia, haemoconcentration 
due to shock, etc.), other factors, such as viscosity, enter into 
play and produce a retardation of the sedimentation not ac- 
countable for by the. increased number of red cells. Jn these 
cases it is advisable to adjust the C.V. to a figure of 45% 
or slightly less before the estimation of the sedimentation rate. 
' Summary 

For estimations of the sedimentation rate of the red cells 
to be comparable it is essential that they be performed by an 
identical technique and expressed in the same manner. 

It is recommended: (1) That 5 c.cm. of blood be withdrawn 


. by venepuncture into a dry mixture of 4 mg. of potassium and 


6 mg. of ammonium oxalate. (2) That the estimation be made 
within four hours of withdrawal of the blood. If this is not 
possible the plasma may be separated and put up against fresh 
washed red cells. (3) That a tube giving a blood column of 
200 mm. in height and at least 2.5 mm. in diameter be used 
and that this be set up in a strictly vertical position. (4 That 
only the rate of fall during the period of constant fall be con- 
sidered in the expression of results. (5) That-correction be 
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made for anaemia. This 
using the sedimentin index o 


I wish to express my sincere thanks to Dr. S. C. Dyke, director 
of the department, for his advice and much helpful criticsm; and 
to A, W. Farmer for his technical assistance.. 
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THE PREPARATION OF HOUSE-DUST 


BY 


CHARLES SUTHERLAND, M.B., M.R.C.P., F.R.A.C.P. 
E „Major, R.A.M.C. ; Physician to Asthma Clinic, Alfred 
: Hospital, Melbourne, Australia . 


“Although hypersensitiveness to house dust occurs quite 
commonly and is an important factor in producing symptoms— 
e.g., in asthmatics and some types of chronic bronchitis—its 
existence is often completely missed by clinicians, partly because 
many of the extracts produced commercially for testing and 
treatment are either feeble or inert. The incidence and signifi- 
cance of this form of allergy will be properly assessed, therefore, 
only when potent and stable extracts become readily available. 
Such extracts should be so potent that they produce a large, 
irregular, itching wheal when ‘used in a “ scratch” test, and 
they should be quite inert when similarly tested on the skin of 
normal individuals. The “ scratch” test offers a ready means of 
comparing the activity of different fractions isolated from dust, 


and was used in preference to the intradermal method through- 
out this work. 


Since Cooke (J. Immunol., 1922, 7, 147) first demonstrated 
that some ingredient in house dust acted as an allergen, many 
attempts have been made to establish its identity, but this still 
remains a mystery. At first it was assumed that the activity 
might be simply due to a mixture of known allergens, but 
subsequent work has made this seem unlikely, and it appears 
that it originates from a single substance. Investigations made 
during the past two years suggested that this active substance 
might be adsorbed on to the particles of dust, and it was found 
that N/1Q0 ammonia, which is often used in eluting adsorbed 
substances, did, in fact, bring the active fraction readily into’ 
the aqueous solution. Samples of dust from different houses 
vary considerably in activity, but by the scratch test it is easy 
to select a satisfactory sample. Five hundred grammes of this 
1s just wetted with N/100 ammonia and left for 24 hours. It 
is important not to add excess of the fluid. The mass is then 
wrapped in cloth and squeezed in°a powerful press, and the 
muddy fluid so obtained 1s filtered through paper and the pad 
of a Seitz filter until a clear yellowish filtrate is obtained. 
Sodium benzoate (20 g. per litre) is now added, and this dissolves 
readily. Hydrochloric acid (1:5) is then gradually added until 
the mixture becomes just acid to Congo red. A very finely 
divided precipitate of benzoic acid appears, and after 12 to 24 
hours this is filtered off in a Buchner filter and sucked as dry 
as possible. Much of the active substance is held in an adsorbed 
form in this mass of benzoic acid, and it is readily released 
when the benzoic acid is dissolved in acetone. An amorphous 

-~ precipitate remains, and is removed by centrifugalization. It 
is washed repeatedly in acetone and finally in dry ether and 
allowed to dry. This brownish amorphous powder shows great 
activity and appears to provide an ideal test reagent, as it is 
quite inert when tested on “ control” normal individuals. This 
method of adsorption does not remoye the whole of the active 
substance from solution, so it is usually worth while to 
neutrdti%e the filtrate and to repeat the process of precipitating 
benzoic acid at least once. 


“N 


PREPARATION OF HOUSE-DUST EXTRACTS 


may most conveniently -be done by 
f Day. ` 
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Samples prepared six months ago have remained very potent, 
but it is too early yet to decide on the keeping properties of the 
substance. It is of interest that Dr. C. Rimington of the 
National Institute for Medical Research, Hampstead, who carried 
out preliminary tests on a sample, reported that it appeared to 
be largely carbohydrate in nature and failed to give the usual 
reactions for proteins. If subsequent tests with purer samples 


confirm this they may throw a new light on the nature of . 


allergens. 


Tests on 100 asthmatic soldiers show that roughly 80% react 
strongly, and in 20 cases treatment by desensitization with a 1% 
solution produced spectacular improvement in almost every 
instance. Initial subcutaneous doses as small as 0.05 c.cm. 
produced marked swelling, redness, and itching within-half an 
hour, but after a dozen weekly doses of increasing quantity even 
ten times the initial dose often produced little reaction, and this 
increase in tolerance was usually associated with a considerable 
lessening of the symptoms. 

Exigencies of war have prevented further work on this sub- 
stance at present, but the preliminary results have been so 
interesting that a note on this incomplete work seemed justi- 
fiable. 


I wish to thank Prof. D. C. Harrison of the Department of Bio- 
chemistry, Queen’s University, Belf: for much helpful advice and 
hospitality, Dr, Cope for advice on the method of adsorption, Mr. 
W. Buick of Queen’s University for much technical assistance, and 
Dr. Rimington for carrying out the preliminary biochemical tests. 
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Subdiaphragmatic Collection of Bile followin 
a Perforating Chest Wound - 


This case presents some unusual features which make it worthy 
of record. 
~ CASE REPORT - 
. The patient, a woman aged 36, sustained a penetrating chest 
wound from a bomb fragment on Sept. 8, 1940. She was 
transferred to our care two days later, an ill woman, cyanosed 
and dyspnoeic, with a temperature of 98.8°, pulse 92, and 
respirations 26. There was a small puncture wound on the 
right side of the chest in the mıd-axillary line at the level of 
the eighth space. Movements of this side of the chest were 
poor, and there was a small area of dullness and diminished 
air entry at the right lung base. The abdomen was distended 
and rigid, and tender down the right side, especially in the 
hypochondrium. A radiograph of the chest showed a small 
opacity at the right base. A provisional diagnosis of pneumon- 
itis and probable liver injury was made, and a blood trans- 
fusion and oxygen through a B.L.B. mask were given. The 
following day the signs, including a friction rub, suggested 
consolidation or haematoma in the right lung. Sulphapyridine 
was started in full doses. During the next few days the patient 
remained ill, with temperature 99°, pulse 100, and respirations 
30, the main symptoms being a feeling of malaise, persistent 
abdominal pain, and an irritable cough, while the chief signs 
were dullness on the right side of the chest, which had gradually 
increased, with a correspondingly diminished air entry. At this 
time her conjunctivae were stained yelow and the urine con- 
tained bile. Further radiographs of the chest taken on Sept. 
18, 8 days after admission, revealed what appeared to be an 
intrapleural collection of fluid, with a raised right diaphragm. 
Accordingly, on the same day a diagnostic puncture through 
the eighth space in the posterior axillary line was done ; this 
yielded 20 c.cm. of sterile bile. The following day a further 
100 c.cm. was withdrawn. Radiographs then showed the 
diaphragm to be considerably lower. After the second punc- 
ture the patient steadıly improved, and radiographs taken at 
the end of October, about 8 weeks after admission, showed the 
diaphragm in normal position and a small bomb fragment 
situated in the centre of the liver area. _ 

It was concluded that the missile had traversed the lower part 
of the lung, giving rise to the signs on admission, and after 
piercing the diaphragm had lodged in the liver. Following this 
liver injury an extravasation of bile had collected below the 
diaphragm, probably over the bare area. The exploratory 
puncture, although made in the eighth space, had gone through 
the pushed-up diaphragm into the subphrenic collection. 

Commentary.—The main points of interest in this case are: 
(a) the difficulty in making an early accurate diagnosis ; (b) the 
limitation of a large collection of bile to, the subphrenic area ; 


a 
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— given rise to considerable emotional stress owing to the failure. 
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and (c) the fact that this collection remained sterile. We believe 
that conservative treatment is correct in this type of case and 
that operative measures should be undertaken only if infection 


supervenes, A. D. Evnretr, M.S.. F.R.C.S. 
í B. Woop, M.B., B.S. _ 


Shock Treatment in Psychosis complicating 
; -Pregnancy 


The benéficial effect of shock therapy in the treatment of the 

~ emotional mental disorders is now so firmly established that 

any possible contraindications should be critically examined 

ore deciding to withhold treatment. _ Several conditions 

\ which were formerly considered to. be a bar to shock treatment 

have since been found to involve very little risk. A considera- 

tion of the patient's age, for example, is not now regarded: as 

important, and patients “of 70 to 80 and children of 3 years 

have been successfully treated with -induced convulsions 
‘(Hemphill and ‘Walter, 1941). 

Provided they are well, compensated, cardiovascular disorders 
are not serious obstacles, even in cases of auricular fibrillation 
(Good, 1940). In fact, both cardiazol and electric convulsions 
act as cardiac stimulants, with apparent benefit in cases of 
circulatory asthenia and low blood pressure. -But so far as I 
am aware, little mention has been made in the literature regard- 
ing the use of shock therapy in the mental disorders arising 
during pregnancy. Although such disorders are- relatively 


uncommon, it is possible that in some quarters the pregnant . 
state is thought to be a contraindication to shock therapy. The ' 


result in the following case, however, su, ts that in suitable 
patients the treatment is fully justified and entirely harmless. 
The stress of pregnancy may precipitate a mental breakdown 


„in predisposed ~ indıviduals,. usually a state of depression, but 


, as a rulé the’ prognosis is good when mental disorders occur 


before the fourth month. If they appear later they tend to 
become increasingly severe until the birth of the child, when 
they usually disappear. In the late case shock therapy. would be 
worth while if only to enable the child to be born at home 
instead of in a mental hospital, provided there are no risks to 
the mother or the child. The first consideration, however, is the 
possible risk of precipitating a miscarriage. - But this appears 
unlikely when one thinks of the number of epileptic women 
who .have fits during pregnancy with no untoward results. 
Goldstein et al. (1941) state that a review of the literature 
indicates that epilepsy does not influence pregnancy unfavour- 
ably other’ than by predisposing to injury from falls. (The 
spasms .of epilepsy occur only in voluntary muscles.) Those 
workers also report the- case of a schizophrenic, 34 months 
--pregnant, who was given 13 cardiazol seizures and insulin shock 
treatment for 13 days with no harmful effects on the pregnancy. 
They conclude that convulsive or insulin treatment is justifiable 
in pregnant women because of the apparent harmlessness of 
convulsive seizures due to these drugs and to epilepsy. f 
The following description of a similar case would seem to 
support the above conclusion. 


CASE REPORT $ 
The patient, a married woman aged 23, was admitted to 
Wadsley Mental Hospital on March 7, 1941, as a voluntary 
patient suffering from melancholia of p ancy. There was 
no history of. mental disorder, although she had had a child 
3 years previously, but it was stated that her father was of 
nervous temperament. The second pregnancy, however, had 


of a herbal abortifacient. B 

On her admission -the pregnancy was months advanced 
and she was in a state of acute agitated melancholia, emotional 
and weeping, crying out that she was wicked and had done a 
“grievous wrong. e felt that people were talking about her 
and that something terrible was about to happen to “her. She 
was in good’ poia health. Her mental state showed no 
improvement during the first 5 weeks of her stay in hospital, 
and she was there org given a course of electric convulsion 
therapy with a view effecting her discharge from hospital 
before the birth of the child. She received 13 convulsive shocks 
during the ensuing six weeks, and there was a progressive 
improvement in her mental condition. She was discharged 
Tecovered on May 29, 11 weeks after admission, and a sub- 
sequent follow-up on March 4, 1942, found her in good mental 
health and with a healthy 7-months-old baby. The latter was 

born on Aug. 8, 1941, after a nornial and easy confinement. 

F. T. Taorpe, M.R.CS., L.R.C.P., D-P.M. 

Wadsley Mental Hospital, Sheffield. ` í - 
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Reviews 





HAEMATOLOGY 


Diseases of the Blood and Atlas of Hematology. By Roy R. Kracke, M.D. 
Second ion, thorou revised, reset, and enlarged @p. 692; 
illustrated. 90s.) Philadelphia, Montreal, London: J. B. Lippincott 
_ Company. 7 7 
This work, of which a second edition has appeared within the 
relatively brief space of four years, is a very satisfactory text- 
book of haematology, which ís in no way too advanced for the 
practitioner or the postgraduate student. It gives an extremely 
well-balanced presentation of the subject, without over-stressing 
the rarities, which is the chief pitfall,in this field. It is beauti- 
fully produced and clearly printed on a thin matt paper instead 
of the horrible heavy glossy stuff which’ American publishers 
so often use, and it weighs only 4 lb. Its only serious fault 
is the price, which is 90s. This works out at 22s. 6d. a 1b. 
We may compare this with Piney’s Synopsis, which works out at 
16s. a lb., and Janet Vaughan’s Anaemias, which works out 
at 6s. a lb. These differences do not seem reasonable in terms 
of weight of text. On the other -hand Kracke provides 54 
colour plates for 90s., Janet Vaughan 4 for 12s. 6d., and Piney 
4 for 10s. 6d. It is therefore clear that what the buyer is 
paying for is colour plates. “It seems very doubtful whether 
it is economical to bind expensive colour plates with text which 


-rapidly goes out of date, for the célls of the body remain the 


same however much our opinions about them may change: 
Atlases of haematology, like those of ophthalmology, would 
be better published without text, and one of the post-war 
desiderata is an international atlas of haematology, with an 
agreed terminology, which would be kept up to date by a 
standing committee, and of which a pocket edition would be 
published for the student. Such a student’s atlas, with an 
international demand numbered in tens of thousands, could 
probably be produced for a few shillings, and its existence 
would be an incentive to writers of textbooks of haematology 
to describe the patient rather than the blood picture. For 
(pace some professors of medicine) the more we know about 
diseases and the more we can describe them in physiological 
terms, as we can the diseases of the blood, the less interesting 
they become to read about. No one can imagine “ Kracke,” 


-or any other modern textbook of haematology, being treasured 


like “Troussean” or “Osler” or read for its own interest 
a hundred years hence. Perhaps this is inevitable, and the text- 
books of the future must be as dull and matter-of-fact as 
accounts of entropy or integral calculus. But in the meantime 
some of_us feel that the drama of haematology still awaits its 
inspired author. _ - 2 r 


SCHIZOPHRENIA 


By Reg. S. Ellery, 
ustralasian 


nderella of Psychiatry. MD. 
12s. 6d.) Sydney: A! Medical Publishing 


1 


Schizophrenia > The Ci 

FR A.C.P. @p 170 

Co., Ltd. 1941. 
This is not a textbook but an essay expressing the opinions of 
the author without reference to the work of others. Some 
may be put off by the great exuberance of language, for he 
delights in words and loves to juggle with them. Others may 
be put off by his undoubted predilection for Marxian principles. 
Nevertheless, the reader should not be put off; for Dr. Ellery 


“does know all about schizophrenia, and gives a very good 


description of all aspects of the disease. 

It may be that he accepts the promise of the new forms of 
shock therapy a little too optimistically, but he rightly states 
that they are the only kinds of treatment which have raised 
the expectation of remission or recovery above the average 
of “natural remissions” and have changed the ultimate prog- 
nosis of inevitable dementia to one of guarded hope for some 
sort of adjustment to life, even though it may be at a humble 
level. He discusses the question of prevention and seems to 
think that this lies chiefly in social reform, but in his computa- 
tion of the evils of family ‘life and the delinquencies of the 
average parent he rather overreaches himself. No doubt all 
the blows to the security and proper development of the child 
mentioned in the book. may fall‘ubon him at some time or 
other, though seldom all together; but no one has yet found 
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a substitute for family life; for the child .brought up by the 
State is not so happy or so normal as the one who is reared in 
the -much-maligned home, and, in the- Russian experiment, 
home life and the’ family have been and are being restored. , 

This is ẹ book which should be read, for it is stimulating 
and informative and, above all, not too long. 


AN AUSCULTATORY METHOD 


The Pleuro-subpleural Zone. Its Clinical and Experimental Investigation 

and us Practical Importance in Chest Pathology. By J. Skládal. (Pp 104, _ 

illustrated 10s. 6d. net.) Cambridge The University Press 1942. 
The reviewer recalls meeting this author some years ago when 
visiting a hospital in Prague. - Dr. Skládal was discussing his 
method of auscultation by sudden expiration, producing gramo- 
phone records to support his argument. In spite of language 
difficulties sufficient umpression was made on the- reviewer, 
who promised himself a’ trial of the method on his return 
to England, but the intention was not fulfilled. Study of this 
small volume, with its extravagant claims put forward in no 
modest manner, has not caused him to regain enthusiasm either 
for the method itself or for the wide knowledge of “ chest 
pathology” promised by its practice. The following extract 
from the conclusions will give a clue to his feelings of 
confusion: 


“ In view of the polymorphism of corticopleural lesions, in order 
to allow for a clinical survey I consider it useful to distinguish 
between the true corticopleural syndrome, which may be simple or 
mixed, i.e. with lesions of rarefaction, and the pseudocortical 
syndrome. This principle of fundamental distinction has two 
advantages. On the one hand, it establishes a link connecting the 
cortical manifestations of pulmonary tuberculosis and unspecific 
pneumopathies ; on the other hand, it stresses the importance of 
corticopleural lesions in daily practice. So the doctrinal elements 
of the true corticopleural syndrome bring some new and simple 
principles for use in everyday medicine.” 

All this is made easy by sudden expiration—‘“a method of 
sharp and relatively ample expiration, replacing the usual, 
noisy, and insufficiently elastic method of coughing, in ausculta- 
tion and radioscopy of the lungs. So the different sounds are 
brought out more distinctly, and, radioscopically, various 
intrathoracic abnormalities may be revealed.” But perhaps it 
is not so easy, after all, for this is what Dr. Sklddal- states in 
his introduction: 

“ During an examination in 1932 by the method of sudden expira- 
tion I noticed an acoustic phenomenon which was so strange that not 
only my assistants but in subsequent demonstrations even very experi- 
enced doctors, did not dare-to confirm my findings immediately— 
findings upon which I particularly insisted—namely, that instead 
of a single expiratory sound, a double sound is to heard.” 

There may well be something in what the author claims, 
but he will need to convey his findings in a clearer form than 
in this boek to convince the average reader. 


(CHEMISTRY’S KEY POSITION 


Out of the Test Tube By Harry N` Holmes, PhD Third edition, revised 
zad expanded. (Pp 305; illustrated $300) New York. Emerson Books 


In this illuminating book it is shown that most modern achieve- 
ments in the realm of material prosperity owe their existence 
to chemistry, and the author also demonstrates the key position 
occupied by chemistry in their inception.” The treatment of the 
theme is not devoid of technicality, but-the technical matter is 
presented in a form easily to be understood without a know- 
ledge of chemistry. The influence of chemistry is traced through 
a great variety of different fields. These include anaesthetics 


“and the curative properties of sulphanilamide ; the cheapening 


of motor-car construction due to the unique effect of tungsten 
in the production of machine tools ; the production of synthetic 
clothing, agricultural crops, industrial and other explosives ; 
the artificially controlled quality of indoor atmospheres ; and 
the transmutation of elements by atomic disintegration. . 

The. book is full of entertaining information—historical, in- 
dustrial, and statistical—and it includes the most recent scientific 
developments: A number of the developments here described, 
some of which are still in the tentative stage, may appear some- 
what startling even to readers who are generally well informed ; 
one suth is the ‘Use of mercury vapour in the place of steam 
for a working engine producing 12,000 horse power. The 


author is possessed of a vivid imagination and he has the skill 
to write with such effect that a lively understanding is imparted 
to the reader. The book is written in a cheerful and vigorous 
style and is enlivened at times with a vein of himour. As an 
American Mr. Holmes has some pertinent remarks to make on 
the situation of the United States with reference to strategic raw 
materials afd world power. All is done in very clear language, 
and the book may be recommended to students of chemistry 
as well as to the reading public. 


, 





Notes. on Books 


An American eye specialist, Dr. G. GRIFFIN LEWIS, has pre- 

ared a book which he names The Ophthalmic Formulary 
‘Springfield, Ilinois: Charles C. Thomas ; $3.50). It is in-effect 
a catalogue of numerous prescriptions for all sorts of eye 
diseases which are stated to be the favourite prescriptions of 
prominent oculists from all parts of the world. This is followed 
by a list of the medicines used in these prescriptions, with a 
short statement of the utility of each drug. No fewer than 27 
prescriptions are set out for the treatment of a very ordinary 
surface disturbance, especially among children, namely blephar- 
itis, but several are only variations of the same main line of 
treatment. Naturally one turned to the disease for which effec- 
tive treatment is most imperative, ophthalmia neonatorum. For 
this disease only two prescriptions are given, and there is not 
a word on the new and most effective treatment by the 
use of sulphonamides. Since the introduction of these 
drugs the treatment of ophthalmia neonatorum has been com- 
pletely revolutionized ; they have rendered the local treatment 
of the disease almost unnecessary. It is the most wonderful 
advance in eye work known to many generations. The omission 
of any reference to this method of treatment of ophthalmia 
neonatorum in Dr. Griffin Lewis’s book suggests that an early 
second edition is imperative. 


The fourth volume of the Proceedings of the Medico-Legal 
Society of Victoria (Melbourne: Brown, Prior, Anderson) cont 
tains nine addresses and the reports of the discussions on 
them. These maintain the high standard which the society 
has reached in the past. The paper on medico-legal aspects 
of gas warfare surveys the administrative measures taken by 
the Commonwealth and State Governments ; thé medical aspects 
largely concern administration, and the legal aspects emphasize 
the need for statutory amendments. e setting-up 18. pro- 
posed of a special court to hear appeals by property owners 
aggrieved at the segregation of their premises after a gas attack. 
Sir Frederick Eggleston criticizes much of-the present judicial 
structure, and particularly the methods of bringing expert 
witnesses before the court and their examination. The ever- 
green subject of quackery is illustrated by Dr. Stewart Cowen 
with a, wealth of examples from personal experience, and the 
discussion is unusually rich. Dr. Anita Muhl deals with 
suggestibility in witnesses, Mr. P. D. Phillips with some aspects 
of workers’ compensation legislation, Dr. Guy Springthorpe 
with the treatment of mental deficiency in Victoria, Mr. R. R. 
Sholl with coroners’ inquests, Mr. R. N. Vroland ‘with the 
future of the two professions, and'Prof. G. A. Paton with the 
development of forensic medicine. ` 


Into a booklet of 80 pages the modest and anonymous author 
of Reminiscences and Reflections of a Medico on Land and Sea 
(Nottingham: J. Clough and Son ; 3s. 6d.) has compressed his life 
story. Son of a Congregational minister, he obtained his educa- 
tien largely through his own exertions, and became more than 
ordinarily qualified—M.D. (gold medallist), M.S., F-R.C.S.Ed., 
D.P.H., M.R.C.S. His surgical life was mostly as assistant 
to Mayo Robson, but he left that to take up more remunerative 
work in general practice. Later he became interested in public 
health problems, and having secured thé D.P.H. of Oxford was 
ere long appointed M.O.H. of a county. He spent 25 years in 
that sphere of work, and resigned at the age of 60. In order to 
satisfy a Wanderlust he then went to sea as ship surgeon, and 
the second half of his reminiscences concerns his voyages round 
the world. In a most concise way he gives vignettes of the 
numerous places he visited, and the reviewer, from a similar 
experience, can add that.“ Mepico’s” descriptions are wonder- 
fully true. The only fault about this publication is its brevity. 
Now. that the author has found his ability to write, one can hope 
that he will do so at greater length, for the story of a successful 
professional career must always be interesting and useful to . 
medical men, if only from the point of view of “ Go thou and 
do likewise.” 
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SAVING MEDICAL MAN-POWER 
When war broke out a large number of medical men ‘who 
were liable for service in the Territorial or reserve Forces 
were immediately called-up. The consequent adjustments 
- in civilian practice were made without great difficulty, and 
a steady flow of practitioners to meet the further demands 
of the Fighting Services was maintained during the winter 
of 1939-40. After a short lull, when the Army was re- 
forming on its retirement from Dunkirk, expansion became 
so fast- that the conflicting requirements of the Services, 
* civil defence, and ordinary civilian practice became hard 
_ to balance. The Central Medical War Committee had the 
duty of supplying practitioners but not of determining 
how many were needed for each specific purpose. In 
fact, by letting the supply fall short of demand it did in- 
formally allocate, and the branches of the Services which 
were thus partly unserved, appreciating the difficulties, 
were at first ‘not too insistent in their protests. The 
position was, however, unsatisfactory and potentially 
dangerous, The Central Medical War Committee there- 
fore urged the Government to find some method of satis- 
__fying themselves and the profession that complaints of 
Service and institutional over-staffing were not justified, 
and that each Fighting Service had regard to the needs 
of the others and of the civilian population in determining 
„its own medical establishment. The Robinson Committee 
was accordingly set up at the end of 1940 to make a 
rapid survey of the problem, and reported early in January, 
1941. In March, 1941; the Ministry of Health issued a ` 
memorandum: urging- upon local authorities and volun- 
tary hospitals the need for, economy in the manning of 
their medical staffs, and indicating that the Service Depart- 
ments were making a similar review. It soon became 
apparent that the latter assurance was not enough, and, 
again at the instance of the Central Medical War Com- 
mittee, the Government appointed a standing committee, 
known as the Medical Personnel-(Priority) Committee, to 
secure the utmost economy in the employment of medical 
personnel in His Majesty’s Forces and all civil establish-- 
ments. The First and Second Interim Reports of this 
Committee have now been published (see p. 287), being an 
account of its work up to February, 1942. 
The reports indicate that the Committee first addressed 
itself to the problem created .by the very heavy demands 
- of the Fighting Services. Their co-operation was readily 


given, and the situation was greatly eased by a reduction - 


in these demands for the last half, of 1941 by 50% in 
the case of the Navy, 40% for the Army, and 37% for 
the Air Force. If it were permissible to give ‘the actual 
figures they would be found iinpressive. In order to secure 
‘further economies in static home units the establishment 
of Regional Priority Committees was recommended, and 
special stress was placed on the desirability of co-operative 
arrangements between A.A. and Balloon Commands. The 
Committee then turned its attention to the staffing of 
civilidn hospitals. Here it found itself in some difficulty 
from lack of accurate information, but the Ministry of 
1 British Medical Journal Supplement, 1941, 1, 44. - 





Health and the Department of Health for Scotland under- 
took the somewhat formidable task of gathering and col- 
lating it. As a result of a-study of the data so obtained 
it was récommended that there should be increased trans- 
ferability of staff as between one hospital and afwother and 
that the tenure of A posts by men should be uniformly 
restricted to six months. Mental hospitals were ‘asked to 
supply a hundred men for the Services by reduction of 
their establishments. In order to maintain the flow of’ 
young practitioners~from hospitals to the Services and 


- prevent the replacement of the A men, whose calling up 


had been accelerated, by more senior residents, a cut was 
recommended. in hospital establishments of A, B2, and 
B1 posts, as filled at August 1, 1941, amounting to 15% 
in London and 10% in other Regions. On the other hand, 
the importance of expediting the absorption of newly 
qualified -men into, A posts was stressed. Attention was 
also drawn to the need for scrutiny of pathological, re- 
search, and public health establishments, with a view to 
the release òf young men. Hospital authorities are aware 
that further. measures have been taken to speed up the 
recruitment of young practitioners since these reports 
were prepared. E i 

There is evidence that the Ministry of Health and the 
Department of Health for Scotland have addressed them- 
selves energetically to the difficult and uncongenial tasks 
imposed on them by the acceptance-of these recommenda- 
tions. If these steps had not been taken it is apparent 
that the situation in general and special practice would have 
been even more difficult than it has become in recent 


‘months. Having examined sources of supply so thoroughly, 


the Medical Personnel (Priority) Committee might now 
profitably revert to the scrutiny of Service establishments 
in order to ensure that the economies they exercised ‘a 
year ago are being maintained. The profession is indebted 
to this Committee, consisting mainly of medical men who 
have devoted much’ time.and thought to the problems of 
man-power, -and very specially to Dr. G. C. Anderson, 
without whose constant attendance as Secretary of the 
Central Medical War Committee the Committee might 
often have been at a loss for accurate information. 





THE PRESENT POSITION OF HYPNOSIS 


Hypnosis has had a chequered history.. At fit it was 
viewed with suspicion, partly because of its mysterious 
nature, partly because of the dubious personality of one at 
least of its pioneers. However, in the hands of Bernheim 
in France, and in this country of practitioners like Bram- 
well, it became a highly respectable and fairly popular 
method of treatment. It is surprising to read in Bram- 
well’s book that hypnosis was used with apparent success in 
such conditions as phobias, which are nowadays supposed 
to depend on ‘complexes of a kind which pure sugges- 


“tion seems ill qualified to reach and to modify. Fluctua- 


tions of this sort in the popularity of a method of treat- 
ment are not unfamiliar in medicine as a whole. They 
have usually characterized a remedy which depended for 
its effect entirely on suggestion, this effect having some- 
thing unsatisfactory about it, particularly as regards its 
permanence. There are other reasons why such remedies 
fade into the background and disappear. Suggestion in any 
form to be successful depends above all else on the therapist 


‘himself, and the efficacy of the method is proportionate 


to. the vehemence of his own belief in it. It is more diffi- 
cult for’ the modern doctor to have a profourid belief in 
hypnosis than it was for his predecessor. With the progress 
of science hypnosis has come to look less and less *respec- 
table, and more and more like a sort of cqnfidence trick. 
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It is also possible that, immured and even protected behind 
his test-tubes, the physician’s own personality has become 
less and less a permanent feature in treatment, and has 
become incapable of operating in any powerfully suggestive 
fashion. * fa ; 

The use of hypnosis has been handicapped also by the 
fact that it has been imperfectly understood. A great deal 
of what passes for hypnosis is not hypnosis at all; some 
patients are merely drowsy, some bave actually fallen into 
a true sleep on the hypnotist’s couch, and others, to please 
the doctor, have politely-agreed that they were. hypnotized. 
Hypnosis, properly so called, is unmistakable. Its outstand- 
ing characteristics are the patient’s apparent abandonment 
of jurisdiction over his own will and his complete 
passivity. The scope of consciousness appears also to be 
restricted, allowing hallucinatory developments to occur 
that are independent of the environment. . How often such 
a state of extreme passivity, suggestibility, and limitation of 
consciousness figures in a session in which hypnosis has 
been claimed has never been submitted to statistical 


examination. There have been other disadvantages in the. 


method besides uncertainty as to the nature of hypnosis and 
its dependence on the hypnotist’s own belief in his tech- 
nique. -At one time, in the French courts, post-hypnotic 
Suggestion was urged as a defence in cases -of crime. 
People under the. influence of hypnotic suggestion, it was 
supposed, might do anything. Then a famous experiment 
recorded by Janet seemed to “ debunk ” this claim for ever. 
Recently, however, a hypnotized subject was induced to 
throw acid into the face of another person, who was, how- 
ever, in reality protected by a screen of invisible glass. The 
vehicle of this experiment showed all ‘the signs of horror 


and repugnance as he threw the scarifying fluid. The - 


dramatic capacity of the hypnotized subject and the likeli- 


hood that his total appreciation, conscious and unconscious, 


of the situation was as great-as that of the operator’s, makes 
aie this modern experiment difficult to accept at its face 
value. $ 7 ' : i 
For all these reasons it is good that an attempt should 
have been made to investigate what is essentially a psycho- 
logical process by what is the most refined method of 
clinical investigation of mental states that exists. Ferenczi 
emphasized that in hypnosis and suggestion the patient 
transferred to the hypnotist his infantile loves and hates. 
Sandor Lorand’ recently had an opportunity of analysing a 
young wqman who had been hypnotized by someone else, 
and his observations in this case seem to confirm Ferenczi’s 
view. It became clear that the- patient had been much 
attached to the physician, and that she had entertained 
unconsciously a desire for seduction. Lorand points out 
that the hypnotic treatment was mishandled and might 
have been used, to satisfactory effect. The fundamental 
basis of the relationship, however, of subject to operator 
under hypnosis, according to this psycho-analytic investiga- 


tion, is the reactivation of feelings for the parents, dating 


of course from early childhood. 

The subject is of some importance to-day in view of the 
findings of the last war—more than in this one so far—that 
painful experiences of an adult sort may be repressed and 
give rise to symptoms, the latter disappearing when the 
memory is recovered under the influence of hypnosis. It 
is more than a little doubtful whether hypnosis in this sense 
has much in common with the sort analysed by Lorand. 
Certainly the therapeutic aim is much more limited, and 
whether the subject's attitude to the operator involves a 
reactivation of early wishes in such circumstances is a 
matter requiring elucidation. It happens that so far this 
war does not seem to have produced the same crop of 

1J. nerv. mént®Dis., 1941, 04, 64. 








amnesias from psychological trauma as the last. Moreover, 
there has appeared in the method of injection of an intra- 
venous barbiturate a means of recovering such memories 
with more certainty and in a shorter time than by ordinary 
hypnosis. At the same time there is a temptation-to rush 
to the barbiturate method when hypnosis could quite well 
succeed. It may be, however, that there is something ‘to be 
said for the view that it is a better therapy which does not 
involve the extreme emotional dependence that hypnosis, 
even for this limited purpose, probably does. In this*con-: 
nexion we may recall Freud’s remarks in An Autobio- 
graphical Study: “Increasing experience had also given 
rise to two grave doubts in my mind as to the use of 
hypnotism even as a means of catharsis . . . even the most 
brilliant results were liable to be suddenly wiped away if 
any personal relation with the patient became disturbed. . ; 
the personal emotional relation between doctor and patient 
was, after all, stronger than the whole cathartic process, 
and it was precisely that factor which escaped every effort 
at control.” Treatment by means of injection is more 
readily accepted and understood by the modern patient 
than hypnosis is likely to be. It has been used also with . 
some success as an adjunct to some analytic types of 
psychological treatment, and even in psychotic syndromes, 
in which hypnosis is usually ineffective. 

The correct practice seems to consist in a judicious choice 
of psychological methods of treatment, including hypnosis. 
Increasing knowledge need not destroy all belief in the 
usefulness of the latter, but should rather refine its applica- 
tion and strengthen reliance on it in its proper scope of 
application. Lorand’s two cases are an example of its dis- 
creet employment in the light of knowledge not available 
to the pioneers. 








SEASONAL INFLUENCES 


Dr. A. B. Fitt, who holds the chair of education at 
Auckland University College, has for many years been 
interested in the problem of seasonal variations in bodily 
and mental processes. He has made many observations 
himself as well as a comprehensive study of the literature, 
and his conclusions are presented in an excellent mono- 
graph.’ An impressive body of evidence points clearly to 
a fundamental rhythm. During the autumn—winter period, 
say, September—January in the northern hemisphere, weight 
increase is at a maximum and height increase at a mini- 
mum, this being reversed during the spring-summer period. 
The most important observations on mental growth and 
function are those of Prof. Fitt himself. He finds a 
higher level during the autumn—winter period, the climax 
occurring about mid-winter., Thereafter there is a rapid 
fall in the early spring, followed by a recovery about April 
and May ; the level then attained, however, is not as high 
as during the winter. It is also noted that muscular 
capacity, as measured by the dynaniometer, is maximal 
during spring-summer, as also aré such indexes of in- 
stability as suicide or the onset of mental illness. 

An even more interesting series of observations deals with 
differences associated with period of conception. There 
can hardly be any doubt as to the reality of this variation. 
Those conceived during the period autumn-—winter are on 
the average slightly“ taller, heavier, stronger in hand-grip, 
and more intelligent than their fellows, as well as less likely 
to die during the first month of neonatal life. Once again 
the maximum occurs towards the end of the favourable 
period and the minimum early in the spring-summer period. 
A rough estimate of the order of magnitude of the greatest 


1 Seasonal Influence on Growth, Function and Inheritarce, by A. B. Fitt. New 
Zealand Council for Educational Research, 1941. 10s. 6d.) 
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„differences when adult life is attained would be half an “ 
inch in height and one and a half points of LQ. Prof. Fitt ` 


will make orthodox biologists shudder by calling this an 
effect on “inheritance”? and by his light-hearted assump- 
tion that it is determined by the total organic condition 
of both parents at the time of the conception of, the child, 
and is therefore due presumably to something passed on 
to the fertilized ovum via the gametes. It is much more 
probable that the differences are related “to the state of 
the mother during pregnancy. In view of the corre- 
spondences found it seems likely, however, that the 
important period is the earliest part of pregnancy. After 
reviewing various lines of evidence Prof. Fitt rejects hypo- 
theses which seek to relate these differences directly to 
external factors. To give one reason alone, the periodicity 
is too universal and too constant to be explained in terms 
of temperature or diet. He puts forward the suggestion 
of an endocrine rhythm to which the pituitary makes the 
most important contribution. This rhythm is doubtless 
_ affected, however, by external factors, of which solar light 
is likely to be the most important. Interesting compari- 


sons are made between some human observations and’ 


those on hibernating animals. The general picture is of 
an autumn-winter period of minor stress with weight increase 
at its maximum, as is also mental activity and emotional 
stability. This is succeeded by the period of major stress. 
Increase in height is now maximal, and the generally un- 
favourable character of the period is reflected by slight, 
though real, differences in many indices. It seems likely, 
furthermore, that the most unfavourable period of all is 
the pale reflection in the human subject of that critical 
phase when the hibernating animal is adjusting itself once 
more after its comfortable winter sleep to the strain and 
perils of an active life. 


VITAMIN B, DEFICIENCY AND THE NERVOUS 
. SYSTEM 


One of the difficulties of applying experimental results to 
clinical medicine is the great variation in response shown 
by the various types of animal to the same procedure. 
This apparent lack of uniformity is often attributed to 
individual and species differences. In pigeons, for 
example, vitamin B, deficiency produces head retraction, 
which rarely if ever occurs in the human subject. A 
recent series of papers by Swank and his colleagues’ * ° 
from the Harvard school goes far to elucidate some of 
the problems of symptomatology of B, deficiency in 
pigeons, with special reference to pathogenesis and morbid 
histology. Several points of clinical interest are’ brought 
out in this study. There appears to be little doubt that 
both clinical and histological aberrations from normality 
vary according to the speed at which the deficiency is 
brought about, which in turn is largely dependent on the 
ratio between B, intake and caloric value of the diet. With 
very acute onset there was increased tendency to the 
appearance of opisthotonos, whereas when the effects of 
B, deficiency were minimized by a lessened carbohydrate 
intake ataxia and leg weakness preceded the head 
retraction, which often did not occur. This is of impor- 
tance in the use of opisthotonos in pigeons for assay 
purposes, indicating the necessity for maintaining a stan- 
dard caloric intake before conclusions are drawn as to the 
amount of vitamin B, ingested. It is obvious that the 
different clinical syndromes are primarily the result of 


different rates of development of the deficiency. Thera- 





1J. exp. Med., 1940, T1, 683. 
a J. Nutrit., 1941, 22, 77. 
3 Arch. Neurol. Psychlat., Chicago, 1942, 47, 97. 
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peutic experiments also throw light on the pathological 
processes at work. Opisthotonos yields rapidly to the 
administration of vitamin B,, indicating that the symptom 
is the result of metabolic upset which has not yet caused 
‘structural damage. Leg weakness, on the otber hand, 
requires days or even weeks before B, therapy produces 
recovery, suggesting that there is some tissue degeneration. 
These speculations are confirmed by the authors’ studies of 
the histological changes. - With opisthotonos there is gener- 
ally no structural change in the nerve fibres of either the 
central or peripheral nervous system, whereas with leg 
weakness there is degeneration of the peripheral nerve 
fibres, the number involved being roughly proportional to 
the severity of the clinical condition. A further connexion 
between the clinical picture and histology is seen in the 
finding that clinical improvement is closely correlated with 
the regeneration of myelinated nerve fibres. Degeneration 
begins first in the axis cylinder at the distal end of the 
fibre, and with long-continued B, deficiency progresses 
centrally, followed by changes in the myelin sheath. The 
cell body very soon shows signs of chromatolysis, which 
persists even during recovery of the neurone, suggesting 
that the changes in the cell are manifestations of the 
neurone’s effort to regenerate its axis cylinder. Further- 
more, it is obvious that even with complete withdrawal 
of the vitamin sufficient B, is released from the tissues to 
stimulate, or at least enable, the neurone to make attempts 
at regeneration. Indeed, with complete starvation the 
vitamin B, derived from the tissues is sufficient to 
reduce considerably metabolic abnormalities and struc- 
tural changes in nerve tissue. It would be interesting to 
know whether there is any correlation between the dosage 
of vitamin B, and the rate of histological regeneration and 
clinical improvement, or whether above a certain not very 
high optimum no further benefit is obtained. 

The experimental results recorded in these papers throw 
considerable light on the’ different clinical pictures of 
B, hypovitaminosis. There is little doubt that the 
rate at which B, deficiency is produced is an important 
factor in this connexion. Unless there is complete inani- 
tion the intake of aneurin by man rarely reaches such 
low levels as can be obtained experimentally, so that the 
common syndrome approximates that of the chronic type 
of deficiency. There is still left for exploration the part 
played by factors other than speed in the pathogenesis of 
such conditions as Wernicke’s encephalopathy, which 
Campbell and Ritchie Russell* suggest is largely «he result 
of defective supply of vitamin B.. 


PREMARITAL EXAMINATION LAWS 
IN ‘THE U.S.A. 


Thirty States in the U.S.A. have adopted some form of com- 
pulsory medical examination before the issue of a marriage 
licence. The requirements vary in the different States. 
Seventeen require examination only for syphilis, and the re- 
mainder include in their demands freedom from other com- 
municable venereal diseases. North Carolina and Rhode 
Island demand absence of tuberculosis, and, in North 
Carolina and Oregon, epilepsy, mental defectiveness, drug 
addiction, and chronic alcoholism are regarded as being 
deterrents to marriage. The method by which these 
examinations are made is different: some States permit 
any licensed physician to perform them, and others demand 
that they be carried out in the State in which the marriage 
licence is issued. The lack of reciprocity in the different 


4 Quart. J. Med., 1941, 10, 41. fee alto British Medical Journal, 1942, 2, 249. 
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States naturally leads to difficulties, more especially at a 
time when ‘Amefica’s young male population is being 
scattered over the country. It is necessary for a. male 
applicant to arrive sufficiently far in advance of the wedding 
ceremony,.to allow the performance of the required labora“ 
tory tests. A haemolysed specimen, a clerical error, an 
unexpected positive, or some other unanticipated obstacle 
may have embarrassing consequences. But in certain 
cases, and more e@pecially in the case of a pregnancy, a 


- licence may be issued even although the requirements 


have not been fulfilled. Í 

In commenting on the action of the laws dealing with 
premarital examinations, Drs. G. F. Forster and H. J. 
Shaughnessy’ point out that the lack- of reciprocity is 
because they have originated in different States and. have 
been formed by the forces of opposition and support exist- 
ing there. The differences would have been eliminated 
had there been some central authority to co-ordinate them. 
But, whilst the fact that each State has been responsible 
for its own legislation has brought certain disadvantages, 
it has also brought advantages. Errors which were made 
in the early experiments have been avoided in some of 
the later ones, and in time it should be possible to establish 
some form of reciprocity which will make for smoother 
running and impose less hardship on those who are apply- 
ing for a licence. This American experience should be 
of value to this country if it should ever decide to make 
the issue of a marriage licence depend upon medical 
evidence of a clean bill of health for the contracting parties. 
Were we living in Erewhon a certificate of psychological 


fitness would also be a stipulation. 


~ 


TUBERCULOSIS IN OLD PEOPLE 


Widely divergent views on prognosis in tuberculosis of old 
people have been expressed as the result of clinical studies 
alone (Brooks and Lander,’ Snell,’ Rest‘).. A. Arnstein’ 
throws light on the pathological aspect of the condition. 
His study is based on 135 necropsies of people over 60 
at a large hospital in Vienna between 1929 and 1934, 


- “ Anthracosis” of the mediastinal and bronchial lymph 


glands is known to be common in elderly people who have 
lived all their life in the atmosphere of industrial districts, 
but it is believed to be of no practical importance. Arnstein 
shows that, though no causal connexion with dusty trades 
can be found in these people, the changes in the glands 


_ are oftef anthraco-silicotic or silico-tuberculous. In his 


` 


cases the lungs themselves were free from gross silicotic 
changes ; the degreé of pneumoconiosis in the glands cor- 
responded with that found in the earliest stage of industrial 
silicosis, when the root- glands are, mainly affected. The 
very low dust content of the air breathed by the ordinary 
inhabitant even of a smoky d&trict would account for 
the length of time necessary for the development of even 
slight silicotic changes and for their appearance only at 
an advanced age. Fibrous periglandular adhesions between 
the glands and neighbouring structures may occur in the 
course of the’ pneumoconiotic inflammation, but more 
often they have already been present as a sequel to old 
tuberculous foci. Suth foci often contain viable tubercle 
bacilli, and the superadded “silicosis” may apparently 
cause reactivation of the lesions either because silica has 
a definite attraction for calcium (Amor'’), thus causing de- 
calcification of the foci, or, as demonstrated by Arnstein, 


1J Amer med. Ass., 1942, 118, 790. 
2 Brompton Hosp Rep., 1937, 8, 138. 
3 Tubercle, 1941, 22, 111. 
* 4 Amer. Rev. Tuberc., 1942, 45, 280. 
5 Tubercle, 1941, 22, 281. 
6 An X-ray Atlas of Silicosis, 1941, Bristol. 
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because phagocytes densely packed with carbon particles, 


“may cause destruction- of' hyaline and- even- cartilaginous 


tissue. The reactivated tuberculous lesions will in favour- 
able cases soon heal again, but in others caseation spreads 
along the mediastinal lymph glands to reach the venous 
angle, whgre bacilli may enter the blood and thus cause 
haematogenous lesions ; or the morbid process may invade 
and damage neighbouring structures. The latter results 
may occur with glands that are pneumoconic only. -In- 
deed, the author stresses that the differential. diagnosis 
between pneumoconio-tuberculosis and pneumoconiosis, ds 
well as between the former- and simple tuberculosis of the 
lymph glands, is often very difficult, even on histological 
examination. Among Arnstein’s cases, in 51: instances 
lymph glands erupted into the bronchial tree. The per- 
foration was followed by chronic pneumonia in 2 cases, 
by lung abscess or gangrene in 5, by caseating lobar or 
lobular pneumonia in 24, and by no lung damage in 20 
cases. In 34 cases diverticula of the oesophagus were 
produced, 13 of which ruptured into the bronchial tree. 
Perineuritic fibrosis may cause nerve paralysis: the left 
recurrent laryngeal nerve was found damaged in 47 cases, 
the right recurrent in 2, both these nerves in 4, other 
branches of the vagus in 7, the right phrenic in 4, and 
the left in 6 cases. Rupture into a blood vessel caused a 
fatal haemorrhage in 15. patients. 

Analysis of Arnstein’s material shows an increasing inci- 
dence of gland lesions with advancing age, and a marked 
preponderance in women. An explanation offered for. the 
latter fact is that more women than men with healed tuber- 
culosis reach old age. Arnstein points out that the conclu- 
sions drawn from his observations might not apply in full 
to other places, but here he has at all events found good 
examples of the conditions in the Students’ Museum of 


“U.C.H. Medical School and in the Wellcome Museum, 


and he has already seen 2 or 3 cases in hospital. He 
reports fully one case from the Northern Hospital, Winch- 
more Hill, of a woman of 55 who died from caseous 
tuberculous pneumonia caused by eruption of a tuberculous 
mediastinal gland into a bronchus. This instructive com- 
munication should lead to the study of a sufficiently large 
post-mortem material on similar lines here. 


N 


| TREATMENT OF MALARIA IN BRITAIN 


The occurrence of cases of malaria among Service per- 
sonnel in this country has prompted the Ministry of Health 


‘and the Department of Health for Scotland to invite the 


co-operation of retired medical officers of the Colonial and 
Fighting Services in the diagnosis and treatment of such 
cases. Many civilian hospitals and practitioners suddenly 
faced with what is, in this country, a rare disease-may be 
glad to accept the help of someone who has had practical 
experience of the disease in the Tropics. It is anticipated 
that only very infrequently -would such help be called for, 
but on these occasions it might be urgently needed. The 
Ministry of Health and the Department of Health for 
Scotland would be grateful if any officer who can offer 
his services in this connexion would forward his name 
and home address to the Director of Establishments, 
Ministry of Health, Caxton House, Tothill Street, S.W.1. 


` 


` Sir Henry H. Dale, M.D., P.R.S., who was recently 
appointed a member of the Governing Body of the Lister 
Institute of Preventive Medicine, has been elected by the 
Board as its Chairman. ` fo 
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-. -ECONOMY OF MEDICAL MAN-POWER i 
THE SHAKESPEARE COMMITTEE’S REPORTS 


The Ministry of Health publishes’ to-day thrqugh H.M. 
Stationery Office the first and second interim -reports of 
the. Medical. Personnel (Priority) Committee, commonly 
known as the Shakespeare Committee, and these are repro- 
duced below substantially in full. The membership of 
the Committee has been as- follows: i 
Sir Geoffrey Shak ‘Bt, M.P. (chaman), Sir Girling Ball, 
. Major-General R.-J. Blackham, M.D.; Dr. J. righton Bramwell, 
‘Dr. J. A. Brown, Dr. W. M. Knox, Sir Hugh Lett, Bt., Sürpeon 
Nice-Admiral Sir Percival Nicholls, "Prof. R: F. Picken, M.B., 
Major-General R. C. Priest, M.D., Au Marshal Sir Victor Richard- 
toi, M.B., Prof. Sydney Smith, M.D., Mr. H. S. Souttar, Sir Alfred 
Webb-Johnson, and Sir Charles Wilson, PR.C.P. Dr. G. C. 
Anderson attends the committee as Secretary OF the Central Medical 
War Committee. Sir Hugh Lett was a member in virtue of his office 
‘as President of the Royal College of Surgeons; his place was taken 
by. his successor m the Presidency, Sir’ Alfred Webb-Johnson, in 
July, 1941, and the vacan 
ment of Sir Girling Ball. 
General Priest in October, 1941. - 
The Committee’s terms of reference were: “To investigate 
in the light of the recommendations made in January, 1941, by 
the Committee of Inquiry on Medical Personnel [the Robinson 
Committee] what further steps can usefully be taken to secure 
the utmost economy in the employment of medical personnel 
si Forces, the Civil Defence Services, the Emergency 
ospital Scheme, and all other medical services, ‘including 
general practice; and having regard to any recommendations 
made as a result of such investigation to report from ‘time to 
time what should be the allocation between the above- 
mentioned services ‘of ‘the available medical personnel.” 
The first interim report, addressed to the Minister of Health, 
is dated ‘August 6, 1941, and the second interim report 
February 11, 1942. a0 ; 


SNe t FIRST INTERIM REPORT 

We have now held 25-sittings since July 3, 1941, and members 
have acquainted themselyes by personal visits to selected establish- 
ments with the general -arrangements designed to meet Service and 
civilian medical needs of the population in those areas. We intend 
at a later stage to present to you further reports. In view, however, 
of the demands made by the Services for the next six months, we 
_.wish to make a number of urgent recommendations, the need for 
which we have already established. zE Se pen 
We have investigated the demands of the three Services for medical 

‘personnel to satisfy their requirements for the six months ending on 
- December 31, 1940. Since-thé “ Robinson Report ” each Service 

has reviewed its establishments: and. requirements and effected 

economies. Considerable economies haye been secured during the 
(progress of our inquiry, and the view of the fighting Services is 
that-their demands have been reduced to a minimum if the efficiency 
of medical services is to be maintained and further expansion pro- 
grammes are to be met: ' 

We have further inquired into civil establishments m 
apprecanie call on medical man-power, particularly the E.M.S. and 
other hospital and ‘health servicés. We are not in a position at 

_ptesent to express an opinion on many of the medical personnel 

requirements of these services. 

With the information at present available to us we are of the 
opinion that the withdrawal of the proposed further number of 
, ‘medical practitioners from civil. practice will impose a severe drain 
on existing resources. In view of the shortage of doctors it is 
imperative to review continuously their distribution, so that further 
economies can be effected. Some of these can only be secured by 
the closest co-operation between the Services mutually with one 
another and between them and the civil authorities. We have 
alfeady received much evidence of co-operation between the Services, 
both: between ‘the Directors-General in London and between senior 
medical officers of the three Services throughout the country. Never- 
theless, the degree varies -from Region to Region, and much more 
might be accomplished if the good will already ‘existing expressed 
itself through a recognized machinery. In few areas has a con- 
certed effort been made to ensure the most economical use of the 
available medical man-power, whether Service or civilian. 

_ In the Civil Defence Regions the health and hospital services are 
already co-ordinated under the direction of the senior administrative 
_ officers and regional medical and hospital officers of the Ministry 

`of Health. Army and R.A.F. Commands are based respectively on 

geographical and functional considerations. We are therefore of the 
opinion that the Civil Defence Regional areas provide the best basis 
. i - 
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thus created was filled by the appoint-, 
ajor-General Blackham replaced Major-! 


aking any , 


for reviewing the requirements of those types of medical services 
which can be, regarded as more-or less static. 


So rae. Recommendations’ 


Ay 4 

We therefore recommend that a committee should be set up in 
each Region composed of senior medical officers représenting the 
various commands of the fighting Services in that Region and the 
regional medical and hospital officers of the Ministry of Health and 
such other‘officers.as may be necessary. The liaison medical officer 
for the area, appointed by the Central Medical War Committee, 
should also be a member of the committee. The chairman should 
be a neutral person, preferably the Regional Commissioner or his 
deputy. This committee should meet regularly and should be 
charged with the duty of ensuring the maximum co-operation to 
meet civil and Service needs in the area. It should be directed to 
make a_review immediately and should make further reviews from 
time -to time in order to effect economies in medical man-power 
‘within the Region and the elimination of under-employment and 
overlapping of medical personnel. > ‘ 

The reports of the Regional Committees should be sent to the 
Minister of Health and the Secretary of State for Scotland, and 
copies should be sent by them to the Departments concerned and to 
_the’ Medical Personnel (Priority) Committee, to enable that com- 
mittee after receiving the comments of the Departments to make 
appropriate recommendations. If agreement can be reached within 
the Regions effect should immediately be given to the agreed pro- 
posals with the consent of the Departments concerned, and such 
agreements should be recorded in. the ‘reports. 

In the view of your committee this review and the action taken 
on it should Iead to an economy ın medical personnel. 

In the meantime’ we recommend that the Minister of Health and 
the Secretary of State for Scotland request the Central Medical War 
Committee to continue to provide medical officers to the Services at 
the present rate. At a later stage we shall be able to assess more 
precisely the number required. To facilitate the “work of the 
C.M.W.C. in obtaining the nesessary numbers, part. of which will 
have to come from hospital staffs, the Ministry of Health and the 
Department of Health for Scotland should be,asked to obtain 
complete particulars as to the bed accommodation and staffing of all 
civilian hospitals in Great Britain. i 

In certain areas it will be extremely difficult, on the basis of the 
present age group, for compulsory recruitment to obtain for the 
Services all those male practitioners who can be spaied from the 
civil medical services of the area. This is due to the uneven gec- 
graphical distribution of the age groups throughout the country and 
_ to a relative shortage in certam areas of male practitioners under 

41, In addition, there is a large number of practitioners of military 
age engaged in the hospital services whose removal would be 
impracticable. i , 
We have considered as a solution the possibility of the exercise 

of compulsory powers to transfer general. practitioners into areas 
where there is more urgent need of their services. There are diffi- 
culties which could be.>vercome in transferring a practitioner from 

' one salaried post'to‘another, bút there are insuperable difficulties 
involved in transferring practitioners from one practice to another 
on account ‘of the pefsonal nature of the services rendered and the 
difficult financial problems involved. We therefore sugggst that the 
Ministry of Labour should consider the advisability of raising the 
age limit for lability for servive for the medical profession by five 
years over that’for the remainder of the population. + 

The satisfaction of the Service requirements must be made in 
part by further depleting existing hespital staffs. To enable this drain 
on the staffs to be met with the'minimum loss of efficiency it is 
essential to have power to move the medical staff employed on a 
whole-time basis (n A, B2° and B1 posts) from one hospital to 
Another with greater freedom than at present exists. For this pur- 
pose we recommend that the present powers of compulsion under 
Defence (General) Regulation 58a should be used by the Minister 
of Labour, through the appropriate National Service officers, so as 
to secure that such medical personnel in whole-time employment 
can be transferred as desired to meet not only the threat of invasion 
but any other period of stress. Greater mobility will ensure 
economy in personnel. ' ; 

Finally; we recommend that the Medical Departments of the 
Army and Air Force should take immediate steps to see how far 
economies can be effected by pooling their medical officers of the 
A.A. Commands and Balloon Barrage and employing them on an 
area basis. -- 


i ~ SECOND INTERIM REPORT 


Since our first meeting on July 3, 1941, we have held 49 sessions, 

- and have carefully considered the ‘whole problem of the medical 
needs of the country in relation to the civilian population and the 
fighting Services. “We have inquired into the distribution pf medical 
personnel between the fighting Service® civilian practice. the public 
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health services, and hospitals throughout the country. We have 
further examined the demands made by the three fighting Services 
and the Indian Medical Service, and have considered the provision 
of medical personnel to meet all the needs of the civilian population. 
We have investigated existing sources .of supply for the Services 
and, where they have proved inadequate, have made recommenda- 
tions to supplement them. We have heard evidence given by medical 
representatives from the armed Forces and civilian services, and a 


been changed and that the War Office and India Office have reached 
agreement on the conditions umder which the Army in India. may 
draw to a larger extent than before on the R.A.M.C. for its supply 
of medical officers. 


Emergency Medical Service 
We have, given consideration to the organization of the E.M.S. 
This service was designed primanly for ensuring prompt medical 


number of witnesses whom the committee considered would be of \ treatment-for civilian air-raid casualties, but it was mtended that it 


assistance in their deliberations. 

~ Since submitting our First Interim Report we have periodically 
framed our recommendations in the form of resolutions on which 
action had been taken by yourself, by the Secretary of State for 
Scotland, and by your Departments. A summary of these resolutions 
is attached in the Appendix. 

We deem it advisable to summarize as briefly as possible the 
conclusions we have reached on problems connected with.the supply 
and distribution of available medical personnel to meet all require- 
ments. The Central Medion] War Committee carried out on Jan. 24, 
1942, a count by age groups of practitioneis on the Medical Register, 
showing the distribution of these practitiorers and the numbers 
recruited to the Services. 


i 
- Requirements and Economies 


When we commenced work in July, 1941, we first investigated the 
requirements of the fighting Services for the last six months of the 
year and examined the demands submitted by them to the Central 
Medical War Committee for this period. In August each Service 
was requested to review its establishments and requirements and to 
submit a revised estimate, taking into consideration the economies 
effected as a result of recommendations put to them by us. These 
revised estimates were discussed with the Service representatives, and 
agreement was reached upon minimum requirements after consider- 
able economies had been effected. The C.M.W.C supplied in the 
three months July, August, and September to the Services a number 
of medical men which in October left a deficit to meet the needs of 
he three fighting Services for the last three months of the year 
of 1941. F 

We examined in detail reports of members of the committee who 
visited certain Service establishments and discussed this with the 
Service Departments. We also impressed upon these Departments 
the serious shortage of medical practitioners and- the importance of 
adequate medical supervision for the civilian ‘population. The 
Services appreciated the position. They again reconsidered their 
requirements and effected further economies. The R.A.F. accepted 
cuts amounting to about 37% on its orginal demands for the last 
six months of the year ; the Army so revised their estimates that 
they reduced their orginal demands to nearly 40%; while the Navy 
accepted a cut of 50% on their requirements for the last three months 
of the year. We carefully considered these revised requirements and 
made recommendations regarding the number of doctors to be 
supplied for the last three months of 1941 to each of the fighting 
Services. Practically al of this number were supplied to the 
Services by the C.M.W.C. by the end of the year 1941 ; the deficit 
was made up in January, 1942. ae 

Considerable economies have been effected in medical personnel 
by the t Services. As a result of co-operation between the War 
Office and the Air Ministry, which we recommended in our First 
Interim’ Report with a view to securing the pooling of medical 
officer services in the A.A. and Balloon Commands, there has been 
substantial economy in the Balloon Command. We feel, however, 
that still further effort should be made in this direction 


Indian Medical Services ` 


We have heard evidence from repreSentatives of the India Office 
regarding the supply of doctors for the I M S., and we asked’ the 
Central Medical War Committee to make every endeavour to supply 
a specified number of medical officers a month to meet the demands 
of this Service. Although it appeared that compulsory powers could 
not be exerted to compel doctors in this country to accept service 
in the I M S., we were informed that the Government of India had 
introduced certain liberal concessions regarding antedate, etc., for 
candidates in India, and ıt was hoped that the application of these 
concessions to candidates in this country would result in a satıs- 
factory supply to meet India’s needs. We realized, however, that if 
volunteers for the I.M S. were not forthcoming it would be necessary 
to make up deficiencies in the supply of European doctors for the 
Army in India by the dispatch of an additional number of R.A M.C. 
officers. = s f 

We weie informed that difficulties had arisen in regard to the 
service of R.A MC officers with formations of the Army in India 
because of the reduction of such officers, when serving outside India, 
to British rates of pay. We were of opinion that this policy stood 
in the way of the appointment of R.A.M C officers to posts normally 
filled by’ MS officers, butewe understand that the policy has now 


should be available also for the treatment of Service casualties, and 
also for ordinary sick civilians transferred from central institutions 
to safe areas. Its functions have since been extended to the treat- 
ment of evacuees, and to other categories of- patients.. Its main 
duty during quiet times has been tHe treatment of Service sick, 
Service accidents, and the ordinary civihan sick patients. 

The primary function for which the service was set up still’ 
determined the nature of its organization, but we consider that the 
extent and basic principles of this organization should now be 
Teviewed. The instructions issued to the Minister of Health and the 
Secretary of State for Scotland were to set up an organization 
capable of dealing with casualties resulting from intensive atr raids 
on a large number of populous districts simultaneously. Efficient 
units (hospitals, first-aid posts, etc) had, therefore, to be set up 
ı throughout the country, and only to adimited extent was any attempt 
made to render the organization mobile. Mobile teams were formed, 
but little use was made of them. The difficulties of making a new 
appreciation to deal’ with so many unknown factors are obvious, 
and in the meantime you and the Secretary of State for Scotland 
have accepted our recommendation of a percentage cut on hospital 
staffs. We understand that these cuts are now being apphed and 
relato to medical staffs enrolled in the E.M S as well as to those 
directly employed by the hospital authontties. 

It should be possible, without running unyustifiable risks, to reduce 
many of the establishments, and even to close a number down 
altogether. In our First Interim Repoit we expressed the opinion 
that, to enable hospital staffs to be reduced with the minimum loss 
of efficiency, it was essential to have power to move those of the _- 
stafs employed on a whole-time basis (in A, B2, and B1 posts) from 
one hospital to another with greater freedom than at present exists, 
thus ensuring economy in personnel. There is also a considerable 
number of civilian mobile teams, but it appears from the evidence 
submutted to us that very few óf these have in fact been used. ‘Not 
only ought the whole-time staffs of all hospitals, civilian and Service, 
to be more mobile, but every endeavour should be made to secure 
the gieatest degree of co-operation and interchangeability between 
the medical units of the civilian and the fighting Services. 

For all these reasons we recommend the preparation of schemes 
within each Region embodying these principles of co-operation and 
mobility. We understand that your Department is working out a 
scheme to achieve this purpose. F 


Ambulance Trains 


We have examined the organization for the evacuation of casualties 
by ambulance trains under the E.MS. scheme. We are of the 
opinion that the use of whole-time medical practitioners for civilian 
ambulance trains in this connexion, even when these practitioners 
are unsuitable for service with the Forces, is an uneconomic use of 
medical man-power, and’is not justifiable. Part-tume medical officers . 
carrying out other duties near the points at which trains are normally 


located should be used for this purpose. $ 
Requirements of the Three Services and the I.M.S for First 
~ Quarter of 1942 


We have considered and given our approval to figures showing the 
present estimated requirements of the three fighting Services and 
the I.M.S. and have forwarded to you our opinion on the numbers 
which should be supplied during the first: quarter of 1942. These 
requirements imply a monthly rate of recruitment in excess of that 
which the C.M.W.C. can hope to arrange from the normal sources of 
supply. To meet these requirements we have submitted certain 
resolutions, which are set out in the Appendix. The substance of 
these 18 as follows: (1) A percentage reduction in the whole-time 
medical staffs of civilian hospitals other than mental hospitals 
(2) A reduction of 100 in the medical staffs of mental hospitals. 
G) A restriction for the time being to six months of the period of 
office of all holders of “ A ” posts ın hospitals. 

In the first of -these resolutions we recommend that whole-time 
medical establishments of civilan hospitals should be reduced by a 
percentage cut. In the course of our investigations we had formed 
the impression that here there was scope for considerable economy 
in medical man-power. In view of the absence of statistical data 
upon which to base definite conclusions, we recommended, in our 
First Interim Report, that statistical returns of the medical establish- 
ments should be required from all civilian hospitals and medical 
institutions. These returns were duly obtained, and were placed at 
the disposal of our secretaries for tabulation. -= - 
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Examination of many of the individual returns, and of statistical ` 


tables prepared 


from them, led us to form the opinion that:. 
(1) Reduction of p Í 


medical staffs is feasible in all types of hospitals. 


(2) London hospitals are more generously staffed m all categories ` 


than provincial hospitals. (3) A proportionately more drastic 
reduction is possible in the staffing of mental hospitals. These 
findings led us to consider various possible methods for effecting 
reductions in hospital staffs. Our ultimate conclsions were 
embodied in the resolutions, already referréd to, which you and the 
Secretary of State for Scotland accepted and upon which action is 
being taken by the Departments. “ 


Consideration of Other Sources of Supply 
We have considered other sources of supply which we were advised 


might yield additional medical personnel for the Services, for _ 


example: Z 

We carefully examined the possibility of employing alien doctors 
ın hospitals and as assistants in general practice. We have satisfied 
ourselves that the majority of employable alien practitioners have 
already been absorbed into various appointments, and that it is 
unlikely that this source will assist further jn our problem to any 
material extent. We have had before us figures showing the 
number of alien practitioners employed and unemployed. 

The possibility of obtaining doctors from the United States of 
America and the Dominions was carefully explored. Surgeon 
Rear-Admiral Gordon-Taylor informed us that on a recent visit 
to the United States and to Canada he had discussed with the 
authorities concerned the possibility of a further supply for Britain 
of doctors from these countries- He thought that no further 
doctors would be forthcoming under the American Red Cross 

_ Scheme. He informed us that Canada might possibly make some 
further contributions. A number of doctors from the Royal 
Canadian Army ‘Medical Corps have been seconded to the 
R.A.M.C., but we consider that no further practitioners are avail- 
able from the Dominions, who have already heavy commitments 
for their own armed Forces as regards medical personnel. 

The question of raising the age of conscription for the medical 
profession by five years above the normal age of recruitment of 
other sections of the population was examined. This has now 

recent National Service (No. 2) Act of 

time must elapse before it will produce 
hope that as a result of the proclamation 
between 41 and 51 will be registeréd in 
one group at the earliest possible date. We regard the proclama- 

Chairman has written to you, and 
to the Minister of Labour and National Service, 

_ and has also emphasized the importance of women doctors within 
the age group of 20-30 being made subject to the same compulsory 
procedure that now applies to male practitioners. $ 

The Public Health Services and the School Medical Service 
have been scrutinized” We are of the opinion, that there is a 
source of supply`in these services, and have submitted to you and 
the Secretary of State for Scotland a separate resolution on this 

© subject. (See Appendix.) ° ; 

Other problems weré ‘brought to our notice, from the examina- 
tion of which it was considered that further economies might be 


effected, increased use. made „Of -available. medical’: man-power, , 


_ or sources of supply augmented, e.g.: 
“ (a) More transport for medical officers in charge of troops 
of all Services throughout the country would enable one medical 
officer to carry out more work than he can at-present. We wish 
to call the attention of the Secretary of State for War to this 
recommendation so that an’ adequate number of cars may be 
made available for medical officers. 

(b) The number of medical boards required by the Services 
for the examination and categorization of recruits was studied 
with a view to considering a reduction in their number and the 
saving of the time of a number of medical officers. We 

_-concluded that any contribution in the way of economy in 
medical personnel from this source would be negligible. 

_ (c) We have also had before us-a suggestion that certain 
E.MSS. hospitals might ‘with advantage be ‘transferred to the 
Army Medical authorities. It does not appear to us that any 
material economy of medical man-power will result from this 
proposal, but we are assured by, the Medical -Director-General of 
the Army that the transfer will not, in itself, lead to any 
increased demand for Army medical officers, and it appears 
that it will be of real value to the , Services- in providing 
improved - training’ facilities and opportunities for clinical 
experience. Accordingly so far as the matter lies within our 
province we would ‘like to commend the’ project. 


Ze General Conctusion F 
Our investigations have satisfied us that the Services are now fully 
alive to the limited resources available to, meet their needs and those 
„of the civilian population, ‘and to the consequent ‘necessity for the 
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utmost economy in medical man-power. As a result of their co 
operation with us the call by the fighting Services on the resources 
of medical personnel during 1941 was substantially reduced. We 
hope that our recommendations for the savıng of medical man-power 
in civilian hospitals, ánd the deliberations of the Regional Com- 


, mittees will help to solve our problem during the next six months. 


We are, however, convinced that continued vigilance in the 
economical use of medical man-power is necéssary. 

„We are now examining the demands of the Services for the last 
nine months of 1942, and we hope to submit at a later date a 
separate report based on these demands and on the conclusions ‘of 
the Regional Committees, and to make recommendations after 
receiving the comments of the various Departments concerned. 


Appendix: Summary of Resolutions 

Nov. 19, 1941.—(1) That the Minister of Health and Secre of 
State for Scotland be advised to instruct the Central Medical War 
Committee to revert for the present to its original plan of calling 
up for military service A men in hospitals at the termination of 
their first six-months tenure of such pqsts and to call up forthwith 
the present male holders of the extended A subject to one 
month's notice being given to the hospitals. (2) That the Minister 
‘and the of State be advised to instruct the Board of 
Control and the General Board of Control for Scotland respectively 
that mental hospitals and institutions for the mentally deficient should 
uce the existing strength of their staffs so as to provide by 
men of military age fit for service in the 
released to be submitted to 

the Ministry of Health and Deparment of Health for Scotland for 


half the above percentages in th 
and the S.M.W.C. should be instructed to con- 
far as possible the placing of newly qualified 
(c) To instruct the 
. to examine closely the number of 
in pathological appointments and m 
the release of as many as possible for 


from their Public Health Services more medical officers of both 
sexes of 
the Crown 


~ 
, 
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. MEDICAL -SCHOOLS AFTER THREE YEARS, 
: a -OF WAR- `’ 
ARRANGEMENTS FOR THE NEW SESSION 


For the fourth year the winter session of the medical schools 
opens under war conditions, but arrangements are now better 
stabilized than they could possibly have been in the earlier 
period, and while many inconveniences attaching to dispersal 
remain, it can be said that the volume of teaching has not been 
lessened nor its standards lowered. The examination results 
have been good, but it is obvious that the number and perhaps 


_ the quality of the pre-medical students will be increasingly 


‘affected as the best boys leave their public schools and join 
up, with one or other of the fighting Services. Some London 
medical schools are beginning to experience a small diminution 
in the numbers seeking admission for the commencement of 
medical studies, others declare the numbers to be stationary, 
and one school in‘ the Provinces speaks of being inundated 
with applications for next session, particularly from women. 
The number applying there is ‘said ‘to be far in excess of the 
“quota allowed. - 

So far as the’ pre-clinical subjects are concerned, several of 
the London schools, after three years’ experience in the 
Provinces, are returning’ to London. In October King’s College 
Medical Faculty will come back to its old buildings in the 
Strand, and pre-clinical ‘subjects -will be taken"there for the 
‘students not only of King’s College Hospital but of Charing 
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Cross, St. George’s, and Westminster. Middlesex, too, has 
decided that its pre-clinical students shall return to London 
from Leeds, where they have been accommodated for two 
years. The pre-clinical schools of the London Hospital and 
of St. Bartholomew’s are to remain at-Cambridge. St. Thomas’s 
pre-clinical and pre-medical studies are still centred at 
Godalming where laboratories and class-rooms have been con- 
structed, and the generous co-operation of the headmaster and 


governing body of Charterhouse School is available. The first-- 


year students of St. Mary’s continue to be the guests of 
Berkhamsted School, and those of the London School of 
Medicine for Women remain at Exeter for the present. 


The London Schools 


The final-year students of St. Thomas’s have just left their 
guarters at Guildford and have returned to the hospital in 
London, where an increased number of beds have been opened 
and out-patient teaching has been restored almost to pre-war 
standard. A sufficient part of the school library has also been 
moved back to London. Outside- London, at Godalming, a 
full department of pathology has been installed in a specially 
leased house. The main medical school library has been accom- 
modated at Hydestile, where lecture rooms and full students’ 
amenities have also been provided. Following their preliminary 
six months, the clinical stidents spend two periods, each of 
six months, attached to medical and surgical firms at Hydestile, 
and these are followed by six months’ midwifery, gynaecology, 
and paediatrics. The facilities for teaching midwifery are con- 
siderably better than in several of the pre-war years in London. 
` St. George’s Hospital Medical School has also returned to the 
metropolis. Since May last the students have done the whole of 
their work at the hospital at Hyde-Park Corner, with the excep- 
tion of midwifery, which continues to be taken, through the 
courtesy of the Middlesex County Council, at the West 
Middlesex Hospital. During the past year the number of 
in-patients ‘and out-patients at St. George’s has steadily in- 
creased and clinical material has'been abundant. Should less 
happy conditions recur, the hospital has re-equipped its con- 
valescent branch at Wimbledon on modern lines, and the 
medical school has rented and equipped a large coyntry house 
immediately adjacent to serve for emergency purposes. But 
unless dispersal again becomes necessary, it is intended that 
the school shall remain at Hyde Park Corner, with the country 
establishment as an annexe. 

The clinical school of Charing Cross is still evacuated from 
London, at Boxmoor in Hertfordshire. The whole of the first 
clinical year’s work is done at Ashridge Hospital (1,200 beds). 
During-the second clinical year clerkships and dresserships are 
served in all the special departments, and for this work the 
facilities of the parent hospital at Charing Cross, ‘as well as. 
those of Ashridge, Stanmore, Edgware (midwifery), and others, 
are utilized. In the second and third clinical years students 
are posted by rota to Charing Cross and Ashridge for residence 
as emergency dressers. As a wartime modification the removal 
to Boxmoor has worked well, and residence at Chaulden House 
for sixty students has provided the advantages of a corporate 
life, but the difficulties, especially the consumption of time by 
the ‘staff in having to travel out of London to teach, will not 
grow less, and the extended use of the school in London for 
the instruction of senior students’ is being considered. 

St. Mary’s is fortunate in that both school and hospital 
buildings remain undamaged. Nevertheless, some dispersal of 
students is maintained. Students in their clinical years continue 
to hold posts in four other sector hospitals in addition to 
St. Mary’s, but it is at St. Mary’s that the whole of the second 
M.B. course and the latter part of the clinical teaching is now 
taken. Consequently the student has at one time the opportunity 
of seeing a wealth and variety of clinical material in the sector 
and at another of participating .in organized student life at 
the parent hospital. The large number of resident posts made 
available by the E.M.S. in the sector continue to provide house 
appointments for all students on qualification. .One feature 
of the past year has -been the ‘large attendance—an average 


` of 130—at the meetings of the Medical Society. - 


The medical school of the London Hospital, apart from its 
pre-clinical school at Cambridge, is now organized at three 
centres: éhe London Hospjtal Annexe and Warley Woods 


zi 


Hospital at Brentwood (542 beds), Chase Farm Hospital at 
Enfield (925 beds), and the London Hospital itself in Whitechapel 
(416 beds), together with neighbouring London County Council 
hospitals comprising 2,500 beds. Students starting clinical work 
are sent to Brentwood for the first twelve months, where they 
have an introductory course in medicine and surgery and carry 
out six months’ clerking and sıx months’ dressing. They are 
ther sent t8 Enfield for a three-months course m pathology 
and similar courses in neurology and orthopaedic surgery, after 
which they are posted either to the London Hospital, the 
maternity unit in Hitchin, or other associated hospitals for 
practical experience in obstetrics, Finally they come to the 
London Hospital as senior students for further clerking and 
dressing in the wards and work in the out-patient departments. 
Lectures are given at Brentwood in applied physiology, ele- 
mentary medicine, surgery, and pathology for junior students ; - 
at Enfield in pathology, morbid anatomy, bacteriology, bio- 
chemistry, midwifery, and gynaecology ; and at the London 
Hospital the final systematic lectures in surgery, medicine, 
public health, medical jurisprudence, and therapeutics for senior 


students. 
No Change 


Most of the other London schools have no changes to report 
so far as the instruction of clinical students is concerned, and 
the arrangements set out in the article in the British Medical 
Journal of Sept. 6, 1941 (p. 345), remain unaltered. This is 
true of Westminster, King’s College, University College, and 
the London (Royal Free Hospital) School of Medicife for 
Women. „Middlesex Hospital has not found it necessary to 
make any major alteration in the distribution of students during 
the clinical years. The increasing need to supply the fighting 
Services with the younger qualified men has not simplified the 
task of the school in arranging the teaching in the sector 
hospitals, but the stafidard of teaching has been maintained, 
thanks very largely to the co-operation of the Middlesex and 
Buckinghamshire County Councils and the Board of Governors 
of Mount Vernon Hospital. The association with the Royal 
Hospital, Wolverhampton, which began in 1940 has also de- 
veloped most satisfactorily. At Guy’s and St. Bartholomew’s 
there are’ no striking changes to report. The clinical students 
of St. Bartholomew’s are distributed at Bart’s itself, Friern 
Emergency Hospital, Hill End Hospital, and Cell Barnes 
Hospital. The main improvement during the year has been 
the establishment of a first-class pre-clinical medical course 
under the professors of medicine, surgery, and pathology at 
Hill End, Hospital ; also the introduction -of,a new tutorial 
class in’ pathology at the same hospital for final-year students. 

Postgraduate teaching in London at the British Postgraduate 
Medical School, Shepherd’s Bush, is continued on pre-war lines, 
with bedside tuition and lectures rather than specific courses, 
though special courses on war medicine and surgery and other 
subjects have been held in alternate- weeks. A number cf 
undergraduate students have been accepted at the request of 
the deans of their respective. schools, and a limited number 
of refugee graduates have been accepted to enable them to 
put in the necessary hospital practice to take British qualifica- 
tions. In addition the obstetrics department is providing 
facilities to enable a limited number of undergraduates to 
comply with the University of London’s requirements in 
obstetrics and gynaecology. 4 


Provincial and Scottish Schools 

In the provincial schools there have-been still fewer changes. 
At the University of Manchester various small curriculum 
alterations have taken place. With a view to facilitating earlier 
qualification and of affording wider hospital experience, senior 
students have been employed as temporary officers under 
direction at local hospitals. The Board of the Faculty of 
Medicine has recently passed a resolution whereby students 
during the war period, having completed all appointments, may 
apply to sit for Part II of the Final M.B., Ch.B. examination 
(qualifying) after thirty months’ clinical work. At Leeds, 
again, the Board has decided to accept -the recommendation 
of the Ministry of Health and to shorten the clinical period of 
study from 36 to 30 months, as a temporary emergency measure, 
Step3 are being taken to introduce the shortened course next 
month. Students who would normally take their degree in 
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„March, 1944, will be able to take their final examination in 
September, 1943.- Be AA A ; 

One innovation at Sheffield is of interest. Al students 
entering the university next session must undergo a thorough 
clinical examination, for which the university pays. Heretofore 
such an examination on entry has been offered on a voluntary 
basis, but the response has been poor. In the cas of medical 
-and dental students the physical investigation will include x-ray 
examination of the student’s chest and a Mantoux test. A 
further x-ray examination is made before. beginning clinical 
work, and again two years later. - `- 

` At Bristol, instead of candidates taking the second M.B., Ch.B. 
examination in anatomy, physiology, elementary pathology, and 
elementary ' pharmacology six terms after completing the first 
examination, they will sit for anatomy and physiology after 
five terms of professional study—that is; in March—and will 
take the examination in elementary pathology and elementary 
pharmacology one term later—that is, in June. The whole 
examination must, as hitherto, be passed before students may 
begin hospital practice. In Birmingham no changes are con- 
templated for the new session. In Cardiff the raid damage 
to the Royal Infirmary has been considerably repaired and 
about 220 patients can now be taken in. The medical and’ 
surgical units, with rather more than 100 beds, still remain at 
the Whitchurch Emergency Hospital, and the convalescent home 
is still maintained as a full service hospital. The travelling of 
students has been well arranged, and the timetable of 
attendances has been altered so as not to interfere with tuition. 
The clinical school at the Welsh National School of Medicine 
has its full number of students, and the applications for ad- 
mission to pre-clinical Audies pursyed at University College, 
Cardiff, are very large, so that selection has to be made. Alto- 
gether the medical students in Cardiff number about 350. The 
new Pathology Institute is proving of great value in teaching. 
Clinical pathology is made a feature of sixth-year study. 

In the Scottish universities certain important changes in the 
curriculum ‘have been made at Aberdeen and at Edinburgh. 
At Aberdeen, to enable students to graduate within five years, 
a fourth term is being held during the summer vacation for. 
students who finished their fourth year in June, 1942. At 
Edinburgh the subject of psychiatry has been introduced into 
the final professional examination. The examination, con- 
sisting of a two-hours written paper and an oral; will be held 


at the end of the spring term—that is, in March—of the fourth- 


’ year of the medical curriculum. At Glasgow, on the whole, 
it has been possible.to continue medical teaching on normal 
lines. Patients in‘ teaching hospitals’ are somewhat fewer, so 
that teaching facilities have to be slightly reduced, but it has 
not been necessary to discontinue any special courses. The 
main hospitals are undamaged and the routine of the students 
is not substantially altered. At present there are 1,070 students 
in the medical school, of whom about one-fifth are women. 

- The increased emphasis on the aspects of preventive social 
and industrial thedicine and the shortening of the time devoted 

_ to the clinical period are creating some difficulties for the 

- schools, but so many difficulties have been ‘overcome during 
these last three years’ that the outside observer has come to 
believe—even if those concerned in the administration do not 
quite believe it themselves—that the schools are equal to all 
trials and emergencies. : 











Changes made in the organization of the British Hospitals Associ- 
ation, states the report of council for ‘1941, include a strengthening 
of area committees, alteration where necessary of area boundaries, 
and the setting up of a new area organization for South Wales. 
They are preliminary to a reconstitution of the council and amend- 
ment of .the articles of association consequent on the decision to 
admit convalescent homes, sanatoria,-and mental hospitals to 
membership. During the year an advisory committee on nursing 
matters.was formed; also a subcommittee on hospital and contribu- 

“ tory scheme income limits. Other items to which the association 
gave time and thought during a busy year were the salaries of 
hospital staff other. than nurses; hospital staffing problems created 
by the demands of the Services and: the Ministry of Labour; the 
supply of deep x-ray apparatus; the teaching hospitals committee 
set up by the Ministry of Health; and last, but by no means least, 
soap rationing as it affect¢ hospitals. ` 


i 
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= Lister Technique for Emergency Surgery 


Sm,—Under certain circumstances as a result of enemy action 
surgical operations may be required to be done under adverse 
cofditions. The advanced highly skilled surgical technique in 
strict aseptic surroundings with an abundance of sterilized equip- 
ment (dressings, instruments, water, etc.) may have no place 
where war conditions have temporarily abolished such 
amenities. ~ 
- The practical‘application of the Lister technique is probably 
unknown to the majority of the younger generation of surgeons, 
for they have never carried it out® There is some ridiculous 
idea extant that if any antiseptic—e.g., carbolic acid—should 
“soil” a wound, either by mops, surgical instruments, etc., 
tissue necrosis and wound infection must follow. Like so 
many surgeons of my generation I have successfully done a 
large number of major surgical operations in cottages, using 
the kitchen table for the operation, with towels around the 
wound area wrung out in carbolic solution 1 in 40, instruments 
out of the same solution, boiled mops out of normal saline or 
1 in 10,000 hydrarg. perchlor. solution, with a paraffin lamp 
for the illuminant. 

As improvisation may at any time be required I would plead 


for an immediate revival of the Listerian technique. This could 


be .done by practical demonstrations at operations in surgical 


-centres, also by carrying out the technique at all hospitals, in- 


cluding the E.M.S. ones. Further, in these days of rubber- 
glove shoftage,- surgical operations may have to be done with 
bare hands. Operations were done in the pre-glove era with 
equal success when compared with the present-day glove epoch. 
It may be that some surgeons and nurses will require to re- 
‘learn the art of getting their hands surgically clean. The use 
of gloves, so long as they remain unperforated, excuses short- 
comings in inadequate scrubbing up.—I am, etc., 
Newcastle-upon-Tyne. . R. J., WILLAN, F.R.C.S. 


Pernicious Anaemia 


Sm, —I was glad to read the plea of Prof. L. J. Witts (Aug. 22, 
p. 227) for better supervision of patients with pernicious 
anaemia. But-I would disagree with him when he attributes 
so much of the blame to the patients thémselves for neglecting 
treatment. when they feel themselves cured. In my opinion 
the unsatisfactory state of affairs which exists at present is 


` largely “due to ignorance on the part of some practitioners of 


the elementary principles of treatment of pernicious anaemia. 
They frequently reduce maintenance treatment tg grossly in- 
sufficient amounts, and, indeed, sometimes tell their patients 
that it és unnecessary so long as they feel well. It is clear 
that the danger of thé development of subacute combined 
degeneration is insufficiently appreciated. 

Because of this experience I have made it a practice to ex- 


“plain carefully to patients before they are discharged from 


hospital or the out-patient clinic the necessity for continuing 
treatment for the rest of their lives, and I believe that very 
few patients will neglect treatment if they understand the 
position clearly. I feel convinced that the death rate from 
pernicious anaemia would show a sharp fall if all practitioners 
realized the importance of maintenance treatment in sufficient 
amounts. Because this treatment should be controlled by 
periodic blood examinations special clinics are obviously 
desirable, and I welcome the attention which Prof. Witts has 
drawn to this aspect of medical planning—I am, etc., 
Aberdeen : Harop W. FULLERTON. 


: Anaemia in X-ray Workers 
Sm,—The Hospital Officer Memorandum No. 3/25 recently 
circulated by the E.M.S. to Class 1A and 1B hospitals (Journal, 
Aug. 1, p. 137) is, in my opinion, a dangerous document. The 
facts to which it refers are doubtless accurate, but the memo- 
randum is apt to be misleading. Admittedly angegnia is not 
recognized as a specific effect dE radiation, but it is wrong 





-danger to the skin and gonads, and the 


‘\’ He reldtes, among others, the case of 
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“in order to allay uneasiness and to afford guidance ” to issue 


. & memorandum which states this fact at some length and 


devotes only oné-tenth of its space to a brief mention of the 
changes that do occur as a result of radiation. 

The experience of the big London hospital x-ray departments 
with fdeqyate space and protection and under close medical 
direction 1s certainly not. an -adequate guide to the possible 
experience of an’E.M.S. hospital department unless the latter 
follows all the recommendations of the International Committee 
on X-ray Protection. The statement that “ Periodic blood ex- 
aminations are advisable...as a reassurance to dio- 
graphers ” is an inglorious understatement of' what is considered 
necessary by radiologists with knowledge of radiographers who 
have had to leave x-ray work because of a white cell count 
which indicates damage by x rays. The final sentence that 
“the term ‘ x-ray anaemia ’ has no particular meaning and should 
be avoided ” 1s true, but again implies that there is no danger 
from radiation. ® S 

- The authors of the memorandum are to be -congratulated 
on the skill with which it has been compiled. To doctors 
and lay officers without special knowledge and experience of- 
radiation and its effects on the blood it is a 
ment which implies that the dangers of radiation to x-ray 
workers have been over-stated, and, in fact, are practically ` 
non-existent. To those with special knowledge it presents a 
series of statements which are probably incontrovertible, but 
the emphasis is false. The dangers of radiation, the signs of 
its effects (leucopenia, monocytosis, granulocytopenia), the ` 
necessity for adequate 
protection should have been stressed, since otherwise the radio- 
grapher and those responsible for his or „her health will follow 
even more readily the regrettable tendency to slacken rather 
than enhance precautions. X-ray anaemia probably does not 
occur but while blood cell changes do occur in the x-ray 
worker inadequately protected: A true document with a false 
emphasis such as this is dangerous, because, while it cannot y 
be contradicted, it causes hospital boards and administrators 
to relax essential precautions.—I-am, etc., ` 

F. Euis, - 
Medical Director, Shefeld Radrum Centre 


Hyperostosis Frontalis Interna 

Sin—Dr. C. T; Andrews’s excellent and detailed report of, 
a case of hyperostosis frontalis interna (Aug. 15, p. 185) prompts 
me to add two observations, one historical ‘and the other 
clinical. - š s , . Si 

There is an interesting early reference to hyperostosis 
frontalis interna in an address on “ Tic Douloureux ” which 
was read at an evening meeting of the Royal College of 
Physicians of London 120 years ago by its president, Sir Henry 
Halford, and later included in his collected’ Essays and-Qrgtions.- 
Dr. P., whose skull 
showed at flecropsy “an unusual thickness of the os -frontis, 


“where it had been sawn through: above the frontal sinuses, and 


at its juncture with the parietal bones- : -. Dr. P. had stbmitted 
with great patience to a division of several branches of the 
fifth pair of nerves, under the judicious operation of Sir Astley 
Cooper, who, on my mentioning to him the notion J entertained- 
of the capse of tic douloureux, was so obliging as to show me ~- 
the skull of a person who had died of this disease in the country. 
The internal surfaces of the frontal bone is a perfect rock- 
work.” A third case, he notes, is of a lady who for 10 years 
had suffered “the tortures and the dreadful ‘clawings and 
scratchings’” of a right tic douloureux. She had “ an enormous 
thickening of the frontal, ethmoidal, and spenoidal bones in 
one part to the extent of half an inch; and the anterior lobes 
of the brain were curiously moulded and indented by the 
thickened bone. There was thickening also of the whole of the 
cranium, but not so great a degree anywhere as in the parts 


_ which have just been named.” 


It is- curious that Sir Henry Halford should have met three 
cases of tic douloureux associated with a thickening of the 
skull whose description is consistent with hyperostosis frontalis - 
interna. Though he conjectured that the osseous enlargement 
“injured directly, and at once, the’ affected nerves,” he‘ recog- 
nized that)“.there-are other, cases in which no such immediate 
cause of irritation can be discovered.” The association must 
be rare. Six years ago I described 8 cases of. hyperostosis 


convincing docu- ` 


frontalis interna before the Association of British Neurologists 
and I have since seen several. others. None was “associated 
with tic douloureux, though two had cranial nerve palsies. In 
one of these with a “jugular foramen syndrome” there was 
found after death a plaque of bone extending over and com- 
pressing the nerves passing through the foramen. Only 22 
(approximagely 1 in 10) of my cases of, tic douloureux have had 
x-ray examination off the skull. “None has shown significant’ 
hyperostosis. 

Many cases of hyperostosis frontalis interna are symptomless 
and discovered accidentally. In patients complaining of chronic , 
headache routine skull radiographs will sometimes reveal not 
only hyperostosis but occasionally other rare lesions—e.g., ex- 
tensive calcification of the falx cerebri. In one of my cases 
a cerebral tumour was coexistent ; its presence was suggested . 
by a hemiparesis with papilloedema, and confirmed by 
ventriculography and subsequent operation. -- ; 

Thus hyperostosis frontalis interna may give: (1) no 
symptoms ; (2) chronic dull frontal ache ; or (3) focal symptoms 
associated with local compression by bony bosses or plaques 
—namely, (a) the hypothalamic—pituitary group (adiposity; 
diabetes insipidus, sleep disorders, etc.); (b) progressive de- 
mentia ; and (c) cranial nerve palsies. This suggests that. the 
hypothalamic-pituitary disturbances are the consequence and ` 
not, as some have held, the cause of hyperostosis frontalis 
interna. Of its significant cause, or causes, we are quite ignorant. 
—I am, etc., 


"Liverpool ~ Henry COHEN. 


Tuberculin Patch Test ` 

Sm,—In your leading article (July 25, p. 101) you show how 
in differential diagnosis help can be obtained fiom a tuberculin 
test because a negative reaction excludes tuberculosis, hence its 
greater value in children than in adults. These points cannot 
be stressed enough. Buf tuberculous infection cannot be ex- 
cluded unless the test is complete—ie., unless it is ultimately 
carried out intradermally with O.T. or P.P.D. 1,in 100. In 
a darge series of cases a higher tuberculin sensitivity may be 
found among those with active tuberculous lesions than among 
those with latent or healed lesions, but it cannot be assumed ' 
in the individual doubtful case that a test positive to a high 
dilution indicates active disease, or that a test negative to such 


-a dilution excludes active disease. You recognize, this, and 


advise that a negative’ patch test should be followed by a 
Mantoux test with 1 in 100 tuberculin. But you then state: 
“.. ... and when the practitioner can be satisfied that he has 
at his disposal,a standardized uniform ‘patch,’ the test will 
probably prove of considerable value to anyone who is impelled 
by the exigencies of practice to sacrifice the greater accuracy 
of the Mantoux test to the-convenience of the patch test.” 
And again: “If the’ Mantoux test-is not being -as*much' used 
in general practice as it should be—and’ evidence, points -that 
way—the use of a properly standardized patch test will be 
preferable to no test at all.” Are these statements compatible 
with the clear factual data given in the remainder of the leading 
article? You do not, yourself seem quite happy about it, for 
you attempt to square your conscience by insisting on a 
“ properly standardized” patch. But is not this asking for the 
impossible? We find it difficult to understand how “ proper 
standardization ” can be obtained of a test that involves several 
factors which may influence the dosage of tuberculin yet cannot 
accurately be controlled ; for instance, degreasing, texture of 
skin, application of strip, etc. > 

There are two other points which should be mentioned. You 
quote several investigations in which the patch test is compared 
with the Mantoux test, and point to the fairly close similarity - 
of results. But it is well to bear in mind that when such 
ad koc investigation is done, greater care and supervision are 
probably exercised in the carrying out and reading of the patch 
test than might be the case when it-is used in routine , clinjcal 
practice.” The second point is this. ` Your leader is apparently 
intended for, general practitioners and physicians, but ‘the 
tuberculin test is of paramount value in the follow-up of 
children as home-contacts in tuberculosis clinics. There many 
children are first seen before they are infected,-and are then 
tuberculin tested periodically in order that the primary infection 
may be detected at its onset. It would clearly not be possible 
to,dogmatize about the onset of a primary tuberculous infection ~ 
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-unless the fubercidin test poe out a few m months 
before had been complete. 

The patch test is`not used in danaa investigations 
from which reliable conclusions are sought. Apart from tbis, 
the test undoubtedly has, in certain.circumstances, advantages of 
convenience, but it cannot be regarded as more than a pre- 
liminary step in tuberculin testing whatever advertisimg blurbs’ 
may'‘state about it—We are, etc., , 

` 5 Donatp Court. 

_. G. GREGORY -KAYNE. 
= Tleostomy for Ulcerative Colitis 

“S$ir,—lt is not within my province to. argue the’ pros and 
cons of this question, but it is possible that with the intro- 
duction of specific treatment the urgent need for this serious 
operation may no longer be necessary for ulcefative colitis. 
I am, however, quite convinced that if there is one form. for 
which ileostomy is absolutely contraindicated that is amoebic 
dysentery. The statement that Mr. McNeill Love had under- 
taken it for that disease in 1917 may induce others to do so. 
We fortunately possess miost potent specific remedies for 
amoebiasis, and experience in its treatment has led to the con- 
viction that surgery of the ‘intestinal tract is seldom, if ever, 
necessary. The impression I have formed is that the conditions 
which‘ produced this emergency: in Mesopotamia in 1917 were 
due to bacillaty dysentery and not to the more-chronic amoebic 
form, as there existed some confusion in differential diagnosis 
at that time.—I am, etc., 

London, W.1 


Staines 


PHILIP MANSON-BARR. 


Medical. Planning : 3 

 SR—Dr. J. E. Gaze’s letter. (Aug. 15, p. 200) is interesting 
because it reveals an attitude which, in my experience, is not 
often-found- among the older members of the profession. I 
have- been qualified for 10 years- only, but during that tıme 
have done hospital appointments, “ locums” in town, country, 
and prison, “ put up a plate” in Suburbia, built up a practice, 

` and.joined the R.A.M.C. (T.A.) and been: invalided out. | 


have also had the opportunity of: observing my fellow men, 


on the Harrow B.M.A. committee and on its subcommittee when- 
we het the public health committee of the local council. Now, 
after prolonged treatment and convalescénce and a period of 
manual work in the countryside, I am in the happy position 


of being. able to look back from. afar upon my professional 


contacts and experiences. . 

: I have in the past longed for a medical plan, be it-pure State 
medicine, -health centres, or what you will, if only the result 
would mean: (a) an efficient treatment of the patient be he 
rich or poor, including, of course, prevention as well as cure ; 
(b) an elimination,.of “ business methods” in practice, feyen 

` including the abolition of “ goodwill; 5” which seems wrong to: 
me, perhaps because now I have little or no practice to sell ; 
(c) an opportunity for every doctor to have a reasonable amount 
of leisure and holidays in order to keep himself mentally and 
physically fit, with a free period each year for postgraduate 
_study, and access to a hospital; (d) the maintenance of the 
“family ” doctor and of free choice for the Patient ; (e) a 
reasonable and ensured income ; A suitable provision for illness 
and old age. 

All of us upon qualification set forth with high ideals. Some 
‘accomplished the climb and have risen to well-deserved altitudes. 
Most of us, however, seeking in general practice an opportunity 
to presérve our independence, found that soon we were up 
against the hard facts of life. . In practising medicine and at the 
same time earning a living we had to battle with the monetary- 
minded among patients and colleagues, sending out bills, re- 
covering from a feeling of nausea at the jealousy, self-interest, 
and, the “rackets” one sometimes met, paying, rates to the 

-local authority and thus helping -to -provide public health 
services which' were cutting our own throats, and-so om There ` 
were many compensations, but it became increasingly evident 
that ‘something was wrong with medicine somewhere. 

If we have the courage openly to admit this let us’ all now. 
seize the opportunity that these times offer to put matteré right. 
Those with a practice which under present “‘ggodwill” valua- 
tion is a lucrative one will expect compensation if things*are 
altered, and perhaps a reasonable compensation wil] be paid— 


` 





by whom and-how, I will not even hazard a guess. If, however, ' 


none is forthcoming, let not those doctors break their hearts. 
There are many who have already given their lives. There 
will be more. There are many who are now prisoners of war, 
while the large majority of all- those who have joined the 
Forces, whether as volunteers or conscripts, have suffered con- 
siderable financial loss. Those who now remaih in civil practice 
and who are concerned in planning the future of medicine 
no doubt realize their responsibility is a great‘one. They would 


+7 do well to consult their colleagues in the Forces, who will be 


busy, when demobilization comes, searching for the practices 
they left behind. And it will be the bounden duty of those 
who promised to look after them to help in rediscovering them. 

The present muddle and overlapping in medicine can be 
ended, and need not necessarily be replaced by a bureaucratic 
nightmare of red tape, if only the members of the profession 
-will maintain their dignity and cast aside the tendency to look 
upon the problem with more than one eye upon its financial 
aspect. The family doctor, with his intimate knowledge of 
the patient’s home life, must be able to continue this psycho- 
logical link with those he is called upon to treat. He must 
also be allowed to retain his individuality rather than be 
regimented and submerged ‘by rules and regulations. 

My considered opinion is that in our profession we shall 
never succeed in persuading the’ “ stick-in-the muds ” to move. 
I hope, however, that we can plan a State Medical Service 
which will-contain all that is best in our present system. | 
trust that if pure State medicine comes, State education will 
accompany it. 

The Medical Planning | Commission has made an admirable 
start. It deserves our thanks and it is the duty of each one 
of us to give all the help and advice we can, for the problem 
concerns us all, whether we are old or young, specialists, family 
doctors, hospital officers, public health officials, or those who 
are now serving in the Forces. Their voice is well worth 
hearing, for they have had experience in civil practice, have 
sacrificed much, and are now experiencing some of the snags 
one would expect to find in a State Medical Service.—I am, etc., 


Bradworthy, Devon. C. G. Jones. 


Sır —Recently in your correspondence columns and at. 


meetings here it has been urged that no major change in the 
conditions of medical practice should take place until the men 
now in the Services have returned to civilian life and have had 
an opportunity of expressing their opinions. This is a point 
of view with which .we must-all have the greatest sympathy, 
‘though, to judge by the almost compléte lack of response 
to the numerous invitations sent to R.A.M.C. officers serving 
in this area to attend our discussions on medical planning, 
it would appear „that even those still on home service are too 
fully occupied to’ bé’ able’ “to , give consideration to these 
. problems. 

At a recent meeting here it was suggested that the profession 
should unitedly refuse to work any new scheme until the men 
in the Services can’ take part in its arrangement. Since it 
may be 3 years. after the conclusion of hostilities before 
demobilization is completed, and since & further 3 years would 
have to elapse before the majority of the younger men could 
have had- sufficient experience of civilian practice to be able 
to express an informed opinion, this: seems to me to be an 
extreme point of view. 

In support of this attitude it is often stated that “the last 
time” the position of men in the Forces was prejudiced by 
changes which took place during and immediately after the 
war in the conditions of practice generally. For the informa- 
tion of those who are too young to remember conditions at 
that time can anyone say what these changes were, and in 
what way they were prejudicial to the position of those who 


-had-been-in the Services as compared with those who had 


remained in civilian practice?‘ Of course one ‘realizes that there 
must have been periods of individual unemployrrent after 
demobilization, but was this actually greater ın medicine than 
in other professions? 

It would seem that the answers to these questions would have 
some relevance when the optimum time for the.inauguration 
of any new plan is ie consideration.—I am, etc., -~ 


Strung W- LESLIE CUTHBERT. 


we 
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Future Medical Service 


- Sm,—I have read a great many letters on the future of 
medicine and have frequently discussed it with other practi- 
tioners and lay men and women. The letter of Dr. Vallely 
(Aug. & p. 168) crystallizes a point of view held by many 
of our profession. ,It seems a competent, clear, and reasonable 
point of view, and yet I am sure it is quite wrong. It is just 
as wrong as the idea that State medicine in itself is the first 
step to the millennium. 

When a number of intelligent people disagree on a funda- 
mental issue, the reason is nearly always found to be a lack 
of definition of the problem. If the facts are not known or 
not clearly éxplained the field is left open for the theorist, 
the dogmatist, and the fanatic. For example, Dr. Vallely says 
“a whole-time salaried service would be wholly bad for the 
profession and the public,” and “the lay press teems with 
evidence of the extrav@gance and inadequacy of State control.” 
That is Dr. Vallely’s theory, but here are some facts. 

The Government distributes £75 million in unemployment 
benefits and allowances at a cost of £74 million a year; £87 
million in orphans’ and old age pensions at £24 million. On 
the other hand, the approved societies distribute £33 million 
in N.HLI. benefits at a cost of £6 million, while the insurance 
companies distribute burial, life, and sickness benefits amounting 
to £334 million at a cost of £22 million, plus a shareholders’ 
surplus of nearly £2 million a year. (I quote from the PEP 
broadsheet on Social Security, July 14, 1942—a magnificent 
compilation of facts.) In this connexion “ the extravagance and 
inadequacy of State control” is not obvious, to say the least. 

Yet I agree about the “ stultifying ” and “ soul-destroying ” 
effect of Governmental bureaucracy, and this leads to the next 
argument which is in urgent need of clarification. Those who 
argue against State medicine make the point that the con- 
comitant bureaucracy will be a “tyranny,” “an evil thing,” 
“a cause-of frustration,” and they assume that all bureaucracies 
must be bad. Surely that is untrue. 
bureaucracy is necessdry to administer any large concern is 
neither good nor bad in itself. It is merely a fact. But the 
type of bureaucracy can be good or bad. Many of the big 
business combines are run by most efficient bureaucracies: at 
times too efficient for my way of thinking. These one can call 
good, just as the bureaucracies of the Government are inefficient 
in many ways and can be called bad. So State medicine will 
be “‘stultifying” only if it is run by a bad bureaucracy. As 
the word “bureaucracy ” is so prejudiced by use it will be wise 
to substitute “ administration.” 

Now ‘there is no need for bad administrations to continue. 
We must take what is good in the Ministry of Health and 
preserve its rule-of-thumb organization of statistics, routine, and 
so on, for it does that part well. But the art of medicine and 
the organization of practitioner and hospital services for the 
ever-changing needs of the community can and must only 
be run by active members of our own profession; and this 
must be one of the foundation stones of any State medical 
service. Our one aim must be to provide the best possible 
service, and we must, eschew the evil which damns our Ciyil 
Service—the fact that promotion goes to those who make 
fewest mistakes (and consequently fewest decisions) and those 
showing initiative are frowned upon and penalized. It is im- 
perative for our future welfare that we let no defeatist attitude 
stand ın our way. We cannot accept the present administration 
of medicine as a good thing. We must decide exactly what 
‘we want and see that we get it. My experience is that if one 
knows what one wants and has faith and energy then that 
objective is attainable. 

There is one more point to make. Dr, Vallely says- that 
a whole-time salaried medical service is not inevitable. Does 
he realize that the Ministry of Health has a scheme to- bring 
the dependants of the present insured persons under, the N.H.I. 
Act, and that then 90% of the community will be on the 
panel? Surely that all but fixes the salaries of the majority 
of practitioners, and the N.H.L scheme becomes an elaborate 
mechanism for excluding 10% of the community from what 
the supporters of an extended N.H.I. scheme consider the best 
possible Service. If Dr. Vallely likes the idea of being a 
salaried practitioner under the present Ministry of Health, he 
has @nty to wait and nqthing to worry about. But if not, it is 


“an urgent necessity to agree upon a better scheme and. stand, 


The fact that a` 


up for it with all the power at our command. Agreement wil 
only come with increased knowledge, and I know of no better 
starting point than the broadsheet from which I have qudéted.— 
I am, etc., 

Leeds. = R. A. Murray Scott. 


° Salaried Service and Competition 


Sir,—Several writers recently have stressed the value of com- 
petition in keeping up a doctor’s keenness for his work. If 
success in this competition was determined primarily by clinical 
ability and conscientiousness such competition would be of 
great value to the cause of, better medicine. Unfortunately, 
competition in general practice has degenerated into one for 
popularity primarily, and the doctor who attempts to educate 
and discipline his patients reaps a poorer harvest than the 
humbug and romanticist who liberally distributes placebos and 
habit-forming drugs. 

In my view a salaried service on “ public health” lines, 
which would eliminate the element of profit from sickness and 
encourage that most valuable kind of medical work, preventive 
medicine, would be a great and revolutionary step forward 
so far as general practice is concerned. I know that there are 
evils attendant on bureaucracy, but they are likely to be less 
serious, in my view, than those fostered by the present system. 
—I am, etc., ' 


Wallasey. LENNOX JOHNSTON, 


Maternity Service of the Future 

Sir,—It was good to read the letter of Dr. G. Winn Everett 
and her friends (Aug. 1, p. 143). We have in Scotland in 
essence the system there advocated. The general practitioner 
and midwife carry out as a minimum three ante-natal examina- 
tions ; in the majority of cases they carry out the actual con- 
finement and post-natal visits, the latter concluded by a very 
detailed examination of mother and child, a full report of 
which is submitted to the medical officer of health.. We have 
the right, where our ante-natal examination justifies it, to obtain, 
without cost to the patient, expert obstetrical opinion, and also 
the right in emergency to obtain free expert obstetrical assis- 
tance. In certain cases, with the consent of the M.O.H., we 
can send our cases to hospital, and the cost to the patient 
depends upon her means: This latter is the only snag. Such 
cases should be admitted to hospital free of all cost to the 
patient. Detailed reports of all ante-natal examinatins, of: the 
confinement, and of our post-natal visits are also sent to the 
M.O.H.. To my mind our system is ideal for all concerned 
if each member of the team does his or her duty conscientiously, 
and two years’ working under the scheme has been eminently 
satisfactory. 

The essentials of obstetrics are not difficult to acquire, and 
were the feeding of our children and the housing, feeding’ 
and working hours of our young adults in accordance with 
what is just and right and common sense, obstetrics would 
offer few emergencies beyond the capacity of the average con- 
scientious general practitioner to’ tackle with success. Far too 
much is made by the “ Munro Kerr school” and “ official 
opinion” of our difficulties and of the success of the public 
ante-natal clinics and the large“ maternity hospitals. We have 
many women from these hospitals at the present time in this 
area. From what I have seen I would blush were they patients 
of mine. i 

To the women of this area our obstetrical specialist, Dr. 
Thomas N. Macgregor, has been an inestimable boon. Few 
as they are, obstetrical emergencies can be very terrible, and 
practising so far from a centre as we do, one feels very much 
alone, and such cases place upon our shoulders a strain that 
is almost unbearable. We had to manage in the old days, 
but now our specialist is a guide and a help whose assistance 
to our women is beyond words of description. We learn more 
in discussing our cases with him than we would from many 
postgraduate courses. I doubt if the latter are of any value. 

Without obstetrics the life of the rural practitioner would 
not be worth while. Obstetrics binds us to the homes of our 
people, to our women, their children and grandchildren in a 
way that, in spite of our anxieties, makes life in the. practice 
of medicine, of all lives, the finest to live. Our work is hard 
and financially of little attraction if that is the main aim of life, 
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but otherwise, when, we are near the end and look back we feel 
that we have justified the right to -live ; in spite of our failings 
.we have won the affection and esteem of hundreds of our 
women, because, however poor“ the ‘home, our care during 
pregnancy, at childbirth, and post-natally, and the bond created 
between us have made these “homes” in the truest sense of 
that word.—I am, etc., ‘ p 


Tam 


z e 
n E: K. MACKENZIE, -- 
Sm.—The letter of Drs. G. Winn Everett, E. A. Wilson, 
R. C: B. Ramsay, and S. A. Scorer (Aug. 1, p. 143) on maternity 
- service of the future will meet with general approval because 
it promises greater security and better hospital accommodation 
for mothers. I would submit that there is one major fault 
in the présent maternity services which is in no way corrected 
in the new proposals—namely, the relief of pain. ~ 
I am at present unable to obtain access to the literature, but 
I believe I am right in saying that of the 600,000 births 


occurring annually in this country more than 75 % are attended ' 


wholely by midwives, and, consequently, the mother -receives 
no form of anaesthesia. Of the cases attended- by doctors, only 
the fortunate who can afford a specialist’s fee get real relief ; 
the remainder are grateful for a whiff of chloroform towards 
the end of the second stage. There are, I-believe, two reasons for 
this: (1) inadequacy of fees, and 12) modern teaching in 
anaesthetics. : i `a 

(1) An average fee for a working-class patient is in the 
region of 5`guineas. For this the general practitioner is ex- 
pected to undertake ante-natal care, a day at least of worry 
and interruption of bis normal work during the confinement, 
and post-natal visits. Yet the same family will willingly pay 
15: guineas for the removal of tonsils and adenoids from their 
small son, an operation performed in half an hour and com- 
paratively safe when compared with thé lurking dangers of 
childbirth. (2) The young practitioner is imbued with a terror 
of ‘chloroform,’ yet this is probably the only anaesthetic avail- 
able to the general practitioner which is capable of giving 
adequate relief in labour. ss 

In conclusion I would urge that the maternity service of the 
future should have as its ideal that every confinement should 
be attended by a doctor, adequate remuneration being assured 
by the State. Alternatively, the status of midwives should 
be improved to encourage more to enter the service, the 
training should be extended to include angesthetics, and, finally, 
midwives should work in pairs, one acting as ‘anaesthetist. — 
I am, etc:, - : 

z —" E. Rt HARGREAVES, 

-N p , Major, R.A.M.C. 


Narco-analysis in Treatment of War Neuroses -~ - 


Stz,—Having been working as a colleague of Dr. J. L. Clegg’s 
for approximately the same, length of time, I ‘was interested 
` in his objections to pentothal narco-analysis (Aug. 1, p. 140), 
and would like to mention one or two points which I have 
briefly discussed with him. j d 
I would agree in the main that it is by no means a royal 
road to the unconscious, and must be regarded as a short cut, 
| but I would still value it as such. ` It appears to me that 
different methods such as narco-analysis, and shock treatment 
too, may lay open different portals of the mind, or strike it 
at different ‘levels ;-and, apart from the material so obtainéd, 
may have effects of which we are largely ignorant but‘ which 
may. nevertheless have curative value. In a recent case of 
anxiety hysteria I-tried giving pentothal while the man was 
already under hypnosis, and the difference in reaction was 
striking: he immediately became- more emotional, as though 
responding from a, one might say, subthalamic level. 


In.cases of massive amnesia, -where hypnosis has failed, , 


pentothal has. given me results which would othérwise have 
taken many weeks. I have also found it of use in confirming 
one’s impressions of the personality type; the character traits 
are shown up in an'exaggerated light, particularly the inflated 
egoistic types, and the patient is the more convinced out of 
his own mouth. This is, of course, analogous to the verity 
induced by alcohol, the effect being more like that of large 
cocktails than the mellower one of a bottle of vintage burgundy. 

Dr., Clegg should tell us, by the way, in what percentage 
of his 200 cases he used tiig mene: Personally ,I have 


# k ` 


employed it in about 10%. The use of pentothal, like that 
of any other method, when we are dealing with subjectively 
toned material, and rapport is present, depends on the person 
„using it as well~as on the type of case. Dr. Clegg may get 
results with his methods which others may only get with 
prolonged analysis and others by the cruder mental epema of 


. pentothal. There is also the question of permanence of effect. 


So let us neither condemn nor appraise too highly a method 
which is still experimental as well as, apparently, therapeutic. 
—JI am; etc., 

CHARLES BURNS, 
Psychiamıst, E.M.S 


ep -“ Silent ” Sinusitis 

~ Sm-—Dr. C. Newlyn Smith’s inquiry (Aug. 22, p. 229) about 
the kind of contraction of the field in sinusitis will be best 
answered by reference to the field charts. Those for the 
second case have been reproduced in*Proc. roy Soc. Med. 
1931, 24, 891, and those for another case in Trans. ophth. 
Soc., 1933, 53. If Dr. Newlyn Smith has not easy access to 
these papers I shall be pleased to send him reprints. 

Your other correspondent, Dr. J. J. Craig (p. 230), has 
answered the question, “Would not radiographs have shown 
it?” I have no desire to theorize; my one wish is to show 
that measures designed to drain the sinuses—one with operation, 
the other without—did promptly relieve the 2 patients, in both 
of whom every other measure had failed, in one for 7 years 
and in the other after a lifetime of headache. 

I am-glad to have Dr. Craig’s confirmation of the existence 


. of “silent” sinusitis. It is on the general practitioner that 


the continual care of these patients falls when specialists can 
give no help, so that J am glad he has found Proetz useful, 
though I have not had success with that method. To take the 
fields of vision by the ‘perimeter, -using a 1-mm. white object, 
takes 5 minutes. I am afraid I must differ from Dr. Craig, 
as this seems to me much more widely applicable than x-ray 
examination after the introduction of lipiodol, though this is 
also excellent for diagnosis. Very few chronic cases, in my 
experience, are without some involvement of the posterior 
sinuses, which is shown by the fields—I am, etc., 


London, W.1. ` . Rosa FORD. 


: Single-handed Anaesthesia and Operation 

Sm, —Recent correspondence in the Journal, concluding with 
Dr. A. H. Bartley’s letter (Aug. 8, p. 170), has brought up a 
question which has occupied my mind ever since I started 
in general practice—i.e., should an anaesthetic and operation 
ever be attempted single-handed except in a gravely urgent 
emergency? My own opinion is that they should not, as if 
proper attention is given to the patient under the anaesthetic 
it is almost impossible to operate conscientiously, while the 
dangers of not watching the administration of the anmesthetic 
have been sufficiently emphasized in recent letters. 

My own practice, however, differs in fact from my convic- 
tion ; in midwifery particularly I often embark on the double 
responsibility. I have had no anaesthetic difficulties, as I make 
a point of inducing the patient to the depth required before 
handing over to the nurse, and then only permitting her to 
use a Mennell’s inhaler, which will usually maintain the re- 
quired depth with, I believe, complete safety. In an-emergency 
I let the nurse induce with the Mennell’s inhaler, which is 
usually sufficient to get a good second-stage anaesthesia. I 
have not been so fortunate with the operative procedure in 
these cases, however, and have, on one occasion at least, 
delivered an infant in the posterior position through inefficient 
anaesthesia. _ ' 

My reason for attempting both responsibilities is simply that 
everybody does it, and I feel I hardly like to trouble my 
neighbours, except in cases which I know may prove difficult, 
when they dò not trouble me ; but I am sure the principle is 
wrong. Occasionally, for a very minor and quick procedure, 
I feel quite justified in giving a small dose of an intravenous 
barbiturate, for there the nurse can concentrate her whole 
attention on watching the patient’s breathing. In variance 
to the usual opiriion as to the safety of administration, I see 
no difference between a drug that has been injected and one 
that has been inhaled. While it is trye that the inhale® dtug 
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is excreted with normal or, if necessary, artificial respiration, 
surely the injected drug is as. rapidly destroyed in the liver, 
providing the blood is oxygenated—again™ by normal or 
artificial respiration. .There is not, so far as I know, any 
danger with ordinary doses of any castastrophic damage such 
as may,be produced by chloroform, which is the only drug 
likely to be used by a nurse-anaesthetist.—I am, etc., 


Birmingham W. Brian Goucn. 


Anaesthetic Convulsions 


Sir,~-A recent correspondent maintained that no mention 
of convulsions under anaesthesia is to be found in the earlier 
literature. Hewitt,-on Anaesthesia (p. 367), says: “It is by 
no means uncommon for clonic muscular phenomena to arise 
during the second and third stages of chloroformization. .. . 
In some of the recorded cases of. this kind, patients ‘are 
reported to have had a fit or to have been- attacked by 
epileptiform convulsions.” In a footnote is added: “See Lord 
Lister’s account of a chloroform fatality (System of Surgery, 
3rd edition III, 615). In this case respiration ceased during 
an epileptiform spasm.” “A similar condition has been ob- 
served under ether (British Medical Journal, 2nd May, 1885, 
page 887).” 

-I do not know how far back the records of the B.MJ. go, 
but it would be of great interest and, I think, of real value if 
this case could be looked up and republished.—I am, etc., 


Jonn ELAM. 


** The article referred to by Dr. Elam was written by ‘ 


Dr.’ Ernest H. Jacob, and was entitled “ Deaths from Anaes- 
thetics in 1884,” They were briefly tabulated under the 
following headings: “ Deaths under chloroform”; “ Deaths 
from mixtures of chloroform and ether”; “Deaths from 
methylene”; “ Deaths from ether.” The one case in ‘which. 
there were presumably convulsions was that of a boy (age 
not given) operated on for “ bronchocele.” The following 
observation was made in the column headed “Remarks me 
“ Death by spasm expiratory muscles epileptic. (2) Lungs-could 
not be inflated.” At the end of his short article the author 
writes: “In reviewing the cases of deaths from chloroform 
and ether respectively, one is struck by the difference in the 
character of: the operation ; the deaths from chloroform being 
mostly in comparatively healthy persons, during slight opera- 
tions. The deaths from ether occurred, without exception, in 
persons severely debilitated by disease."—Ep., B.MJ. 


Trilene and Cardiac Arrhythmia 


Sirn,—The letter of, Drs. K. G. Lloyd-Williams and D. 
Hewspear (Aug. 8, p. 170) giving details of cardiac disturbances 
in a casg of non-toxic goitre under trilene is most interesting. 
The writers incline to the view that the trilene was responsible 
for the trouble. 

I have been using trichlorethylene for the past two years, 
during which time I have anaesthetized with this agent a 
considerable number of cases of thyroid, both toxic and non- 
toxic, without any untoward symptoms. I have not used 
chloral as a pre-operative sedative in these cases, and I note 
that the writers do not say whether they have used the chloral— 
trilene sequence before. The only trouble I have ever experi- 


enced with trilene is a very occasional tachypnoea of such . 


degree that efficient tidal exchange is lacking and necessitates 
a change-over to some other agent. 

Dr. Langton Hewer has not only pointed out the chemical 
resemblance between chloroform and- trichlorethylene, each 
with three chlorine atoms, but he has also drawn attention 
to the dangers of primary cardiac failure following basal 
narcosis with trichlorethanol; which has three ¢hlorine atoms 
in its structure as well. In view of the fact that chloral also 
contains three chlorine atoms, ‘is it possible that the chloral— 
trilene combination had some deleterious effect on the heart 
which is not seen when these drugs are used separately? 

A further point is‘whether the adrenaline, injected just before 
starting the trilene, had any bearing on the above. The effect 
of adrenaline upon chloroform narcosis is, of course, only too 
well, knaown.—I am, etc, - 

St. Leonards-on-Sea ` E. NEWTON PRICE. 


A Light Trailer Ambulance 

Str,—I was interested to read Lieut.-Col. J. L. Moir’s accoun 
of the .“* Duerr-Moir ambulance (Aug. 8, p. 160).. I shoulc 
like to congratulate him on having exercised his mind to this 
extent in a matter of great importance. 

For a, considerable time we have recognized in Zone 3, 
Lancashire and Border District, that the standard type of 
stretcher, requiring as it does 2 to 4 men to transport 1 casualty 
a short distance, has a very limited function in open country, 
and that a light wheeled stretcher which can carry 2 casualties 
and be operated by 2 men is essential. We are developing here 
a purely -hand-propelled “stretcher carrier” which is lighter 
and simpler than the’ trailer ambulance described ; and— 
particularly as Lieut.-Col. Moir invites comment or criticism— 
I should like to state the main facts which I consider influence 
me in favour of this and against the trailer type. 

1. The trailer ambulance can only operate on roads—that 
is, from casualty collecting points to the “rear area.” On 
account of the additional weight and relatively complicated 
structure it would not be very easy to man-handle fully loaded 
over, say, 1 or 2 miles of rough country if necessary. One 
cannot presume that defended localities would always be within 
“hand carry” distance of €.C.P.s that are approachable by 
road, and a motor car is, of course, necessary in every case 
for the trailer ambulance. The trailer ambulance, therefore, 
chiefly caters for the relief of motor ambulances, and is con- 
cerned to a lesser extent with the difficult problem of trans- 
porting wounded from points of action to collecting points 
or beyond. Ambulance relief might largely be acquired by 
fitting simple box bodies to light car chassis. Where possible 
these could carry 4 or 6 cases. On the other hand, a light 
propelled “stretcher carrier” can operate where the trailer 
conveniently cannot, and could evacuate direct from defended 
localities “backwards” for a distance of a few miles if 
necessary, thereby relieving’ the motor ambulance to a certain 
extent as well as clearing the action area. 

2. Increased shock to the casualties is a factor which must 
be considered during transport by trailer. It is impossible to 
avoid much bumping and side swinging when carrying a 
casualty in a light trailer of this type. Moreover, the protec- 
tion from cold given by the light canvas sides and top is hardly 
offset by the hot-water bottles which would in any case be 
impossible to maintain. 

3. Risk to the patients due to mechanical faults or break- 
down—such as a broken towing attachment, tyre puncture, etc. 
—cannot be ruled out. Even with an attendant on the pillion 
seat (3 men on a light trailer would make it very unstable) the 
occupants’ of a trailer ambulance do not enjoy that degree of 
control which should be given to helpless men. 

I. mention-these ,3, points in fair criticism of an apparatus to 
which I have- given some thought myself and which under 
favourable local conditions I consider might be of limited value. 
With restricted means of production, however, I believe that 
a light wheeled stretcher-carrier would be of greater potential 
value in so far as it.would provide an answer to more of our 
problems. With this apparatus a motor car is not necessary ; 
any 2 men can control it over a long distance ; direct control 
of the casualties is simpler; and approach to and collection 
from the area of the casualties is possible. On the other hand, 
hilly country or roads.form an obstacle which a motor-drawn 
ambulance could cope with better. In my opinion, however, 
the casualties in these should be placed inside a wooden or 
steel body and between the front and rear wheels.—I am, etc., 

_K. VERNON BAILEY. 
Vaginismus 

Sm,—The interesting article by Dr. Joan Malleson (Aug. 22, 
p. 213) makes no mention of the rare but by no means 
mythical condition of deep or superior vaginismus which gives, 
rise to penis captivus, the historical and bibliographical aspects 
of which I discussed some years ago (Janus; 1935, 39, 196: 
and Epitome, April 11, 1936, para. 301). This “ curiosity of 
medicine,” which from ignorance or prudery on the part of the 
authors finds no mention in Gould and Pyle’s classical work, 
is like the common form of vaginismus due to psychogenic 
spasmodic contraction of the levator ani. A typical but 
entirely fictitious case was reported by Osler in a mischievous 
mood writing under the pseudonym’of “Egerton Y.' Davis” 
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(Harvey Cushing: Life of Sir William Osler, 1925, 1, 240). ` 


Although the state of the imprisoned couple has appeared so. 
supremely ridiculous as even to raise a doubt as to its actual 
occurrence, the acute mental and physical suffering of the 
unfortunate victims during their conjunction and their feeling 
of shame 'after release has in’ one case at least (reported by 
Piltz, Thèse de Paris, 1931, No. 236) led to double suftide. In 
the few cases on record in which treatment is mentioned, 
chloroform has been givén to the-female partner to relax the 
vaginal spasm.—I am,.etc., ae ; : - 
-Kensmgton, W 8. J. D. ROLLESTON. 

\ 


Self-medication and the Chemist’s Shop 


. Sin,—The letter of Dr. Loewenthal was very much to the 
point, and, like him, I am surprised that such an important 
matter has‘ received so little apparent consideration from 
doctors generally. The fact is, however, that despite the 
“remarkable strides” and “ wonderful discoveries ” medicine. 
is. still a long way from being an exact science, and if people 
can obtain a “cure” in the chemist’s shop they will continue 
to patronize it, as being a quicker and more economical method 
than visiting the doctor's surgery. One has only to look round 
any sick-room and~see the litter of nostrums of all kinds to 
realize that for most of our patients the chemist is regarded 
as the, first line of defence in'connexion with illness. When 
taxed with this question the chemist's invariable answer is 
that if he was dependent on doctors’ prescriptions for his liveli- 
-hood he would have a very lean time indeed, and that force 
of circumstances has made him more of a shopkeeper than 
a pharmacist. 3 ig ; 

„With regard to “counter prescribing,” it is interesting toi 
note that in most of these-cases the “patient” comes along 
with, a ready-made diagnosis, having previously consulted 
Every Man His Own Doctor, so that all.the chemist has to 
doʻis to take out the appropriate remedy from its particular 
pigeon-hole and hand it over the ‘counter. The transaction is 
rapid and easy; in many cases only a matter’ of seconds. 
Dr. Loewenthal appears to think that chemists might feél in- 


clined to cut out this part of ‘their business if the doctors gave . 


an undertaking to stop dispensing ; but would they? In most 
cases it is improbable that the increased revenue from prescrip- 
tions would compensate them for the loss in selling both their 
* own and proprietary preparations, more especially in view of 
the enormous demand for the latter by a large section of the 
public. Moreover, if the customer cannot get his favourite 
` temedy.from the chemist he can easily get it elsewhere, as 
most of the small general shops ‘stock patent medicines now. 
_In addition the vested interests behind the proprietary drug 
trade.are powerful, and as they are extensive advertisers in the 
lay press we could not expect much support from that quarter. 
There is a further complication in the fact that so many doctors’ 
dispensers also fill the role of book-keeper and receptionist. 


It would be interesting to know what others think abqut the - 


matter.—I am, etc., 
/ Leicester _ & 


: `  Tietze’s Disease 
Sm,—Having read with interest the article on Tietze’s disease 


by_ Drs. A. Morton Gill, R. Arden Jones, and L. Pollak (Aug. 8, 
p. 155) we thought the following case might prove of interest. 
On-July 27, 1942, a rating aged 19° reported at the sick bay 
on board H.M.S. —— complaining of pain and a lump in the 
„chest. On examination a prominent swelling was seen just 
below and to the right of the xiphisternum. The swelling 
was “ springy ” and occupied the area of the seventh right rib 
cartilage, oval-in shape, with its long axis, about one and a 
half inches, parallel with the cartilage with which it seemed 
to be continuous. It was not tender, but he complained of 
some pain on strenuous exercise. It was difficult to’ diagnose 
so we had an x-ray examination -made, The report gave no 
structural abnormality. Potassium iodide as a form of treat- 
ment unfortunately produced acute iodism. In view of this 
and the lack of symptoms he was reassured ‘and sent back to 
work. Qn examination 3 weeks later the swelling had diminished 
considerably but was still present. There were no symptoms.— 
--We are, etc., sce att 3 Z 7 t 
eae 2 7 K. C. BALFOUR. 
W. F. VRET. 


E. J. O’SuULLIVAN. 
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ARTHUR VERNON DAVIES, O.B.E, M.B., ChB. 
We regret to announce the death at the age of 70 of Dr. Arthur 
Vernon Davies, O.B.E., Unionist Member of Parliament for 
the Rayton Division of Lancashire from 1924-31. Dr. Davies 


‘ was a graduate of Victoria University, Manchester, where he 


qualified M.B., Ch.B. in 1895. He was subsequently house- 
surgeon at both the Royal Infirmary and the Northern Hospital 
for Women and Children, Manchester. - During his 23 years 
in general practice in Shaw,-Lancashire, Dr. Davies held many 
public appointments, including that of medical officer of health 
for Crompton. His lively interest in the health and welfare of 
his own town never lessened, and after his election to Parlia- 
ment in 1924 he became one of the most regular attendants at 
the House of Commons. Any medical matters before Parlia- 
ment were assured of his keenest interest. He was always 


a fearless critic of any measure with which he did not agree, , 


and an equally staunch supporter of those of which he 
approved, especially those which he felt from his own experience 
would be of the greatest benefit to his constituents, among 
whom he had worked during his years in general practice. 
Ill-health compelled him to give up all his public work in 1931. 
Perhaps Dr. Davies’s greatest professional interest was in the 
St. John Ambulance movement, which he joined soon after 
going to Shaw. As Assistant Commissioner for No. 4 District 
he put in a great deal of- time during the last war, when he 
had under his supervision 20 auxiliary hospitals. After he 
retired to Surrey in 1922 he became for a time Commissioner 
for No. 8 District.’ In 1918 he was made a Knight of Grace 
of the Order of: St. John of Jerusalem. Dr. Davies was a 
member of the British Medical Association from 1898 until 
his death,,.and a member of the Association’s Parliamentary 
Subcommittee in 1930-1.' 
He leaves a widow, one son, and one daughter. 





We regret to announce the death of Dr. MIDDLETON CONNON 
of Aberdeen, a well-known radiologist and an authority on the 
medical aspects of workmen’s compensation. Dr. Connon, who 
was 67, qualified in 1896, and 2 years later took the D.P.H. 
After a period as resident surgeon and physician at the Royal 
Infirmary, Aberdeen, and the Royal Aberdeen Hospital for 
Sick Children, he practised with “the late Dr. Key at Montrose, 
and then, in 1904, the year in which he took his M.D., he was 


. appointed radiologist to the Royal Infirmary and lecturer in 


radiology to his old university. His association with the x-ray 
department of the Royal- Infirmary continued for many years, 
and at the time of his death he was consulting radiologist to 
that institution. He served with the Forces in the last war, and 
afterwards was appointed examining officer for the Ministry of 
Pensions. He was also an examiner for the General Nursing 
Council in Scotland.’ Dr. Connon joined the B.M.A. at the 
time of his qualification, and for 11 -years was honorary 
secretary of the Aberdeen Division, his period of office 
including the visit of the Association to Aberdeen for its Annual 
Meeting in 1939. Not a,little of the success of that last pre-war 
meeting was due to his labours. At the same meeting he was 
vice-president of the Section of Radiology. He did much good 
‘work for the’Association in the “ Far North.” 


A well-known Edinburgh practitioner died on July 30 in Dr. 
Jonn May Daruina, D.S.O., consulting surgeon to the Edinburgh 
Eye, Ear, and Throat Infirmary. Dr. Darling, who was one of 
three brothers, all of whom were doctors, was the son of a Leith 


schoolmaster, and was born in 1878. He was educated at the 
Royal High School, from which he proceeded to the University 


- of Edinburgh, where he’ qualified in 1903. He also studied for 


a time at the University of Marburg in Prussia. In 1906 he 
became a Fellow of the Royal College of Surgeons of 
Edinburgh. While . house-surgeon_ at the Edinburgh Royal 
Infirmary he began to devote special attention to the study of 
the ear, nose, and throat, and after serving as clinical assistant 
in the otolaryngological department, he was appointed surgeon 
to the Edinburgh Eye, Ear, and Throat Infirmary, with which 
he remained associated for the rest of his life. During the last 
war he saw service in France, Belgium, Egypt, and Salonika, 
and retired with the rank of major R.A.M.C. He was 
medical officer to the Edinburgh Proyincial Committet for the 


Training of Teachers at Moray House. He was a member of 


.- 
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the Scottish Otological and Laryngological Society and the 
author of several papers in the Edinburgh Medical Journal on 
otological subjects. Dr. Darling had been a member of the 
British Medical Association for just over 30 years. He was a 
widower and 1s survived by two sons, one of whom is a medical 
man now serving in the R.A.M.C. 


We repret to announce the death at Devizes on Aug. 4 after 
~a long illness of Mr. James THOMPSON at the early age of 47. 
He was born at Penrith, Cumberland, in 1895 and received his 
early education there at Queen Elizabeth Grammar School. 
From Penrith he went to Edimburgh University, where he 
qualified M.B., Ch.B. in October, 1917. ‘He served ‘in France 
for thé remainder of the last war, first as lieutenant and then 
as captain R.A.M.C. He was regimental medical officer to 
several battalions of “the Bedfordshire Regiment, and it was 
while he was attached to them that he was awarded the M.C. 
After demobilization he took an assistantship at Taunton, where, 
in 1921, he married Miss Margaret Catherine Seaton. He then 
went back to Edinburgh University and in 1922 obtained his 
surgical fellowship. In the same year he acquired a practice 
in Devizes, where he lived until his death. He was the senior 
honorary surgeon to the District Hospital, Devizes, and con- 
sulting surgeon to the Wilts County Mental Hospital, Devizes ; 
at one time he was consulting surgeon to the Wilts County 
Constabulary. He was also a borough magistrate. Mr. 
Thompson was a surgeon of outstanding ability and for some 
time had consulting rooms in Harley Street. Just before his 
illness began in January, 1942, he had been carrying out cancer 
tesearch work along novel lines. He will be greatly missed 
by both professional and personal friends. 








+ 


The Services. 
i—i 


The Distinguished Service Cross has been awarded to Temp. 
Surg. Lieut. D. R. S. Howell, R.N.V.R., for bravery and enter- 
prise ın the successful operations which led to the surrender 
of the important base o Diego Suarez, and to Temp. Surg. 
Lieuts. J. W. Boland and R. Ransome-Wallis, R.N.V.R., for 
distinguished services in convoys to and from Murmansk 
through the dangers of ice and heavy seas and in the face of 
relentless attacks by enemy U-boats, aircraft, and surface forces. 
Surg. Cmdr. W. F. Lascelles, Prob. Temp. Surg. Lieut. B. W. 
Davy, and Temp. Surg. Lieuts. J. B. Houghton, I. Miskelly, 
and J. W. J. Knowles, R.N.V.R., have been mentioned in 
dispatches for distinguished services in the Murmansk convoys. 


CASUALTIES IN THE MEDICAL SERVICES 


Col. WittiaM WALKER, M.C., is included as “ Died” in an 
Army Council Casualty List ‘published on Aug. 21. He was 
born in 1890 and graduated M.B., Ch.B. at the University of 
Aberdeen in 1914, proceeding M.D. in 1932. In the war of 
1914-18 he saw service in France and gained the Military Cross 


in- 1918 ' for’ conduct’ déscribed' in the London’ Gazette as` 


follows: “He proceeded to a village under heavy fire and 
succeeded in attending and evacuating several wounded. He 
only desisted when the enemy entered the village. Later, he 
succteded in releasing a party of stretcher-bearers who had 
been cut off. Throughout the operations he has shown the 
utmost energy and courage.” After the war he took a per- 
manent commission in the R.A.M.C. and served in Palestine 
and India, in the Poona and Deccan Districts, and in 1931-2 
he became deputy assistant director of pathology of the 
Northern Command, York. He centributed an article entitled 
“ An Investigation into Cases of Cerebrospinal Fever in the 
Northern Command of the Army during 1931” to the Journal 
of the Royal Army Medical Corps in 1932-3, concluding with 
a plea for early diagnosis of the disease. From 1933 to 1939 
he resided at North Shields, where he became assistant school 
medical officer to the County Borough of Tynemouth and 
honorary pathologist to Tynemouth Victoria Infirmary. On 
the outbreak of the present war he was recalled for service with 
the rank of lieut.-col., being promoted full col. soon afterwards. 
He had been a member-of the B.M.A. for 24 years. : 


Acting Group Capt. GERARD JosEPH HANLy, R A.F., died in 
Aug. on active service in the Middle East. A native of Elphin, 
Co. Roscommon, he was educated at the University Col- 
leges of Galway and Dublin, duating M B., B.Ch., B.A.O. 
of the National University of Ireland in 1923, also taking the 
F.R.C.S.Ed. in 1931. He entered the R.A.F. as flying officer 
in 1924, became flight lieut. in 1926, squadron_leader in 1934, 
wing cmdr. in 1938, and was recently granted the acting rank 
of group capt. Before the war he saw service in India, Iraq, 
at Aden and in Egypt. He leaves a widow. He had been a 
member of the BMA. since 1926, 


Flight Lieut. IAN Gokpon LENNOX, R.A-F.V.R., died in West- 
minster Hospital on Aug. 8. He was born on Aug. 16, 1914, 
and was educated at the University of Glasgow, where he. 
graduated M.B., Ch.B. in 1938. He held the post of resident 
medical officer at Paisley Infectious Diseases Hospital from 
May, 1940, until the following Sept, when he entered the 
R.A.F.V.R. as temp. flying officer, being promoted war subs. 
flight ligut. a year later. He was a brother of Mr. D. K. 
Lennox, F.R.C.S.Ed., of Blackpool. 


Lieut. DONALD SEYMOUR Scorr, R°A.M.C., is now presumed 
to have died of wounds received in May, 1940, while attending 
casualties at Cassel. He was born on June 27, 1911, the elder 
son of Mr. and Mrs. A. E. Scott of Maidstone, and was 
educated at Felsted School, at Emmanuel College, Cambridge, 
and at the London Hospital. He qualified M.R.C.S., L.R.C.P. 
in 1935 and- took the degrees of M.B., B.Chir. two years later. 
He followed his 2nd Class Tripos (pathology) with a number 
of hospital appointments and obtained the M.R.C.P. in 1939. 
He entered the R.A.M.C. as temp. lieut. in Jan., 1940. He 
leaves a widow. 


Prisoners of War—Temp Major E. G. Collins, R.A.M.C., Capt 
A. W. V. Eley, R.A.M.C., Capt H. Houghton, R.A M.C., Major 
W. R. Hunter, R.A.M.C., Capt. J. A, Learner, R.A.M.C, Temp 
Major J. R. A. Martin, RA .C., War Subs. Capt. W. Milburn, 
RAM.C, War Subs. Capt. G F. R. Parker, RAM.C, Capt’ 
Wk, Petter, RAMC., War Subs. Capt. T, St. J. H. Silvester, 


Wounded—Capt. L G. Hannah, R.A.M.C., Capt. A. B. Waters, 
RAMC. 


DEATHS IN THE SERVICES 


Col. THOMAS ARTHUR GRANGER, C.M.G., I.M.S.. (ret.), died 
al Exmouth on Aug. 4, aged 70. He was born on Aug. 12, 
1871, and was educated at the University of Edinburgh, where 
he graduated M.B., C.M. in 1892. Entering the I.M.S. as surg 
lieut. in 1894, he became lieut.-col. after twenty years’ service, 
col. in March, 1922, and retired four months later. He served 
in the Frontier expedition in Mekram in 1898 and in the North- 
West Frontier campaign. of 1898-9, against the Chamkannis 
(medal and clasp), From 1911 to 1914 he was A.D.M.S:, Army 

eadquarters, India, and from 1914-to 1919 was Honorary 
Surgeon to the Viceroy. He served in the war of 1914-18, and 
in 1915-16 he was A.D.M.S. at the headquarters of the 
Egyptian Expeditionary Force and the Mediterranean Expedi- 
tionary Force and from 1916 to 1918 was A.D.M.S., 4th Cavalry 
Division, in France. He was twice mentioned in dispatches 
and was appointed C.M.G. in 1918. He was the author of a 
small book on The Art of Sailing, 1933. He had been a 
member of the B.M.A. for 25 years. 








EPIDEMIOLOGICAL NOTES 
Discussion of Table : 
In England and Wales a rise in the notifications of whooping- 


‘cough,_ diphtheria, .and acute pneumonia—172, -85, and 27, 


Tespectively, in excess of the previous recorded number— 
interrupted the general trend of a fallin incidence of infectious 
diseases during the past few weeks. For the sixth consecutive 
week there was a sharp fall in the notifications of measles, the 
total being 636 fewer than in the preceding week. There were 
31 fewer casés of dysentery, and the lowest weekly total for 12 
months was recorded. e 

The rise in ciphthena notifications was due mainly to two 
counties—Lancashıre and Durham, wıth increases of 34 and 35 
cases. In the former county the chief centre of infection was 
kiverpool C.B. 42 cases, and in the latter it was Easington 

.D. 23. 

"A small rise in the incidence of whoopin -cough was fairly 
general throughout the country. In Yorks West Riding there 
was a total of 184 cases, comparèd with 127 in the preceding 
week. : 3 
In Scotland the incidence of diphtheria has increased for the 

h consecutive week. The chief centres of infection are 
Glasgow, Dundee, and Lanark, where 57, 25, and 13 cases were 
notified during the week. ' 

k ` Typhus s 

In Eire 5 cases of typhus were notified in the rural district 
of Kanturk, Co. Cork. This js the third outbreak during this 
year, the two previous ones being in Westport U.D., Co. Mayo, 
5 cases, and Shillelagh R.D., Co. Wicklow, 3 cases. 


Returns_for the Week Ending August 22 
The notifications of infectious diseases during the week in 


. England and Wales included the following: scarlet fever 1,332. 


whooping-cough 1,235, diphtheria 629, measles 4,089. acute 
pneumonia 346, cerebrospinal fever 68, acute poliomyelitis 19, 
dysentery 59, paratyphoi 8, typhoid 15. 
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tt ee ey ssh > ee “No. 32 i ap. a à 

'INFEETIOUS- DISEASES AND ` VITAL- STATISTICS es ee = 

"We print below a stimmary of Infectious Diseases and Vital “ -Medical News 

Statistics io the British Isles during the week ended August 15. ` eae ee | 


sponding week last year, for: (a) d and Wales (London anchuded). (b) The Medical Society of Pernambuco, Brazil, has recegtly sie. 
Tondon SEE D Std (d) Eire. ore ‘Areland. brated the centenary ofits existence. ` 

ore fe (a) The 126 great towns m England and Wales (including London). . The Trustees of the Leverhulme Research Fellowships have ap- 
W Tondon a to m Baai} AO rhe 16 principal towns in Scotlan proved the award of a research grant to Dr. Frank Ellis, medical 
A fake ee shied ae cipal towns sain eee director of the Sheffield Radium Centre, for an investigation into the 
fetunt available. ee marae denotes disease not notifiable or no ‘systematic effects of x and gamma radiation, their control and pre- 





— : x yention. Application forms and information about Fellowships and 
oui 1942 (941 Week) gants may be obtamed from the Secretary, Leverhulme Research 
| Comrspoasing Week) Fellowships, Unilever House, Blackfriars, OA 








Disease — 
(© He] ajoj w w] o| @lo The Board of Registration of Medical Auxiliaries has just issued 
Cerebrospinal fever .. 0 aA ar 38{ s| g a Register of Speech Therapists. Medical practitioners and hospitals 
Deaths fe KE 1 and educational authorities may obtain free copies of the Register 
p ay a from the of the Board of tion, B.M.A. House, 
thena .. aR 84 3 
ea aaa Re ee al 


Dysntery |... oO 44 40| 101 45 = We have received from the Public Dental Service Association 
Deaths i i CaN eee (15,, Taviton Street, Gordon Square, W.C.1) a copy of the memo- 
service, and this be- provided, for the present, through the existing 

and that Sir Earle would aftend the meetings of the War Cabinet, 





Encephaliti = j ~ randum which the association has placed before the Interdepart- 
mn e d | 
Entenc (i SH Jana 
Deus ee 3 
ey Bee i ‘ private practitioner system. 


mental Committee on Social Insurance and Allied Services (the 
Tnfective enterius or =| The British Federation of Social Workers (5 Victoria Street, 
Teas = oat ae ee ‘S.W.1) has issued in pamphlet form a report of the conference on 








Beveridge Committee). It presents the case for a national dental” 
service as part of the health and medical services of the community, 
under the direction of a dental controlling authority. Preventive 

social changes due to the war and their significance, held in London 

G 4 8) 23) -1 last February. Copies may be obtained from the honorary secretary, 

Deaths ot nade 4-) Yr|— lol} The Prime Minister of Australia announced on August 27 that 


treatment, especially in pre-adult life, would be the chief aim of the 
EEE -1 he had co-opted Sir Earle Page to the Commonwealth War Council 
1 








so that the knowledge and experience he gained as representative 
of Australia in the United: Kingdom War Cabinet and on the 
Pacific' War Council in London would be available to the Common- 
— wealth Government. 

l 3 The Association of Scientific Workers is organizing an exhibition 


2 
Poe nmary .. 2 © to be held in November at the premises of the Royal Photographic 
Dette 5 ; | Eei k 3 ks Society, to illustrate the applications of photography to medicine, 


z hall = science, and industry with a view to making such information more 
gh ecg i ane a ee | widely available and better known to the public. Those who may 
; be able to provide exhibits are asked to write to the Hon. Secretary, 

es 


oa haa acute .. Be { Photographic Exhibition Committee, Association of Scientific 
Puerperal fever ix] eee E E 
oe 4% 





















Workers, 73, High Holborn, W.C.1, for further details. 












































e (coe ee — - 
Puerperal pyrexia ef 17 6 ii 4 6 6 2 ' z 
reme | g me? Letters, Notes, and Answers 
eee ee eee 
Deaths ve v = rane 
c fi le as 6 4 Ail communications in to editorial busin Should be 
ae vs s GEE | 2 ae a addressed: to THE EDITOR, BRITISH MEDICAL TOURNA, BM.A, 
4 House, Tavisrock Square, Lonpon, W.C.1. 
“Dae. 2 = z — ORIGINAL ARTICLES AND LETTERS forwarded for publication 
Ea : = a are understood to be offered to the British Medical Journal alone 
Typhoid fever ae 15 ~—! 2) 41 a unless the contrary be stated. 
- as 1| — — Authors daii REPRINTS rein ae g Mie Secretary 
fever IERA ` of the Journa! À . House, Tavist uare, W.C.1, on 
Typhus Eea s S Iz= AE os H = receipt of proofs. uthors over-seas should indicate on MSS, 
eS ae (an (ta = a if reprints are required, as proofs are not sent abroad. 
Whooplng-cough = .. | 1,123) 97/ 17} 51} 18 3,138} 206 84) 37| 28 ADVERTISEMENTS should be addressed to the Advertisement 
= 4 = 19% 3) S — 1 Manager (hours 9 a.m. to 5 pa. Orders for copies of the 
D ane rat? u 257] 28) 63 ay 232) 2A 63 38 17 Journal and subscriptions should be sent to the Secretary 
1,000 live births `~ | > Terenowe No—B.M.A. and B.MJ.: EUSTON 2111. 
(per 1,000 live births) 
m TELEGRAPHIC _ADDRESSES.—EDITOR, Aitiology Westcent, London; 
aig aera stl- SECRETARY, Medisecra Westcent, London. 
Annual death rate B M.A. Scottish Orrice: 7, Drumsheugh Gardens, Edinburgh. 
(per 1,000 persons 7 - 
Eia QUERIES AND ANSWERS 
a Tate per 1,006 Ectodermal Dysplasia 
persons living .. Dr. W. A. H. BeLL (Highgate) writes: Recently a case of old- 
Stillbirths standing almost complete alopecia has come under my care—a 
Rate per 1,000 total man of 40. He is the nervous, worrying type, and the skin of the 
- (mcluding body is dry and the finger- and toe-nails: brittle and distorted. 
tullborn) .. 43) |! 43), . It would appear that there is some ectodermal disturbance affecting 








Toclnd = both hair and nails. At different times he has had’ all sorts of 
Pete and North y forin Tan: England and Waka, London (administrative local applications to the scalp—ionization, etc.—without success. 
mg to evacuation schemes and other movements of population, birth and I should be interested to hear if any dgctor has ever triedeglandular 

death rates for Northern Ireland are no longer available. 3 therapy for these cases, and, if so, with what result. 
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Income Tax z 


Locumtenent and Assistant M.O.H. 
“Z” did not work between January, 1941, and April 5, 19415 he 
acted as locumtenent for two weeks between the latter date and 
June 16, when he began work as an assistant M.O.H. on a salary 
plus weekly bonus, receiving a car allowance of 4d. per mile. He 
bought a Ford 8 on April 23, and sold it on June 20 at a loss of 
£44, buying a Standard 12 for £130. i 


** “Z” is assessable for the current flnancial year on the basis 
of his earnings of the actual year. As the liability falls under 
Schedule E he can claim only such expenses as are incurred 

“ wholly, exclusively, and necessarily in the performance of the 
duties of the office.” The word “ necessarily ” is important—e.g., 
if “Z” uses a larger car than is necessary he cannot legally bring 

_ into the computation the whole of the resulting expenses. In point 
of fact it is the practice of .the authonties to decline to make 
deductions from salary for any motor expenses when a mileage 
allowance 1s received, on the ground that taking one year with 
another the allowance*may be presumed to cover the necessary 
costs. If, however, it can be shown that the allowance is in fact 
inadequate there is a legal claim to a deduction for such portion of 
the “ necessary ” expenses as are not covered by the mileage allow- 
ance. In making such a claim the cost of replacement basis for 

_ renewal of a car would probably be refused on the ground that it 
is not an annual expense, but the depreciabon allowance—at, say, 
24% of the wntten-down cost of the car—would be allowed in lieu 
of cost of replacement. ‘ 


£ 7 Cash Basis 

E. desires to change the basis of his accounts for income tax as from 
March 31, 1941, treating his gross earnings as the amount of cash 
received in the year instead of the amount of the bookings less 
an allowance for bad and doubtful debts. The Panel cheque 
received on April 1, 1941, was £44 more than the amount received 
on Apni 1, 1942, and it is suggested thet as tax has been. paid 
upon the former amount the latter should be mcluded im the cash 
‘basis account for 1941-2 instead. 


*.’ In the fist place we doubt whether the Revenue authorities 
will acquiesce in the proposed change im basis, The “ cash 
~ receipt” basis has no legal validity and is accepted only when the 
gross earnings of a practice are -reasonably stable and great 
difficulty is experienced ın approving any other basis. If, however, 
the authorities do agree to the change it is fairly certain that no 
exceptions would be allowed to the bringing in of all cash received 
in the selected year. The argument that tax has already been paid 
on an item of income earned before but received after March 31, 
1941, is of general application, and E would be open to the reply 
that while the Panel cheque would work against him in the event 
of a change of basis, other items might work against the Revenue. 


LETTERS, NOTES, ETC. 

a Auscultation in Non-penetrating Abdominal Injuries 

Dr. H. P. Tarr (Edinburgh) writes: I was extremely interested in 
Mr. Th. Schrire’s paper on non-penetrating injuries of the 
abdomen (Aug. 1, p. 127), and noted in particular that he made 
no menton of the use of auscultation of the abdomen in such 
cases. Whe value of this form of diagnostic aid is emphasized in 
at least one standard textbook of surgery (Romanis and Mitchiner, 
Science and Practice of Surgery, 3rd edition, 2, 508). In 
view of the importance of early diagnosis of such difficult casts, 
I would be glad to hear of other opinions on the value of 
auscultation in such cases as-may be met with ın A.R.P. work. 


Trestment of Plantar Warts by Elastoplast 

Dr. H. Hucues Jones (Nevin) writes? I was interested to read Dr 
W. Hirst Bateman’s medical memorandum om the treatment of 

- Plantar warts by elastoplast dressings (Aug. 8, p. 158). I have 
used a similar dressing for some years with gratifying results. My 

¢ method is as follows. A first dressing of elastoplast 1s put on, 
with a perforation therein for the wart to protrude. This is 
covered by a second layer of elastoplast and left intact for about 
21 days. By this means pressure from footwear 1s minimized, 
and the relief from pain expenenced by the patient is most 
welcome. The dressing is generally renewed in 21 days, and the 
wart disappeärs in from 6 to 8 weeks. 


Plague 

- Dr. S.-A. MONTGOMERY Bournemouth), in the course of a letter, 
writes: In your Nova et Vetera column on July 25 the short article? 
written by Lieut.-Gen. Sir W. P. MacArthur must have been read 
by many like myself with much interest and instruction. Plague, 


* 


everyone knows, is endemic in India, and with that country so” 


near our ‘shores by air the practitioner might any day be con- 
fronted with a case that had passed through the airport medical 
officeg’s, hands before the disease had fully developed or the incuba- 
tion period was completfd. The incubation peliod of plague is 


comparatively short, and so the disease has not time to incubate 
fully on the journey by air. In a paper read at a health congress at 
Belfast in 1932 Dr. W. M. Frazer, port medical officer, Liverpool, . 
stated that an outbreak of human plague occurred as” recently as 
1910-11, when four cases were reported, contracted from hares 
infected by rats in Bast-Suffolk. The outbreak was very restricted, 

and the number of fleas in East Suffolk that winter scanty— 
averagifg under, one flea per rat—and the Xenopsylla cheopis 
was absent, so that conditions for rapid’ infection of human beings 

were not present. B 


Action of the Heart under Anaesthesia 


“Dry P. Gorpscueiper (Enfield) writes: In your leading article 


Guly 18, p. 73) yon say that Dr. John Elam made a useful 
suggestion that “ the Association of Anaesthetists might carry out 
an investigation into the relative safety of the various anaesthetics 
now used in general surgery and so lead to an assessment of 
their indications and contraindications” May I remark that at 
least part of the toxic influence of the various anaesthetics— 
namely, the-influence on the heart—can be investigated by a 
strictly objective method by taking electrocardiograms of patients 
while under an anaesthetic. Different authors have made such 
tracings.: I have made quite a number with ethyl chloride, ether, 
pentothal, and gas and oxygen anaesthesia. The results show 
that all the various anaesthetics influence the heart by producing 
arrhythmias, extrasystoles, changes in the appearance of the 
T-wave, depression of the S-T stretch, etc. This influence is 
usually quite transient, but I was induced to make this investiga- 
tion years ago by finding a pathological electrocardiogram in a ‘ 
formerly quite healthy young man 3 months after appendicectomy. 
Investigations on a large scale would certainly make a valuable 
contribution in the assessment of the indications and contra- 
indications of the various anaesthetics. 


Nomenclature of Night-blindness 

Dr. Francis E. Preston (London, E.11) writes: I thank Dr. J. Price 
Williams (Aug. 1, p. 148) for his healthy constructive criticism 
of that portion of my article dealing with this subject. The word 
“ nyctamaurosis ” was carefully considered by me, but was turned ' 
down for the following reason. Amaurosis is an established word 
with a precise meaning. Neame and Williamson-Noble, in the 
glossary contained in the 1942 edition of their Handbook of 
Ophthalmology, define it as a serious defect of vision without any 
visible disease of the eye “ Nyctamaurosis 2 can only indicate 
those defects of night vision where there are no external or 
ophthalmoscopic signs of disease. How, therefore, are we going 
to express the state when there are signs of disease? ‘ Nyctam- 
auroma,” being a new word, can cover both conditions. 


MEDICINE 100 YEARS AGO 


Extract from a leading article in the Provincial Medical Journal, 
September 3, 1842: 


“Tt is thought by some of the advocates for a reform of the 
abuses which disgrace the whole of our medical polity, that a 
revision of the system of education should form a part of any 
legislative measure which may be brought forwards to receive the 
sanction of Parliament. ... The first object of medical education 
is to prepare such a number of well-qualified practitioners for the 
public service as the wants of the community require. Medical prac- 
titoners well grounded in the principles of the profession, and 
capable of treating, as they arise, cases of disease, external or 
internal, are what are wanted for the care of the public health. To 
be an accomplished literary scholar, or an acute mathematician; 
to be well acquainted with botany or zoology, or even ta be 
thoroughly instructed in chemustry, anatomy, and physiology ; are 
of no avail if the practical application of these preliminary studies 
to the cultivator of medicine or surgery be wanting. Whatever 
importance, therefore, may attach to certain of these branches of 
knowledge, and we are far from underrating their value, they can 
be considered only as preparatory to the main object of qualifying 
the candidate for the due performance of his medical duties... . 
But, at the same time that every provision should be made “for 
adequate medical instruction, we would not be understood to 
advocate the drawing of the reins of academical discipline so tight 
as to place the intelligent student in trammels, which, while they 
compel his attention to certain prescribed studies in a certain pre- 
scribed order, often prevent lum from giving that free course to his 
natural talent which would enable hım to arrive at the same end 
with more satisfaction, as well as with less labour to himself, or 
force on his mental faculties. The cultivators of medicine ought 
never to forget that some of the most eminent individuals, whose 
names are preserved in the records of their science, have been self- 
educat 


~* The Provincial Medical Journal subsequently became the 
British Medical Journal. bs 
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‘After haemorrhage the blood volume is rapidly restored to 
its pre-haemorrhage level in cats (Robertson, 1935) and 
more slowly in human subjects (Stead, 1940 ; Wallace and 
Sharpey-Schafer, 1941) and in dogs (Price et al., 1941). 
It is generally assumed that the fluid from the tissue spaces 
which enters the blood stream to restore the blood volume 
is weak in plasma proteins. These substances have been 
shown by Madden and Whipple (1940), in long-term experi- 
ments, to be replaced either from existing plasma protein 
stores or from protein synthesized from ingested food- 
stuffs. There are few data, however, on the replacement 
of plasma proteins from existing stores in the early hours 
after haemorrhage. The experiments recorded here throw 
some light on the movement of plasma protein into the 
blood stream during the first 2 hours after known quan- 
tities of blood had been withdrawn from the circulation. 


and are thoroughly mixed when the 30-minute samples are 
taken, then the’ subsequent falls in haemoglobin concentration 
would be due to movement of fluid into the blood stream. Jf 
no new protein enters the blood stream, then the ratio of 
haemoglobin concentration at the 30-minute sample to the 
haemoglobin, concentration in a subsequent sample would he 
identical with the ratio of the plasma protein concentration 
at the 30-minute sample to the plasma protein concentration 
in the same subsequent sample—e.8., 

Hb conc. (30 min) ` _ PI. protem conc. (30 min.) 

Hb conc. (75 min.) ~ PI. protein conc. (75 min.) 
Calculating the expected plasma protein concentration at the 
75-minute samples, which allow slightly more than 1 hour after 
the end of the haemorrhage, the values in Table II, column 3, 
are obtained. Similarly, the expected values for plasma protein 
concentration are calculated for the last sample in each experi- 
ment. These are given in Table I, column 6. 


TABLE I.—Haemoglobin (Hb) and Plasma Protein (P.P.) Concentrations after Haemorrhage 





Minutes after Haenoritiags 




















-P. Hb 
Ol | 92-7 903 
‘36 | 913 94-1 
60 | 87:2 85-7 
92 | 83-3 75-0 
‘73 | 934 90 8 
39 | 980 969 



























Methods ; 

Cats anaesthetized with nembutal injected intraperitoneally 
(50 mg. per kg. of ‘body weight) were used. After induction 
4 hours was allowed for stabilization of blood volume before 
an experiment was started. The animals were heparinized 
during an experiment, and blood or plasma from heparinized 
animals was used for transfusions. Blood samples of 1 ccm. 
and blood for haemorrhage were taken from a femoral artery, 
while transfusions were given by a femoral vein. Haemoglobin 
was estimated in 0.05-c.cm. samples ‘by the alkali-haematin 
method, using a photo-electric colorimeter. Plasma specific 
gravities were estimated by the falling-drop method of Barbour 
and Hamilton, (1926). Plasma protein values were deduced 
from the plasma specific gravities, using the formula of Weech 
et al., (1936), or determined direct by the biuret method of 
Robinson and Hogden (1940). , 


-Observations 
Single Haemorrhages 
The changes in haemoglobin and plasma protein concentra- 
tions after 20% haemorrhages are shown in Table I. If/it te 
assumed that all erythrocytes discharged from “stores” during 
and after the haemorrhage find their way into the circulation 


* Leverhulme- Scholar, Royal College of Surgeons of England 











A comparison of the expected values at 75 or 90 minutes in 
column 3 with the observed values in column 2 shows that 4 
out: of 5 animals had expected values lower than those 
observed, and one animal had observed and expected values 
almost identical. The expected and observed values at the 
end of each experiment are shown in Table II, columns 5 
and 6. The animals which showed expected values lower 
than the observed ones at 75 or 90 minutes show a lower 
expected value at 105 or 135 minutes than that observed. 
The observed and expected values in Cat 103 were almost 
identical. Cat 64 differed from the rest of the experiments in 
this group. Dilution had progressed from 87.2 to 76.1 
haemoglobin concentration, but the fall in plasma protein 
concentration was greater than that to be expected from the 
fall in haemoglobin. 


t 








TABLE II 
Time Observed | Expected Tıme 
Plasma |after Haem.| Plasma Plasma |after Haem. 
(Min.) Protein Protem (Minn.) 
90 — — 
75 584 -135 
90 — — 
75 426 135 
75 5-58 105 
15 6:30 105 











302 Sert. 12, 1942 PLASMA PROTEIN CONCENTRATION AFTER HAEMORRHAGE 


ty 1 r 
BeITISE - 
MEDICAL JOURNAL 





y 


` Haemorrhages followed by Blood Transfusions k 
The animals in this series (5) were bled, and after varyin 
times had the blood:which had been removed reinjected. The 
quantity reinjected approximated closely to that removed 


(Table FHI). At the end of-the period allowed for dilution—, | 


of 75 minutes after the transfusion the observed plasma proteii 
‘concentration was less than that expected (Table: VI, column: 
5 and 6). The amount of plasma given to this animal was les 
than one-third’ of the volume of blood removeds Cat 101 wa 
bled 50 c.cm. and given 40 c.cm. of plasma with a high protei 


TABLE JI.—Haemoglobin (Hb) and Plasma Protein (P.P.) Concentrations afier. Haemorrhage and Blood Transfusions 








T7 



































Minutes after Haemorrhage and Blood Transfusions - 2 
6 ‘105 5 

Hb | PP P. | Hb | PP. 

101 5| 5-68 -71 | 102-6 | 6-22 

110-4] 643 04 | 110 4| 6-97 

90:3 | 622 04 | 986| 7-04 

90 5 88- ‘78 | 98 8| 6:36 

103 8| 8-81 -57 — — 














—s- 
* Previous plasma transfusion before haemorrhage 


75 or 90 minutes (except Cat 131}—the ‘differences between 
the expected and observed values for plasma ‘protein were’ 
small, with one exception in which the values were identical. 
The observed values were slightly higher in 3 out of 4 animals 
(Table IV, columns 4 and 5). After the reinjection of the 


Tane IV , 























* Plasma transfusion of 30 c.cm. at 63 minutes before haemorrhage 


tlood the experiments were continued for-at, least an hour. 
' In every experiment the amount of plasma protein expected 
fiom changes in haemoglobin concentration was greater than 
that actually observed (Table IV, columns 6 and 7). f 
‘Cat 131 had its blood returned 30 minutes after haemorrhage. 
The observed value for its plasma protein was less than the 
expected value by a considerable margin 1 hour after the 


reinjection. ` ; a 


t Blood transfusion given immediately after these samples. 


content (7.89 per 100 c.cm.)' 15 minutes after the end’ of 
bleeding. The expected plasma protein concentration at thc 
„end of the experiment was higher than that observed (Table VI 
columns 5 and 6). Cdt 107 was bled 60 c.cm. and given only 
20 c.cm. of plasma with a protein content of 5.85 g. pei 
100 c.cm. 30 minutes after the end of bleeding. At the enc 
of 105 minutes after the transfusion the observed plasme 
protein concentration was less than that expected (Table VI 
columns 5 and 6).' F maf _ i 
Cats 89 and 90 were given plasma transfusions equal 

half the volume of the subsequent haemorrhage about 4! 
minutes before bleeding was started. Cat 89 was bled 30 c.cm 
and given 15 c.cm. of plasma -with a protein content of 6.87 g 
per 100 c.cm. 1 hour after haemorrhage. The observed ' value 
of plasma protein concentration was considerably: greater than 
that expected immediately before transfusion (Table VI. 
columns 3 and 4). Forty-five minutes after-transfusion the ob- 
served value.was only slightly lower than that expected (Table VI. 
columns 5 and 6). Cat 90 was bled 38.c.cm. and given 19 c.cm, 
of plasma with a plasma protein content of 7.35 g. per 10C 
ccm. 65 minutes after haemorrhage. Before the plasma 
transfusion the observed value of plasma protein concen- 
tration was slightly higher than that expected (Table VI, 
columns 3 ,and 4); 45 minutes later the observed plasma 
protein level was higher than that expected (Table VI, columns 
5 and 6). - s 1 


r 


TABLE V.—Haemoglobin (Hb) and Plasma Protein (P.P.) Concentrations after Haemorrhage and Plasma T. ransfusions 





— 


‘Minutes after Haemorrhage and Plasma Transfusions 
































aed Plasma 
’ asma ' eS 

No. : Trans. » 15 , 120 135 | 

: Hb | PP. | Hb | PP. PP. | Hb | PP. 

67 | 1000 | 792 | 95:3 | 7-18 7-18 | 783| 724| 805| 724 
#99 | 1000 | 7-55 | 95-1 | 7-58 a Pa etd aA ac 
+90 | 1000 | 7-62 | 1007 | 7-01 al-|-l—|z 
ot | tooo | 7-58 100.7 731 | 1000] 701; — | — 





100-7 | 7 04 








=t 
* Plasma transfusion before haemorrhage. 


' Haemorrhages followed by Plasma Transfusions 
The observations are shown fn Table V.. Cat 67 was given 
plasma of a lower protein content than that of its own plasma 
‘before haemorrhage. Before the plasma transfusion the 
observed and expectéd plasma protein concentrations were 
‘almost identical (Table VI, columns 3 arid 4). At the end | 


` 

















. Tasıe VI 
ae nee 
Observed |- Observed Expected 
Plasma Protem |' Protein 
No. before ‘| before 
; before Plasma Plasma 
Hacm Trans. Trans. 
© 67>. 7-92 6-70 669° 
*89 155 196 7-41 
#90 62 7-18 7-11 
101 7-04 6-05 es 
107 7-58 704, E 








’ e Plasma transfusion before haemorrhage : Cat 89 recerved 15 ccm. at 43 
f mmingtgs before haemorrhage, and Cat 90 received 19 c.cm. at 48 minutes beforo 
‘haem 


+ Plasma transfusion after haemorrhage : Cats 101 and 107 received plasma 
at 15 and 30 minutes after haemorrhage. 7 


a 


* comparison with those after bleeding. 


m 
t Plasma transfusion given, immediately after these samples. 


The necessity for eliminating the influence of erythrocytes 
added from “stores” is the reason why it is not possible, in 
these experiments to make a comparison between the 
haemoglobin and plasma’ protein values before haemorrhage 
with those subsequent to bleeding. As it has been shown 
(Ebert and Stead, 1941) that in man no such stores exist com- 


' parable to the spleen of the dog and cat, it is possible to 


use in -human' experiments the pre-haemorrhage values for 
Wallace and Sharpey- 
Schafer (1941) have published observations: on plasma protein 
concentrations with simultaneous’ haemoglobin concentrations 
in convalescent human subjects bled varying amounts from 
1,150 to 465 c.cm. In their series, 17 subjects had their plasma 
protein concentrations estimated before haemorrhage and also 
either at the end of bleeding or after 1, hour, or both. Twelve 
subjects, were also examined for plasma protein concentration 
at the time of maximum dilution. Calculating the expected 


‘plasma protein concentration from the haemoglobin values, 


the figures set out in Table VII, columns’8, 11, and 15, were 
obtained. t : 


is 
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n TABLE VIL—Effect of Haemorrhage on Haemoglobin and Plasma Protein Concentration in Man. Compiled from Data given 
i by Wallace and Sharpey-Schafer (1941) 























































peer a he 
End of Bleeding 1 Hour after Bleeding Maximum Duutlon 
X r al 
Hb pp. | Expected P. Hb |- PP. | Expected 
8-0 0 TAS = = 19 53 80 581 
16 101 76 TAT = — 23 86 7:2 6-11 
_ 8-2 88 = 7-52 87 79- 743 23 74 78 6 32 
68 60 ` L 6:48 61 6-4 6 58 24 52 = 561 
5-9 88 — | 547 85 10 5-28 5 78 = 485 
74 68. 72 719 66 aes 6 60 26 56 6'8 5-60 
211 103 70 6:77 103 = 6-77 - 95 90 6:3 597 
6-2 74 6-4 5:96 77 = 6-20 24 68 6-5 5 48 
7-8 86 18 7-54 86 .— 1-54 ‘19 71 78 6-22 
66 95 = 6-60 95 65 - 660 22 84 65 5-84 
67 100 66 6°38 95 = 6 06 4 ` 83 69 5-30 
18 71 72 715 75 = 697 19 62 68 5-76 
1 65 — = ea 111 = 601 48 92 66 498 
73 71 71 7:30 14 71 702 90 61 69 5-78 
6-5 73 = 6-41 71 65 6 24 3 69 = 6-06 
8-0 83 80 746 87 — 7 82 = e 33 = 746 
71 92 71 6 88 95 = 7-10 4 87 67 6:50 
& ` \ 














~ Eleven subjects had plasma protein concentrations determined 
after haemorrhage. Of these, 8 (Nos. 1, 3, 11, 14, 16, 19, 26, 
27) showed an excess of plasma protein over that expected as 
calculated from the haemoglobin concentrations, 2 (Nos. 9, 21) 
had observed and expected values‘in close agreement, and 1 
(No. 23) showed a protein value less than that expected. The 
amount of protein produced in excess of that expected was 
not correlated either with the amount bled or with the time 
taken for bleeding. .After 1 hour, 3 (Nos. 5, 8, 25) out of 6 
subjects showed observed values in excess of that expected, 
2 (Nos. 18, 23) had observed and expected values closely similar, 
and 1 (No. 7) had an expected value in excess of that observed. 
There was again no correlation between bleeding time, the 
amount of blood ‘withdrawn, and the amount of protein in 
excess of the expected value. At the time of maximum dilution 
13 subjects showed observed values in excess of that expected. 
Four of the 17 subjects were not observed for plasma protein 
concentration at this period. "There was no correlation between 
the time taken to reach maximum dilution and the amount of 
protein in excess of that expected. 


There is clear evidence, therefore, that in man plasma protein 
in considerable quantities can enter the blood stream during 
the actual haemorrhage, which may be as brief as 10 minutes 
or as long as 24 minutes. The fact that there is no correlation 
between the amount of protein entering the blood stream and 
either the bleeding time, the amount bled, the duration of 
active dilution of the blood, or blood pressure changes or the 
duration of such changes, suggests strongly that these factors 
are not concerned in the movement of'protein into the blood 
stream, whether in small ,quantities contained ‘in the actual 
fluids entering the blood stream from the tissues or in larger 
quantities entering -it from some specific protein store such 
as the liver. 

When these human results are compared with those obtained 
‘in the series of experimental animals recorded, above, the 
same Variations between observed and expected plasma protein 
values are found. Four out of 6 arimals (Table ID) showed 
evidence of plasma protein production, 1 showed no evidence 
of such production, and 1 showed a plasma protein concentra- 


tion less than that expected. Of the 4 animals ' observed - 


towards the end of the-second hour or the beginning of ‘the 
third hour after haemorrhage, 3 showed values in excess of 
that expected, and 1 slightly lower than that expected. The 
latter animal was that which had shown no change 75 minutes 
after haemorrhage. ` 


It would appear, therefore, that what is being observed both 
in man and in the experimental animals might be related to 
the amount of protein “in store” in the, individual animals. 
Hence those animals with poor reservés-of protein would show 
a close approximation of expected and observed plasma 
proteins, while those with a depleted store might be expected 
to' show an observed plasma protein value less than that ex- 
pected. It is obvious that the magnitude of the effects of 
haemorrhage on plasma protein concentration is much greater 
in the human series than in.the animals. This may be in 
part due to the fact that while in man it is possible to compare 
pre- with post-haemorrhage values, that cannot be done in 


cats owing to the unknown number of erythrocytes liberated 
from the blood stores, Splenectomy in cats diminishes con- 
siderably but does not eliminate the storage capacity for red 
blood cells. 

When blood is reinjected into animals which have been 
bled, the blood volume is increased considerably above the pre- 
haemorrhage level immediately after transfusion. This is due, 
of course, to the fact that dilution had progressed considerably 


, before transfusion, and the reinjection of the blood withdrawn 


produces an increased blood volume.: The changes in 
baemoglobin values (Table IN) show clearly that in 3 animals 
out of 5 there must have been considerable reinforcement 
of the red cell population from ‘erythrocyte stores. The 2 
animals remaining show that their stores must have been either 
depleted before haemorrhage or were inactive during and 
after bleeding. 

The ‘increased blood volume undergoes reduction in all the 
animals after blood transfusion, as is shown by the rise in 
haemoglobin values. At the same time it will be noted that 
the change in haemoglobin value is not paralleled by a similar 
change in plasma protein concentration: the expected values 
are in each experiment higher than those observed. This 
suggests that the movement of fluid out of the blood stream 
is accompanied by a movement of protein ‘out of the circula- 
tion. It is significant that in these 5 experiments (Tables DJ 
and IV) the amount of protein contributed, to the blood after 
haemorrhage was small, which might, as suggested above, 
indicate. poor reserves of protein. This view is supported by 
the fact that in all these animals the outward movement of 
protein after blood transfusion was well marked, except in 
Cat 124. Cat 126, which had had a preceding plasma trans- 
fusion (63 minutes before haemorrhage), must have ład poor 
protein reserves, as it was not able to mobilize any significant 
quantity of protein after haemorrhage. The same animal 
depleted ifs circulating plasma protein considerably after its 
blood transfusion. 

In the third series of experiments, sjaa was transfused 
after haemorrhage. Two animals (89 and 90) had plasma trans- 
fusions at about 45 minutes before haemorrhage. One of these 
animals (89) added protein to the blood after haemorrhage in 


‘sufficient’ quantity to produce a plasma protein concentration 
of 7.96 as compared with an expected value of 7.41 g. per 


100 c.cm. This may be interpreted as showing that the animal 
had an adequate protein reserve. This is confirmed when the 
expected and observed values after plasma transfusion are 


“examined. They are almost identical. On the other hand, the 


second animal (90), which showed a small addition of plasma 
protein after haemorrhage, added a considerable amount of 
protein to the circulation after its second (post-haemorrhage) 
plasma transfusion. All the other animals (67, t01, and 107), 
which had had no plasma transfusion previous to haemorrhage, 
showed lower observed values than those expected. It would 
seem, therefore, that movement of protein out of the circula- 
tion ae to reinforce the plasma protein reserves. 
An Important Factor 


It is obvious from the animal experiments that the state of 
the: plasma protein stores—whether adetuate or depleted—must 
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be the most important factor ın determınıng the amount of 
protein entering the circulation after haemorrhage and also 
in deciding the rate at which this addition is made. If the 
stores are depleted completely, then the plasma protein con- 
centration after haemorrhage will be less than that expected, 
as the protein requirements of the body must be met from 
the circulating plasma protein. The gap between expected and 
observed values will continue to widen unless new protein is 
added direct to the blood by blood or plasma transfusions or 
is synthesized from the breakdown products of protein taken 


or, by mouth. ‘ 


If the adequate stimulus to movement of protein into the 
blood stream is a low plasma protein content of the blood, 
then some correlation might be expected between the degree 
of protein deficit (difference between plasma protein values 
before and 30 minutes after haemorrhage) and the amount 
of protein entering the blood stream at, say, the end of 1 hour 
after haemorrhage, intlicated by the difference between the 
expected and observed plasma protein, values. Such a correla- 
tion does not exist. Consequently, it would seem that either 
hypoproteinaemia i is not the adequate stimulus or, alternatively, 
such stimulus is effective only when protein reserves exist out- 
side the blood stream. The balance of evidence so far would 
suggest that the latter view is more likely to be correct. It 
is not suggested, however, that the protein in the plasma stores 
exists precisely in the form of the albumin-globulin complex 
present as plasma protein in‘the blood. The speed with which 
protein does appear in the blood stream and the amounts 
contributed after haemorrhage lend strong support to Whipple’s 
view that the precursor of the plasma proteins in the plasma 


protein stores requires very little change before it can be dis- ‘ 


charged across the cell membrane into the blood stream. 


The state of the protein reserves of the body may be deter- 
mined by the response to plasma transfusions. After allowing 
15 minutes for thorough mixing of the infused plasma, a blood 
sample is taken, followed by further samples at 45 and 75 
minutes after the end of transfusion. The movement of the 
haemoglobin values is determined, and from these are calculated 
the expected plasma protein value for the 45-minute and 75- 
minute samples. If the observed values are greater than those 
expected it can be concluded that the movement of protein 
from blood to body cells is slow, and presumably protein stores 
are adequately filled. If the expected and, observed values are 
equal or approximately equal, then protein-free fluid only is 
moving out of the blood stream. If the expected value is 
greater than the observed value, then protein movement from 
the circulation is rapid, and unless there are signs of massive 
protein movement into the tissue fluid—e.g., oedema—it must 
be presumed that the plasma protein stores are low. Such 
results give a useful indication of the state of the protein stores 


Conclusion 


It is clear from these experiments that after haemorrhage 
the restoration of blood volume is independent of the restora- 
tion of plasma protein. Restoration of both concurrently 
would imply considerable protein stores. The speed of blood 
volume restoration in the cat apparently always outstrips the 
rate'of plasma protein movement into the blood stream. In 
man the data of Wallace and Sharpey-Schafer make it clear 
that even after large haemorrhages (1,150 c.cm.) the plasma 
protein concentration can remain unchanged, although blood 
dilution is proceeding rapidly. One subject (19) apparently 
restored his blood volume after a haemorrhage of 750 c.cm: 
within 4 hours, and at the end of that time had increased his 
plasma protein concentration from 6.6 to 6.9 g. per 100 c.cm. 
This subject had a blood volume of 4 litres before haemorrhage 
and one of 4.2 litres after haemorrhage. 

After haemorrhage and subsequent dilution of the blood, a 
blood transfusion is followed by a rapid increase in haemoglobin 
concentration. This haemoconcentration is not pathological but 
is due entirely to fluid movement out of the blood stream. 
The restoration of the blood volume to its pre-haemorrhage 
level takes place independently of a movement of erythrocytes 
into the blood stores or of plasma proteins out of the circula- 
tion. A movement of erythrocytes out of active circulation 
after blood transfusion would ‘give an expected plasma 
protgip value lower than the observed value. The fact that 
no animal showed such*excess of observed plasma protein over 
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that expected even more strongly suggests that there had been 
rapid movement of plasma protein out of the circulation. 


Summary 


There is evidence of movement of plasma proteins into the 
blood stream within 2 hours after haemorrhage in cats 
anaesthetized with nembutal. 

Blood® transfusions at varying times after haemorrhage are 
followed by movement of plasma proteins out of the circula- 
tion within 1 hour of completion of transfusion. ' 

Plasma transfusions after haemorrhage are followed by 
plasma protein movement out of' the circulation within 1 hour 
of completion of transfusion. 

The rate and amount of plasma protein movement into the 
circulation are independent of the amount or rate of bleeding, 
the amount or rate of dilution by fluid from the tissue spaces, 
and blood-pressure. changes. 

The amount of plasma protein contributed to the blood, and 
therefore the plasma protein concentration at any time ‘after 
haemorrhage (provided no food containing protein has been 
administered), is probably dependent on the state of the plasma 
protein stores outside the circulation. 

A method of testing the adequacy or otherwise of plasma 
protein stores is suggested. 


We wish to thank Drs. Wallace and Sharpey-Schafer for permission 
to use the data in Table VII, and for allowing us to inspect some 
of their unpublished results. - 
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Authorities differ widely in advising the amount of serum 


or blood to be injected and the rate at which it should 
be given. Many stress the dangers of overloading the 
circulation. In 1894 Bayliss and Starling showed that 
rapid injection of crystalloid solutions or blood caused 
a rise of venous pressure, observations which have been 
amply confirmed by others in the experimental animal 
(Bainbridge, 1915; Wiggers, 1921). Meek and Eyster 
(1922) showed in dogs that the immediate effect of an 
intravenous injection was a rise of venous pressure asso- 
ciated with an increase in the diastolic size of the heart; 


“these effects were only transitory, and there was evidence 


that the peripheral capillaries and venules were acting as 
reservoirs. There have been' fewer observations in man. 
Eyster and Middleton (1924) investigated 4 normal: sub- 
jects: In the case showing the most pronounced change 
600 c.cm. of blood was given at the rate of 43 c.cm. a 
minute ; this produced a rise in venous pressure of 2 cm. 
HLO but no increase in the size of the heart. Caughey 
(1935) found no rise of venous pressure in normal sub- 
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jects receiving 1,500 c.cm. of:saline at the rate of 50 c.cm. 
a minute, while arise of up to 6 cm. H,O was produced 
in some patients with heart disease. No attempt was made 
to measure the degree. of retention’ of injected saline in 
the circulation. Altschule and Gilligan (1938). gave from 


500 to 1,500 c.cm. of crystalloid solutions to 35 subjects . 


„at rates of 6 to 71 c.cm. a minute. The venous pressure 
was raised more than 4 cm. H,O in only 6 subjects, pulse 
-and blood-pressure changes were small, the cardiac output 
, was increased, but there was no change in vital capacity. 
This paper reports the results of rapid intravenous. injec- 
tion of saline, serum, and, in a few cases, blood on 
the venous pressure and certain, other cardiovascular 
measurements. : a 
| -Methods 
The observations were made on convalescent subjects without 


cardiovascular disease. The conditions of study have been given . 


elsewhere (Sharpey-Schafer and Wallace, 1942). The haemo- 
globin was estimated on 0.02 ml. freely flowing ear samples 


by a photo-electric method (Hill and Pincock, 1941). Venous . 


pressures were estimated in the antecubital vein by a continuous 
citrate method (Wood, 1940), and changes were checked by 
direct observation of the neck veins (Lewis, 1937). Up to 
45‘minutes may have to be allowed for the venous pressure 
, to reach a steady level. Vital capacity was measured on a 
Benedict-Roth spirometer. Radiographs of the heart were 
taken in the sitting posture, with the tube at 6 ft. The exposure 
was 1.'second to obtain the diastolic heart size. , Differences in 
inclination or respiratory excursion ate indicated in the text. 
Usually two control and several post-injection films were taken. 
` The right pectoral-F or the right pectoral-R leads (Wood and 
Selzer, 1939) were employed in the electrocardiographic studies. 
The following solutions were used: (1) 0.9% saline ; (2) normal 
strength reconstituted lyophil serum ; (3) 4-times-concentrated 
reconstituted lyophil serum ; (4) citrated blood. 


, = Results ' 
The results are shown in Table I. When the rate of in, 


` jection was between 50 and 150 c.cm. a minute the venous 
pressure began to rise after about 1,000 ccm. of saline or 


' serum had been given, and reached a maximum toward the 
end of injection (Fig. 1). If the rate of injection was~very 


rapid, as little as 500 c.cm. raised the venous pressure. The 


- subject shown in Fig. 2 received the first 500 c.cm. of serum 





Fia. 1.—Case 1. Venous pressure and Hb% change after saline. 
Zero represents control level of venous pressure or Hb% 


10 '20 
MINUTES 


Fic. 2.—Venous pressure and Hb% change after serum in 
: A = Case a” 





TABLE J 

















Symptoms 



























































1 43M | 2,000 
2 39 M 1,800 
3 | 16M | 2000 
4 17M | 2,000 
5 20M | 1,500 
6 17M | 2,000 
7 56F .| 2000 
8a 34M `| 2000 
on 21M 300 
4% 
f i 
F eS ae 
10 44m | 1,620 
la 17M l, 1,600 
12a 52M | 2000 
sb | ssm | 70 
13a, | 59M | 2100 
14 28M | 1,200 
15 J9M | 1,200 
16 | 46F 17400 ° 
17° |, 61M | 1,500* 
18 40 M 11080", 
CAS 540 
— 
300 
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at a rate of 250 c.cm. a minute. All subjects given saline or 
serum showed a rapid fall of venous pressure once the injection 
had been stopped. Saline often left the circulation quickly, 
as indicated by a rising haemoglobin percentage (Fig. 1): The 
venous pressure still fell in a matter of minutes, however, 
if the haeynoglobin remained at the lower post-injection level 


fall of blood pressure and syncope ‘in the upright posture 
after sodium nitrite is preceded by a fall in venous pressure. 
Injection of serum immediately after venesection restored 
venous pressure, blood pressure, or postural response to normal. 
When giving intravenous injections at rates of 100 ccm. or ’ 
more a minute considerable pressure must be maintained in 


TABLE IL—Injection after Venesection . 









































Amoant of Rate of Hb? Chang Amount Rate of 
Age and Intl - ely oun te of f Immed, | V.P Cha 

Case Sex e7 Voenesection | Venesection Injected Injection o, : , nge S oms 

Ho% (ccm) |(eem/mm)| yE | Cem) | (com/min) | Hb% Fail | (em. H,0) yepi 
Ts 
5 0-9% Saline 

22 31M 108 900 90 —3-0 1,650 138 15-5 o 

23 37M 101-5 740 105 —8 5 1,800 140 18 5 +2-5 

24 57M 308 _ 1900 71 +10 1,500 88 9-0 0 i 

. Serum 
l 

12b °’ 52M 104 7 1,100 100 —8 0 000 77 335 0 Fallof B.P S 

13b 59 M 84 1,080 81 —40 rt) 84 209 +40 eRe Tene 

IIc 17M 104 4 1,100 36 58 1,600 80 20 6 0 

ok 4 M 196-3 140 146 -l 0 700 140 10 8 0 

: : —4 0 1,300 60 24 6 0 Fall of B.P. S 

19b 59M 83 1,080 71 0 300* 43 173. 0 phe sa 

` - “Concentrated serum. 
` \ 

(Fig. 2). One subject given blood showed’ a rise of venous the bottle of fluid ; Measurements of venous pressure in the - 


pressure that persisted for 50 minutes. When the blood volume 
was first reduced by a large, venesection, injection of serum 
or saline in similar quantities and at similar rates produced 
little or no change in venous pressure (Table I and Fig.’ 3). 
The subject of Fig. 3 showed a small fall af venous pressure 











20 
MINUTES 


Fic 3—Case 12a and 12b: interval of 10 days between 
observations. ‘ 


after venesection, associated with a fall of blood pressure and 
syncope. In this and other subjects with syncope after large 
venesections (Wallace and Sharpey-Schafer, 1941) a small fall 
of venous pressure (1 to 2 cm.) preceded the fall of blood 
pressure, ànd there was a further fall of venous pressure with 
collapse of the circulation. If there is no fell of blood pressure 
after Yenesection, there ig, however, an abnormal fall on sitting 
upright. Weiss, Wilkins, and Haynes (1937) showed that the 


opposite antecubital vein might therefore merely reflect this 
transmitted pressure. That this is not so, and that a rise of 
venous pressure is due to an acutely increased blood volume, 
is shown by the following considerations: (1) When the blood 
volume has not been previously reduced a rise of venous 
pressure does not occur until about 1,000 c.cm. has been given, ` 
at rates of about 100 c.cm. a minute. (2) There is a statistically 
significant correlation between the rise of venous pressure and 
the fall of haemoglobin (Fig. 4). (3) There-is little or no rise 
of venous pressure when saline or serum is injected immediately 
after blood-volume reduction by venesection. (4) If, however, 









` 














0 2 4 6 8 10 12 14 4 18 20 72 2% 2% 
FALL OF Hb REFERRED T0100% 


Fic. 4—Relation between mse of venous pressure and fall in 
haemoglobin: coefficient of correlation (r)=0.84 


‘ 


enough time elapses after venesection for the haemoglobin to > 
fall considerably, transfusion of similar quantities then causes 
a rise of venous pressure. 

Vital Capacity. —The vital capacity, measured within 2 minutes 
of the end of injection, showed an average fall of 470 c.cm. 
in 6 of 7 subjects (Table I). McMichael and McGibbon (1939) 
have shown that there is a fall in the lung volume and vital 
capacity of normal subjects on assuming the horizontal posture ; 
they ascribed the fall to the presence of more blood in the 
lungs. Venesection, on the other hand, increases the vital 
capacity (Glaser and McMichael, 1940). That the fall of vital 
capacity on overloading the circulation is due to increased blood 
in the lungs is borne out by:the x-ray appearances. None of 
these subjects showed clinical evidence of pulmonary oedema, 
and the respiratory rate and tidal air showed no change. 
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Radiograph of Heart-——Films were taken before and im- 
mediately after injection. The results are shown in Table HI. 
The area of the cardiac shadow was measured by a planimeter, 
and the right, left, and oblique cardiac and transverse chest 
diameters were also measured. In 5 of the 8 subjects examined 
the average increase in the heart area was 15.3%. Table I shows 


e 
Taste IlI.—Radiological Measurements 








Heart | Right - Oblique | Trans- 
| Area Diam, rayne ae Diam. verse 
Case | (sq. em.) (cm.) 7 | (cm.) Chest 
(cm.) 
B. A. B. A. B. A. B. A. 
14 | 107 | 123 | 35| 41| 84| 9-4) 14-0) 16-2 27-0 
15 | 92-5) 109 3-4 45| 74| 8-0 14-0 | 14-8 | 27-2 
3| 92} 105) 50| 51| 69| 7-4) 14-2| 15-1) 29°8 
5 | 83 | 101 | 4:1) 50| 64| 69 |131 |140 | 26-6 | Diaphragm i cm. 
| | | higher in films 
| | | | after ’ 
6 | 105 | 119 | 33| 41| 9-1 | 93 | 15-5) 16-3 | 28-1 Slight inclination 
| | | | of body for- 
ANT LSS bl EEN | ward in films 
| | | | | ‘after 
7 | 97 |101| 37| 4:3) 83| 8-7] 15-3} 16-2) 26-2 | Diaphragm 1:2 
| | | | | cm. higher in 
| | | films after 
2 93 | 96:5) 47| 45| 9-6! 9-7 | 14-2 | 14-4 | 27:6 
8b 150 | 158 40| 4:7) 106 10-6) 15-9) 16-4 | 29-0 


B. = Before injection. A. = After injection. 

that there was a considerable rise of venous pressure and fall 
of haemoglobin in each of these 5 subjects. Although the 
latter changes were present in Case 2, there was but little cardiac 
enlargement. So far as could be judged from postero-anterior 
films the enlargement appeared to involve all chambers. In 
addition, the following changes were present after injection: 
the superior vena cava shadow became prominent in those 
subjects in whom there was a considerable rise of venous 
pressure, the pulmonary arteries and vascular markings in the 
lungs increased in size and density, and the whole lung fields 
were relatively less translucent (Figs. 5 and 6). 





Fic. 5.—Radiograph of Case 14 before transfusion. 


Electrocardiogram.—The right pectoral-R arm or right 
pectoral-L leg electrocardiogram is the chest lead that gives 
one of the earliest indications of acute right heart stress, as 
from packed pulmonary embolism (Wood, 1941). Changes in 
the T-wave are in the direction of inversion when chest leads 
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are recorded in the manner agreed by the Cardiac Society of 
Great Britain and Ireland and the American Heart Association 
(British Medical Journal, 1938, 1, 187). Only 4 of 12 subjects 
showed electrocardiographic changes, the T-wave becoming 
flattened or inverted. Gilligan and Altschule found increased 
amplitude of the P-wave in lead II in a few of they cases 





Fic. 6.—Radiograph of Case 14 after 1,200 c.cm. of serum 


There were no P-wave changes in leads RP-R or F in this 
series. The x-ray findings suggest that enlargement of the heart 
shadow may involve all chambers in some subjects. Electro- 
cardiographic changes in the direction of preponderance of 
ventricle would therefore not be expected, since it is well known 
that cardiac enlargement can take place without them. How 
ever, it has not proved possible so far to observe the correla 
tion, if any, between electrocardiographic changes and x-ray 
appearances after acute overloading of the circulation 


Heart Rate——The heart rate showed no change or slowing in 
9 subjects, while 6 showed an increase. > 


Symptoms.—Eight subjects had headache ; 4 complained of 
a feeling of constriction in the chest during injection ; in | it 
was severe, but not severe enough to necessitate termination 
of the injection. It passed off rapidly as soon as intravenous 
fluid was stopped. The most striking sign was vasodilatation ; it 
was present in all subjects with any degree of retention of 
saline or serum in the circulation. The face became redder 
in tint, and the peripheral veins became prominent arid 
distended. 

Summary 


Up to 2,000 c.cm. of saline, serum, and blood was injected 
into subjects without cardiovascular disease at rates of from 
54 to 168 c.cm. a minute. The’ venous pressure was raised up 
to 11 cm. H,O when there was considerable retention of 
jected fluid in the circulation, as indicated by the fall ir 
haemoglobin. Radiographs showed an increase in the diastolic 
size of the heart, enlargement of the pulmonary arteries, and 
prominence of the vascular markings in the lung fields. Vital 
capacity was diminished, but there was no evidence of pul 
monary oedema. In spite of the rise of venous pressure ma 
subjects had no increase in heart rate. Of 12 subjects 4 
showed electrocardiographic changes indicating slight right 
heart stress. Symptoms were absent or unimportant, There 
was a rapid fall of venous pressure to normal on ceasing injec- 
tion, except in one subject given blood. There is evidence that 
the peripheral and pulmonary capillaries and veins dilate to 
accommodate the increased blood volime. 


. 











_ When the blood volume was first reduced by a large venesec- 
tion, saline or serum injected in similar amounts and at similar 
rates caused little or no rise of venous pressure. 


We thank Dr. Janet Vaughan for supplies of serum, and Drs. 


* Duncan White and.E. J. E. Topham for their help with the radio- 


logical measurements. The work was assisted by an expenses grant 
from tHt Medical Research Council. 
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SULPHONAMIDE SUNLIGHT ERUPTIONS 
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The constant sunshine of the Middle‘East and. the presence 
of corisiderable numbers of V.D. patients undergoing 
ambulant ‘chemotherapy in an open-air tented hospital 
have recently given us unusual opportunities of observing 
cases. of the light-sensitive type of sulphonamide dermatitis, 


This form ‘of dermatitis has been classified into two 

varieties (Tedder, 1939): generalized eruptions showing no 
predilection for the exposed parts, and light-sensitive erup- 
tons. It is with the latter that this report is concerned, 
_ Cases of sulphonamide photosensitivity were first recorded 
in 1937 (Newman and Sharlit, 1937; Menville and Archinard, 
1937), rashes being described which appeared after from 3 to 
5 days of drug therapy and which disappeared after 5 or 6 days 
of protection from light. Severe dermatitis has also occurred 
from artificial ultra-violet irradiation during sulphapyridine 
administration (Hallam, 1939). On the analogy of the sunlight 
eruptions in haematoporphyrinuria, investigation has shown 
that sulphonamides cause an excessive urinary excretion of 
porphytins, of which one, coproporphyrin I, is a recognized 
photosensitizer (Rimington and Hemmings, 1938). This occurs 
more often with sulphanilamide than with sulphapyridine 
(Wien, 1938). The porphyrinuria varies considerably with the 
individual, and by exposing unselected patients on sulph- 
anilamide Eidinow (1939) has shown that by no means 
everyone becomes light-sensitive. 





Case. Reports 
During the 12 months Oct., 1940, to Sept., 1941, 486 cases 


_Teceived sulphanilamide, of which 21 developed eruptions 


(4.3%); 309 cases received sulphapyridine, yielding 6 erup- 
tions (1.9%). Of the 27 cases 8 occurred during July and 
6 during August. As measured by the photo-electric cell, the 
intensity of visible light in this part of the Middle East in 
July is about four times that in January. We have divided 
our cases into two groups: 


1. Eruptions Limited to Parts Exposed to Sun during Chemotherapy 


There were 17 cases of this kind, 16 with sulphanilamide 
and | with sulphapyridine. In 5 cases the rash appeared on 
the eighth day of chemotherapy, in 5 on the ninth, and in 7 
on the tenth. The eruption consisted of maculo-papules in 
a morbilliform or roseoliform configuration. It was confluent 
on the most exposed parts, being distinguished from sunburn 
onl? ‘by the discrete lesions at the margins. The demarcation 


> 


was very sharp at places such .as the singlet area cor, where 
no shirt had been. worn, the waist. The axillae were usually 
spared. The bronzed parts—face,. neck, forearms, hands“ 
suffered less than the upper trunk and upper arms, which had 
been exposed less in the past. Two patients admitted to uñ- 
usually heavy sun exposure the day before the. rash began. 
Only 5 of the 17 had always sunburned easily, 

In addition to the above lesions there was in one case 
vesiculation and pustulation of the face, in 2 oedema of the 
hands, and in another oedema of the eyelids. Itching varied 
from severe to none at all. In one case—an eruption limited 
to the hands—an experimental exposure of the forearms to 
the sun was made for 3 hours on the third day of the rash 
After an hour a maculo-papular eruption appeared. in the 
exposed area, maximal on the non-bronzed flexor surfaces. In 
another case, in addition to a roseoliform eruption, the dorsum 
of the hands showed typical target patches of erythema iris at 
the sites of some old scars, and the face developed oedema 
and pustyles, going on to extensive desquamation. 

Constitutional disturbance was common, fever up to 102° 
and malaise occurring in half the cases and three rigors ‘in 
one case. The eruptions faded rapidly—in 2 to 4 days in all 
cases except one, which lasted a week. Three patients con- 
tinucd chemotherapy for from | to 2 days after the rash 
appeared, with no ill effects, though they kept out of the sun. 
In one case the rash began 2 days after the drug. had been 
stopped, and in the remainder cessation of the drug either 
coincided with or occurred on account of the rash. i l 


Of these 17 cases 3 received further chemotherapy at later 
dates, varying from 1 week to 4 months afterwards. In no 
instance did the eruption recur, although there was no change 
in the amount of sun exposure. 


2. Eruptions Maximal on Exposed Parts, but also.Affecting Others 


Case 1 received sulphanilamide for non-specific urethritis, 
4 g. daily for 8 days, during which the patient went in the sun 
with only the face and hands exposed. He had always sun- 
burned easily. On the eighth day an irritable morbilliform rash 
appeared on the arms, face, and trunk above the waist; 
principally on the upper part of the back. There was mild 
cyanosis but no fever, : 


Case 2 received sulphanilamide for chancroid, 4 g: daily, until 
it was stopped on the eighth day because ofa morbilliform and 
roseoliform. rash, resembling the cases in group 1 except that 
patches appeared on both thighs over the trochanters. It was 
slightly itchy, and less pronounced onthe bronzed parts. The 
patient had not. previously: been sensitive to sunlight. The rash 
lasted 4 days and was accompanied by a fever. up to 103°. 


Case 3 received sulphanilamidé for chancroid, 4 g. daily for 
10 days, during which he went in the sun. wearing an open- 
necked shirt, elbow-length sleeves, long trousers, and rubber 
shoes. He has always sunburned easily. On the ninth day he 
developed a slightly itchy morbilliform rash, confluent ‘on. the 
necklace area, back, and outer upper arms. It was also present 
on the bronzed parts to a lesser degree. Except fora small 
patch over each great trochanter no rash appeared below: the 
waist. There was no. fever or malaise. . The rash lasted.3 days. 


Case 4 received sulphapyridine for gonorrhoea, 26 -g..in’7 
days. He had always sunburned easily. On the fifth: day..he 
took an open-air shower-bath in the sun, but was otherwise in 
bed until the seventh day, after which he went out in an open- 
necked shirt, long trousers, and shoes without socks. On the 
tenth day a morbilliform and roseoliform rash began. It was: 
confluent on the face, forearms, and dorsum of the féet ;..dis- 
crete on the knees and. trunk above the waist; and scanty on 
the trank below the waist, upper arms, thighs, and legs.: The 
bronzed parts suffered equally with the others, Itching was 
slight. The patient was afebrile; but complained. of backache. 
The rash faded in 5 days. 


Case 5 received sulphapyridine for gonorrhoea, 26 g. in 7 
days. There had been no previous sensitivity to the sun. On 
the ninth day a dusky-red morbilliform eruption appeared, 
maximal on the shoulders and outer arms, less marked else- 
where. and especially scanty on the bathing-drawers area and 


‘in the axillae. The face was unaffected, but the other bronzed 


parts suffered equally with the remainder. There. had been 
exposere during chemotherapy. The rash faded in 3 days.. A 
low fever, malaise, vomiting, and headache occurred for 2 days 
with the rash. 

Case 6 received sulphapyridine for gonorrhoéa, 26 g. in 7 
days. Sun exposure during this time was Slight. . He had never 
been sensitive to the sun. On the eighth day a morbilliform 
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rash appeared ; this was not itchy. It was confluent on the 
back, chest, and outer upper arms. Below the waist it was 
scantier, with a cluster of lesions over each trochanter. There 
was little if any involvement of the bronzed parts—face and 
forearms—or of the legs. It faded in 3 days. On the seventh, 
eighth, and ninth days he had a fever up to 103°, with head- 
saches, backache, anorexia, and conjunctivitis. This was con- 
sidered to be phiebotomus fever, an epidemic of which was 
raging at the time. 


Case 7 received sulphapyridine for non-specific urethritis, 
4g. daily for 8 days, most of which time he was in bed, but 
sometimes up in a shirt with elbow-length sleeves and long 
trousers. He.denied being in the sun without a shirt in the 
past.2.months. He had never sunburned easily. On the eighth 
day an itchy maculo-papular rash appeared, lasting 3 days. It 
was generalized—being maximal on the back above the waist 
and the forearms, and minimal in the axillae, The tempera- 
ture rose to 99.4°. 


_ Case 8 received sulphapyridine for gonorrhoea, 26 g. in 7 
days. Sun exposure and previous sun sensitivity were denied. 
On the eighth day the patient developed a roseoliform eruption, 
very itchy, and confluent on the outer upper arms and the 
trunk above the waist. It also involved the trunk below the 
waist, the arms and legs, most of the lateral pelvis, and thighs, 
ankles, and dorsum of the feet. Accompanying this was a 
suspected attack of phlebotomus fever. 


Case 9 received sulphanilamide for non-specific urethritis, 
3. g. daily for 10 days. There had been little exposure to the 
sun. Previously he had always sunburned easily. On the 
eighth day a rash ‘appeared, consisting of maculo-papules 
running together into an erythema with wheals in it. . The con- 
figuration was morbilliform and in places circinate. There was 
itching. The rash was maximal on the face, neck, upper trunk, 
forearms, and dorsum of the hands. It was present on the 
lower trunk, palms, legs, and thighs over the trochanters ; but 
was absent from the bathing-drawers area and the left wrist. 
where a watch was worn. The exposed parts were not spared. 
The rash faded in 8 days, desquamation occurring on the face 
from the fifth day onwards. For 5 days he had malaise, 
fever up to 101°, and a distinct air-hunger. 

_ Case 10 received sulphanilamide for a tonsillitis of 2 days’ 
duration. The last exposure to sunlight had been 3 days 
previously, in shirt and shorts. He had never sunburned easily 
and was accustomed to going about in singlet and shorts. For 
2 days 1 g. of the drug was given 4-hourly. On the evening 
of the first day a rash appeared on the upper trunk and upper 
arms, and then. spread all over. Seen for the first time on the 
fourth day, the eruption consisted of erythema, vesiculation, 
and, in. the worst places, profuse weeping and desquamation. 
Behind the ears a typical streptococcal intertrigo had super- 
vened. Itching was severe. Its distribution was maximal on 
the face, the neck and shoulders’ where left uncovered by a 
singlet, the outer upper arms, the forearms, thighs, and legs. 
It was less marked on the chest and back, inner upper arms, 
and the feet. It was completely absent from the bathing- 
drawers area. At this stage the patient also showed an intense 
catarrhal stomatitis, glossitis, and pharyngitis, considerable 
prostration, and a fever of 102° for 10 days. The rash finally 
subsided in 2 weeks. 

Discussion 

Sulphanilamide was responsible for most of the milder cases 
(16 out of 17). The more severe cases were caused by sulph- 
anilamide and sulphapyridine in equal numbers (5 of each). 
This greater incidence with sulphanilamide has been reported 
before; but in our cases it may have been due to the fact that 
only sulphanilamide patients were ambulant. In the largest 
series of cases in the literature at our disposal—that of Erskine 
(1939)}—eruptions usually appeared at the eighth to tehth day, 
lasted 1 to 7 days, and were irritable in 20 out of 36 cases: 
although the majority of his cases were not described as light- 
sensitive, these features are in close agreement with our own 
observations. 

Case 10 above merits separate discussion. It differs con- 
spicuously from the remainder in its onset on the first day 
of chemotherapy, without sunlight exposure. Yet its distribu- 
tion left no doubt as to its photosensitive character, affecting 
sites in order of their previous exposure to light. This early 
onset suggests an allergic origin. Epstein (1939) has described 

„two types of photosensitivity from sulphonamides. _Irradiating 
‘with ultra-violet light the site of an injection of sulphanilamide, 
he obtained an erythematous reaction. In the same subject 
ater, irradiation of another injection site produced a 
more severe, prolonged, and exudative reaction, to which he 













gave the name “ photo-allergy.”..Our own case was also 
atypical in its exudative nature. 


Summary and Conclusions 

In their power to cause an eruption in parts previously ex- 
posed to the sun sulphonamides resemble pellagra. -, 

In all, 27 cases of light-sensitive sulphonamide eruption are 
described, 21 due to sulphanilamide and 6 to sulphapyridine. 
These represent 3.4% of the total cases treated with these 
drugs, under conditions favouring considerable exposure to 
constant strong sunlight. About half the cases occurred daring 
July and August. : 

Photosensitivity occurs. from the eighth to the tenth day of 
administration. Two cases were found to be photosensitive 
2 days after stopping chemotherapy. It therefore appears that 
patients given sulphonamides for more than 6 days are possible 
victims of sunlight eruptions. A 

In many cases the presence of melanin is a protection against 
these eruptions. Three observations support this: (1) about 
one-third of the cases are subjects who sunburn easily ; (2) the 
bronzed parts of the body tend to be affected less than the 
others; (3) no eruptions have ever been seen in Maoris, who 
comprised about 100 of the 800 cases treated during the 12 
months. p. 

The following parts are affected in order of severity: 
(a) parts exposed to the sun during chemotherapy ; (5) parts 
exposed in the past; (c) pressure points, such as the great 
trochanters ; (d) least of all, parts always kept covered, such 
as the bathing-drawers area. : 

The commonest lesions are erythematous papules in a 
morbilliform or roseoliform pattern, ‘becoming confluent. 
Itching varies (severe in 5, moderate in 7, slight in 9, absent 
in ©. Less common lesions are oedema, urticaria; vesication, 
pustulation, and desquamation. ` 

Drug fever and other toxic effects are common accompani- 
ments (12 cases). 

Most rashes subside in 2 to 4 days, 

Further chemotherapy.—Avoiding exposure to sunlight, 6 
cases completed their courses of chemotherapy and 3 had 
further courses later without ill effects. In ‘the milder cases, at atl 
events, a rash is no indication for discontinuing the drug, 
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CHRONIC LEG ULCER IN PURPURA 
HAEMORRHAGICA 
REPORT OF TWO CASES 
BY 


L. J. WITTS,. M.D, FRCP. S) 
Nuffield Professor of Medicine, University of Oxor 


The association of chronic ulcer of the leg with spleno- 
megaly seems too frequent to be a mere coincidence, though 
the reason for it is not known. It has been described in 
sickle-cell anaemia, acholuric jaundice, Gaucher's disease, 
splenic anaemia, and Algerian splenomegaly. Last Decem- 
ber I had two patients with essential thrombocytopenia, 
both of whom had had chronic ulcers of the leg. Although 
I had previously seen patches of purpura. break down 
and ulcerate in patients who were acutely it, the 
occurrence of chronic ulderation of the legs waa new 
to me. The spleen was not palpable in either of these two 
patients, but in view of the important part which the spleen 
plays in purpura haemorrhagica, the cases s¢ert worth 
reporting as a further contribution to this odd chapter of 
medicine and surgery. ; 28 
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Case Reports 


Case 1:—A woman aged 21 was admitted to hospital because 
of menorrhagia. She had had the trouble ever since her periods 
started at the age of 12, At 15 there appeared on the left leg 
an ulcer which was very indolent and did not heal for more 
than twẹ years. During this time it gradually increased in 
size until it measured about 10 by 5 em. When she was 17 a 
similar ulcer appeared on the right leg, but cleared in a shorter 
time. Neither had broken down since. On the lower third of 
both legs there were large thin paper-like scars. There was no 
surrounding discoloration, and the scars were not tender. As 
the patient had only 19,000. platelets per c.mm., splenectomy 
was advised, and a spleen weighing 284 g. was removed by 
Mr. Elliot-Smith. The patient made an excellent recovery. 
She was completely relieved of all symptoms, and seven months 
after operation her platelets numbered 338,000 per c.mm. 

= Case 2:—A man aged 26 was admitted to hospital because of 
excessive bleeding after incision of a boil. All his life he had 
been subject to excessive bruising and bleeding. He had had 
chronic ulceration of the legs for 8 to 10 years. This had been 
treated without success by elastoplast and other methods used 
for varicose ulceration, though there was no varicosity. His 
story. was that the lesions began as a red patch in the skin, of 
small size, changing to a light chocolate colour and coalescing 
with other similar areas. The skin then became thin and papery 
and might ulcerate. Once the chocolate stage was reached it 
never returned to normal, When he.was up and about his 
ankles became oedematous and his legs ached. He often had 
to give up work on this account. On examination there were 
numerous small brown patches on the lower parts of his legs 
and on his feet. On the inner side of the left heel there was a 


` larger area which had ulcerated at the centre and was covered 


with a thick brown scab. In the middle and lower thirds of 
the anterior aspect of the right leg there was a saddle-shaped 
lesion about 15 cm. in length, which was chocolate-coloured 
and ulcerated in its lower part. There were no bruises or 
purpura elsewhere on the limbs or body. As his platelets were 
usually below 20,000 per c.mm. splenectomy was advised, and 
Mr. Elliot-Smith removed a spleen weighing 122 g. Unfor- 
tunately the operation was not followed by any significant 
rise in platelets and there was only temporary healing of the 
ulcer, attributable to the rest in bed. Six months after the 
operation, although the bleeding time had fallen from 15 
minutes to 3 minutes, there were still only 54,000 platelets per 
c.mm. and the ulcer of the right leg had broken open again. 


Three out of every four negroes with sickle-cell anaemia 
have chronic ulceration of the legs (Cummer and LaRocco, 
1940). Unfortunately the early stages of the lesion have not 
been observed, and by the time the ulcers come under. medical 
care they are described as punched-out chronic ulcers with a 


. base of granulation tissue. They respond to symptomatic treat- 


ment, but are likely to relapse owing to the intractable nature 
of the underlying malady. In acholuric jaundice ulceration 
of the legs is a much less frequent complication, though at 
least 18 cases had been recorded by the beginning of 1939 
(Taylor, 1939). The lesions, which are commonly near the 
intern: malleolus, begin as a dusky-blue area which breaks 
down in the centre. A ring of bluish cyanosis or dark pig- 
mentation circumseribes the lesion. Vaughan and Turnbull 


` (1936) described ulcers with pigmented margins and scars with 


pigmented borders ; microscopical preparation showed that the 
cermis for a considerable distance beyond the margin was 
densely infiltrated with plasma, cells and contained numerous 
macrophages loaded with granules of iron, while its vessels 
were greatly engorged. The French authors who reported 
chronic ulceration of the legs in splenic anaemia (Grégoire 
and Emile-Weil, 1929) and Algerian splenomegaly (Lombard 
and Nanta, 1928) thought that the leg ulcer was primary 
and formed.the portal of entry for bacterial or mycotic infec- 
tion, but this idea-is not in keeping with modern views of 
the pathology of splenomegaly. In the cases which I am 
reporting the lesion appeared to begin as an extravasation of 
red blood cells with subsequent ulceration over the purpuric 
area. It is very similar in appearance and pathology to the 
pigmentation of the legs in Gaucher's disease (Bloem, Groen, 
and Postma, 1936). It is clear that thrombocytopenia is not a 
common factor, for the platelets are normal in acholuric jaundice 
and sickle-cell anaemia. Nor is the ulceration explained by the 
anaemia, for chronic ulceration of the legs has not been 
described in pernicious anaemia or chlorosis. Mere size of 
the spleen is not significant, inasmuch as ulceration is absent 
in “the gross splenomegaly of leukaemia and present with 
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operatich in similar cases. 
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CHIP FRACTURES OF THE OS 
TRIQUETRUM (CARPAL CUNEIFORM) 
£ BY Fa ays 


T. J. FAIRBANK, M.B., B.Ch., F.R.C.S. 
Major, R.A.M.C. 


Eleven fractures of the os triquetrum have been seen ‘out 
of a total of 86 wrist injuries referred to a small fracture 
clinic during the Jast year. This gives a false impression 
of their relative frequency, in that all triquetral fractures 
were sent to this clinic while many other wrist injuries 
were treated elsewhere ; nevertheless, they are much more 
common than, was previously supposed. Greening (1942) 
has recently stressed this frequency, quoting 20 out of 580 
wrist injuries seen at Charing Cross. Hospital during two 
years. He has described how the bone may be crushed 
between the pisiform and the lower end of the ulna, classi- 
fying the fractures according. to their x-ray appearances, 
and giving a full bibliography, to which unfortunately there 
is no access in this station. A Study of the cases seen here 
agrees largely with his analysis, but has brought. out certain 


differences which it is proposed to describe. 
fractures 10 were small chips or flakes about -in 
diameter separated from the middle of: the ulnar dorsal 
border ; the eleventh was a complete fracture. through the 
middie of the bone in the sagittal plane with no displace- 
ment. In no case was there any other’ associated bone 
injury. 








Aetiology: a. 

All were due to a fall on the hand, one in volar flexion, the 
remainder in dorsiflexion. Six of the latter gave the following 
clear-cut history: Each patient said that he was walking down- 
hill when his feet skidded forwards; he then fell backwards 
on to his outstretched hand, was unable to save himself, and 
finished up on his back. They were unable to. remember in 
which direction their fingers were pointing, but it is suggested 
that they were pointing outwards to the side, that the first 
strain was one of dorsiflexion, immediately followed by forcible 
ulnar deviation as they rolled backwards over the ulnar border 
of the hand, and that this is the trauma par excellence that 
would. crush the os triquetrum against the lower end of the 
ulna. All the patients were soldiers, their ages varying from 
23 to 37. In this station the roads are steep and the asphalt 
often slippery, and boots with hobnails polished smooth take 
little grip. Although one-third of all the wrist injuries. seen 
occurred in men of the Royal Navy there were no triquetral 
fractares among them, an immunity possibly due to the plain 
leather soles of Naval footwear. 


Physical Signs and X-ray Appearances , 
.The patients presented a stiff weak painful wrist with maxi- 
mum pain, swelling, and tenderness over the dorsum of the 
os triquetrum. In only one was the fragment palpable. A 
combination of dorsiflexion and ulnar deviation. was typically 
the most painful passive movement. Only two men had signs 
of a sprain of the ulnar collateral ligament: the history of 
their injuries and the x-ray appearances confirmed. the presence 
of an avulsion fracture in each case. 
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` At x-ray examination the chip fractures were best seen in the , 


lateral and were invisible in the antero-posterior view. From 
the lateral it was not always easy to say whether the fragment 
had come from the dorsum of the os triquetrum or of the 
lunate ; the oblique view, which is most important, showed the 
site of fracture in every case. This point was specially studied 
in view of the high figure (59 out of 1,106) for avulsion frac- 
tures of the posterior process of the lunate in Schnek’s series 





Fic. 1.—Pte. A.: Oblique view. Fic. 2.—Pte. A.: Lateral view. 





Fic. 3.—Pte. B.: Oblique view. Fic. 4.—Pte. B.: Lateral view. 


as quoted by Böhler (1935). In the lateral view they varied 
from a minute flake to an oval fragment 4 mm. in greatest 
diameter. In the two men with ulnar collateral ligament damage 
the fragment had been pulled proximally ; of the remainder 
it lay over its bed in 3 and had been pushed distally in 5. 
In no case were there any radiating cracks or fissures through 
the rest of the bone. The accompanying radiographs show the 
largest and the smallest fragments. 


Treatment and Results 

No attempt was made to reduce any displacement, which 
was never pronounced. The one complete fracture was im- 
mobilized in plaster-of-Paris for 15 weeks before union showed 
radiologically. The patient returned to full duty 4 weeks later. 
Eleven months after the injury the wrist was normal except for 
slight tenderness in the triquetral area. 

The two avulsion fractures were also immobilized in plaster. 
one for 4 weeks, the other for 9 weeks; these men were fit 
for all duties respectively 7 and 10 weeks from the injury. 
Nearly a year later they were both trouble-free, but one has 
limited flexion and very occasionally local pain; in his case 
x-ray examination at 6 months showed union incomplete, but 
at 12 months union had taken place. 

With the exception of one man with a severe sprain put in 
plaster recently and still under treatment, the remainder (7 cases) 
were treated with elastoplast strapping only, and were fit for 








full duty in 1 to 28 days, the average time being 10 days. They 
have been “followed up” for periods varying from 2 to 12 
months. Of the 7, 4 are now normal in every way, one is 
normal except for slight limitation of flexion, and the other 
2 suffer no inconvenience but still get slight pain on forced 
dorsiflexion. Radiographs show union to have takeneplace in 
all of them, although in some it was slow and still appears 
to be incomplete. 


Conclusions 


With such a small series it is impossible to draw wide con- 
clusions, but the figures agree with those of Greening in showing 
that the fracture is more common than was formerly supposed. 
It is usually due to forcible dorsiflexion and ulnar deviation 
of the wrist, frequently the result of a backward fall on the 
outstretched hand. In x-ray diagnosis the oblique view shares 
importance with the lateral, and the chip of bone appears to 

',be pushed off more often than pulled off. In the former the 
prognosis is excellent and recovery very rapid with minimal 
treatment ; although bony union may be delayed, immobilization 
does not appear to be necessary. The avulsion fractures, how- 
ever, involving as they do damage to the ulnar collateral 
ligament, are more serious injuries and require longer treatment. 
It was a little surprising that the one complete fracture took 
so long to unite when immobilization was carefully maintained 
in a patient who had been using his hand to the full. Slight 
symptoms may persist for many months, but they do not 
interfere with the activities of the patient. 

My thanks are due to Colonel J. R. N. Warburton, M.C., A.M.S., 
and to Colonel W. A. Jackman, A.M.S., for permission to publish 
these cases, and to Major W. N. Brown, R.A.M.C., for his unfailing 
patience and excellent radiographs. 
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Medical Memoranda 








Pneumococcal Meningitis successfully treated 
with Sulphapyridine 


The following case, in which the chief features were the sudden 
onset and the rapidity of cure with sulphapyridine, is reported 
in order to draw attention to the possibility of lowering the 
mortality rate of pneumococcal meningitis. 


CASE REPORT 


An unmarried woman aged 21 was admitted to hospital at 
11 a.m. on Feb. 17, 1940. On Feb. 15 she had not felt very well, 
and on the 16th had sent for her doctor, who diagnosed 
influenza. Some spots were then present on her armseand legs 
and she also complained of diplopia. At 3 a.m. on the 17th 
she was very restless and started getting out of bed. She 
vomited 3 times, and by 5 a.m. was definitely unconscious. 

On admission the patient was found to be comatose but very 
restless. Her head was retracted and her knees and hips 
flexed. She was lying on her side and giving out occasional 
meningeal cries. There were spots of an erythematous nature 
on her legs, and she was incontinent of urine and faeces. 
According to her mother she had not passed urine for 12 hours. 
It was difficult to examine her very thoroughly, as she was so 
restless, but there was definite evidence of squint and ptosis 
of both eyelids, the left being more marked than the right. 
Kernig’s and Brudzinski’s signs were positive, Babinski’s sign 
was flexor, and the abdominal reflexes were absent. The only 
abnormal finding in her chest was evidence of slight consolida- 
tion at the left base. Her tongue was furred. 

Under general anaesthesia 12 c.cm. of soluble sulphapyridine 
(equivalent to 4 g. of the drug) was injected intramuscularly. 
Lumbar puncture was performed, and turbid fluid ran out 
under considerable pressure, too high to measure with a mano- 
meter. A deposit soon settled at the bottom of the 40 c.cm. of 
cerebrospinal fluid that was taken, and from this deposit a slide 
was made which demonstrated extracellular pneumococci. 
There were 25,000 cells per c.mm., mostly polymorphs, with 
occasional red cells and macrophages ; protein, 0.5 g. % ; sugar, 

‘trace only ; chlorides, 725 mg. per 100 c.cm. Urine showed 
albumin+, sugar +, and acetone+ ; its specific gravity wag 1020. 
By 9 p.m. the patient was notably improved. ereas 
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previously she had been quite unconscious, she now recognized 
her doctorand was able‘to answer questions. A further injec- 
tion of 12 cem. of soluble sulphapyridine was given and pot. 
brom. 30 er. and chloral 15 gr. were administered by mouth. 
Feb. 18.—The patient had passed a fair night, but was still 
very restless. She had drunk about 35 oz. of fluid since admis- 
sion and*had been incontinent of urine and faeces. She now 
knew where she was. Her colour, which had been pale and 
somewhat cyanosed, was improved. The pulse was good and 
the blood pressure 80/50. Kernig’s sign was positive ; Brudzin- 
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ski’s and Babinski’s signs were negative. The head was still 
retracted, and there was still marked squint and ptosis. Slight 
papilloedema of both disks was noted. The white blood cells 
numbered 20,000 per c.mm.—-76% polymorphs, 22% leucocytes. 
The urine was normal. Lumbar puncture was performed under 
general anaesthesia, 40 c.cm. of fluid being run out under 
pressure too high to read with a manometer. The. fluid was 
considerably less turbid, and intracellular pneumococci were 
demonstrated. An injection of 6 c.cm. of soluble sulpha- 
pyridine was given intramuscularly in the morning and again 
in the evening. 

Feb. 19.—-The patient’s condition was still improving. She 
had no headache, but complained of stiffness in her neck. She 
still rolled about a great deal in bed, and kept her knees well 
drawn up. Lumbar puncture was performed under general 
anaesthesia, 25 c.cm. of less turbid fluid being drawn off under 
pressure still too high to read with an ordinary glass manometer. 
500 red cells and 500 white cells were found per c.mm. ; pro- 
tein, 0.08 g. %; chlorides, 760 mg. per 100 c.cm.; sugar, 
positive ; Nonne-Apelt reaction, slightly positive. 
soluble sulphapyridine was administered intramuscularly in the 
morning and again in the evening. Altogether 48 c.cm. of the 
soluble substance was administered in 3 days. The fall in 
temperature over this period can be seen from the Chart. 

Feb. 20.—Lumbar puncture was performed under local 
anaesthesia and the fluid ran out at the rate of about 1 drop 
in 3 seconds, now being clear. The general condition of the 
patient was much improved, but Kernig’s sign, head retraction, 
and ptosis of both eyelids, as well as diplopia, were still present. 
The squint was less marked. During the 24 hours 2 g. of 
sulphapyridine ‘was administered by mouth. 

Feb. 21.—The findings were similar to those of the previous 
day, but lumbar puncture was not performed. The blood 
pressure was 120/70. 2 g. of sulphapyridine was given by 
mouth. . i 

Feb, 32.—A blood count showed 6,400 leucocytes per c.mm. 
There was no head retraction, Kernig’s sign was negative, and 
slight ptosis and slight “blurring” of vision were still present. 

Feb. 23.—Sight quite normal. No ptosis. Felt quite well. 

May I, 1942-—īt has been ascertained by one of us 
(Œ. W. M. W.) that this patient has remained quite well ; there 
have been no sequelae, and it is interesting to note that she is 
now serving with the Forces. . 


We wish to thank Dr. C. M. Hinds Howell for his kind advice 
throughout this case, 


E. W. Meurig WILLIAMS, M.B.. B.Ch.. B.Sc., 
Member of Hon. Medical Staff. 
ELruor Pritiep, M.R.C.S., L.R.C.P., 


Harrow and Wealdstone Hospital. Late House-surgeon. 








In a bronchoscopic investigation of asthmatic children E. L. van 
Loon and S. Diamond (Amer. J. Dis, C. hild., 1942, 63, 217) found 
no support for the theory of a bronchospastic origin of the wheezing 
and. dyspnoea. Admitting that the bronchoscopist cannot explore the 
small peripheral bronchi: and bronchioles, they agree with Jackson 
that spasmodic contraction of such small bronchi is hardly com- 
patible with the production of a wheeze audible at the open mouth. 
In 160 asthmatic children non-specific inflammatory changes were 
observed in 91, and in 20 in whom bronchography was done 5 were 


found to have bronchiectasis. The only constant feature found in- 


children examined during an attack was the presence of a thick 
viscid®stcretion within the bronchial lumen. 
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PULMONARY TUBERCULOSIS 


Pulmonaty Tuberculosis and its Treatment. By Hans Jacob Ustvedt, M.D. 
Translazed by A. L. Jacobs, M.R.C.P. With a foreword by W. D. W. 
Brooks. D.M.. F.R.C.P. (Pp. 252. 28s.) London: John Bale Medical 
Publications, Lid. 1942. 

Dr. H. J. Ustvedt has written an extremely interesting volume 

on pulmonary tuberculosis, and, especially on the side of treat- 

ment, has gathered together a great many facts and observations 
which are well placed in the making of a readable book. He 
has evidently studied tuberculosis with a critical eye to the 
types prevalent at different ages and to the varying modes in 


, which the disease tends to express. itself in persons of means 


on the one hand and those subjected to want om the other. 
He is also prepared to see in immunity and resistance two 
of the principal factors on which the defence of the body 
depends. “ In tuberculosis,” he says, “ as with other infections, 
immunity is the. specific increase in resisting power which the 
organism acquires as a result of the infection. . ... Resistance 
is that power of withstanding the attack of the tubercle bacillus 
which the organism possesses apart from the effects of the 
infection itself.”. This distinction has long been made in 
England, though what Ustvedt calls “resistance” is usually 
spoken of as “natural immunity.” He quotes the findings of 
Heimbeck and of Scheel, already familiar to tuberculosis 
specialists in this country, on the B.C.G. vaccination of tuber- 
culin-megative probationer nurses-at Ullevaal, by which they 
were brought up to the same level as the originally positive 
group—a finding which strongly suggests to him “that it is 
not only resistance but also immunity which is responsible 
for the low morbidity among the positive reactors.” He notes, 
too, the marked effect of environment on the continued 
latency or the progressive development of the disease, citing 
malnutrition, poverty, occasionally pregnancy, strain, and other 
human trials as calculated to lead up- the implanted infection 
to the clinical level. 
Speaking of silicosis and the inhalation of dust, he remarks 
that “if we are to show a causative relation between a ‘single 
factor associated with a particular occupation and the incidence 
of tuberculosis, all the other factors enumerated above "here 
he means the environmental factors which we have mentioned 
——“ must be taken into account. If this is'done it becomes 
doubiful how far silicosis in itself really predisposes towards 
the development of tuberculous changes.” We can only suppose 
that the author’s acquaintance with silicosis is based on a much 
smaller experience than his knowledge of tuberculosis. As to 
the symptomatology of phthisis, his remarks are exceedingly 
valuable and should be read with interest and profit by all 
students of the disease. There is a good description. of tuber- 
culous meningitis—though it is assumed that this is: nearly 
always connected with an attack of miliary tuberculosis—and 
there is no mention of tuberculoma of the brain. The author 
might well acquaint himself with the work of Arnold Rice Rich 
of the Johns Hopkins Hospital and of others on this subject. 
In the book under review the question of treatment practically 
resoives itself into a consideration of collapse therapy. This 
concentration on what is perhaps the only type of treatment 
that counts at present is right and proper in a book intended 
to be a modern expression of the tuberculosis problem. The 
author very correctly condemns “ high-pressure pneumothorax 
treatment,” but we cannot agree with him that “ the immobiliza- 
tion of the lung is almost entirely illusory” and that ‘ the 
effect of treatment is at all events not related to this factor.” 
Nobody believes that the lung is completely immobilized, but 
it is relatively immobilized by the cushion of air which prevents 
the constant drag of the expanding and contracting thoracic 
wali, and this must go far to explain the good results of 
pneumothorax therapy. We quite agree with him that this 
treatment really amounts to “a mechanical treatment of 
cavitation”; in fact, we are of the opinion that nearly every 
secondary tuberculous affection of the lung is accompanied 
by cavity formation, whether the cavities show in-the radio- 
graph or not. Ustvedt believes in bilateral pneumothorax, and 
devotes a considerable amount of space to this excellent 
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measure., It is a curious side-light on, his limitation to the 
Scandinavian and German literature that he fails even to men- 
tion the name of Parry Morgan, the distinguished Welshman 
who first introduced bilateral pneumothorax to the profession. 

The author records his impression that “there are hardly 
sufficient grounds for, the belief that superinfection is to any 
great extent responsible for tuberculosis morbidity,” and ex- 
presses the opinion that “as for massive infection it appears 
that under éxisting conditions we are justified in disregarding 
this theoretical consideration.” On these issues we might well 
join battle with him, for we regard both types of infection 
as extremely important. But we must not part from Dr. Ustvedt 
on a controversial note. We have read his book from cover 
to cover with the greatest pleasure and we commend it to all 
British tuberculosis officers and general practitioners. A tribute 
should also be paid to the excellent rendering of it into English 
by Dr. A. L. Jacobs. pat mS 


< "THE AUTONOMIC NERVOUS SYSTEM 


The Autonorme Nervous System, By James C. White, M D., and Reginald 

H Smithwick, M.D Second edition, (Pp. 46° 35s) London: Henry 

Kmpton. 1942 . aes i 
The reputation of the Peripheral Vascular and Cardiac Clinics 
of the Massachusetts General Hospital is splendidly upheld by 
the’ second edition of White and. Smithwick’s book on the 
autonomic nervous system, for although they give a compre- 
hensive survey of the contributions made by anatomists, 
physiologists, and clinicians working elsewhere, the, book is 
surély founded upon their own extensive experience!’ Judicious 
pruning of the first edition’ has enabled the authors to add an 


` 


every chapter has been thoroughly revised, those dealing with 
physiology and pharmacology as well as the later ones on the 
clinical and surgical aspects of the disorders of the anatomic 
. system. The authors have wisely stuck to the plan of placing 
the description of surgical technique in a ,separate section of 


1 


the book, for although there have been striking changes in this 


field during the past seven years, the rest of the volume shows: 


how greatly experience- and experiment have altered the 
‘approach to many of the problems of the autonomic system— 
matters of interest not’ to surgeons alone but to all clinicians. 
The work proceeds, and there are still many gaps to be filled, 
but we welcome this volume’as the most authoritative book 
on the subject at the present time.. 


- AMPUTATIONS AND ARTIFICIAL, LIMBS 
Amputations and Artificial Limbs By R D. Langdale-Kelham, M.R cs, 
LR.CP, and George Perkins, FR.CS. (Pp. 96. Ss. net.) London: 
Oxford University Press. 1942. f - 

Here’in the, neat form of the Oxford War Manuals is all 
that the- student and surgeon ‘need know about, amputations 
at the present time. ' The éxperiénce of the authors at the 
Ministry of Pensions Hospital at Roehampton is a guarantee 
of the sufficiency of the information. š 


The strictly surgical aspect of the problem is considered in ' 


AT pages. Such conciseness is only possible by virtue of the 
excision of all dead and dying wood. A sentence from the 
preface shows to what -extent this has been achieved: 
“‘Chopart, Stokes-Gritti, Carden, Smith, Pirogoff, Furneaux- 
Jordan, Farabeuf, Lisfranc, Syme—must they all go? We 
are afraid so, even Syme.” That the desirable amputations in 
the lower extremity could be brought within the bounds of 
three main types has been generally accepted for some time, 
and this book systematizes. the subject'on these lines. 

The authors define the seat of election for below-knee 
amputations as 5+ inches -below knee’ level. For above-knee 
sections they advise thet 10'to 12 inches of femur, should be 
left, measuring from the grèat” trochanter. Their advice on 


the cutting of flaps and the detailed technique of the operation . 


is worth careful study.” Their advice as to when to amputate 
is brief and to the point, though some surgeons would consider 
that they tend to an undue conservatism, at any rate in relation 
to severe injuries ın the lower half of the leg. The chapter 
on the post-operative treatment of stumps is of great, value 
and contains many useful practical. hints; the ‘séctions on 
teaching the patient to use an artificial leg or arm, respectively, 
are particularly interesting.: The latter half of the book is 


’ 


enormous amount of new material in only eighty more pages; -~ 


devoted to mechanical or engineering details of the artificial 
limbs ın current use. Much of this information made available 


from the authors’ extensive store will be new to many surgeons. ' 


This brisk and confident volume can be recommended to 
the student; but it is to the surgeon who hitherto ,has had 
little practical experience of the subject that it will grove an 
invaluable source of sound advice. a 


ORBITAL TUMOURS 


Orbıtal Tunors ? Results Following the Transcramal Operative Attack 
Walter E. Dandy. (Pp 168 25s) London: H. K Lewis 1942. 
Tumours of the orbit present considerable difficulties in 
diagnosis and treatment, and when examined histologically a 
proportion of such tumours prove to be inflammatory masses— 
the so-called pseudo-tumours of the orbit. Small masses 
situated anteriorly in the orbit are fairly easily removed by an 
incision through the conjunctiva or the lid, but deeply situated 
tumours have taxed the ingenuity of *both ophthalmologists 
and general surgeons. The classical Krénlein operation was 
devised to allow access to the deeply situated tumours, and 
the large number of modifications that this operation has 
undergone provides a doubtful testimony fo its efficacy. More- 
over, when a deeply-situated tumour is exposed by the Krénlein 
operation, or some modification of it, complete extirpation of a 
neoplastic mass is more often assumed than seen. Clearly 
this’ is an unsatisfactory state of affairs, particularly in the 
light of pathological investigations, which have shown that 
many orbital tumours are orbital extensions of intracranial 
growths. It was only by slow degrees that the obvious proce- 
dure of an intracranial approach to the orbit allowing inspection 
of both intracranial and orbital contents was evolved. 
Dr. Dandy in, this valuable monograph tells of how at one 
intracranial operation he was forced to open the orbit and of 
his fears that a pulsating exophthalmos would inevitably 
follow. ‘The almost trivial incident through which intracranial 
exposure of.the orbit came to be elaborated is but an illustra- 
tion that in the hands of a master a difficulty becomes the key 
to a solution. Ophthalmologists and ‘neurosurgeons alike owe to 
Dr. Dandy an operative procedure which is giving increasingly 
satisfactory results in competent hands. The present mono- 
graph is largely a record of twenty-five cases studied at opera- 
tion, together with seven additional non-operative cases. This 
group, probably the largest that any individual surgeon has 
. dealt with, reflects the difficulties in pathological classification, 
no fewer than fourteen different conditions being met with ; 
only 20% of the cases were confined solely to the orbit. 
Malignancy of some degree or other was present in most cases ; 
in only three of them could one be sure of a permanent cure. 
The operative approach is similar to that for the pituitary: 
the roof -of the orbit is removed after evacuating the cisterna 
chiasmatis:; retraction `of the frontal lobe then provides 
‘sufficient room. A considerable simplification of the operation 
has come about through the introduction of avertir With 
avertin anaesthesia the brain does not swell as it does with 
ether, and a smaller flap can be planned. 


By 





Notes on Books 


' Expectant Motherhood, by Prof. NICHOLSON J. EASTMAN of 
Johns Hopkins University, is published in this country by 
John Murray (price 6s.). “If you are going to have a baby 
you will want this book,” according to the advice given on the 
attractive loose cover in which this little volume is dressed 
Possibly few of our readers will qualify for a copy on this 
basis alone, but all who are engaged in obstetrical work will 
be interested in Prof. Eastman’s compilation. It is written in 
the hope of dispelling ‘that widespread ignorance which causes 
so much fear, anxiety, and at times needless suffering to preg- 
nant women and women in labour. For this reason it 1s written 
simply and with a sympathetic kindliness that cannot fail to 
appeal to its readers. Much more information is given than 
one woman will need to know on subiects ranging from the 
symptoms and signs of pregnancy to the care of the unborn 
babe. Controversial matters such as anaesthesia and analgesi 
‘in labour are wisely and fairly handled in. such a way that both 
sides of the problem are presented to the patient while still 
leaving freedom of choice and action to the doctor she has 
engaged. This~1is a book which could be recommended, with 
confidence’ to expectant mothers. e 2 
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THE SULPHONAMIDES IN OPHTHALMOLOGY 


Though the interior of the eye is prone to a variety of 
inflammatory reactions, microbial infection is not common, 
and when it occurs if generally leads to rapidly destructive 
panophthalmitis. The sulphonamides, with their largely 
selective actions on the streptococcus, pneumococcus, 
i meningococcus, and gonococcus, would not, therefore, 
appear to be promising in combating anything beyond 
the microbial ‘infections. of this type seen in the con- 
-7 junctiva. Actually, the clinical use of the sulphonamides 
in ophthalmology has been both unexpectedly successful 
and disappointing. , The most striking results are seen 
in ophthalmia neonatorum. Here sulphanilamide itself 
proved rather erratic, and more was hoped from sulpha- 
pyridine with its greater selectivity for the gonococcus, the 
causal organism in some 30% of cases. In practice 
sulphapyridine proved remarkably effective in all types of 
ophthalmia neonatorum, in the staphylococcal no less than 
in the gonococcal type’ or in inclusion blennorrhoea.? The 
results in ophthalmia neonatorum are so uniformly good 
that bacteriological examination to establish the identity 
` of the causal organism is almost superfluous ; in all cases 
a clinical cure may now be expected in as many days as 
weeks were formerly needed. With appropriate treatment, 
as recently recorded in these columns,’ ophthalmia neona- 
torum should cease to carry dangers to sight from corneal 
complications. Equally gratifying results are obtained in 
purulent conjunctivitis in older children and adults; this 
is clearly the case in gonococcal and meningococcal 
infections, but is less fully established for staphylococcal 
infection. Hypopyon keratitis, generally caused by the 
pneumococcus, often responds well to treatment, but 
failures are not uncommon. In trachoma, early reports* 
raised hopes of a quick cure of this ‘stubborn infection, a 
hope supported by the efficacy of the sulphonamides against 
the allied virus of lymphogranuloma inguinale, but it would 
appear that the sulphonamides are merely a valuable adju- 
vant to the classical methods of treatment, acting, perhaps, 
only by their effect on the secondary infection which is 
almost always present. 

Isolated case reports have been published on the value 
of the sulphonamides’.in a variety of severe intra- 
ocular infections, including sympathetic ophthalmia and 
panophbthalmitis.*. There is more convincing evidence of 
their efficacy in post-operative inflammation and in infec- 
tions seen in perforating injury of the globe with retained 
foreign bodies.” Good results are seen in many cases of 
acute iritis and iridocyclitis, though unfortunately this is 
not the rule, while in chronic iridocyclitis and uveitis, even 
when presumably due to the gonococcus,° the results are 
disappointing. Good results are also reported in-herpes of 
the cornea.’ In orbital infection and dacryocystitis the 


1 Sorsby, A., Hoffa, E. L., and Smelle, E. W. British Medical Journal, 1942, 1,323. 
*2 Thygeson, P. Arch. Ophthal., Chicago, 1941, 25, 217. 

3 Kirk, R., McKelvie, A. R., and Hussein, H. À. Lancet, 1938, 2, 994. 

4 Guyton; J. S , and Woods, A. C. Amer. J Ophthal., 1941, 24, 428. 

+ Woodruff, H. W. Illin. med. J., 1940, 78, 418. 

s Guyton, J. S. Amer J. Ophthal., 1939, 22, 833. P 

7 Kigefeld, G. Quoted by Jasseron and Morard, Arch. d’Ophtal , 1940, 3, 875 
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sulphonamides are valuable but do not lessen the need 
for evacuating pus_where this has formed. There is an 
isolated case on record of recovery from orbital cellulitis 
complicated by meningitis." Remarkably few ocular com- 
plications have been recorded from.the widespread use of 
sulphonamides. An early report’ suggested the danger of 
optic nturitis, but a transitory myopia appears to be the 
one frequent complication encountered.’ 

Experimental studies have been more concerned with 
assessing the level of concentration that the various 
sulphonamides’ reach in the ocular tissues than with the 
efficacy of these drugs in different experimental infections. 
There is substantial evidence that they are effective in 


` streptococcal infection,” and possibly in infection due to the 


Koch-Weeks bacillus (H. influenzae)? Some work has 
also been done on B. pyocyaneus infection, but the evidence 
is conflicting. Corneal lesions produced by intracorneal 
inoculation with staphylococcus appear to be favourably 
influenced by the local application of a soluble sulphanil- 
amide.’* The work dealing with levels of concentration of 
the sulphonamides in the eye has followed two distinct 
lines—one concerned with assessment of the relative value 
of the various sulphonamides in reaching the eye and main- 
taining high levels of concentration, and the other aiming 
at a similar evaluation of the various methods of local 
administration. There is probably little difference in 
the aqueous level of sulphanilamide and sulphapyridine. 
Sulphadiazine reaches high aqueous levels (about 75 % of 
the blood level) after an initial lag, but sulphathiazole 
attains distinctly low concentration in the eye, somewhere 
around 20% of the blood level.’* This would imply that 
the value of sulphathidzole in ophthalmology is limited, 
and there are no clinical data to contradict this; in 
ophthalmia neonatorum it has been found less effective 
than sulphapyridine.* As for the relative value of the 
various methods of local application, ointments are more 
effective in giving and maintaining high levels than solu- 
tions.” The complexity of the molecule of the particular 
drug used is also of significance : a complex sulphonamide, 
like prontosil soluble, fails to be absorbed into the aqueous 
when injected subconjunctiyally."* A suitable sulphonamide, 
such as, sodium sulphacetamide (“albucid ”), gives high 
levels in ocular tissues when introduced in fluid form into 
the conjunctival sac, but it is likely that under clinical 
conditions application in ointment form is the better 
method. The values that have’ been reached with local 
application of sulphonamides are distinctly higher than 
those that can be safely reached by oral administration. 
In man aqueous concentration of 20.7 mg. per 100 c.cm. 
has been obtained by the insufflation of sulphanilamide 
powder into the conjunctival sac’“—a value about three 
times that obtainable by oral administration ; in animals 
concentrations many times higher than this are easily 
obtained. ad 
If concentration were the only factor in assessing the 
efficacy of a particular sulphonamide or of a particular 
method of administration, it is clear that local therapy 
with soluble sulphonamides would be the method of choice. 


è Goldenburg, M Amer. J. Ophthal , 1938, 21, 54, 
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10 Mattsson, R. Acta pee. 1939, 17, 314. Brstow,J.H Arch. Ophthal., 
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At Annual Congr. Ophthal. ‘Soc. U.K., May, 1942. 

14 Scott, G. I. Ibid. 
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‘Both clinical and experimental eyidence seem at the present 
to indicate that oral administration, in spite'ʻof its lower 
‘levels of concentration in the ocular tissues, gives much 


more satisfactory results,’ but that, the problem is still . 


undecided is obvious from the ‘somewhat contradictory 
tesults reported at the last annual congress of the Ophthal- 
mological Society. 


` 





i ý THE SHAPE OF A SMELL 

Too often physiology and medicine are linked only in 
the memory of the practitioner. In wartime particularly 
a disorganized practice, the filling up of forms, a call to 
the colours,:in addition to preoccupations with social 
problems and financial ‘perplexities, distract the doctor from 


the foundation of his training, and advances in the true ` 


science of medicine become for him faint echoes from a 
remote campaign. Progress in the more specialized 
technical fields is especially hard to follow, as the com- 
muniqués are usually spiced with new jargon and are often 
reserved to the point of inscrutability. Our attention is 
attracted, however, by the two extremes—the bizarre: and 
the practical—examples of which are to be found ın publi- 
cations'on electrophysiology, once patronizingly called the 
prodigal son of biology, now a fast-growing aid to 
neurologists. a 

One of the earliest and simplest uses of electrophysio- 
. logical methods was in the study of the special senses. An 
animal cannot describe its sensations, and to take the place 
of subjective reports methods have been devised to record 
from the nerves and brain the stream of nerve impulses set 
up when a receptor is stimulated. In this way the 
anatomical distribution of sensory tracts has been physio- 
logically plotted, and, what is more, the means whereby 
differences in strength and quality of stimuli are conveyed 
to the brain have been analysed. It seems that differences 
in strength and intensity are transmitted from receptor to 
brain as variations in the frequency of impulses, each one 
ot which is always the same size. Variations in-quality are 
perceived by selective sensitivity of different end-organs. 
This rule is known to apply to the simpler end-organs of 
skin and muscle, but whether it holds true for the ear, eye, 
and nose is not so certain. The sense of smell particularly 
has puzzled both physiologists and psychologist’, for no 
clear physical basis is known for the elusive and private 
world of odour. ` 

In human affairs smell has degenerated into an aesthetic 
side-show, a pivot for a luxury trade, and it 1s only recently 
that the ability to distinguish between musty hay, geraniums, 
and garlic has regained its status as a factor in survival. So 
ancient in evolution is olfaction that in most-mammals its 
nervous centres have been’ overlaid with a more recent 
acquisition, the neopallium, so that the olfactory nerve and 
cortex are relatively inaccessible to the physiologist’s 
electrodes. This obstacle has been surmounted by 


Prof. E. D. Adrian, O.M.,’ who has pressed into service the” 


common hedgehog, because its simple and unambitious 
brain leaves exposed a part of the pyriform cortex and the 
olfactory bulb. When the animal was lightly anaesthetized 
normal breathing produced a regular series of large 
potential waves in the pyriform area at each inspiration. 
These waves were the result of mechanical stimulation by 
the air of the olfactory epithelium. Their frequency could 
be raised by forcibly blowing air through the nose. When 
a distinct odour, say of cloves or asafoetida, was added to 
the air, these regular waves vanished and their place was 


lJ. Physiol., 1942, 100, 459, 





` taken by small irregular waves. A very strong smell evoked 


a continuous discharge at a higher frequency. In Adrian’s 
experiments ‘the most potent stimuli were the smell of 
decaying worms and cigarette smoke. 

The significant difference between, the results of 
mechanical and olfactory stimulation is that the® former 
has a uniform effect giving large synchronous waves in the 
cortex, whereas the latter is not uniform and has a more 
selective action on different parts of the receptor 
mechanism. Adrian suggests that “different chemical 
stimuli produce different distributions of excitation, and that 
a familiar Smell, like a famuiar sight, 1s “recognized by the 
specific pattern which it arouses in the brain.” If borne out 
by further experiment this hypothesis would bring the sense 
of smell into line‘with other senses, both in the peripheral 
mechanism whereby chemical changes are converted into 
nervous impulses, and in the central nervous processes, in 
which synchronized electrical activity is associated with 
physiological rest or passivity. Even if we cannot yet talk 
of-the shape of a smell we may perhaps look forward to the 
adoption of the “ standard hedgehog” for biological perfume 
assay and the calibration of rival brands of cigarette. Apart 
from this slightly frivolous speculation there are several 
features of the sense of smell which may be explored by 
Adrian’s method. It would be interesting to know whether 
the remarkable degree to which adaptation may occur in 
olfactory sensation depends upon a peripheral or a central 
mechanism. The neutralization of one smell by another 
seems little understood although it is in daily use. 

The generalization that a stimulus capable of arousing 
a discriminatory response also suppresses synchronous 
electrical activity in the central nervous system ıs met with 
again in the application of electrophysiology to neuro- 
logical problems—electro-encephalography. The normal 
resting electro-encephalogram consists almost entirely of the 
synchronous’ electrical rhythm from the visual integrative 
areas, the so-called alpha rhythm. This rhythm, as Adrian 
was the first to prove, tends to disappear when the eyes 
or mind are engaged in discriminatory activity, and the 
human cortex behaves in this respect like the primitive 
olfactory centres of the hedgehog. But synchronous 
rhythms are not the exclusive property of resting normal 
neurones. Abnormal conditions evoke slower rhythms, 
and these can be located in cases of cerebral tumour, brain 
injury, and so forth. The.difficulty in interpreting abnormal 
electro-encephalograms ‘is to be sure of the extent of normal 
variation, and much tedious work must be done to gstablish 
this. In a survey of 900 subjects Wiliams? found that in 
flying personnel of the R.A.F. only 5% showed anything 
which could conceivably be called abnormal, whereas twice 
as many were found in a group of non-combatants of other 
services ; five times as many in a series of psychoneurotics. 
Judged by the same cmiteyia, 60% of all epileptics were 
abnormal—a figure confirming the early results of other 
workers in this country. 

There can be no doubt that the electrical behaviour of 
the brain reflects in a very precise way the constitution and 
potentialities of the nervous system, apart from the presence 
of gross pathological changes. The detail of the picture 
still depends upon the refinement of method and the experi- 
ence and patience -of the observer, ‘but, a powerful tool is 
available to all interested in human problems, from the 
philosopher to the recruiting board. If the hedgehog 
symbolizes for us the idea of defensive lethargy and the 
fighting airmen the very reverse, we can be satisfied that 


“the qualities we most admire, whether in peace or war, are 


reflected by impersonal instruments as an image of vigorous 
individual activity, even in the minute and innumerable 
units of the brain. 


è Lx) 
2 J. Neurol. Psychiat., Chicago, 1941, 4, 257. 
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DR. A. G. NICHOLLS AND THE C.M.AJ. 


Dr. Albert George Nicholls, F.R.S.C., F.R.C.P.C., has 
retired on grounds of health from the post of Editor of 
the Canadian Medical Association Journal and is succeeded 
by Dr.eH. E. MacDermot. Dr. Nicholls was born at 
Shotley Bridge, Co. Durham, and had a most distinguished 
career at Montreal High School and at McGill University, 
and after graduating in arts and medicine was a member 
of the teaching staff of his university for seventeen years. 
He then „became professor of pathology at Dalhousie 
University and director of the Public Health Laboratories 
at Halifax, N.S., and ‚during the last war he was 
D.A.D.M:S. Sanitation with the rank of Major C.A.M.C. 
Dr. Nicholls is the author of some 50 monographs and 
other publications on, medical subjects, and succeeded the 
veteran Dr. A. D. Blackader as Editor. of the C.M.AJ. in 
1929. Under his editorship our contemporary has done 
fine work for Canadian medicine, and he has upneld the 
tradition of cordial good will towards the British Medical 
Association and the B.M.J. A man of wide interests and 
culture and an accomplished wniter and journalist, his 
friendship is valued by many colleagues in this country. 
The Canadian Medical Association has appointed Dr. 
Nicholls Consulting Editor so that he may retain an active 


interest in the C.M.A J., and has paid him the high compli-. 
ment of election to Honorary Membership. According to - 


its constitution there can never be more than 25 Honorary 
Members at any: one time, ' 





OXYGEN POISONING 
The work of Paul Bert,’ Lorrain Smith,” and others has 
established that for very prolonged treatment by ihhalation 
of oxygen the gas should not be given ata higher concen- 
tration than 60% of one atmosphere. Though a great deal 
of recent research has been carried out on this point in 
connexion with the use of oxygen by aviators and its 
administration to patients with anoxia, nothing has occurred 
to alter the above general rule. The only difficulty has 
been to determine for how long the pure gas—that-is, at 
100% of one atmosphere—may be breathed without danger 


to human life. As J. H. Evans and C. J. Durshordwe? and ` 


others have shown, some patients can tolerate the pure gas 
for limited periods with great benefit to their condition. 
It is becoming apparent that the reactions of different sub- 
jects tó the pure gas vary widely. ` As oxygen will diffuse 
less rapjdly through a surface covered with an increased 
‘amount of fluid, pure oxygen is required in such cases so 
that enough oxygen may reach the blood. Some authorities 
have advocated that pure oxygen should not be breathed 
for longer than 48 hours, and, after that, the concentration 
should be lowered to 60%. It is also advised that pure 
oxygen should be given for continuous periods of not more 
than five hours at a time, with intervals at the lower and 
safe pressures. ` 
Lorrain Smith found that prolonged breathing of oxygen 
at a higher percentage than about 70 caused congestion 
and consoldation of the lung ın normal animals, and this 
séemed to establish that the lungs were the main site of the 
trouble. He used mice and sniall birds chiefly, but also 
some rats, guinea-pigs, and pigeons. Some animals were 
more sensitive than others, and the percentage of oxygen re- 
quired to inflict the damage varied with the resistance of 
the individual. Most of the later researches give similar 
findings, but some observers report that death may occur 


` without definite consolidation of the lung. Thus Argyll 


Campbell‘ found that cats were adversely affected when 
1878, Paris © Académie de Médecine. 





1 La Pression Baromeétrique, p 764 

2 J. Physiol , 1899, 24, 19 

3 Aneath and Analges , 1932, 11, 193 
4 Brif]. exp. Path , 1927, 8, M7. 1937,18, 191. - 


subjected for prolonged periods to only 60% of an 
atmosphere of oxygen ; they lost appetite, became much 
weakened, and lost weight rapidly, with a fall of meta- 


. bolsm and body temperature before death. There was 


general wasting of tissue with collapse and congestion of 
some of the alveoli of the lung and the presence of a few 
catarrhal cells, without any sign really typical of pneu- 
monia. He suggested that some poison was formed in the 
lung by the action of oxygen at high pressure upon the 
epithelium. His. rabbits, monkeys, and guinea-pigs, like 
most animals, could tolerate oxygen at 60% without harm. 
Recently J. R. Paine and his colleagues‘ observed that dogs 
could not tolerate prolonged respiration of oxygen at over 
75% of.an atmosphere, and exhibited lethargy, anorexia, 
and dyspnoea. The pathological changes they report are 
congestion: and ‘hyperaemia of the lungs, liver, and kidney, 
pulmonary oedema, and pleural effusion. They suggest, as 
did K. Retzlaff,’ that death might be due to constriction 
of pulmonary blood vessels with some derangement of 
vascular physiology, although there 1s also obvious irrita- 
tion of the respiratory epithelium, They give the literature 
in which evidence was obtained that oxygen constricts the 
blood vessels of the retina and of the brain. However, this 
constriction of the retinal vessels does not always occur, as 
Argyll Campbell and Leonard Hill’ report that Duke-Elder 
could not detect such constriction in their subject after 


, breathing pure oxygen for five minutes. Other factors that ; 


influence , oxygen poisoning, at all events at pressures 
higher than one atmosphere, are external temperature, 
carbon dioxide pressure, and starvation. A. Almeida‘ 
found that starvation promoted resistance to oxygen 
poisoning, and this was confirmed by Campbell,’ who 
observed that a rise of external temperature‘ to 33°C. 
increases sensitivity to oxygen poisoning. He found also 
that thyroidectomy has a protective influence’* and that 
inhalation of oxygen at high pressure, even at 60%, 
increases the carbon dioxide tension in the tissues. Leonard 
Hill demonstrated that when animals breathe carbon 
dioxide at 5% of an atmosphere they become less resistant 
to oxygen poisoning: R. Gesell’ and others have suggested 
that under increased oxygen pressure, with the haemoglobin 
fully saturated with oxygen, the blood cannot remove 
carbon dioxide from .the tissues, and this is a factor in 
oxygen poisoning. However, the problem 1s still far from 
complete elucidation. ' ' 

J. R. Paine and his colleagues, from their results with 
dogs, agtee that the administration of pure oxygen must 
be intermittent and also report on another aspect of the 
subject. They confirm the previous finding of others that 
oxygen inhaled at 95-100% of an atmosphere tends to 
remove the gases—nitrogen, etc—from the obstructed in- 
testne. They give some analysis of the enclosed gas which 
seems to indicate that, during the breathing of oxygen, the 
pressure of carbon dioxide in the free gas may fall tem- 
porarily to a very low level—namely, 0.4%. This is a 
surprising result, for we can find no other evidence that the 


‘CO, pressure within the body or lumen of the gut falls 


below that of the arterial blood, which is normally about 
5% and tends to increase while breathing oxygen both in 
man and animals. Also’ even in pure nitrogen or air freshly 
injected into the stomach or elsewhere the pressure of CO, 
in the injécted gas rapidly rises to that of the arterial blood 
and then exceeds it. Campbell’? reviews the literature to 
1931, and recent researches confirm the main conclusions 


© J. thorac_Surg , 1941,.11, 15 

7 Z. exp. Path. u. Therap , 1913, 14, 391. 
+ J Physiol , 1931, 71, 309. 

8 C r, Soc) Biol., Paris, 1934, 116, 1225, 
9J Physiol., 1937, 89, 17 P. 

10 Ibid , 1937, 80, 91 P. 

11 Quart. J. exp. Physiol., 1933,-23, 49. 
12 Amer. J Physiol , 1923, 68, 5. 

13 PAynol. Rey., 1931, 11, 1. 





SEPT. 12, 1942 


OXYGEN POISONING 


317 


Barns 
MEDICAL JOURNAL 





therein. He tried to remove the carbon dioxide from 
the body of an anaesthetized cat’ by vigorous and rapid 
mechanical inflation and deflation of the lungs with air ; 
after more than two hours of this pumping CO; was still 
present in the arterial blood at a pressure of almost 1% of 
an atmosphere and at a higher pressure still in the tissues. 
Hence the low-figures ‘obtained by Paine and his c8lleagues 
need confirmation. The needle and syringe, method of 
withdrawing samples of-gas from the intestine and other 
cavities holding their normal contents is liable to error 
unless the withdrawal of the gas is carried out with the 
tissue and syringe under fluid to ghut off external air. It 


is also advisable for confirmation to analyse a volume of : 
10 c.cm. of gas in a Haldane precision apparatus rather than 


a bubble in a micro-apparatus. If low results for carbon 
dioxide obtained by Paine and his colleagues are confirmed, 
it is probable that some local fixation of that gas occurs 
in the intestine during breathing of pure oxygen. The 
after-effects of the double operation on the dogs to obstruct 
the gut may also be exerting some local influence. -In any 
case, if supported, the results confirm that among other 
processes the CO,-controlling mechanisms are deranged by 
inhalation of pure oxygen, as several others have noted. 


CHAIR OF CHILD HEALTH AT NEWCASTLE 
The University of Durham has gratefully accepted an offer 


from the Nuffield Provincial Hospitals Trust to provide” 


a grant of £15,000 towards the cost of establishing a Chair 
of Child Health at King’s College, Newcastle-upon-Tyne. 


The Senate and Court have appointed Dr. J. C. Spence 
‘vide him with the assistance necessary to the creation of a 
full teaching and research department. The.Royal Victoria 
Infirmary, Newcastle, and the Babies’ Hospital in that 
city, will ‘co-operate with King’s College by giving all 
possible facilities for the new department, which will be 
concerned with the preservation and restoration of the 
health of children. The Department of Child Health will 
provide undergraduate and postgraduate teaching in child 


health and’ the diseases of childhood ; it will be a centre 
of research’ in those subjects, and will be at the disposal. 


of ‘local piibtic health and education authorities of the 
region, for advice and consultation in the conduct of their 
child welfare and school medical services. 

f PAPWORTH’S, PROGRESS 

Paper shortage’ and “austerity ” are responsible for the 
miniature report on the Papworth Village Settlement for 
1941, but the facts recorded in it show that the settlement, 


voy, 


_in spite of the lamented death -of its founder, Sir Pendrill 


' expansion. 
torium units, and hostel units, and all these, with various - 


Varrier-Jones, has fully maintained its rate of growth and 
Papworth has well-equipped hospitals, sana- 


annexes, cottages, and workshops, form an administrative 
whole—the Village Settlement. The surgical unit (the 
Nelson-Langermann Hospital) has a good record of work, 
and dn attempt is being made to follow up all ‘thoraco- 


-plasties done since its inception in 1936. The out-patient 


department deals with cdsualties and minor ailments among 
the patients and the village ‘population, and also controls 


. the clinics devoted to ante-natal and child welfare, physio- . 


therapy, collapse therapy, and refractions. Sixty-six artifi- 
cial pneumothorax inductions were made and 1,900 refilis 
given during the year under review. The health of the 


village was excellent. Six healthy children were born. 


All children’ of school age and those from 3 to 5 years. 


were examined by x rays, the results confirming the absence 
of, any signs of active tuberculosis. The department of 





14 J. Physiol., 1923, 57, 386. 
J x 


as Professor, and the Council of King’s College will pro- - 


radiology does a large volumé of work. Since 1933 over 
13,000 radiographs have been taken and more than 18,000 
screen examinations made. There is much activity in, the 
research department, the ‘pathological department, and the 


_industrial physiology laboratory. The Research Bulletins 
“recently reviewed in these columns récord the fesults of 


investigations‘completed from time to time. The industries 
comprise wood, leather, fabric, and printing: the work 
has been adapted to wartime conditions. General Sir 
Reginald Wingate has been appointed chairman; the new 


. vice-presidents are Lady Willingdon, Field-Marshal Lord 


Birdwood, and Sir Arthur MacNalty. 


INFORMATION OR PROPAGANDA? 

Last week we printed a. full summary of the Shakespeare' 
Committee’s reports on economy of.medical man-power 
published by the ‘Ministry of Health on Sept. 3, and also 
reviewed the implications of these reports in a leading 
article. On the same day on which the Journal appeared— 
in the Home Counties at least—an account was given in 
the daily papers of a press conference held at the Ministry 
of Health on Sept. 3, and publicity to this was also given 
over the air. We much regret that the official information 
made available to us for transmission to those primarily 
concerned—namely, the doctors of this country—was not 
as complete and as informative as that which the Minister 
of Health-saw fit to give to a press conference which the 
medical press was not invited to attend. Whatever may be 
the motives and reasons of the Government Department 
concerned in taking the general public more fully into its 
confidence than the medical profession -itself;—at least in so 
far as its chief organs of opinion are concerned—we cannot 
escape the conclusion that such lack of co-operation makes 
it less easy tq preserve harmonious relations between the 
Ministry of Health and the doctors who actually carry on 
the work of caring for the health of the people. And this 
is just one incident among others. A recent letter in these 
columns from one who signed himself “ Deputy Medical 
Officer of Health” drew attention to the fact that the 
“ brochure” on diphtheria immunization issued from the 
Public Relations Department of the Ministry ignored 
the. potential services of the general ‘practitioner in the 
diphtheria immunization campaign now being prosecuted. 
At another press conference recently held at the Ministry 
the journalists assembled were-told of the*satisfactory state 
of nutrition existing in the population at large, and the 
Ministry of Health associated itself with the Migistry of 
Food iin claiming the credit for this, but made no reference 
at all to the part played by the practising doctor, whose 
close daily contact with the men and women of the country 
makes it possible for them to partake of the benefits of 
modern medical science. 

The facts given to the press conference—which we have 
had only at second-hand, being obliged to take them from 
press cuttings—are that, in attempting to solve the very 
difficult problem of allocating medical man-power, 800 
alien doctors have been taken into émployment, that since 
the outbreak of war well over 10,000 medical men have 
joined the Forces, that out of a pre-war total of nearly 
19,000 general practitioners in England and Wales alone 
more than 4;500 have gone into war service, and that as 
a net result of this there is now one general practitioner 
for over 2,700 of the population. By scrupulously restrict- 
ing our comment to the information given in the published 
reports ‘we were able to tell the profession only “ half the 
story.” It is difficult to understand why the Ministry of 
Héalth disclosed part of the information in a published 
document and another part—perhaps the most telling part 
—to a lay press conference. We repeat ‘the question, in the 
title of this annotation. ` 
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War Medicine Series. 
The paper printed below is based on a lecture which was 


one of a Series recently given at the British Postgraduate 
. Medical School, Hammersmith. 





TRENCH FEVER - 


BY 


Sir ARTHUR HURST, D.M., F.R.CP. 


It is generally stated that trench fever appeared for the 
first time during the war of 1914-18 and that it then dis- 
appeared, never to be seen again. But there is good reason 
to believe that the disease had long been endemic in parts 
of Poland and that it has persisted there until the present 
day, although it was regarded as a form of malaria or 
influenza by the country doctors, who alone were familiar 
with it. References to a febris quintana appeared in the 
Russian literature a century ago, and the Moldavia fever 
described by Dehio as occurring during the Russo-Turkish 
War in 1877 was almost certainly trench fever. Franke 
stated that he was familiar with the disease vat Lemberg, 
in Galicia, before the last war, but that it was thought to 
be a form of influenza. The first German reference to 
trench fever was made by His in February, 1916; he 
described it as febris wolhynica, having observed it among 
German soldiers in the Volhynia province of Poland, just 
to the north of Moldavia and Galicia. The short form 
was subsequently known in Germany as “ gaiter fever ” 
and the long form as “ five-day fever,” corresponding with 
the earlier febris quintana in Poland. Trench fever was 
probably conveyed by lice-infested.German soldiers from 
the eastern to the western front early. in 1915, quickly 
spreading to the British and French Armies in France 
and Flanders, where its specific nature was recognized py 
,Graham, and subsequently by Hunt and Rankin and by 
McNee, Renshaw, and Brunt, a year earlier than the first 
observations recorded by the Germans and the French and 
two years earlier than those of the Italians. 


The clean clothes provided for all soldiers admitted into 
British hospitals prevented the conveyance of the infection to 
their homes when they went on leave, so that it never reached 
the civilian population in England. After the’ armistice. the 
small army still remaining on the Continent lived under such 
good hygienic conditions that lice infestation, and with it trench 
fever, quickly disappeared, and no further_cases developed after 
the first few weeks of 1919. Since that time it has never re- 
appeared in the British Army. The low incidence of lice 
infestation in the Army in France in 1939 and 1940 would have 
prevented its development even if the disease had become 
endemic there ; but it died out after the last war as quickly in 
all parts of Western Europe as in the British Army. _Since it 
had never occurred in England, the herding: of lice-infested 
people in air-raid shelters did not’ result in the appearance of 
the disease, as it certainly would have done in epidemic form 
had it been endemic in this country. There is, however, some 
evidence to show that trench fever remained endemic in Poland, 
though it was still ‘not recognized as a distinct infection. 
In 1922 the extracellular rickettsia, R. quintana, which is 
believed to be. the causal organism, appeared among the stock 
of 350,000 lice maintained for experimental work on typhus 
fever in Weigl’s Pathological Institute in Lemberg, where ıt 
caused an outbreak of fever among the 50 people employed 
as feeders for the lice. The infection was named Weigl’s 
disease, but it was clinically indistinguishable from the short 
form of trench fever. A similar event occurred in the same 
Polish laboratory again in 1939 (Herzl). It seems likely that 
the laboratory stock of lice became contaminated by the blood 
of feeders who had contracted the infection in Lemberg, where 
Herzl during the second epidemic actually isolated the organism 
in two patients unconnected with the Institute who were thought 
to be “fffering from inflyenza. 


If Weigl’s disease is actually trench fever and if it has really 
continued to be endemic‘in Poland in the period between thé 
two wars, there can be little doubt that it must have reappeared 
in the lice-infested Polish, Russian, and German armies. An 
epidemic of typhus fever is said to be’ Taging in the German 
Army in Poland, the Ukraine, and the Baltic States, particularly’ 
Lithuania. A German announcement in December, 1941, ex- 
plained that typhus-bearing lice had become more numerous’ 
and dangerous since winter began because of the difficulty of 
keeping clean and because the thicker clothing then worn 
harboured more lice, and official Russian reports describe the 
almost universal lousiness of German prisoners. A newspaper 
published in Cracow hag recently stated that all schools in 
Volhynia, where trench fever was first recognized among 
German soldiers in the last war, have been closed because of 
the danger of a typhus epidemic among the children. As trench 
fever, like typhus, is conveyed by a lice-borne rickettsia, it 
seems likely’ that a trench fever epidemic would appear simul- 
taneously ; but the comparatively trivial symptoms might wel! 
not;‘be recognized as those of a distinct disease by medical’ 
Officers working in hospitals crowded with men seriously 
wounded or suffering from typhus. As I have been unable to 
discover whether trench fever was recognized by the Russian 
Army doctors during the last war, although it is certain it must 
have been at least as common among Russian soldiers as among 
the soldiers of the other European armies, it is natural that 
nothing should be known here as to whether it has reappeared 
in epidemic form during the present war. The fact remains 
that it will be of the utmost importance to keep British soldiers 
free from lice infestation if at a later period they come into 
close contact with the Russian Army in the Caucasus or else- 
where, not only in order to prevent typhus but also to prevent 
the much less serious but none the less incapacitating trench 
fever. ; $ 
Trench fever first appeared -in the British Army in France 
in the early summer of 1915. Its incidence rapidly increased 
until ıt accounted for about 15% of admissions into the clear- 
ing stations for all forms of sickness. It was estimated that 
about 45,000 per million men were lost each year by evacua- 
tion fo the base on account of trench fever, and that 90% of 
them were off duty for at least 3 months. It did not occur in 
Gallipoli, but was brought to Salonica in December, 1915, and 
to Mesopotamia in May, 1916, by divisions which had 
previously served in France. 

Pathology : ; 

It was soon recognized that the infection of trench fever was’ 
lice-borne, and later investigations showed that it was caused 
by a rickettsia, R. quintana, which develops in- the lumen of 
the louse’s gut, in contrast with the nickettsia of typhus, 
R. prowazeki, which invades the epithelial cells of its wall. 
Rickettsia is a well-defined group of minute living organisms, 
the position of which in relation to bacteria and viruses is still 
Qncertain. R. quintana multiplies in the louse’s gut and is then 
excreted in the'’faeces. It is transmitted to man when an area 
of skin on which the infected lice have been crushed is 
scratched. The conditions of life in the trenches naturally. 
resulted in its incidence being much higher there than at the 
base, but cases occurred among hospital orderlies and 
occasionally in areas some distance from the front line. 

f ' Symptoms 

The incubation period is between 15 and 25 days. Trench 
fever generally begins suddenly without premonitory symptoms, 
but it is occasionally preceded by a feeling of malaise for a 
day or two. The’ earliest symptom is a severe headache, 
especially frontal and behind the eyes ; this is rapidly followed 
by pain in the lower part of the back and, on the second or 
third day, in the legs: The onset is sometimes extremely 
abrupt: the patient suddenly feels giddy and his legs give way 
under him. He may be very short of breath. He has to fall 
out if marching, and often has great difficulty in returning .to 
camp without assistance. Pain in the neck may occur; it is 
occasionally accompanied by stiffness and’ may be severe enough 
to suggest the presence of meningitis, which cannot be excluded 
without lumbar puncture. The patient generally shivers at the 
onset, but there is never a definite ngor. He is sometimes 
flushed and often sweats profusely. The bowels are regular 


’ 





TRENCH FEVER 





. 


“Sept. 12, 1942 


Awe Ee EMIS Ogee eee ee 
paR ES ESHER eS ess 
o a 2 Se 8 aa CS nY S 
Z anm SEM eo eee eee 
BS @ oe oa aT Oe Se weee RES 
Beek ey, SEEN EH Ss eg 
= SEE yote o eg be D 
E apt GEREN Be fea on 
2205 BSR Se ee BS BO OO ap 
Be y Be ea iaie 
ae ep SER TES SESE .E g 
copu Bi we _ BS“Ee BE 
> Gs foe oe me I 
“o2tegsgegs Saéee"s 
E S k 
Seo FE ggs gE nteg 
2ekfn ee Ge ee -n cad w 
Foz PERLE Eo ah 2 
~ & oes O g w 
codd tng S 9 
3.4504 a “on FE = o 
STSeegcezF5ese E 
ia g ce og 
TK OBss EROH E 
TEETH HE z 
= 
a 8 EET h- £ 
ot. aos 2 
SEO © 
2@ES = 
È v 
f m F= 
> ES] fom 
be & 
2S 


wer in the morning than the prece 


In the long or periodic type 


rises to between 101° and 104° 


The initial attack 
down or rises to a less extent the second evening 


to normal or nearly normal the next morning, 
to remain normal. 


the first, after which it remains down. 
attack may last as long as 4 or 5 da 

the evening to a point that is general 
highest temperature in the first attack. 


being lo 
in the legs which culminate at nig 


be normal the first morning, 


second morning, 
evening, and reaching its m 


With the fall in temperatur 


the symptoms disappear. 
days the patient complains 


+ 

































s and the tender- 
second and third 


and they may not dis- 


the leg 
appear completely in the interval between the 


than in the first attack, but the pain in 
ness of the shins are usually greater, 






E] 
= 
= 
= 
= 
= 
= 
es 











MUR aceeasi HT MEHL 
HHH AO ea iAH 


S R 


U wh N OS te 
iw eta 352. 
Etess gy 
Sheth yghe 
arm eS 22825 
Ean,eeg og Sta 
ow 8 Bo co = 
Seawet*agn ¥ v 
SP SE oy & Ag 
are [estes 
Za : Ee 
SEn5° “Bes > 
eaag2e wga aiil 
EPR- 3 3 
goer egeges PeriireeN 
WERe ee et ge OT 
s ESsoee CET 
ae" 28 EE 
to Cm D v T 
TE ERER PEE mini 
MS Yen SoD t 
PEE EIRE Jil 
a“ ae as Tgp no 
nos $o,e8& Fi 
“Se oagsa" 25 $: 
oanig “oO Sf 
PEOR F aca i 
Bteetoze7§ 
ee as zoen 
uga . O =< 3 
gE ¢g>2° 
a 2eo" , 896 i 
eeesegres= S838 Ss 
22E 88 222 Bog (giiyuzsyoy) asnzosaduey 
Saza ganan 
2 3 oD we Caer 
Toge- 2,86°8 
220.5475 424 5 
SE oR f° U ews 
eirs O Zz 8 oO 
o BpESgIESO? 
BSE SePal ee 























f 101° or more. 


Recurrences follow periodically, the maximum. temperature 


alwa 


z2 g5 
Seo 5 
E Bza 
2.2853 
on &F 
ERPE 
Ses oo 
ES N 
PbE SE 
= Oo Ee Ta 
> G fi 
Z2eere 
aa 8 
EPE 
2 h 
eee 
Beto 8 
che” 
UDE U ya 
Berge 
zo gos 
2.5 
s s SZ 
og ™ O 
g&a 2 
Zse bw 
os QO & 
S mY 
E a os 
20 ww & 
Slog go 
a0 0 
ESL 
ase RE 
37o 
a7 af 
ie = 
“Saaa 
ao 
SepFu 
Sao G 
Sana c:s 
saad Sw 


sidering that he has a temperature o 


Fic. 1.—-Temperature chart of the short form of trench fever. 
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Fic. 2.—Temperature chart of the periodic form of trench fever. 
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ure remaining raised for about a week. There is often 


relapse after an interval varying 
but generally less than 4 days ; 


to.100° or 101° for 24 to 48 hours, 
return. with diminished severity. The patient i 


duty almost immediately ‘after the temperature 
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ae Diagnosis 

The diagnosis. can be made with certainty from a study of 
the temperature chart, but the association of pyrexia with tender 
shins is already very suggestive of trench fever. in the first 
attack. The majority of cases were at first- diagnosed as 
influenza, though it. was generally recognized that they were not 
identical with the familiar forms of that disease. Thus there 
was never any nasal or bronchial catarrh, the patient rarely 
appeared or felt seriously ill, except sometimes during the first 
two days of the first attack, and respiratory complications never 
occurred, The periodic return of pain and pyrexia, and the 
pain and tenderness of the shins, are quite characteristic and 
prevent confusion with influenza except at the onset, 

The diagnosis from dengue fever may be very difficult, 
especially in tropical and subtropical coastal and inland river 
areas, where the vector of. the latter—a mosquito, Aédes 
aegypti—abounds. The onset of dengue is sudden: the 
temperature rises rapidly to 102° to 103°, dropping by crisis 
3..or 4 days later, but often rising again for 2 or 3 days after 
a short interval. Severe backache and joint pains occur, and 
a rash, described as half-way between that of measles and 
searlet fever, develops during the second pyrexial period. 

The possibility of malaria must always be considered, and 
in. cases of doubt a blood film should be examined for the 
malarial parasite before making a definite diagnosis, especially 
if the patient has previously had malaria and in countries where 
it is prevalent. The longer intervals between the attacks, their 
invariable occurrence in the evening instead of at various 
times of the day, the absence of true rigors, and the failure 
of quinine to modify the course of the illness are distinguish- 
ing features.of trench fever. 

A few cases of true spirochaetal relapsing fever occurred in 
British: troops in Gallipoli, Egypt, and Salonica. The initial 
“pyrexial period was usually longer than in trench fever, vary- 
ing between 5 and 7 days, and the maximum temperature was 
often over 104°. In most cases only a siftgle relapse, lasting 
-between 3 and 5 days, occurred after an interval of from 8 to 
10 days. Headache was severe, and pain was present in the 
muscles and the joints of the legs, but not especially in the 
shins. Slight jaundice, slight enlargement of the liver, and 
albuminuria were often present. The spirochaete was found 
without difficulty in the blood during the pyrexial stage. 


Prognosis 

There were no fatal cases of trench fever, and the patient 
never appeared seriously ill, except occasionally for a very 
short time in the first pyrexial period. The total duration of 
the periodic type from the onset to the end of the last attack 
was generally between 4 and 6 weeks ; but some cases appeared 
to abort, and in a few others attacks recurred for several 
months, the patient ‘remaining quite well in the intervals. In 
most :casgs the patient rapidly recovered his strength after an 
attack, and was usually fit for duty after the second period of 
pyrexia, though he might have to rest for a few hours when 
the later attacks occurred. 

Patients with trench fever who were kept in base hospitals 
too long, ‘especially if they were transferred to hospitals in 
England, showed a great tendency to become chronic invalids, 
and large numbers were eventually discharged from the Army 
as cases of “neurasthenia” and “D.A.H.” The former com- 
plained chiefly of exhaustion, irritability, headache, and pains 
in the legs and back, the latter of breathlessness on exertion, 
palpitation, precordial pain, giddiness, and fainting. I am con- 
vinced that the neurasthenia and D.A.H. were only to a minor 
degree a direct result of the toxaemia of trench fever and were 
mainly functional and preventable conditions. They developed 
-most frequently. in hospitals where over-conscientious medical 
officers were too much impressed with what they took to be a 
‘slight-enlargement of the heart or an apical systolic murmur, 

“and where an-over-sympathetic nursing staff in English V.A.D. 
hospitals was too much impressed with complaints of fatigue 
and geéneral unfitness. There was a remarkable difference in 
different hospitals in both France and England in the average 
stay of ‘patients with trench fever coming from the same units. 
and my impression was that a-long stay in hospital was the 
cause and not the result of a case becoming chronic. I do not 
think that there was ever any justification for invaliding a man 
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Prophylaxis 

As trench fever is conveyed by lice, which.become infected 
by biting a patient during an attack, it should be ‘possible to 
prevent the disease by keeping troops free from. infestation. 
All cases should either be sent to hospital or. be isolated, and 
the patient's clothes and bedding should be specially disinfected 
as well as that of all men who have recently slept-near him. 
After the initial or the second attack a.man is often able to 
return to duty. It is very<important. that he should be kept 
under observation, and if he again becomes lice-infested his 
clothes and bedding should again be disinfected. 

A determined attempt to prevent the reappearance of trench 
fever in the present war is being made by the provision of 
sufficient baths, laundries, and vermin. destroyers, and this has 
so far proved completely successful (August, 1942)... Between 
1914 and 1918 men were often crowded. in dug-outs and cellars 
and could change their clothes or bathe only at. rare intervals, 
with the result that lice-borne trench fever spread. Although 


measures to exterminate lice were energetically pursued from 


an early stage of the last war, it was not until the middle of 
1917 that equipment and facilities were sufficient to have any 
obvious effect in reducing the incidence of trench fever. 


; Treatment 

No treatment was found which prevented the. periodic return 
of attacks. Aspirin was the most effective drug for the pains. 
It is of great importance not to keep the patient ini hospital 
longer than is absolutely necessary. He should be sentas soon 
as possible to a convalescent depot, where fresh air, good food, 
and progressive exercise quickly restore him to full. capacity, 
so that he is able to return to duty. If possible he should ‘not 
be sent to hospital in England, as the longer he is in hospital 
the less likely is he to:recover rapidly and completely. 


The accompanying charts are reproduced from Sir Arthur Hurst's 
Medical Diseases of War, 2nd edition (Edward Arnold and Co.). 








MEDICAL RESEARCH COUNCIL OF IRELAND 

It is complained in the annual report of the Medical Research 
Council of Ireland that the income placed at the disposal of 
the Council—namely, £5,000 from the Hospitals Trust Board, 
guaranteed by the Minister of Local Government’ and: Public 
Health of Eire—is not. adequate for ‘the efficient discharge 
of its functions. The absence of any assurance that the endow- 
ment will be continued for a long period makes it-impossible 
to plan for more than a year in advance or to invite at frequent 
intervals the services of new workers. It is hoped that-when 
it approaches the Minister for renewed support he will find 
himself justified in making arrangements of a more jiberal and 
stable character. Among the investigations carried out ‘during 
the year by means of grants from the Council. was a ‘survey 
of the distribution of vitamin C in the Irish natural food 
products and.emergency sources, together with a study of 
vitamin supplies and requirements under present conditions. 
This is being done in the Department of Biochemistry, Trinity 
College, Dublin. In the School of Pathology at Trinity, grant- 
holders of the Council have shown that the addition of talc 
or any one of some :twenty insoluble inorganic substances 
renders distilled water capable of supporting’ the growth: of 
coliform and similar bacteria. These substances also. render 
tap water growth-supporting. It is suggested that tale makes 
available for the growth of these organisms.carbon dioxide 
and ammonia derived from the atmosphere, and: work is. being 
continued to investigate this theory. .In the Department of 
Chemistry, University College, Cork, an investigation: is pro- 
ceeding into the. prevalence of goitre in. Tipperary, especially 
the distribution of goitre among school-children ‘and: the. in- 
fluence of iodine treatment upon the prevalence:of. the condition. 
Balance experiments have been undertaken to ‘ascertain. the 
influence of certain foods on the excretion.of iodine; -and 
suitable methods for the estimation of calcium and phosphorus 
excretion, with a particular study of their possible relation 
in goitrous conditions, have been worked out. 





_’ Glasgow University professors—Prof. J. M.’Mac 
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SURVEY OF ‘SCOTTISH HOSPITALS -' 
Hospitals in the West of Scotland are to be surveyed as a first 
Step to what may become an all-Scottish hospital census that 


will provide a background of collated information for any pro- _ 


jected scheme of reorganization after the war. The surveyors, 
appointed by the Secretary of State for Scotland, are two 
; tosh (Chair 
„of Public Health) and Prof,-C. F. W. Dlingwofth (Chair of 
Surgery}—together with the Senior Deputy Medical Officer o 

Health for Glasgow (Dr. R. J. Peters). 
expected to last six months, will be to investigate the accom- 
modation, organization, equipment, staffing, and the number 


and origin of patients treated in the general and special depart- : 
be 


‘ ments of West of Scotland hospitals. The survey wil 

complementary to the work of the Sir Hector Hetherington 
Committee now inquiring into and reviewing questions of 
principle likely to be involved in a large-scale hospital 
reorganization. When complete ‘the survey will show the 
facilities each hospital possesses and the part it will be capable 
of playing in an integrated hospital service. A start has been 
„made in the West of: Scotland because it is the most populous 
area and contains a large number of hospitals of all kinds, the 
co-ordination of which into a regional service will present: 
greater difficulties than will arise in other areas of Scotland. 
Prof. Mackintosh before taking up his university appointment 
was Chief Medical Officer of the Department of Health for 
Scotland; Prof. Ulingworth:is honorary surgical director in 
the West of Scotland of the Emergency Medical Service. 
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_Medical Planning : the Main Isstie ý 

SR, —One sentence in para. 24 of the report of the Medical 
Planning Commissidn summarizes the main issue with which 
the profession is faced. It runs as follows: “‘ This involves 
the integration of the preventive and personal health services.” 
If this principle is accepted às the basis of the medical service 
of the future, it is useless to put forward schemes which make 
no effective provision for such intggration. :The establishment 
of health centres-as envisaged in para. 69 would effect co- 
ordination of services but would introduce a State service in 
a modified form, with the reduction of free choice of doctor 
and competitive: practice to a minimum. 

Those members of the profession who are opposed: to any 
form of State control have two alternatives. They must either 
produce a scheme for the integration of preventive and personal 
services which will be free from control by, statutory health 
authorities, or they must persuade the nation that “ free choice,” 
“competitive. practice,” and “freedom from bureaucratic con- 
trol” are of more value to the medical -service of the future 
than the integration of the preventive and personal factors of 
which such a: service is composed. 

. It is to be hoped that the A.R.M. and the Panel Conference 
will meet the problem in a spirit of' realism, bearing in mind 
para. 69 of the report, in which a definite choice is made in 
favour of health.centres provided by statutory health authori- 
ties. Nothing will .be accomplished by handing the baby 
back to the commission with a blessing on voluntary “ group 
practice” but with no precise indication .as to how this will 
achieve the objective which is so admirably summarized, in 
para. 24.—I am, etc., 
Bury St. Edmunds 


‘ Planning, Research, and Autonomy | ` 


Sir,—In giving general support to the recommendations of 
Dr. Milligan and Dr. Simpson (Aug. 22, p. 227),-I suggest that 
the “active intelligence service” of the former is, necessarily 
related to “the research army working in the field” of the 
latter. An “intelligence service” operating in local or regional 
areas should perform functions similar to those discharged for 
the country as a whole by the MR.C. It should also perform 
functions that are not performed at present by any body. There 
is room for a-considerable degree of local autonomy in clinical 
and experimental research and for a still larger measure of 
local freedom in conducting “ medical inquiries,” which should 

* precede “research.” But this local freedom should be subject 
to advisory and financial control from the centre—that is to say, 
from a central medical inquiry and’ research council. 


BERNARD E. A. BATT. 
1 


Their task, which is - 


- The functions of a regional council or unit would be. 
(1) inquiry into the facts concerning illness and disability in 
the area; (2) inquiry into the facts concerning local health 
conditions, etc. ; (3) inquiry concerning the diagnosis, prognosis, 
and therapy of illness, etc., within the local area ; (4) to maintain 
liaison bétween the regional and central council ; (5) to co- 
operate, on request, in carrying out inquiries or research 
initiated and conducted by the central council. The personnel 
of the regional or local councils should be drawn from all 
sections of the medical services, and contact should be estab- 
lished with a number of non-medical organizations concerned 
with health (industry, labour, and benefit and insurance 
‘societies, etc.). | 

I hold it’ to be as essential to preserve a real measure of 
freedom in the local bodies as it undoubtedly is to co-ordinate 
their work. It is still more important to set up a centre to 
which local practitioners can refer their problems, discuss tenta- 
tive hypotheses, and be encourage and guided in the search 
for fuller knowledge. These regional or local councils or 
centres will have to be established on a voluntary basis in the 
first instance.—I. am, etc., - 

Worcester 


Howarp E. CoLLIER, M.D. 


~ Epidemic Problems in Wartime 

Smr,—Your leader on post-war epidemic problems (Aug. 8, 

p. 161) rightly stresses the necessity for setting up co-ordinating 
machinery before the war ends so that no time may be lost 
in dealing with the most -urgent problems of epidemics. In 
the midst of. post-war’ Utopias which are conjured up around 
us it is good to hear sound advice on the need for laying 
foundations for post-war reconstruction of all kinds before 
the war ends. This is especially true of epidemics. 
' We should never forget the lessons of the last war. Then, 
nothing was done to establish co-ordinating machinery before 
the Armistice or even before peace was signed. In Eastern 
Europe J took some part in initiating measures and can there- 
fore testify to the difficulties which threatened to swamp us 
because such measures were taken too’late. There was almost 
total lack of co-ordination, and the fight against epidemics was 
taken up by various independent bodies such as the Rockefeller 
Foundation, the Society of Friends, the League of Red Cross 
Societies, the International Health Board, and, much later, 
the Council of Hygiene of the League of Nations. The result 
of such lack of cohesion was a devastating spread of epidemics 
which killed five times as many souls as had fallen victim to 
bloodshed during*the war itself. 

Such a calamity must be avoided to-day, especially as, 
according to all forecasts, epidemics threaten to be even more 
extensive than after the last war, because they will fall on 
populations that have reached their last stand of resistance. 
I believe that even England will not be immune. The need 
for establishing immediately the appropriate -Maghinery for 
fighting all foci in the various countries of Europe has béen 


. considered, at my suggestion, by the Inter-Allied Red Cross 


Conference. As the Red Cross societies, thanks to the central- 
izing work of the International Red Cross, are the only bodies 
that can set up without delay an international machinery to 
combat European epidemics, a subcommittee has been instituted 
by the Inter-Allied Red Cross Conference to deal with these 
matters. Medical men all over the world should give their 
support and help, and it is to be hoped that the Red Cross 
societies will be able to carry out their great humanitarian task, 
and, by taking measures against the foci of epidemics occurring 
now, will prevent their post-war spread and thus the destruction 
of Europe.—I am, etc., 


t 
A. P. Cawabias, M.D: F.R.C.P 
London, W.1 ‘ President, Greek Red Cross. 


” Serodiagnosis of: Syphilis 
, Sir,—Several letters have appeared in the Jounal dealing 
with- the question of serological tests for syphilis following 
your annotation (March 14,, p. 364). We have thought that 
an interchange of information on the subject might help 
workers in this particular field. We heartily agree with the 
author of the editorial article that: “‘ The diagnosis, tests of cure, 
and exclusion of syphilis are of such importance both to the 
State and to the individual that none but the highest standards 
should be acceptable and every laboratory performing serum 


4 
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tests for syphilis should make it a point of honour to maintain 
these standards.” 

It stands to reason that much depends upon the way in which 
a test is carried out, and, as several of your correspondents 
have emphasized, the matter of serological tests for syphilis 
should not bt’in the hands of a technician alone. Moreover, 
it is much better to concentrate work of this kind in one large 
centre than have it scattered through small hospitals where 
there is inadequate supervision. It is, further, advisable that 
standard reagents should be supplied to approved laboratories, 
and that technicians should be trained in central serological 
institutions before undertaking this type of work. F 

The Department of Health of the Province of Ontario under 
Dr. A. L. MacNabb has elaborated a combination of methods 
as follows: ‘The sera are subjected first to a screening (sifting) 
test which will eliminate all negatives and separate the positives 
and possibly some false’ pgsitives. The method employed is 
the “ presumptive Kahn, procedure,” using an antigen with its 
sensitivity adjusted so as to pick out the minimum quantities 
of “syphilitic reagin.” If the result of this test is negative, 
the specimen is reported immediately as negative. If, on the 
other hand, any reaction at all occurs, no report is issued until 
a standard Kahn and a Kolmer-Wassermann test have been 
performed. If these two additional tests are both positive a 
quantitative Kahn test is performed and a positive report in 
terms of Kahn units 1s issued. Thus presumptive positives are 
submitted ‘to three additional serological tests before a positive 
report is sent out. If there is any discrepancy between the 
Kolmer-Wassermann and the standard Kahn, or if the results 
of the two tests are doubtful—e.g., one plus—the specimen 
is reported as doubtful and a further sample of blood from the 
patient is requested. If the two additional tests are both nega- 
tive, a negative report is issued and a further specimen is 
requested from the patient. - 

Tt might be considered that this routine is an unnecessary 
elaboration and possibly a waste of time, but too much trouble 
cannot be taken to eliminate the false positives, and the amount 
of work and the apparatus used are definitely less than would 
be required if two standard methods were routinely employed 
on every specimen of serum submitted. The vast majority of 
sera are negative and are ruled out by the highly sensitive screen 
test necessitating only one tube, Time is concentrated on the 
examination of the relatively few positives or possible positives. 

Using the above technique a staff of four technicians and 
one pathologist can easily put through 500 sera a day. The 
major part of the time expended is connected with entering the 
speciments and typing the reports, not with the actual 
serological tests—We are, etc., 

JAMES MILLER. 
E. P. JOHNS. 


Queen’s University, 
Kingston, Canada. 


Hereditary Factor in Cardiovascular Disease 


Sm,—Referring to the annotation under this heading (Aug. 1, 
p. 135), the pathology of inheritance is dealt with by Freiherr 
von Verschuer, at the time (1934) head of the department for 
anthropology, human inheritance, and eugenics at the Kaiser- 
Wilhelm-Institut, Berlin-Dahlem, in his work Erbpathologie. 
There may be a later edition. He deals with a very large 
number of diseases, defects, or abnormalities in a chapter on 
special pathological inheritance, pride of place being given, as 
might be expected, to nervous and mental disorders. Interesting 
and instructive, the need for much more work is, however, 
apparent. 

As regards cardiovascular disease, while pointing „out that 
in heart disease environmental conditions are operative in the 
majority of cases, authorities are quoted for the statement that 
there are families in which inflammation of the cardiac valves 
is very frequent; a hereditary basis, ıt is stated, plays an 
undoubtedly important role in these. Heart form and heart 
function are claimed as having such a basis, on the ground 
of work cited, which included observations on identical- and 
non-identical twins. 

As regards arteriosclerosis and hypertension, J should expect 
inquiry among experienced family doctors to ‘elicit that there 
is a family frequency^n these conditions, associated with cardiac 
and renal disease, and tendency to early apoplexy—a 
hereditagy element. If so, it would but emphasize the need 
for replacing impressions by reliable family histories on a uni- 


form basis, to procure which a formidable amount of post-war 
planning will be necessary; to shirk this task would mean 
faint-heartedness and Jack of vision. As to arteriosclerosis, 
von Verschuer confirms that in many families it occurs with 
frequency., In such it may be of a general kind or show prefer- 
ence for definite vascular areas, so that in some families cerebral 
vessels are affected: others show angina pectoris, or the renal 
vessels may be the seat of election. _ Authority 18 cited for 
these statements. 

I quote from your annotation concerning cardiovascular 
disease:, “When both parents died from other causes the 


_ percentage of policy holders dead from cardiovascular disease 


was 51; when the father died from cardiovascular disease, 57 ; 
when it was the mother, 56; and when both parents died from 
cardiovascular disease, 65. And from Weitz (quoted by von 
Verchuer) concerning hypertension: 





One or Both Parents Died of 











Stroke or Heart Disease at Age Of 82 Hypertonics Of 267 Controls 
To 50 Ss 110% 2 6% 
From 31-60 years 15 9% 5 6% 

» 61-70» 36 h 27 
70 years .. -9 8% 948 





Further, after age 55 about half the brothers and sisters of 
the hypertonics suffered from or died of hypertonia._ The 
condition could often be followed in direct succession through 
several generations (dominant inheritance). Inquiries in the 
case of twins, by authors quoted, show that in the matter of 
blood pressure the similarity between identical is clearly greater 
than between non-identical. ‘Similarity is greater with in- 
creasing age in identical twins; dissimilarity in non-identical. 

Such studies are required in increasing measure to enable 
us to estimate the degree of importance of the basic factor 
of heredity in disease. In the particular case of hypertony they 
serve to explain those instances in which the state appears 
early in life—with resulting injury to heart, blood vessels, 
kidneys—without the operation of such external influences as 


syphilis, alcohol, gout, p sychical disturbances, overstrain, 
nicotine, etc.—I am, etc., ` 
Hove. EDWIN GOODALL. 


Special Clinics for Diabetics ` 

Sm,—I am glad to see that Prof. L. J. Witts (Aug. 22, p. 226) 
stresses the necessity for special clinics for anaemia and 
diabetes and for-their consideration in medical planning. As 
regards diabetes,. he will be glad to hear that the Diabetic 
Association, essentially a body of lay diabetics, has already 
asked the Planning Commission to take steps to establish clinics 
on a regional basis throughout the country, as it considers this 
essential for the welfare of its members and diabetics in 
general. It is probably a novel situation for a body of sufferers 
themselves to ask our profession to make special arrangements 
for treatment, but it shows how the wind blows. .They know 
that their health and working efficiency depend on advice 
based on laboratory tests and special experience outside the 
scope of most doctors and obtainable only ‘at special centres. 

We should not wait for post-war planning as the need is 
urgent now. Such clinics are simple and inexpensive to start, 
the laboratory requirements not elaborate, and I am glad, 
to say that, although still quite inadequate in number and 
in geographical distribution, they are opening up all over the 
country through the efforts of interested doctors.—I am, etc., 


Diabetic Clinic, è WREN 
King's -College Hospital. R. D. La ce 


Urethral Instrumentation 


SR, Mr. Gordon Bohn (Aug. 29, p. 259) raises important 
points and asks for other opinions. Ta my experience, with 
a benign enlargement of the prostate a first attack of acute 
retention rarely results in permanent retention ; with a malig- 
nant prostate, however, the history is one of increasing 
difficulty in micturition, and when retention supervenes it is 
more commonly permanent. In the former case, after a 
varying interval, micturition is re-established but the patient 
does not empty his bladder; in many cases the bladder 1s 
infected, and this in spite of the most scrupulous asepsis. Once 
retention has occurred the ‘patient is on the downward path, 
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and should he live long enough operation will become a matter. 


of necessity. Operation being inevitable sooner or later, it is 
best done early while the going is good. It is impossible to 
generalize ; each case must be decided on its own merits, the 
age of the patient and his “ prospect of life,” his renal and 
cardiac condition, the amount of residual urine, and whether 
it is infected or not, all being carefully weighed. “Early opera- 
tion gives better results and’ a lower mortality. Chronic 
_ retention resulting in overflow incontinence is in a different 
category, and after slow decompression operation is not a 
matter of expediency but one of necessity. Chronic retention 
is a much more serious condition than acute retention because 
the kidneys have been subjected to a long, slow, increasing 
back-pressure. ' Mr. Bohn’s views will surely be endorsed by 
all urologists, and it should be an axiom.that with, bad vessels, 
a high blood pressure, or low-specific-gravity urine, slow 
decompression is vital, and catheterization shquld be considered 
a serious operation.—I am, etc., 


London, W 1. SypNEY G. MAcDONALD. | 


Sphincter Mechanism of the Bile-duct 

Sm,—In the early part of your leading article (Aug. 8, p. 161) 
on the Hunterian Lecture given by Rear-Admiral Gordon- 
Taylor, you refer to the duodenal villous processes, but I take 
it that “ duodenal ” has here no special significance, and that 
` you really have in mind the villous processes situated within 
the terminal portion of the common, bile-duct. To these pro- 
cesses, with their core of muscle, Gordon-Taylor assigned the 
dual function of helping to control the exit of bile from the 
duct and preventing regurgitation from the duodenum. He 
emphasized the fact that an ampulla—the ampulla of Vater— 
is rarely present in man. X-ray examination with an opaque 
fluid passed info the common duct through a T-tube (cholangio- 
graphy) confirms his opinion, for one rarely sees any distension 
of the terminal part of the duct. Gordon-Taylor and Prof. 
Kirk have kept the description of the sphincter within reason- 
able limits, but in the hands of others it becomes a thing of 
varying complexity in which at times three separate sphincters 
may be distinguished—i.e., a sphincter for the bile-duct itself, 
a sphincter for the pancreatic duct, and a sphincter for the 
so-called ampulla. The opinion expressed in your article that 
the flow of bile into the duodenum is irrespective of the duo- 
denal movements would also seem to be supported by cholangio- 
graphy. Some x-ray pictures taken for-me show the opaque 
medium passing from the duct into the duodenum while the 
latter in strong contraction is forcing the dye not only down- 
wards into the intestine but upwards into. the stomach. 

Much of the evidence against the sphincter has been obtained 
from experimental research in animals, but animals vary 


greatly in their biliary apparatus, some having gall-bladders ` 


with a good sphincter, while others have no gall-bladders and 
a sphincter which is negligible. It is much more to the point to 
study the evidence in man’ himself. I believe that much of 
the trouble for which the sphincter is blamed is really due to 
stones, or some condition such as biliary mud or grit. , If the 
trouble is removed and the duct drained so that it and the 
liver may have a chance to’ recover, then I am sure much less 
will be heard of the failures of operation and less of the spasms 
of the sphincter. f 

For some years past I have made a practice of carrying 
out wherever possible cholangiographic investigations after ex- 
ploratiop of the common bile-duct, and where stones have been 
removed -and the bile-duct drained I have yet to see a case 
in which spasm of the sphincter has persisted after operation ; 
the opaque medium can be seen to flow into the duodenum 
readily. To visualize spasm in such cases it is necessary to 
inject morphine, when the opaque medium can be seen to be 
held up abruptly at the termination of the duct. You quote 
Mirrizzi as saying that the ducts are dilated in these cases. 
Invariably they are, but to my mind this is due to back pressure 
caused’ by stones, and not to spasm of the duct. This is very 
clear in one of my cases where I had missed a stone in the 
duct ; cholangiography showed a dilated duct with a stone ob- 
structing its lower end, yet a thin stream of the opaque medium 
could be geen to flow past it and through the sphincter into 
the duodenum. In some cases where stones have been present 
in the gall-bladder but none found in the common bile-duct, 
« cholangiography showed no increase of tone of-the sphincter 


I 


and no dilatation of the ducts. Puestow, from investigation 


-of his cases which had undergone cholecystectomy and 


drainage of the common duct, found that not only was there 
absence of spasm of the sphincter but that there was strong 
evidence of decreased tone of the muscle. Ni 

If, as some assert, spasm of the sphincter is so pronounced 
in cases of stone of the common bile-duct, why is it that 
jaundice is absent in not less than 35 to 40% of cases (Lahey) ; 
and why is it that biliary colic and pain is absent in still greater 
proportion—according to Macdonald 56% of cases? Why also, 


.it might be asked, is it that when drainage of the common 


bile-duct has been eStablished for some time after removal of 
stones the drainage tube can be clamped without discomfort 
and bile flows readily into the.duodenum? Finally, why is 
it that when the drainage tube is withdrawn a fistula does 
not persist and external drainage of bile ceases within 24 to 
48 hours? ° 

In any of the cholangiograms taken for me I have never 
seen evidence of a-sphincter of the hepatic duct.’ On occasions 
the opajue medium has lagged behind in the hepatic duct and 
sometimes in the common duct, but closer inspection has shown 
the faint outline of the duct below with no evidence of muscular 
contraction, This bears out Gordon-Taylor’s opinion that there 
is no sphincter of the hepatic duct, and is as one would expect, 
for, apart from the sphincter at the lower end of the common 
duct, histologists have found only occasional fibres of muscle 
irregularly scattered elsewhere in the bile-ducts. 

I must confess that I have not been able to secure a picture 
of the duct of Wirsung in any of my cases. .According to 
Mirrizzi this is a constant finding in cases of stone of the 
common bile-duct. Some of our cases have been misleading, 
and what was at first thought to be a shadow in the duct of 
Wirsung eventually proved on further x-ray examination to be 
dye which had passed into the stomach. I am rather inclined 
to think, however, that filling of the duct of Wirsung depends 
less on the presence of stone than on the anatomical arrange- 
ment of the sphincter, which on contraction in a small 
percentage of cases will put the opening of the common bile- 
duct and the duct of Wirsung into free communication. Other- 
wise one would expect acute pancreatitis to be a much more 
common disease.—I am, etc., 

London, W.1. . MICHAEL J. SMYTH. 
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Atypical Asphyxia] Deaths : 

Sm,—Dr. Norman Patterson’s article (Aug. 15; p. 188) came 
most opportunely to confirm the findings of a similar case of 
sudden death which occurred in this mental hospital on 
Aug. 8. This would indicate that these accidents are not 
so very rare. As this case is of interest because there were 
three other possible causes of sudden death to be considered— 
epilepsy, valvular disease. of the heart, and phthisis—the case 
history is given below. n 

A male patient was admitted in 1925, at the age of 25, 
suffering from primary dementia, and tricuspid incompetence 
of indefinite duration was then noted. He demented slowly 
and recently he could only sit about the ward. On several 
occasions he was put to bed as a result of cardiac decompensa- 
tion. In 1939 phthisis was suspected but not confirmed. In 
May, 1941, he had two severe major epileptic fits during which 
he nearly died because,of his poor cardiac condition; there 
were no fits before or after these two. 

During his evening meal on Aug. 8 he was seen to topple 
forwards over the table, with no cry, twitching, convulsion, 
or struggle of any kind. He was unconscious when reached. 
I saw him within 5 minutes when he was still unconscious, 
with face blue and slightly congested, and respiration almost 
stopped at a rate of not more than 5 per minute. The pulse 
was regular and was of moderate force and volume. His 
mouth was crammed with soft unmasticated food, which was 
removed so far as possible with a spoon handle. Artificial 
respiration was then begun, but after two respiratory excursions 
the chest became rigid and no air gould be made ‘teenter or 
leave the lungs. The pulse thereafter deteriorated rapidly and 
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stopped within a few minutes, death occurring within 10 minutes 
of the original collapse. The absence of any tonic or clonic 


; contractions excluded epilepsy, and the regular moderate pulse 


_\ ruled out'a'sudden cardiac failure. 


‘ 


? - 


A post-mprtem examination was performed 20 hours after 
death. There was no external patchy lividity to indicate 
asphyxia. The nose was packed! tightly with soft unmasticated 
food, a piece formed a ball-valve over the entrance to the 
larynx, and more filled the larynx, the bronchi, and larger 
bronchial passages. The lungs were normal and showed no 
signs of active or healed tuberculosis. The stomach contained 
one pint of food' from’ the midday meal, and the presence 
of whole potatoes indicated ‘the patient’s feeding habits; no 
soft food from the evening ‘meal ‘could be distinguished. The 
heart showed tricuspid incompetence, an. enlarged right auricle 
and ventricle with hypertrophied and fibrosed myocardium, but 
there was nothing to showethat compensation was not adequate 

at the time of death. The left side was normal.in appearance. 
The brain and other organs were normal. - 

Apart from the regular moderate pulse persisting for 5 minutes 
after the initial collapse, these post-mortem findings and the 
clinical history would conform to the theory that these sudden 
deaths are due, not to ordinary asphyxia, but to syncope 
following shock from the presence of inhaled food in the 
respiratory passages. —I am, etc., 

i _ «JOHN HARKNESS” ' 
Pathologist and Medical Officer. 


Royal Asylum, Montrose. 
1 


Rehabilitation. . 


_ Sin—Mr. H. ‘Morriston Davies has surely done well in, 


calling attention to what he describes as the tragic consequences 
of the: attitude of the Ministry of Health in connexion with 
rehabilitation centres as expressed by Sir Robert Stanton Woods 
in the statement by him which Mr. Morriston” Davies quotes. 
If Sir Robert’s statement truly represents the policy of the 
Ministry on this important question, one cannot help wondering 
if such policy is based on inadequate or wrong advice. The 
future ‘of physical medicine liés undoubtedly in institrtional 
treatment centres, because it is impossible without such institu- 
tions to cater for the numbers of injured members of the 
Services and war workers who are to-day left for: unduly long 
periods in a state of complete or partial inefficiency owing 
to the lack of adequate facilities for the requisite treatment. 
The-initial cost of rehabilitation centres is usually put forward 
as the main block to progress in this direction, but,.in actual 
fact, I firmly believe, in spite of the cost, the formation of such 
centres. would constitute a sound economic procedure. The 
immense saving of money which would normally accrue from 
being able to return an injured nian to, His work at the earliest 
possible moment would be considerable. In addition; the 
opportunity for adequate treatment for restoration of function 
as soon a possible would materially lessen the likelihood of 
a worker's acquiring a permanent disability, as all too frequently 
happens, and an industrial man-power loss.and much of the 
` expenditure required to compensate him would be saved. - ' 
If Sir Robert’s statement that “after the war it is almost 


certain that such institutions will be found necessary” is also . 


the view of the Ministry, one can only have.a feeling of 
despair at the opportunities that wl þe missed while the war 
lasts. If it be a fact, which surely few will dispute, that it is 
the inherent right of all sailors, soldiers, and airmen, war 
workers and members of the public injured by enemy action, 
to have opportunities accorded to them for treatment by the 
most modern methods, this attitude of waiting till after the 
~war would seem to be quite’ indefensible. 

Mr. Morriston: Davies's letter raises*another point regarding 
the meaning of the word “rehabilitation.” It would appear 
that the public, and in particular certain members of Parlia- 
ment and of the medical profession, are under the impression 
that ‘rehabilitation is a newly discovered method of treatment 
for injury and disease, which it certainly is not. Rehabilitation 
means, when used in a medical sense, \ restoration to a previous 
condition,” and is therefore essentially an “ end result ” krought 
about by treatment by medical, surgical, or physical-medicine 
procedures. ‘Such procedures are the agencies leading to a 
state of rehabilitation.” The use. of the word “ rehabilitation ” 
in the &¢nse of a method of ‘treatment; is confusing and will 
give a wrong impression to the uninitiated; and if in the 

- ; ° ! 


future, as many of us hope and believe, rehabilitation centres 
or industrial clinics are established in many industrial parts 
of the country, it would be a pity if the public are misled into 
believing that such centres are places where a new method of 


` treatment only is practised instead of a centre for rehabilitation 


‘treatment. am, etc., 


of patients by all or any of the most modern methods of 


London, W 1. - , MORTON SMART. 


Sir,—One sympathizes with Mr. Morriston Davies’s concern 
over the facilities provided for “rehabilitation” under the 
Ministry of Health Emergency Hospital Scheme, a concern 
which has obviously arisen:as a result of my own inadequate 
description of ‘this provision in your issue of July 25. It was, 
however, made clear in that, necessarily short, summary ‘that 
very extensive facilities for this exist at E.M.S. hospitals. After 
prolonged consideration the Rehabilitation Committee: of the 
Emergency Medical Servicesdecided against the establishment. 
during the war, of separate “centres” whose sole function i 
would consist in the post-hospital treatment of civilians, a 
decision with which I am in agreement. Such centres would 
of. necessity be, in many cases, residential. 

In E.M.S. hospitals, Service and civilian sick and casualties 
begin rehabilitation in bed and as early as is safe and advisable, 
and progress through graduated stages until their discharge 
from hospital. Service patients continue their post-hospital 
rehabilitation in residential centres.; in the case of civilians, 


‘patients attend from their own homes at the very numerous 


hospitals and clinics which have been either established anew 
or selected on account of their already existing facilities. 

I feel sure ‘that, on reperusal of a necessarily condensed 
description, Mr. Morriston Davies will realize that , the 
sentences quoted in his letter confused two items of entirely 
personal advocacy—namely, the establishment after the war of 
residential centres for the rehabilitation of civilians, and some 
remedy for the present scarcity of medical men and women 
with experience of this work.—I am, etc., © 

` ROBERT STANTON Woops. 


Self-medication and the Chemist’s Shop 


Sm,—Dr. Loewenthal has made some -excellent suggestions 
for curbing that. most undesirable practice— counter-pre- 
scribing ” in chemists’ shops. In the-past the vested interests 


‘in the patent medicine industry have proved themselves im- 


mensely strong, but if the medical profession were sufficiently 
insistent now, legislation might be introduced with success. The 
opportunity is unique, when improvement in the health of the , 
nation is of first importance in the prosecution of the war. 
Must we wait for a professor of social medicine to tell.us ` 
what we know already, that “ counter-prescribing ” 1s respon- 
sible for a great deal of chronic illness, and many deaths? 
Only a week ago I watched the sale of patent medicines at 
a street market in a large Midland town. A special line at 
3s. 6d. a bottle was for St. Vitus’s dance, and a ture was 
guaranteed in 3 weeks.—I am, etc., 
Abe i F. L. Kino LEWIS. 
Sm—Dr. E. L. Loewenthal ‘has written a most important and 
necessary letter. I venture to differ from him only on minor 
points‘ and in that I would go further. First, the points of 
difference: “Big business” (I am in no way financially 
interested ın it) has given a phenomenal impetus to pharmaco- 
logical research, and, in my view, has secured its truly re- 
markable results not only by the expenditure of capital but 
by putting behind its research men the peculiar acumen and 
enterprise which are characteristic of business. I have ‘ex- 
perienced this both outside medicine and as an industrial 
medical officer, and I would like to see it encouraged rather 
than repressed, but with these safeguards, First, any discovery 
should be rigidly protected so that the firm concerned reaps 
a teasonable reward and so retains its incentive ; secondly, all 
formulae and methods would have to be honestly and com- 
pletely revealed under heavy penalty; thirdly, rigid accuracy 
and truthfulness in all brochures, circulars, descriptions, ad- 
vertisements, etc., to doctors and chemists would be obligatory 
under crushing penalty ; and, lastly, as Dr. Loewenthal insists, 
sale to the public except on prescription would be prohibited. 
My second ‘difference ig.on a financial matter. Most people, 
as I know well, simply cannot afford to pay the doctor and 
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the chemists as well. Any reform must take account of this, 
for, from the point of view of the most important person of all, 
the patient, it is the’ very crux of the whole matter: 

There is, however, a more- ugly side to this scandal, and 
that is the. fact that so many òf us simply neither prescribe 
nor dispense at_all. We simply “dope out” 
and, for myself, I would in case*of illness as soen lay out a 
half-dozen patent preparations, select one of them by cutting 
a pack of cards,.and take my.chance on the one which turned 
up’ as swallow some of the “mist. this” and “mist. that” 
which are foisted upon the people who chance the doctor 


instead of the chemist.. Hard words, perhaps, and not very, 


temperately put, but when I was doing research in collateral 
subjects soon after qualifying I kept my hand in at medicine 
by doing a series of one-week “locums.” I did many in 
various parts of the country, and the recollection of some of 
those dispensaries and methods is still with me these 17 years 
after. Slackness and cost, and scamped and hurried teaching 
are ‘at the bottom -of the reaction against drugs which is 
fashionable just now. Surely’ materia medica, pharmacology, 
and therapeutics are in importance not behind anything else , 
we, ought to be made to remember? I am convinced that if 
all of us had to keep our’ knowledge. of these vital subjects 
fresh and up to date the “stocks” would all but disappear. 
It is certain that the manufacturer and the wholesaler would 
cease to vend them as soon -as we stopped buying and/or 

“prescribing” them. Is it any wonder that many chemists 
do not regard their advice as being materially more dangerous 
than that of some of the doctors whose’ “ prescriptions ” they | 
dispense? Our own_ ineptitude at the time of the introduction ` 
of the. N.H.I. Acts is as much to blame_as anything else, for 
we allowed the panel doctor`to become a sweated worker ‘with 
inevitable results to most of us. We tacitly admitted that 
medical attention was such a casual and unimportant thing 
that a man could dispose of a patient in five ‘minutes or less. 


E do not digress, for this is an intrinsic part of the problem.—" 


I am, etc., 
Sheffield ANDREW KEFALAS. 
Emergency Blood Transfusion Scheme 

. Sk, —The standardization of the apparatus for blood trans- 
fusion is altogether desirable and is not the least among the 
‘benefits arising from the organization of the Emergency Blood 
Transfusion Scheme of the Ministry of Health described by 
Dr. L. W. Proger (Aug: 29, p. 252). It has one by no means 
insurmountable disadvantage. A large number of hospitals are 


in the habit of obtaining their supplies of saline solutions for ' 
. intravenous infusion in‘the standard pint bottle with spring 
cap used by many firms of manufacturing chemists for this” 


purpose ; others use these bottles for the preparation of their 
own solutions. Certain hospitals before the development of 
the Emergency Blood Transfusion Scheme also used these bottles 
for purposes of blood transfusion. Under these circumstances, 
the same delivery apparatus, could be used for the infusion 
either of saline solutions or of blood, or, if desired, as is -not 
infrequently the case, of either alternately. Owing to the great 
difference between the size of the mouths of the Emergency 
Blood Transfusion Scheme bottle and the standard saline bottle 
this is no longer possible. 

There are many occasions in both civil and military practice 


+ on which infusion of a saline solution rather than of blood 


_ sodden spoonful of cabbage. I feel awful. 


or plasma is required, or on ‘which it may be desired to 
alternate the two. Would it be reasonable to suggest that, 
having provided both blood and plasma, in standard bottles, 
the Emergency Blood Transfusion Scheme should further make 
available saline solutions in the same bottles?—-I am, etc., 
Wolverhampton. ' S. C. DYKE. ` 


Food, Farmers, and Health 

Sim,—A patient who ran away from a mental hospital sent 
for me, of course to complain: “The treatment is abominable,’ 
or, rather, there is no treatment—except a black draught once a 
week. But for that I should never be moved at all: I go a’ 
whole week ‘without ; and can you wonder?” We get some 
sort of meat and a great pile of potato and always rice pudding ; 
never any second vegetable except—twice ‘a week—a sad,- 
I used to get salad 


‘before I went there, salad twice a day, and I felt fine.” That 


7 


was the effect of ‘his words. Next day I saw a consumptive 
man on leave from a tuberculosis colony—‘ A lovely spot,” 
I remarked. “ Ye-es,” he said, “it would be all right ıf they'd 
give us some vegetables. We ' never get any "—this of an old 
estate, in the depth of a farming country. ‘“ When I used to 


stock mixtures,, get lettuce and. dandelion at home,” he went oh, and then 


used the same phrase as the mental patient—‘‘I felt fine.” 
“Last year we sold £1,100 worth of stuff from this garden,” 
the head gardener of a great public institution told me, 
“ beautiful stuff.” “Do you provide the patients with it”? 
I asked. “Not likely! ™ he said., “I offered some to the 
steward, but he said, ‘I can get stuff good enough for these 
patients at two-thirds that price.’” „No chicane—an honest, 
if mistaken, transaction. ` 

There are very good farmers in the House of Lords. They 
are of various parties ; but they all unite in their agricultural 
policy. Here are two items of it, pr fragments of them: “A 
greater production and consumption of protective foods must 
form the basis of any sound agricultural and health policy”; 
and, “ We lay down the distinction between those commodities 
(e.g., wheat, meat, sugar-beet, etc.) of which we must produce 
certain quantities in order to ensure good husbandry, but the 
production of which we do not desire to expand beyond” that 

` limit, and “ milk, poultry products, fruit, vegetables, for which 

a large potential market is available, and which can and should 
be expanded to a considerable degree in the interests alike of 
agriculture and the national health.” 

They, the farmer Lords, have realized this great truth. Have 
we, in our profession, grasped and used this means of making 
“positive health ”?—I am, etc., 


Holmes Chapel, Cheshire. LIONEL Jas. PICTON. 


A Maternity Service Scheme 
‘Sm,—Dame Louise Mcllroy’s interesting article on a 
maternity service scheme (Aug. 15, p. 184) contains a phrase 
which may produce a wrong impression. 

In speakıng of the position of pregnant women in the 
U.S.S.R., she says: “ Women in employment get full pay before 
and after confinement, if off work.” By law, pregnant women 
in the U.S.S.R.:are obliged to take 35 days’ leavé before confine- 

“ment and 28 days’ after, on full pay. Many other provisions 
are made for women before and after confinement. For instance, 
‘pregnant'women in industry are not allowed to work overtime 
or night shifts, and their occupation is changed to lighter work 
if their origiñal work is considered unsuitable. They have 
various privileges, such as being entitled to board a bus or train 
before anyone else. Women who return to work after con- ' 
finement and who wish to take their children with them can 
leave them in the factory créche. Arrangements are made by 
which the mothers are given time off at regular intervals, with- 
out reduction in pay, so that they can bfeast-feed their children. 

—I am, etc., ° 
' London, W.1. D. E. BUNBURY. 


Obituary 


PROFESSOR CLAIR MONT 


' Prof. G. Grey TURNER writes: The death of Prof. Paul Clair- 
mont of: Zurich at the age of 67 recalls a very delightful visit to 
Vienna in 1912, when he was the very capable first assistant 
in the clinic of the late Prof. Von Eisleberg. In that capacity 
he was responsible for a great deal of the work and proved 
himself a “very enthusiastic second to his great chief. It was 
not long previously that he had’ devised’ and introduced the 
operation which is now known by his name for the treatment 
‘of recurrent dislocation of the shoulder-joint. J remember 
how skilfully he demonstrated ‘the method on the cadaver one 
evening and the next morning carried out the operation on 
a patient whose shoulder had been dislocated no fewer than 
23 times. In the surgical laboratory there was a lively dis- 
cussion between Clairmont and Prof. Perthes of Tubingen, who 
was also a visitor. The aetiology of recurrent dislocation and 
the respective merits of the operative management were ‘dis- 
cussed with.some ardour. The matter ended by Clairmont’s 
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inviting his friendly rival also to demonstrate his plan on 
the body. Those were great days and only to be recalled 
with a certain amount of nostalgia. 

It was not very long afterwards that Clairmont was ap- 
pointed professor in charge of the surgical clinic at Zurich, 
so that he ame to occupy a Chair upon which Sauerbruch 
had added great lustre. In 1924, as a visitor to his new 
clinic, oùe saw much of his notable activities. I recall that 
he started operating at 7.30 each morning and that his lists 
were formidable. Like most Continental surgeons he was in 
no sense a specialist, and on that occasion we saw a great 
variety of work, yet after the operations this man of energy 
insisted on taking us on a tour of the wards before luncheon. 
Clairmont was probably then at the height of his activity and 
reputation, and a good many foreign students were attached 
to his clinic. Hus hospitality on that occasion was boundless, 
and among other things ye enjoyed a delightful evening at 
his house, which was marked «by a. dinner party served on 
two floors. Again, in 1937, when 62 years of age, friends tell 
me that his energy seemed to be unabated; in fact it was 


almost alarming. He never seemed to tire and did some of , 


the biggest surgical operations with great vigour. His work 
was mainly practical and individual, but a great many, British 
visitors will remember with pleasure days spent in his clinic 
and with profitable results. 


Many members of our profession will learn with regret: of 
the sudden death on August 7 of Mr. R. W. CRAWFORD 
TREASURE of the Medical Insurance Agency. When the last 
war began, Mr. Treasure was engaged in a commercial career 
in India, and was a member of a Volunteer Artillery Battery 
in which he served throughout the war, obtaining the rank of 
major. After demobilization he returned to England, where his 
father, the late Dr. W. B. Crawford Treasure of Cardiff, was 
a well-known and popular member of the Central Council of 
the B.M.A. He then obtained ‘a position on the staff of the 
Medical Insurance Agency, rising to be deputy manager under 
the late Mr. Adamthwaite, and assistant manager under his 
successor, Mr. A. N. Dixon (now in. the R.A.F.). Since Sqdn. 
Leader Dixon rejoined the Forces Mr. Treasure had been acting 
manager in his stead. He had for many years dealt with the 
sometimes thorny problems of claims against underwriters or 
insurance companies by clients of the Agency in connexion with 
motor-car accidents, always with great courtesy to clients and 
keenness in defence of their interests. When he had, as some- 
times happened, the invidious task of explaining to a doctor 
that his claim was less well founded than he supposed, he did 


_ it with tact and kindliness, if seldom with terseness. His personal 


contacts with members `of the profession, which were very 
numerous, always left the impression of complete devotion to 
the interests of the insured as well as of straightforwardness. 
and this combination of qualities was undoubtedly appreciated 
both by the Agency and by its clients. Mr. Treasure, who was 
twice married, leaves a widow ; also a son by his first wife. 


Dr. A. C. D. TELFER, who died suddenly on August 19 at 
Walthamstow at the age of 46, had been in practice there for 
the past 20 years. He studied medicine at St. Bartholomew’s 
Hospital, graduating L.M.S.S.R. and M.B., B.S.Lond. (Hons. 
Foren. Med.) in 1920. He was a very ardent though most cheer- 
ful worker and was keenly interested in the psychological side of 
medicine. Recently his energies had been devoted to evolving 
a scheme for the early and continued treatment of war neuroses, 
and he published tentative suggestions on those Imes in the 
Journal of Feb. 28, 1942. His passing will be deeply mourned 
by patients and colleagues as well as by a wide circle of friends. 





. The Services í 





Prisoners .of War—War Subs. Capt. H. C. Allan, RAMC., 
Acting Surg. Cmdr H. L. Cleave, R.N , Capt. F. J Fish, R A.M.C., 
Surg. Lieut.-Cmdr W. D. Gunn, R.N., Temp Surg. Lieut. C. A. 
Jackson. R.N.VR., Capt G Lancaster, R.A M.C., War Subs 
Capt. D. R. Macaulay, R.A M.C., Temp Major K. A. Moore, 

M.C., Surg. Lieut.-Cmdr_ J. A Page, RN., Major E J. Pryn, 
R.A.M.C., Temp. Major H. L. Thomton, R A M.C.. Surg Cmdr. 
R. W. H. Tinckner, R.N.V.R., Temp. Surg. Lieut. R G. S. Whitfield, 
RN.V.R, Flying Officer R. J; S. Wilson, R.A F.V R. 


Missing.—Lieut.-Col. J W? Malcolm, O.B.E., M.C., R.A.M.C. 





Universities and Colleges 








. UNIVERSITY OF LONDON 


Sır Guling Rall and Dr. A. M. H. Gray bave been reappointea 
representatives of the Faculty of Medicine and Dr. H E. A. Boldero 
representative of the General Medical Schools in the Senate for the 
period 1942-6. The membership of Convocation of Major-General 
P. H. Mitchiner has been continued until May, 1943 The ttle of 
Professor Emeritus of Anatomy in the University of London has 
been conferred on Prof. J. E. S. Frazer following his retirement, 
owing to ill-health, in 1940 from the Chair of Anatomy at St. Mary’s 
Hospital Medical School. 

The degree of BSc. (Econ) (with honours) has been granted to 
W. E. Roper Saunders, M.R.C.S, L.R C.P, DPH, DPA 

An additional second examination for medıcal degrees for internal 
and external students will be held in December As a temporary 
measure during the period of the present shortage of medical prac- 
titioners, the length of the clinical course for the M.B, B.S. 
examination has been reduced from 36 months to 30 months. The 
matter is to be reconsidered during the third term of the session 
1942-3. The examination for the Academic and External Diplomas 
in- Clinical Pathology has been postponed from Oct, 1942, to Jan., 


UNIVERSITY OF ABERDEEN 


Sır John Boyd Orr, M.D., F.R.S , director of the Rowett Institute 
for Research in Animal Nutrition, has been appointed by the 
Aberdeen University Court to be Professor of Agriculture in the 
university He will continue as director of the Rowett Institute. 


SOCIETY OF APOTHECARIES OF LONDON 


At a Court of Assistants held at the Society’s Hall on Aug. 18 Sir 
Stanley Woodwark, Master, and Dr. F. Gymer Parsons and Mr. V. 
Warren Low, Wardens, were re-elected for the ensuing year. The 
Court resolved to revive the pre-medical examination in chemistry, 
physics, and biology. The name of William Spencer Lewis was 
removed from the Register of Licentiates. 

The following candidates have satisfied the examiners in the 
subjects indicated : 


Surarry —A G. S Bailey, D M Carnegie, J A Dryden, H Gottschalk, 
J M Hanson, G Jarratt, R. Powell, D S Jones, T. C Masson, F R. C. 
Palmer, S. Yaffie. 

MEDICINE —C. A Anderson. G. Jarratt, M Leven, T. W. Renton, E. A. 
unama, P L. McN. Armstrong, A. G. S. Bailey, M. V Matthew, F. A. 

utlan 

Mipwirery.—A. G. S Bailey, R. Gunewardena, M A. Hamdy, G. Jarratt, 
J A Dryden. 

The diploma of the society was granted to C A Anderson, R Powell, R. 
Guncwardena, T W. Renton, G. Jarratt, P. L. McN. Armstrong, A. G. S. 
Bauey, and F A. Rutland 








Medical News 











The Council of Epsom College will in December next award a 
“ France ” pension of £30 per annum to a necessitous medical man, 
fully 55 years of age, who has been registered for five years, and 
who is-in need of help. Forms of application may be had from the 
Secietary’s Office, Epsom College, Surrey, and must be comple 
and returned by Oct. 19. - 


The Paddington Medical Society has arranged an informal recep- 
tion to be held in the board room of St. Mary’s Hospital (Praed 
Street entrance) on Sunday, Sept. 20, at 2.30 pm., to meet medical 
men and women in this country on war service from the U.S.A., the 
Dominions, and India, and to exchange views on matters of general 
medical interest. Those who wish to attend are asked to communi- 
cate with‘ the honorary secretary of the society, Dr. L. Zeitline 
(16, Norfolk Place, Hyde Park, W.2) by Sept. 15 at the latest 


The Times of Aug. 31 published a list of British refugees from 
the Far East who are on board the S.S. Tatuta Maru, which arrived 
at Lourenço Marques on Aug. 27. The Foreign Office, in supplying 
the list, stated that the names were furnished by the Swiss authorities, 
The following medical practitioners and members of their families 
are included: From Japan and Manchukuo, Dr. Dorothy Faulkner, 
Dr. and Mrs. Leggate, Dr. A. P. and Mrs. Littlewood, Dr. Jean M. 
McMinn, ? Dr. H. W. Y Taylor. From Swatow, Dr. S. L. Strange, 
Dr. and Mrs H. F. Wallace and two children. (The question mark 
in front of Dr. Taylor’s name appears in the printed list.) 


The Institución Cultural Española in Buenos Aures has established 


: a laboratory for histological investigation in memory of Prof. Ramon 


y Cajal, to be directed by Prof. Hortega of Buenos Aires, a disciple 
of Ramon y Cajal. 
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A medical aid car, paid for by money raised by the sisters 
attached to the first-aid posts throughout the city, was handed over 
to the Lord Provost in the quadrangle of the City Chambers, Edin- 
burgh, on August 31. The purpose of the car 1s to ensure that Ay 
doctor and nurse.can be carried speedily to the scene of an arr- 
raid incident, and have at hand the equipment for first aid, resusci- 
tation of suffocated persons, and for minor emergency surgery. 
There are racks for two stretchers, so that any gravely yujured person 
may be sent to hospital accompanied by a doctor or nurse, if need 
be. The car ıs to supplement, but not to replace, the official mobile 
first-aid units, and other Scottish cities and towns may be asked by 

_ the Department of Health for Scotland to adapt cars for similar 
purposes. Dr. W. G. Clark, Medical Officer of Health, acted as 
chairman at the ceremony. Lord Provost Darling paid a tribute to 
the Civil Defence services, which, he said, went from strength to 
strength. Although Edinburgh had not been subject to heavy bom- 
bardment, they had not been idle; they had trained and planned 
to make their service more and more competent. 


A mobile resuscitation van, believed to be the only one of its 
kind in-the country, and designed for use in maternity cases ,1n 
peacetime as well as for emergency operations and blood trans- 
fusions in war, has been presented to Bradford by the Princess 
Royal on behalf of members of the women’s section of Brad- 
ford and District, British Legion, who raised the funds. The 
van is fitted for use as an emeigency operating theatre, and 
contains an operating table, special “ rocking” stretcher ‘for 
artificial respiration, generous cupboards and lockers for instru- 
ments and sterile dressings, a special store of transfusion fluids, 
_wash-basins, a sluice, microscope, electric blanket, a centrifuge, 
and other equipment. ; 


The report and accounts of the Cassel Hospital for Functional 
Nervous Disorders for the year 1941 is issued from Ash Hall, 
Bucknall, Stoke-on-Trent, and includes a brief tribute to the memory 
of Dr. T. A. Ross, with a bibliography of his published works. 


According to the last published return the Japanese death rate is 

17.4 per 1,000 as compared with 10 or 11 in the United States, and 

- the mortality from tuberculosis in Japan is 204 as compared with 
45 per 100,000 in the United States. 


Infant mortality in the United States per 1,000 live births has 
fallen from 51 in 1938 to 48 in 1939 and 46.4 in 1940, and ın New 
York City from 38.3 to 37.1 and 34.8 respectively. 


Dr. Fauconnet has succeeded the late Dr. Carritre as director of 
the International Office of Public Health in Paris. 


N 
` 





7 ee _ EPIDEMIOLOGICAL NOTES: 
` Discussion of Table 


In England and Wales during the week the only large fluctua- 
tions from the preceding week in the notifications of infectious 
diseases were a drop of 894 for measles and of 94 for acute 
pneumonia, and a rise of 110 for whooping-cough. The ‘higher 
Incidence of whooping-cough was due mainly to‘ the epidemic 
in London, where 141 cases, compared with 97 in the previous 
week, were recorded. 

A decline in the notifications of measles was general through- 
out the country, especially in Lancashire, London, Middlesex, 
and Kent, where the cases were 124, 168, 109, and 70 fewer 
than in the preyious week. - g 

There was no large outbreak of dysentery during the week 
the biggest county totals being those of London 17 cases and 
Berkshire (Wallingford R.D.) 8 cases. 
- In Scotland there were relatively large decreases in the inci- 
dence of measles, 49 cases, and acute pneumonia, 47 cases. The 
decline in measles was fairly general throughout the country, 
but the trend of pneumonia was mainly influenced by the 
returns of Glasgow, which showed a reduction of 30 cases. A 
rise of 25 cases of dysentery was reported, the principal out- 
breaks being those of Aberdeen Burgh’ 13, Dundee 13, Edin- 
„burgh 11, Glasgow 12. ; : i 

The returns for Eire have been distorted by. the inclusion in 
the present week of returns for a Dublin institution for the 
period from February to July.. As a result of this the weekly 
total for whooping-cough is overstated by 122 cases, and 
‘diarrhoea and enteritis by 56 cases. f 


Returns for the Week Ending August 29` 


The notifications of infectious diseases in England and Wales 
for the week included the following: scarlet fever 1,455, 


whooping-cough 1,212, ‘diphtheria 717, measles 3,165, acute . 


pneumonia 352, cerebrospinal fever 66, dysentery 91, para- 
typhoid 11, typhoid 18: : 7 
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No 33 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended August 22. 
Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for. (a) England, and Wales (Londop mcluded). (b) 
London (administrative county). (c) Scotland. (d) Exe. (e) Northern Ireland. 
Fi A Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns ın En d and Wales (including London) 
O don (administrative county). (c) The 16 principal towns in Scotland. (d) 
13 principal towns ın Erre. (e) The 10 principal towns m Northern Ireland 
A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 
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Scarlet fever 
Deaths 


Smallpox 
Typhoid fever .. 15 
Deaths aie 
Typhus fever .. 

Beat T: 
Whoopıng-cough 

Deaths 5 


«. | 1,235 
7i 
Deaths (0-1 year 


Infant oa rato 
(per 1,000 live births) 








1 12 
panes DA fay 
1,332) 108) 272 























Deaths (excluding still- 
births) _.. sis 
Annual death rate (per 
1,000 persons living) 


3,639 















Live births’... os 
Annual rate per 1,000 
persons living .. 


Stillbirths 
Rate 











1,000 total 
» Gnchuding 














* Includes primary form for England and Wales, London dministra 
county), and Northern Ireland. e pre 


t Owmg to evacuation schemes and other movements of ulatiąp, birth and 
death rates for Northern Ireland are no longer available, ee 
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Letters, Notes, and Answers 








All communsacations in regard to editorial business should be 
addressed to THE EDITOR, British MeEpicaL JournaL, B.M.A. 
House, TAVISTOCK Square, Lonpon, W.C 1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M A. House, Tavistock Square, W.C 1, on 
receipt of proofs. Authors over-seas should indicate on MSS ! 
if repiints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addiessed to the Advertisement 
Manager (bours 9 a.m. to 5 Pe Ordeis for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No —B.M.A. and B.M J.: EUSTON 2111 

TELEGRAPHIC ADDRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecia Westcent, London. 

B.M.A. ScotrisH OrFice: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 
Doctors’ Illnesses: Clinical Accounts Wanted 


Dr. D. M. C. CuurcH (44, George Square, Edinburgh) writes: I: wish 
to get accounts from, medical men of illnesses of any sort from 
which they themselves are suffering or have suffered, and of which 
‘they have a clear recollection. This 1s a corner of clinical 
research which appears to have been little worked, and I have been 
impressed recently by the unusual slant it gives a clinical” descrip- 
tion. Particularly I should like to have the story of the onset of 
malignant disease what first attracted attenton, what was the 
psychological reaction, and so on. As regards diagnosis and 
treatment a criticism of these should be given. If there is response 
to this letter endeavour will be made to acknowledge the com- 
munication, which should, if. possible, be typed If the maternal 
obtained warrants publication in whole or in part, anonymity 1s 
promised. ` = h 

Income Tax 
Basis of Assessinent 


W. B. inquires to which year precisely a demand “ for the year 
beginning April 6, 1941,” relates. ‘Se 
** In reply to this correspondent, the point to keep firmly 
in mind 1s that professional earnings are assessed for any par- 
ticular year on the basis of the amount earned in the previous 
year. Consequently, tax payable “ for the year beginning April 6, 
1941,” will be calculated on the amount of the profits for the 
year fo that date (or to December 31, 1940, for instance, if that 
is the date to which the professional accounts are prepared), and 
when tax thereon has been paid the practitioner will have 
accounted for his liability up to April 5, 1942 There are some 
exceptions to the general rule, which are briefly explained in the 
printed notes accompanying the form of return. (If, as seems to 
be the case, W. B. cannot obtain a reply from the local mspector 
of taxes, he would be justified in complaiming to the Chief 
Inspector .6f Taxes, Somerset House, WC.2.) ` 


First Two Years of Employment 


R. W. began general practice work ın January, 1941, at a salary of 
£600 per annum. How should he be assessed for the two years 
ending April 5, 1941, and April 5, 1942, respectively? 


*,* The statutory basis of assessment under Schedule E in such a‘ 


case is the earnings of the current year for each of the first two 
years R. W is therefore chargeable to tax on £150 for 1940-1 
and on £600 for 1941-2 (If the appointment terminated before 

‘ April 5, 1942, he would/ of course be entitled to a reduction of 
the £600 to the amount earned after April 5, 1941.) The tax can 
be notified to the employer, and deducted over the period applic- 
able to the year concerned. z 


LETTERS, NOTES, ETC. 
Powdered Sulphanilamide for Throat Infection 


Dr. Goprrey B. Tait. (Alloa) writes: Much literature has appeared 
on the subject of local application of sulphonamıdes This, to 
my knowledge, has been restricted to surgery and dermatology. 
Apart from the trial of sulphanilamide snuffs for disinfection of 
the nosé, I have seeñ’no other mention of its local use in 
* medical ” conditions. The fact that I am extremely intolerant 

` to sulphanilamide taken by mouth led me to use it locally when 
I started to have a streptococcal tonsillitis The powdered 
sulphanjlamide was deposited-on the tonsils, fauces, and palate 
by means of an insufflator The result was highly successful. 
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Pain and swelling disappeared in a day and a half. I have since 
tried this method with intelligent patients and results have been 
uniformly good, the condition clearing very rapidly. To be suc- 
cessful the insufflation must be carned out very frequently, at 
least half-hourly, for the throat secretions soon wash the visible 
powder away. For this reason and because of the expense of an 
insufflator the method cannot have a wide application in general 
practice, but for the doctor who feels a “ sore throat coming on ” 
it is the ideal treatment. The powder I have used was 30% 
sulphapyridine in mag. carb. lev. I have used this method for 
a year now and have seen no bad results. ; 


Ambulances for Home Guard 


Dr W C V _ BrotHwoop (Medical Adviser, No 2 Zone, Home 
Guard) writes: I' have read the account of the “ Duerr-Moir ” 
light trailer ambulance (Aug. 8, p 160) No doubt it will have 
been read with great interest by other Home Guard medical 
officers and particularly those in rural areas. It is the duty of 
these officers to make arrangements for the transport of casualties 
from defended localities to collecting posts, whence they are 
removed ky Civil Defpnce ambulances. Home Guard units at 
present are not provided with ambulances Under existing 
arrangements, therefore, casualties have to be carried by band on 
stretchers from the defended localities to the collecting posts. 
Efforts have been made to keep down the “ carry ” to a minimum, 
but ın rural areas even a small “ carry ” requires much physical 
effort, and the provision for such areas of an ambulance of the 
“ Duerr-Moir ” type, which can be used as a hand ambulance, 
would be a boon. It is clear that much thought has been devoted 
to its construction. a 


Dr. K W. Macxig (Southampton) writes: The Duerr-Moir ambu- 
lance trailer appears to be most suitable for country districts 
where the present ambulance service is inadequate. I under- 
stand that the ambulances are not in production yet I 
sincerely trust that their production will not long be delayed and 
that those in authority may be persuaded to adopt the ambulance 
for use in Home Guard units. ' ` 


Corrigendum 


Dr. J. P McGowan ' points out an important omission in the 
schematic representation of red blood cell changes in his letter at 
page 257 of our issue for Aug. 29. An arrow should have 
appeared pointing up from the macroblast to the normoblast, 
since he contends that the normoblast does not develop into the 
mact oblast. F 


` MEDICINE’ 100 YEARS AGO 


Three advertisements appearing in the Provinctal Medical Journal, 
September 10, 1842:' . 

THE PARENTS of a YOUTH, about seventeen years of age, are 
desirous of placıng him as DISPENSING ASSISTANT with a 
Medical Man. He has served part of his time with a Chemist, and 
is, therefore, competent to undertake such a situation. An annual 
remuneration of £10 will be required. Address, A. B., Messrs. 
Drew, Heyward, and Co., Druggists, Bush-lane, London. 


* * * 


WANTED, by a Surgeon, residing m a pleasant and healthful 
situation in the country, TWO well-educated YOUNG GENTLE- 
MEN as HOUSE PUPILS, who will enjoy peculiar advantages in 
the acquirement of a practical knowledge of their profession, the 
Advertiser having the Surgical charge of ten large Collieries, where 
casualties of ‘the most serious nature occur, in the treatment of 
which his Pupils participate. Great attention will be given to the 
domestic comfort of the Pupil, and he will be stimulated to the 
improvement of his classical and general attainments. The Adver- 
tiser, being a licensed Teacher of Anatomy, will, as often as oppor- 
tunities present, give Private Instruction in Morbid and General 
Anatomy. Apply to Mr. William Morrison, Pelaw House, Chester- 
le-Street, Durham. pees 


* * kal 
SALE BY AUCTION OF MR. LANGSTAFF’S MUSEUM 


MESSRS. I. C. and S. STEVENS have the honor to announce 
they will SELL BY AUCTION, at their Great Room, 38, King-stieet, 
Covent-garden, on Thursday, the 22nd of September, and six follow- 
ing days (Sunday .excepted), at Twelve o’Clock, the very extensive 
and valuable MUSEUM of MORBID, HUMAN, ‘and COMPARA- 
TIVE ANATOMY, formed by G. Langstaff, Esq., during a period 
of upwards of thirty years, with indefatigable labor, and at a very 
great cost. May be viewed three days prior to the Sale, and 
Catalogues (1s. each) had of Messrs. I. C. and S. Stevens, 38, King- 
street, Covent-Garden. 


NB—A Catalogue raisonnée of the Collection is Published by 
Churchill, Princes-street, Soho (price 10s.). 
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Haemoglobinometry has at present two chief functions— 
first, the detection of diseases characterized by deficiency 


` or excess of haemoglobin ; secondly, the study of changes 


in haemoglobin concentration caused by loss or‘gain of 
plasma. For both purposes it is desirable that the 
method employed should estimate the concentration of 


all the forms of haem-pigment circulating in the blood. . 


‘Ammundsen (1939, 1941) has shown that under modern 
conditions a normal adult may have from 2 to 12% of 
his total haemoglobin circulating in dn inactive form. The 
inactive fraction is chiefly composed of carboxyhaemo- 
globin, methaemoglobin, and sulphaemoglobin. Drugs 
of the ‘sulphonamide class often increase: ‘the proportion 
‚of inactive haemoglobin in patients receiving this form’ of 
treatment. Most methods of, estimating haemoglobin are 
standardized by reference to determinations of the oxygen- 
carrying power of blood. These yield valuable informa- 
tion concerning one important function of the blood, but 
they may provide a false picture of the pigment metabolism, 
since they take no account of inactive haemoglobin which 
may be capable of regeneration to the active form. They 
may imply the presence of anaemia where none exists. 
Several methods of estimation are in general use, and it 
is pertinent to inquire not only into the accuracy of each 


but also if total nae or merely active haemoglobin ‘is . 


being measured. 


The Haldane method enjoys a wide popularity, yet, being 
based on the gas, (CO)-carrying power of blood, it may not 
measure total pigment. Samples of blood: are frequently en- 
countered jin which the colour is not comparable ‘with’ the 


‘standard; this is probably due to the presence of a large 


amount of inactive haemoglobin which is not convertible to 
carboxyhaemoglobin. The standards available commercially 
are often unreliable and may quickly fade. 

method requires a source of carbon‘ monoxide. 


There are several acid haematin methods in use, of which, 


the most familiar are the Sahli and Newcomer. Several dis- 


“advantages are, common to them all. The colour‘developed.by 


the test'-does not quickly reach a maximum ;’ while most of 
it develops in’ the first 30 or 40 minutes, the greatest optical 
density is not reached for from 24 to 36 hours, and the velocity 
of the colour reaction is not constant. Some observers claim 
the colours are not easily matched and that there is a high 
degree of personal error: according to Heilmeyer and Von 
Mutius (1938) this may be as high as + 10%. Wu (1922) has 


z 


In addition the . 


(From the British Postgraduate -Mėdical School and: the E.M.S. Pathological Services, Sector VI) 


shown that the colour developed depénds upon the concentra- 
tion of protein and lipoid in the test ; and, since acid haematın 
is insoluble and exists as a colloid suspension protected by 
the protein present, there _is often turbidity or actual 
precipitation. 

The pyridine Taemochromaeh method of Roets (1940) (cf. 
Rimington, 1942] depends * on the following principle. Haemo- 
globin in'the sample is cdnverted by sodium hydroxide, pyridine, 
and sodium hydrosulphite into pyridine haemochromagen. The 
standard is crystalline haemin, which is converted to the haemo- 
chromagen with the same reagents. The two solutions are 
compared colorimetrically and the concentration of haemo- 
globin in, the test is calculated on the assumption that each 
milligramme ‘of' iron in the haemin standard is exactly the 
equivalent- of a milligramme of haemoglobin iron in the test. 


. This method has the advantage of a standard which is readily 


reproducible, and in addition it measures tdtal pigment; but 
most pathologists would probably agree that pyridine, because 
of its extremely objectionable odour, is an unsuitable reagent 
for use in a routine clinical laboratory. 


‘Recently we have been searching for some method of haemo- 
globin estimation which fulfils the following criteria. It must 
measure total pigment with a reasonable degree of accuracy 
and yet be simple. enough to be employed in a laboratory 
where many determinations are performed daily. Measurement 
must be in terms of some simple easily reproducible standard 
so that the results at one laboratory may be directly comparable 
with those obtained in another. . This standard must be either - 
haemoglobin or some other substance with constant properties 
which may be referred to haemoglobin. From a review of 
the literature we decided that the most likely procedure was 
the alkaline haematin method of Wu (1922), which is recom- 
mended by Peters and van Slyke (1932). Wu found that the 
acid haematin method of: Cohen and Smith (1919), the CO 
method of Palmer (1918), the methaemoglobin method of 
McElroy .(1920), and the cyanhaemoglobin methad of Stadie 
(1920) gave divergent results with sheep’s blood; but that if 
-the test solutions were all rendered alkaline before the colori- 
metric readings were made the differences largely disappeared 
‘The acid haematin method applied to solutions of pure haemo- 
globin gave lower results than those obtained when plasma 
was added. The errors increased with increasing amounts of 
plasma, but were not proportional to the plasma present. With 
solutions of washed red cells the reverse was the’case: added 
plasma decréased the apparent observed concentration of 
haemoglobin. These extraordinary effects, probably due to 
the colloidal nature of haematin in the acid medium and of 
proteins and fats from the plasma, were abolished by the 
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addition of excess sodium hydroxide to the test solutions. 
Haematin exists in true solution in alkaline solutions of pH 10 
and over, and plasma proteins and fat are likewise much 


better dissolved by alkali than by acid.~ The presence of ` 


variable amants of the abnormal forms of haemoglobin (CO-, 


met-, cyan-), moreover, exerted a pronounced effect on the - 


acid haematin method, but no effect when the solutions were 
made alkaline, the same amount of alkaline ~-haematin being 
produced from any form of haemoglobin or from mixtures 
of them. The alkaline haematin method of Wu, then, appeared 
to satisfy our criteria of reasonable accuracy, of simplicity, and 
of measuring all forms of haemoglobin. i 
The majority of the standards in use for the different methods 
of haemoglobinometry are prepared from blood. This is a 
grave disadvantage,.as the blood needs careful standardization 
by the oxygen capacity method, a procedure which requires 
elaborate apparatus and & skilled technique and which is 
difficult for those who are not experienced in gas analyses. The 
standards prepared from blood are, moreover, not easily pre- 
served, and frequent restandardization is necessary. Because of 
these difficulties there has been a wide-spread adoption of 
coloured glass standards, but these have proved unsatisfactory 
because of lack of uniformity and of the failure to give an 
equally good match of the haemoglobin colours in light from 
different sources. The alkaline haematin method carries the 
great advantage that a simple reproducible standard can be 
prepared from crystalline haemin, a substance which is easy 
‘to prepare and which can be weighed out in equal amount 
and dissolved in soda by any worker to give standards of 
identical colour value. à i : 


Haematin Standards 


Thirteen samples of crystalline haemin have been prepared 
by slightly different methods from ox and human bloods.’ The 
iron content of each sample was determined and the results 
are shown ın Table I. Solutions of alkaline haematin containing 


TABLE I.—Specific Extinction Coefficients of Various ‘Preparations 
of Haemin* 











Mean = 0 769 0 766 
Standard deviation (corrected) = 0-009 0 014 
Coeffiaent of variation = 1 18% 1:83% 





*10 mg. (a x 100 c.cm. solution in N/10 NaOH. Two-stage Leitz 
Pee Laie DA ; mercury-green illumination ; 101 D Ilford neutral 
screen, average depth of solution 15 mm 
Average of 3 separate determinations by $ observers. 
Determined in photo-electric colorimeter (King, 1942), Chance green filter. 
The extinction coefficients re-determined on these same solutions 6 months after 
ther preparation were identical with those shown. 


approximately 10 mg. of haemin per 100 c.cm. were prepared 
and the specific extinction coefficients of the solutions measured. 
The mean of the 13 samples is 0.769, with a standard deviation 
of 0.009% and a coefficient of variation of 1.18%. Three other 
samples, one prepared in bulk by B.D.H. afd two kindly supplied 
by Dr..R.°G. Macfarlane of Oxford, agree closely with the 
results in the table. These solutions, which have remained 
stable for over six months, obey the Beer-Lambert law. Clearly 
when alkaline haematin is prepared from crystalline haemin 
the intensity of the colour developed is proportional to the 
concentration of iron in the sample. 


Alkaline Haematin Method Applied to Blood 
When adult human blood is added to decinormal sodium 
hydroxide, a brown colour is quickly developed which on 


1 The methods of tfon and of iron analysis are published 
elsewhere (Delory, 1942). 








spectroscopic examination contains the specific absorption band 
of alkaline haematin (607 mz). Blood taken from infants 
develops this colour much more slowly owing to the fact that 
the foetal type of haemoglobin is more resistant to alkaline 
denaturation. Brinkman and Jonxis (1935) have shown that 
the foetal e of haemoglobin steadily diminishes after birth 
and is absent at 7 months ; at about 3 years another type 
of alkali-resistant haemoglobin appears, and persists through- 
out life. This adult resistant haemoglobin occurs only in 


„small concentrations and the main bulk of adult haemoglobin 


has little resistance to alkali. The rate of alkali denaturation 
of all forms is markedly accelerated by increasing the pH 
and the temperature. We have investigated the rate at which 
alkali denaturation becomes complete in samples containing 
varying proportions of resistant and inactive haemoglobin. | 
If a 1 in 100 dilution of umbilical cord blood in N/10 
soda is made, the solution remains bright pink, with the absorp- 
tion bands of oxyhaemoglobin clearly visible for some. hours 
at room temperature. With brief heating the colour change 
is dramatic, and the oxyhaemoglobin bands are replaced by 
those of alkaline haematin. The effect of heat was studied 
by making a 1 in 100 dilution of umbilical cord blood and 
placing it in a boiling-water bath.’ Aliquots were removed 
at various intervals and promptly cooled under the tap before 
being compared in a colormeter with a standard alkaline 
heematin solution. It was found that the colour reaction, 
often complete after 2 minutes in the bath, was invariably 
so after 5 minutes. ‚For a further short and variable time 
the colour remained constant, but turbidity developed later, 
giving an apparent increase in colour. No significant turbidity 


was detected after only 5 mmutes in the bath (Table ID. 


Taste Il.—Effect of Heat on Alkali Denaturation of Foetal Type 
Haemoglobin P 








Tıme of Heating 


* Stull pink. t Clear brown {+ Turbidity. i 
The figures represent the extinctions E read in the King (1942) photo-electric 
colorimeter, Chance green filter. . 


Many observations were made on hospital patients to deter- 
mine if any A4ppreciable concentration of resistant haemoglobin 
might be encountered. 0.05 c.cm. of blood was added to 
5 c.cm. of N/10 soda. After this unheated solution had been 
compared with a standard solution it was allowed to stand 
overnight, when the comparison was repeated.- In many cases 
there was no significant difference between the two observa» 
tions, but in some adults and all infants the overnight reading 


FREQUENCY 


—310- 0 +40 +20 +30 
DIFFERENCE, PER CENT 


Fig. 1.—Difference in colour of blood in N/10 NaOH 
produced by heating for 5 minutes and by standing overnight 
at room temperature. 


was significantly lower than the initial reading—i.e., the change- 
from pink to brown was not complete in the few minutes 


- before the first reading. 


The effect of heating all specimens was then studied, 0.1 c.cm. 
of blood being added to 10 ccm. of N/10 soda and the 
specimen divided. One-half of each test was placed in 
the boiling-water bath for exactly 5 minutes, cooled under the 
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tap, and compared with the standard haematin solution. The 
other half was allowed to stand overnight and also compared 
with the standard. Fig. 1 is a ‘distribution curve of 100 con- 
secutive observations on 96 patients and 4 specimens of um- 
bilical cord blood. No observation falls outside the limits of 
3% of the same reading, 91% of cases are within 2%, and 
in 43% of cases the observations are identica? The mean 
overnight reading is 100.285 of the 5-minute reading, and the 
standard deviation is 1.72. 

A comparison was next made of a series of alkaline haematin 
values produced by 4—5-minute heating in sodium hydroxide 
with- those developed by Wu’s procedure—i.e., a 40-minute 
treatment of the blood with N/10 hydrochloric acid at room 
temperature followed by the addition of excess sodium 
hydroxide. ’ Table II shows the qose agreement of the two 


-, Tasty I.—Comparison of Haemoglobin Results Bi Different 
` Haematin Methods. (Figures represent of Haden Normal; 
Consecutive Routine E. nations.) 





















Alkaline Haematin 
Aad 
Haematin 
. Method 
K í 
69 TO 67 45 
84 61 
83 84 $7 87 
88 >` 87 8&8 Żăě ~- 89 
` 91 89 89 81 
83 86 . 8i 85 
86 86 84 37 37 „4l 
56 55 57 88 88 92 
76 716 78. 16 «76 80 
25 23 36 51 51 58 
43 43 45 TI TI 80 
55 56 51 59 59 64 
57 37 61 76 76 78 
48 48 ‘34 94 95 95 
80 » 81 82 255 55 34 
83 83. 85 72 WT. «3 76 
- 70 70 68 84 84 87. 
41 , 46 52° 72° 73 76 
66 65 81 , 90 90 92> 
Ee 7a Ei 2 30 3 
79 78” 82 98 98 96 
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blood in`5 c.cm. N/10 NaOH, heated 3 
10 ie wand 40 minutes, mado alkalino 


+ 


alkaline haematin methods, ands the disrepascie’, between 
them, and the acid haematin procedure. ' + 


From these experiments it seems clear that the same final” 
alkaline haematin colour is déveloped equally well either by 
treating the, blood directly with soda and heating or allowing 
“to stand’at room temperature for many hours, or by an initial 
treatment to convert the haemoglobin into acid haematin 
followed by the addition of soda to render it alkaline. 

To study ‘the effect of inactive haemoglobin it is necessary 
to subject the ‘sample to: considerable manipulation with 
increased opportunity for introducing sampling errors. To 
reduce these as far as possible normal blood was lysed with 
water and filtered, the resulting solutions being much easier 
“to. handle than whole blood. Table IV indicates the steps 


Taste IV.—Colour Produced ‘by iferent Forms A 
. when Estimated by the Haematin athod eee 














fight Hare opreson: extinctions E, photo-eleciric colorimeter, Chance green 
, 


- taken to convert the haemoglobin into inactive forms, and 
also shows that they are quantitatively converted to alkaline ` 
haematin by heating for 5 minutes in the water-bath. This 
experiment confirms the finding of Wu, that the different forms 


’ 


of haemoglobin are quantitatively determined when estimated 
by the alkaline haematin method. 

Likewise, the addition of plasma either to the haemin 
standard or to tests prepared from blood had little or no 
effect. Plasma added in amount equal to the volume of blood 
taken—i.e.; 0.05 c.cm. in 5 c.cm. of soda—caused no measur- 
able change in many cases, and in others the change was of 
the order of 1% increase. ‘The most pronounced effect 
v observed was a 2% increase in optical density due to adding 
a turbid specimen of plasma. : 

Relation of Colours Produced from Haemin and from 

> . Haemoglobin in Sodium Hydroxide 

From theoretical considerations it now seemed possible to 
equate solutions of alkaline haematin derived from haemin 
and from blood on the pope p that one milligramme of 
iron in the haemin standard would be equivalent to one milli- 
gramme of iron in the haemoglobin test. Attempts to apply 
‘this- assumption to the clinical estimation of haemoglobin 
showed that bloods examined in this way yielded results by 
the alkaline haematin method which were higher than could 
be justified either by the clinical condition of the patient or 


Tasis V.—Haemin Iron Equivalent of Oxygen Capacity 





Fe found by Found Re 




















Com 1 as % 

with irl of O, eqv. Fe 
S (human) . 29-8 . 132 
N » ) 5 : 49-4 + 651 132 
Ro? ia c Sel ae re 

a 
M > 19-8, 49-5 63-6 128 
Ti-a 20-3 50-7 61:7 122 
Roma ' 199 49-7 63-6 128 
D , 23-0 57-5 69-5 122 
F , © 22 55-5 68-5 - 123 
Horse ` 29-1 50- 63-5 127 
Average = 127 
1 atom Fe 56 g.) = 1 mol O, (224 L) 
¢ oe 04 ae G 


by examination of the stained blood film. In a small series 
of hospital cases venous blood samples were analysed for 
haemoglobin by the alkaline haematin procedure and for 
oxygen capacity with the van Slyke manometric apparatus 
by Dr. J. McMichael. The results obtained by the haematin 
~method were uniformly about 30% higher than the oxygen 
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—Light-absorption curves of haemin in sodium 
nya ias fit and of n globi heated in sodium hydroxide 
aee, Ilford _ spectral filters, neutral grey screen, uboseq 


capacity—a far Siete difference than could be accounted for 
by the presence of small, amounts of inactive haemoglobin in 
the normal blood samples investigated. 


The colour of alkaline haematjn derived from ‘Mood had 


been assumed to be identical with that derived from haemin, 
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but these results suggested that this was not the case. Although 
the colours were similar to the unaided eye, and had the same 
broad band at 606 to 608 ma when viewed in the Hartridge 
reversion spectroscope, they showed a slight dissimilarity in 
absorption in the red. Solutions derived from each source 
were examirfed in a colorimeter against a neutral grey, screen, 
using a range of light filters covering the visual spectrum. The 
absorption curves are plotted from these data in Fig. 2, which 
indicates that the colours differ slightly in the red portion, 
of the visual spectrum. 

Several samples of human haemoglobin were then prepared 
by precipitation with alcohol as described by Delory (1942), 
By this method large yields of dried human haemoglobin were 
readily obtained in a semi-pure state. An iron analysis of 
quantities of about 1 g. was performed in duplicate on each 
sample. As in the case of haemin, solutions of alkaline 
haematin were prepared by dissolving the haemoglobin in 
N/10 soda. The extinction coefficient was measured and the 
absorption curve studied. This was found to agree with that 
derived from blood and to differ in the same way from that 
of haemin. The solutions were compared with solutions of 
baemm in N/10 soda and the ratio of colour intensity per mg. 
of iron in each solution calculated. In each case this ratio 
was found to be close to the mean of 1.32 for the five samples 


(Table VD. 


Taste VI.—Colour of Vanous Haemoglobin Preparations 










Hb/Haemin 
Colour Ratiot 





* Es = specific extinction coefficients for 1 mg. haemoglobin Fe/100 c.cm* 
Photo-electric colorimeter, Chance green filter. 
t Colour of haemoglobin 


solutions against a single hacmin standard. 

It appears, therefore, that although the brown colours pro- 
duced in sodium hydroxide from blood and from crystalline 
haemin are seemingly the same on visual] inspection and are 
similar over most of the visual-spectrum, they are not in fact 
identical. There is a quantitative discrepancy of approximately 
30% and a slight qualitative difference. The chemical reasons 
for the discrepancy are beyond the scope of this paper ; suffice 
it to say that it can be adequately explained by the fact that 
the alkaline haematin solutions derived from haemoglobin and 
blood contain both haematin and globin, whereas that pre- 
pared from haemin contains only haematin and no globin. 
Haemin, then, cannot be used as a theoretical standard in the 
sense that four molecules of haemin should give the same 
colour as one molecule of haemoglobin. But it can be em- 
ployed perfectly satisfactorily as an artificial standard. The 
colours produced by haemin and haemoglobin in soda are 
similar to the eye in any light,* and in green light they are 
easily and accurately matched and there is a constant ratio 
of colour intensity by whatever means the reading is made. 


Methods for the Determination of Haemoglobin by the 
Alkaline Haematin Procedure 


The brown colour of blood in sodium hydroxide solution 
is compared with that of a solution of crystalline haemin 
of known iron content. 


Method 1.—0.05 c.cm. of blood is diluted to 5 c.cm. with 
N/10 NaOH, heated ın a boiling-water bath for 4 to 5 minutes, 
cooled, and read against the haemin standard in a suitable 
colorimeter (Duboscq, photo-électric, etc.), using a green light 

- filter. 

Method 2 (Method of Wu; cf. Peters and van Slyke, 1932).— 

0.05 c.cm. of blood is treated with 4 c.cm. of N/10 HCI, left 





* The slight qualitative difference in the colours may be apparent 
if they are‘viewed through too great a depth of solution Thus 
a“ 160% Y Blood and the standard will appear identical in 1/4-inch 
dilution-tubes, but the colours will appear slightly different in wide 
test-tubes. On the other hand more dilute solutions of haemin 
and haerfidglobin appear idegtical even when viewed through wide 
tubes. 


` 


at room temperature for 40 minutes, and then diluted to 5 c.cm. 
with N/1 NaOH. 

Standard.—The haemin-iron equivalents of the “ 100% 
normal” standards are shown in Table VI. An amount of 
haemin of known iron content, which is the equivalent of the 
desired standard, is accurately weighed and dissolved in 1 litre 
of N/10 NaOH. This solution should be preserved in a glass- 
stoppered boltle in a cool dark place. Kept under these condi- 
tions our standards have remained unaltered for 9 months, 

Authorities differ as to the percentage of haemoglobin in 
blood which they regard as a normal figure. The three most 
commonly used are given in Table VU. There is an in- 
creasing body of evidence to show that Haldane’s (1900) 
figure of 13.8 g. of haemoglobin is too low and that the 
Haden (1922) value of 15.6 g. per 100 c.cm. (20.9 c.cm. O.) 


TABLE VII.—Concentrations of “ Normal” Blood Standards 








Haldane 
$ Taan otoan 100 eni, j 3 13-8 
capaci ccm, ccm. af 185 
mg. e Coan . k , 462 
Alkaline haematin equivalents. 
mg. Fe/100ccm* ,, 0-60 
Ga haemoglobin Fe x i) 
Pure haemin, 8:57% Fe (mg per Litre)* 70:0 








* Which give the samo colour as blood diated { ın 100 m N/10 NaOH. 


1s a more normal figure (cf. Peters and van Slyke, 1932; 
Wardlaw, 1941). This is the figure we have used and which 
has seemed adequately to represent our normal healthy cases ; 
it has-given colour indices averaging unity for healthy persons 
and treated anaemuias. 

The alkaline haematin standard we use for routine is weaker 
than the “100%” standards. It contains an amount of 
haemin representing 0.45 mg. of iron. This solution matches 
any haemoglobin solution or blood containing 10.3 g. of 
haemoglobin per 100 c.cm. when treated with sodium hydroxide 
to give a dilution of' 1 in 100. This standard was chosen 
because it is close to the average of the concentrations most 
often encountered in hospital practice. Its relation to the 
“normal blood” standards is shown in Table VIL MHaemin 


TABLE VII —Alkaline Haematin Standard for Routine Use with 
Duboscq and Photo-electric Colorimeters 


52.5 mg. of pure, haemin (or an equivalent amount of 
other haemin of known Fe content) is dissolved in 1 litre 
of N/10 NaOH. This solution contains 045 mg. Fe/100 
c.cm, and is equal in colour to: 


es) A Haldane normal 
6e of Hace i 
when blood ıs diluted 1 in 100 in NaOH 


standards of “100% normal” may of course be used. The 
figures for these are given in Table VH. The method has 
now been in use for several months and has proved most 
satisfactory. Where many determinations are undertaken it 
is more rapid and more accurate than other methods we have 
used. 

Approximate Methods 

With the Lovibond Comparator.—Through the co-operation 
of Mr. G. S. Fawcett a Lovibond disk has been prepared to 
match the alkaline haematm colours. The values are spaced 
at 10% of the Haden normal—i.e., at differences of 1.56 g. 
haemoglobin per 100 c.cm. The blood is treated by either 
of the above procedures, the test-tube is placed in the Lovibond 
comparator, and the disk ıs rotated until] a colour match is 
obtained. By careful comparison it is possible to gauge colours 
intermediate between those in the disk and hence to read the 
haemoglobin to within about 5%. 

With the Hawksley Dilution Colorimeter—Thbe small dilu- 
tion haemoglobinometer supplied by Messrs. Hawksley for the 
Sahli method is easily adapted by the substitution of the 
coloured glass standard by a tube-of alkaline haematin solution 
(equal to 100% of normal—e.g., Haden). 


the mixture is warmed until it is of a clear light-brown colour, 
and is then diluted by the dropwise addition of N/10 NaOH, 
with mixing, until a colour match ıs obtained. The percentage 


0.02 c.cm. of blood * 
is added to a little N/10 soda in a calibrated dilution-tube ;- 
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aks T \ F 0 
is read from. the scale on ‘the test-tube. If` this inetiod is, 
employed care should be taken to ensure that the tubes used 
are properly calibrated and of ithe same diameter. 


Summary and Conclusions 


The haem-pigments circulating in the blood may be divided’ 


into an active fraction, reduced and oxyhaemoglobin, and an 
inactive fraction ‘chiefly boxyhaemoglobin and methaemo- 
globin. A satisfactory method for estimating eon 
should measure both fractions. 

The Haldane and acid haematin methods may’ not measure 
total pigment with the degree of accuracy desirable. Com- 
mercial standards are often unreliable and may fade. The 
pyridine- haemochromagen method is rejected because of the 
objectionable nature of the reagents employed. , 


Criteria of a satisfactory method are described. These in-. 
clude the measurement of total pigment, reasonable accuracy, | 


‚simplicity, the use of non-toxic Teagents, and some permanent 
easily reproducible standard. 

The alkaline haematin-method, of Wu eliminates errors 
which arise in the acid haematin procedure due to lipids, the 
colloidal. nature of acid haematin, and the presence of inactive 


` haemoglobin. Alkaline haematin has the advantage of being’ 


a true solution and is easily prepared both from haemoglobin 
and from crystalline haemin. Haemin is easy-to prepare in 
a pure state from haemoglobin, and its iron content may be 
estimated with accuracy. Thus it appeared to satisfy our 
criteria fora suitable standard, and was investigated for this 
purpose. t ' 

Sixteen samples of crystalline haemin were prepared from 
ox and human bloods and the iron content of each determined. 
Solutions of alkaline haematin were prepared from each sample. 

, The specific extinction coefficients were found to agree closely. ' 


The intensity of colour was proportional to the concentration: 


of haemin iron, and impurities ‘failed to influence the colour. 

Several forms of haemoglobin occur in normal blood, some 
of which are resistant to alkali denaturation.. Whatever the 
proportion of alkali-resistant haemoglobin in a blood somes: 
if a 1 in 100 dilution in decinormal soda is prepared and 
placed in a boiling-water bath for five minutes all the 
haemoglobin is converted into alkaline haematin. 
` Similar treatment converts all inactive forms of haemoglobin 
into alkaline haematin. The colour developed is not signifi- 
cantly influenced by the „amount of lipoid or plasma in the 
sample.. 

Determinations. of EN in blood samples basėd on 
the assumption that 1 mg. haemin iron in the standard was 
equivalent to 1 mg. haemoglobin iron in the test yielded results 
uniformly about`30% higher than ‘determinations based on 
the oxygei-carrying power of the same sample. ‘It was then 
found that solutions prepared from haemin and blood gave 
' colours whose ,absorption curves differed slightly in the red 

portion, of the spectrum. 


Samples of human and ox haemoglobin were prepared and’ 


‘their iron content determined. Solutions of alkaline haematin 
were prepared from each sample and their specific extinction 
‘ coéfficients and absorption curves’ determined. The curves 
“derived from: the haemoglobin solutions were identical with 
that from blood, and the colour. produced was 30% higher 
than would be anticipated from the iron’ content, ‘when com- 
pared with haemin standards. 


Thus haemin 1s not a ‘theoretical (Standard in the sense that. 


four molecules’ of haemin should’ give the ‘same colour as 
one molecule of haemoglobin ; but it can be employed satis- 
factorily as an artificial standard. The colours of the solutions 
are almost identical in.the concentrations used for the test, 
and are matched with ease and accuracy. The standard appears 
to be unchanged during several months. 

Details of methods for the estimation of total- haemoglobin 
using haemin as a standard-are given, togéther with instructions 
for the!preparation of standard solutions equivalent ` to 100% 
‘of the Haldane, Sahli, and Haden scales. 

We have employed this method for many months and have 
- found it to give excellent results. Where many determinations 
are made daily it is quicker and more reliable than other 
methods we have used. 


` 


~ investigations of the alkaline haematin method, for help 


Our thanks ca to R. G. Macfarlane of Oxford and 
Dr. J. M. Peterson of Corti, who have carried out inde adent 
g- 
G. E. Delory or his invaluable 
assistance with the iron analyses; ta: pr, McMichael for the 
estimations of Q: , capacity; to to Mr. wia for his, assistance 
i comparin pT pee method’; and to 
ing h Haslewood for valuable advice. 
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, LOUSE-BORNE TYPHUS FEVER 


BY 


Capt C. DONALD, R.A.MLC. 
AND 


Capt. P. B.. BARKER, R.A.M.C. 
(From a Prison Camp in Germany) 


The articles on this subject that appeared in the British 
Medical Journal of Dec. 6 arid 20, 1941, have induced 
us to record our observations on a series of 21 cases 
occurring in a prison camp in Germany, of which 3 
(14.28%) were fatal; 16 (76.18%) arose in men employed 
in handling clothing at the camp disinfector. In only 2 
cases was it possible to determine the incubation period, 
and this was in accordance with the usual period of 12 to 
14 days. f 


Onset 


` The illness was in some cases ushered i in by severe frontal 
headaches, shivering, occasionally epistaxis, soreness of the 
throat, and thirst, followed by a general feverish feeling, like 
influenza. In milder cases, on the other hand, the patients felt 
quite well during the first 3 or 4 days in spite of their tempera- 
ture being in the region of 102° F. 


One patient gave a history of an attack of influenzg for one 
day. He felt better the next day, but was cold and shivery ; 
‘on the fourth day he suddenly developed acute abdominal 
pain, vomited twice, and was admitted to hospital as a case 
‘of acute “appendicitis. . His temperature was 102.2°, and his 
pulse 100 ; his urine contained nothing. abnormal, A laparotomy 
was performed and the: next morning his temperature and 
pulse fell to normal, but the same evening they rose to 102.9° 
ı and 112 per miniite respectively, and remained about this level. 
On the third day after his operation the rash appeared—i.e., 
_ 6 days after his initial attack of influenza. 


' General Appearance immediately before Occurrence of 
Rash—The conjunctival vessels were injected and the eyes 
‘assumed a heavy appearance reminiscent of measles without 
photophobia and lacrimation. .The face was flushed and a 
dusky tinge or distinct cyanosis was present in the skin. The 
tongue was dry and thickly coated with white or brownish- 
white fur. Sordes’ of the mouth was very marked until frequent 
cleansing was adopted. The facial expression was worried, 
with a continual frown which was aggravated by questioning 
or outside interference. Speech was sluggish, and the patients 
appeared to have difficulty in expressing themselves. In some 
cases there was delirium immediately before the, appearance 
of the rash, and all became increasingly drowsy. Acute 
dyspnoea usually occurred towards the end of this phase, and 
was suggestive of bronchopneumonia „with only a few repita- 
tions in the lungs., 


l 
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The Rash: Character and Distribution 


The rash appeared on the average on the sixth day; the 
shortest period was 5 days and the longest 10. It consisted 
of pinkepapulo-macules which later became bluish-red and 
slaty-blue in colour. It first appeared on the shoulder areas, 
back and front, especially in the neighbourhood of the axillary 
folds, on the upper abdomen, and on the flanks, and later 
it showed on the rest of the trunk and the limbs. It was 
especially prominent on the forearms, the backs of the hands, 


_ and the dorsal surfaces of the feet, and was to be clearly seen 


+ 


on the thenar éminences of the hands and on the medial aspects 
of the soles of the feet: In 4 (19%) cases the rash appeared 
on the frontal and temporal aspects of the face. As the 
macules started to fade subcuticular mottling made its appear- 
ance and persisted for about 4 weeks. In 9 (42.8%) cases the 
rash became petechial “2 or 3 days after the appearance of 
the macules, and involved the same areas. In one case the 
petechiae were extremely profuse and generalized ;-the mucous 
membrane of the mouth was involved and there was a large 
subconjunctival haemorrhage. In some cases the petechiae 
became confluent, over the pressure areas of: the shoulders, 
heels, and sacrum, to form areas of ecchymosis. Later, in 
spite of precautions, some of these areas formed deep-seated 
gangrenous bed-sores which healed very slowly (one remained 
incompletely healed after 6 months). In cases in which the 
petechial rash appeared it was noticed that the illness was much 
more severe but not appreciably altered in duration. 

Fine branny desquamation started towards the end of the 
third week from all areas in which the rash appeared, and 
included the face only in cases with a facial rash. Coarse 
desquamation occurred from the soles of the feet at this time. 
The desquamation lasted for about 2 weeks. In 5 (23.8%) 
cases there was no rash, and in those cases the illness was much 
milder. 


The Fever 


The fever proper lasted on an average 17 days. It was of 
a continuous type, between 100.4° and 103.2° F. (axillary). 
The maximum temperature recorded was 104.7°. The pulse 
rate was proportionate to the temperature on the whole, but 
at times it was disproportionately high. The pulse was easily 
compressible throughout. The respiration rate was markedly 
increased, and generally fell a day or two before lysis occurred. 


- The fever tended to end by lysis over, 3 to 4 days. 


In 4 cases a sudden crisis followed by a rise of temperature 
in 24 hours, which was sustained over 3 to 4 days, did not 
prove fatal. ` 

Observation of Patients during Febrile Stage-—During the 
first week of the fever the drowsy-stuporous condition increased 
daily. It became more difficult to rouse the patients; they 
were very restless, slept little, and their resentment of inter- 
ference of any kind became more marked. Speech became 
more hesitant and incoherent; low muttering delirious bouts 
were frequent, and towards the end'of the week the patients 
were semi-comatose. The duskiness and cyanosis of the skin 
increased in intensity and the respiration became more laboured. 
The tongue remained dry and fursed, and it was difficult to get 
patients to drink although they complained of thirst. In the 
second week they passed into a state of coma vigil, in which 
they lay with open eyes, taking no notice of their surroundings 
although they still resented interference. At this phase the 
lips and the tongue were very tremulous, and the latter was 
difficult to protrude, this being done in a very slow jerky 
manner. In some cases the tongue appeared to be diminished 
in size and in 2 cases it was definitely shrivelled and almost 
black. The patients were becoming progressively more 
prostrate and their mental state was seldom lucid. Towards 
the end of the second week they seemed brighter, the tongue 
became moist, began to clean from the tip and edges, and 
was protruded more easily and less jerkily. The cyanotic tinge 
started to distppear and the respiration rate began to fall. The 
patients then had short periods of mental clarity during which 
they would ask to micturate, whereas they had previously been 
incontinent. During the first half of the third week the 
temperature and pulse rate fell by lysis and there was a marked 
day-to-day improvement in their condition. There was no 
abrupt passage from the stage of nervous excitement to that 
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of defervescen¢e. After the defervescence the patients were 
very emotional ; they continued to have bouts of delirium and 
transient delusions, and were disinterested in and unnoticing 
of their surroundings and fellow patients until convalescence 


was well established. 


° . Systemic Manifestations 

Alimentary System.—Only in one case was the rash seen 
on the buccal mucous membrane, and there were no cases 
of parotitis. The fauces were slightly injected at the onset 
of the illness. Nausea was frequently complained of early, 
and vomiting was met with occasionally. Constipation was 
the general rule, but in 3 cases diarrhoea occurred at the end 
of the first week. Faecal incontinence was not uncommon during 
the second week. Abdominal pain occurred, and was so severe 
ın One case that a laparotomy was performed (see above). 

In 4 other cases suprapubic pain was associated with difficulty 
and pain on passing urine. . 

Respiratory System.—Marked dyspnoea with stertorous 
breathing and employment of the alae nasi occurred in all 
cases, and there was a short period of Cheyne-Stokes respira- 
tion just before the defervescence. There were 2 cases very 
suggestive of bronchopneumonia, but the only signs elicited 
in the others were a`few isolated crepitations. 

Cardiovascular System.—The pulse was easily compressible 
throughout the febrile stage, and one case exhibited pulsus 
paradoxus. The heart sounds became weaker as prostration 
became more marked, but there was no cardiac enlargement, 
no murmurs were detected, and no oedema occurred. The 
-blood pressure was not influenced except in one patient, who 
developed a hypertension of between 180/90 and 190/110 during 
early convalescence ; this still persisted after 6 months with 
clear urine, but is now resolving. 

Eyes.—All cases showed the marked injection of the con- 
junctival vessels and the heavy appearance already described. 
Subconjunctival haemorrhages were seen in 2 cases, and one 
of them showed a small superficial retinal haemorrhage. During 
convalescence one patient complained of “spots in front of 
his eyes,” and examination revealed recent translucent opacities 
of the vitreous. These. were still present after 6 months. One 
patient complained of blurring of vision, and definite swelling 
of the disk was found on both sides. He subsequently made 
a complete recovery. Prior to defervescence in some cases, the 
pupils became constricted, but not to pin-point proportions, and 
showed sluggish reaction to light and accommodation. Several 
of the patients complained of diplopia, and transient squinting 
was noticed. ’ 

Ears.—Transient deafness was often experienced. In one case 
severe tinnitus and deafness persisted until 2 weeks after 


‘defervescence and then gradually cleared up. In another case 


severe vertigo, with the patient falling to the left, occurred, 
and still persists after 6 months. 

~ Central Nervous System.—The mental condition has already 
been described, but again it must be stressed that the improve- 
ment with defervescence was not so dramatic as one would 
expect from the textbook descriptions? Cerebral irritation was 
indicated by muscular twitching of varying degree in 16 cases 
(76%). This variation extended from fine fibrillary tremor of 
the facial muscles to, gross twitching of phalanges, wrist, and 
ankle-joints, and groups of muscles were observed to, contract. 
It was noticed that the more extensive the petechial change the 
more marked was the state of nervous excitement. i 

` One patient on the sixth day of illness began to ‘twitch in 
the muscles of the face and hands and to complain of double 


. vision ; by the tenth day he had a mask-like facies, and move- 


ment of all muscles was slow, death occurring on the fifteenth 
day. Another patient developed facial tremor during the 
second week of the fever; and 3 days before defervescence, 
which occurred on the ele day, he developed the torpid 
facies and gross twitching of phalanges, wrist, and ankles ; this 
was almost choreic in type, and was not a peripheral tetany. 
Prowazeki’s and Chvostek’s tests were negative, and venous 
congestion had no effect. There was a pseudo-spasticity of the 
limbs, the deep reflexes were never more than brisk, the 
plantars were flexor, and there was no Kernig’s sign., The 
nervous manifestations reached their maximum just before 
defervescence and passed off during early convalescence, when 
the patient complained of blurring of vision and was found to 
have bilateral disk swelling. In his case ulnar neuritis occurred 
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early in the febrile stage. He complained of ‘severe pain in 
the little and ring fingers of the right hand, and. ‘this settled 
down to, a dull ache and numb feeling; there was no muscle- 
wasting, and only the loss of the sense of light touch over the 
little finger, the Ulnar half of the ring finger, and the adjacen 
part of the palm. This-still persists after 6 months. ‘ 


Fine tremor of the fingers was present in all | during 
the febrile stage and passed off during early convalescence, when 
severe neuralgic pains in the feet and legs were complained of. 


C.S.F.—Lumbar puncture was not done as a routine but only ' 


in those cases with marked cerebral irritation: in all except 
one case the findings were normal. In the case already 
described with torpor, ‘Parkinsonism, and disk swelling, the 
day before defervescence the fluid was clear, and under pressure 
of 100 cmm. There were 261 cells per c.mm.—lymphocytes 
74%, polymorphs 25%, endothelial cells 1 %—and an abnormal 
increase in globulin. f 

Genito-urinary System—All cases had an initial oliguria 
followed by incontinence. Four patients at the end of the 
first week, and the others after thé defervescence, complained 
of pain on micturition, having to strain, and a constant desire 
to micturate without being able to do so. All cases showed 
albuminuria, red blood cells, ‘epithelial cells, and cellular casts 
in the urine, which cleared’ during convalescence ; and during 
the periods of dysuria Gram-negative. motile bacilli were found 
in non-catheter specimens. 


Blood Examination—There was an initial polycythaemia, 


which may be attributed to the early low fluid intake, to the 
fluid lost through forceful respiration, and to that lost 
secondarily by sweating. The haemoglobin percentage and 
red blood cells fell by from 20 to 30% and from 14 to 2 millions 
respectively after the appearance of the petechial rash. In 
cases with no petechial rash there was not this proportionate 
fall. The Hb and red cells were quickly made: up during 
convalescence. The white cells, varied considerably; the 


maximum count was 30,200, two were in the region of 18,000, ` 
and of the others the highest was 13,000 and the lowest 4,400. ` 


Neutrophils constituted 60 to 83% of the count. The granules 
in the..polymorphs appeared to be ‘coarser and more highly 
stained than the normal. In the 2 fatal cases the counts were 
R.B.C. 4,600,000, Hb.72%, W.B.C. 4,400 ; and-R.B.C, 4,860,000, 
Hb 78%, W.B.C. 6,400—taken on the fifth and seventh days 
respectively. Small, extracellular coccal and cocco-bacillary 
bodies, occurring in pairs and in clusters, violet in Giemsa- 
stained specimens, were.found in a number of the films. These 
were presumed to be Rickettsia bodies, and were found in one 
case 6 months after the onset of the illness. 

Blood Sedimentation Rate (200-mm. tube -Westergren, one 
hour).—In one case the B.S.R. readings were: 35 two days 
before rash, 129 three days before defervescence, 83 twelve 
days after defervescence, 51 nineteen days after defervescence, 
and 7, three weeks later. In a case with persistent tachycardia 
the figures were: 24 months‘91,.3 months 94, 34 months 20, 
4 months 38, and 44 months 22. In the other cases the B.S.R. was 


not done: frequently, but was in single figures in the: second - 


week of convalescence. ; 
Laboratory Findings—The Weil-Felix reaction was positive 
in all cases ‘tested after the seventh day of fever; in those 


done on or before the fifth day a negative return was obtained. ; 


It was noticed that in the cases in which no rash appeared the 
titre was lower (1:80 to 1:800) than in petechial cases (1:200 
to 1:6400). Successive titre ‘readings could not be: made a 
, basis for estimating the severity of the illness, but a rising 
titre in one case. indicated more severe prostration. The 
Wassermann reaction was frequently positive, but not invariably 
so, and this test could not be done often enough to be of 
value. It always became negative after the defervescence. Blood, 
_ stool, and urine’ culture results were negative, but as the 
specimens were dispatched a considerable distance they were 
of no value for culturing. ` oe 
Post-mortem Findings—In one case ending fatally on the 
fifteenth day necropsy revealed the cause of death as haemor- 
rhagic bronchopneumonia. The only other significant findings 
were a marked diminution in body and mesenteric fat, thè 
occurrence of numerous subpleural haemorrhages, and a vivid 
scarlet coloration in the left lung. The pons and medulla 
were sent for section, and the translated German report read: 


Pieces of Brain Stem.—There are numerous perivascular 

. -nodules of polymorphous glial cells in all parts of the brain 
stem and in the cerebellar cortex. There are changes in 
the ganglion cells (chromatolysis) and exuberant growth of red 
cells, Isolated annular perivascular infiltration of lymphocytes 
and very small haemorrhages. The meninges are, infiltrated 
with lymphocytés, plasma cells, and macrophages. * Signs 
of brain oedema. Diagnosis: Typhus meningo-encephalitis. 


The histological report suggests a close association with 
encephalitis. 


Treatment Given 


Sulphonamides, sulphapyridine, and the ordinary antipyretics 
were useless. Neither atebrin nor hexamine had any effect 
on the course of the disease. 

The main part of the treatment consisted in giving fluids 
with glucose ad lib., and when the patient would not, or could 
not, take them by mouth they were supplemented by the 
rectal or intravenous route. By this method up to 5 or 6 litres 
could be given in 24 hours. When prostration was most severe 
a glucose-saline with 0.00025 g. of strophanthin intravenously 
resulted in marked improvement. When there was severe 
cerebral irritation lumbar puncture resulted in an amelioration 
of symptoms. In one case 50 c.cm. of serum from a con- 
valescent case was injected intramuscularly. The patient im- 
proved considerably, but as he had had an intravenous saline 
and also a lumbar puncture the same day the improvement 
could not be attributed to any one factor. Cardiac stimulants 
were given by mouth during the febrile and early con- 
valescent stages. , Luminal and scopolamine-eucodal-ephetonine 
(omnopon-scopolamine) were effective in controlling the acute 
delirium and insomnia. Tepid sponging was most effective in 
relieving mental and physical distress. Oral hygiene and care 
of the skin weré insisted on. 

As can be seen, the essential part of the treatment consisted 
of good nursing. 

The complications arising consisted of bed-sores, disk swelling 
(transient), lung abscess (fatal), partial atelectasis, persistent 
vertigo; persistent ulnar neuritis, and persistent hypertension. 


. Diagnosis 

The problem: of diagnosis is an urgent one during the initial 
phase and in the milder type of case in which there may be 
no rash. The differential diagnosis has to be made from, 
for example, influenza, bronchopneumonia, tonsillitis, acute 
nephritis, enteric fever, meningitis, acute abdomen, acute 
encephalitis. , 

Aids to diagnosis are: (1) Occupation. (2) Presence of lice. 
(3) Severe frontal headache and fever, with failure to respond 
to ordinary antipyretics. (4) Typical facies with heavy injected 
eyes. (5) Acute dyspnoea with disproportionate signs. 
(6) Absence of neck rigidity. (7) Blood picture: polytythaemia 
with leucocytosis in which the granules are coarser than normal 
(in enteric there is usually a relative lymphocytosis). (8) The 
rash, when andoif it does appear, is more profuse than in 
enteric fever. (9) The Weil-Felix test is the. deciding factor, 
and is:seldom positive before the appearance of the rash, 

. Summary 
The principal points of interest in this series of 21 cases are: 


. The occupational association of the “ epidemic.” 

The occurrence of the rash on the face in 19% of cases. 

The blood picture: the main features being: (a) the initial 
polycythaemia,* (b) the fall in haemoglobin and red cells after 
the appearance of the petechial rash, (c) the occurrence of 
? Rickettsia bodies, (d) the coarseness of the granules in the 
polymorphs. $ . ; 

The close similarity between typhus fever and epidemic 
encephalitis both clinically and pathologically. 

The urinary symptoms and findings. 

` o Major D. L. Charters, R.A M.C, 

(e) nalon. an io British medical officer, and to Major x 

. M. Macleod, R.A.M.C., medical specialist, for their helpful 
adyice. 
teh 

* Harnes, E. H. R., and Mitman, M. (1940). Clinical Practice tn Infectious 
Diseases, Livingstone, Edinburgh. m *e 
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MANAGEMENT OF RHEUMATIC DISEASE 
. IN THE FORCES 


BY 


*’` OSWALD SAVAGE, ,M.R.C.P. 
= Acting Lieut.-Colonel, R.A.M.C. 


That the problem of rhéumatic disease in the Forces is a 
considerable one is shown by the fact that out of 2,727 
cases seen as out-patients at two military hospitals during 
the year ended May 1, 1942, 307 were referred because of 
rheumatism. That is, 1 case out of every 9 was sent up 
for advice on this account. Just as in peacetime this 
group of diseases, causes great loss of industrial working 
hours, so, in wartime,’ rheumatism, though often not 
severe, interrupts trainthg and disorganizes routine, 

It may be of interest to analyse the various groups of cases 
seen and give a brief account of the treatment adopted and 
the method of disposal followed. This last is of importance’ 
to Service medical officers. Table I summarizes the numbers 
of each group of. rheumatic disease and the percentages ‘ad- 


mitted to hospital either for further investigation or ‘for 
treatment. 4 > 


TaBLe I.—Summary of Cases of Rheumatic Disease in 12 Months at 





s a Military Hospital 
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Giuteal .. 26, 9 62 — 

18 6 66 A Í 
Shoulder girdle 1 AS = 
Postural backache 40 14 80 12 
Sciatica 24 8-88 24 
Anky spo litis 14 i 5 is 12 

onng : 

Rheumatoid 5 1-85 3 
Osteochondritis dissecans 5 1-85 1 
Rheumatic fever 4 1-48 4 
Infective arthritis 4 148 5 3 
: 3 
Sacro-ilac strain 3 1-11 3 
Spondylolisthesis 1 0-37 1 
Myoaitis ossificans 1 0-37 1 
Gout. .. 1 037 1 
Total ` 270 94 








In 37 cases it was found on examination that there was no 
evidence ‘of any rheumatic condition. These men were com- 
plaining of muscular stiffness after exercise and had ‘labelled 
themselves “rheumatic” or “ arthritic” quite unjustifiably ; 
this diagnosis had been accepted by the unit M.O. Actually 
the pains were due to the normal physiological response to 
unaccustomed use of particular muscles. Such men were at 
an early stage of their training, and it was advised that they 
should be returned to duty and to normal Ph  * 

Of the remaining 270 cases 94 were admitted to hospital. 
The grounds for admission to hospital of men in the Forces 
suffering from rheumatic disease while they are undergoing 
training differ, widely from the’ managenfent of civilians in 
peacetime. Civilians should be treated as out-patients whenever 
possible so that they can continue to earn a living and avoid 
the economic anxiety which accompanies hospitalization. With 
patients in the Services, however, the main purpose must be. 
to-render them fit for full duty in as short a period as possible. 
A soldier with rheumatic disease is of no use in his unit’and 
will usually be stationed too far from a physiotherapy depart- 
ment to be able to attend for daily treatment. In many .cases_ 
the most rapid way to return the man to full duties is to admit 
him to hospital, where intensive treatment can be given. Often 
after a short period in hospital these men are transferred to 
» a convalescent depot where they: can continue treatment under 
P.T. instructors, with the supervision of the Command specialist 
in physical medicine, i ' : 

-Owing to the type of rheumatic disease encountered in the 
Service? ‘a large proportion can be completely cured, while in 


\ 


the more chronic cases treatment will yield sufficient improve- 
ment for the man to be capable of a high degree of efficiency, 
though in a lower medical category. 5 

Table Il summarizes the cases admitted fo ‘hospital, their 
numbers, age, duration in hospital, and disposal. 


Taste I.—°In-patients with Rheumatic Disease, during 12 Months 

























Average 
3 Disease No. Average No. of Days | Category E 
i 8 Be in Hospital 
Sciatica PA ae i 24 1 
pegs |] Bl | 
losing spondy 
Postural backache .. 12 28 16 - 
O: Pe N 40 11 7 
Trapezal fibrositis 4 36 15 - 
Rheumatic fever 4 25 63 - 
Sacro-thac strain 3 39 7 È - 
Gonococcal arthritis 3 33 18 ke 
Rheumatoid arthntis 3 + 36 38 * 
Infective arthrius =. . 3 23 29 - 
Intercostal fibrositis .. 1 37 17 I~ 
Osteochondritis dissecans 1 27 10 =e 
Spondylolisthesis 1 24 19 ae 
Myoaitis ossificans fe 30 1 
Gout .. - .. 1 31, . 
Total * J 94 








* Transferred to special B.M.S. unit, 


. ,  Fibrositis . ee 

This formed by, far. the largest group, being over 52% of 
the total number of rheumatic cases. The term “fibrositis ” as 
it is usually employed means a non-articular involvement of 
the soft tissues, most commonly. the sheaths of the muscles, 
the fascial layers, and ‘other fibrous supporting tissues of the 
locomotor system. o direct evidence of pathology was ob- 
tained, but the changes were considered similar to those 
described by Stockman (1940)—that is, swelling and oedema 
of the affected areas with proliferation of fibroblasts and forma- 
tion of new blood: vessels. Later’ the connective-tissue cells 
proliferate and the area. becomes more fibrous and: tougher. 
The detidlogy in nearly all ‘the cases was thought to be trau- 
matic, due to small’ muscle tears' taking' place during the course 
of training. In some cases previous industrial fibrositis had been 
exacerbated by training..- Nearly all these men were ex-miners 
and were recommended for discharge on account of the strong 
probability of multiple recurrences. Any evidence of local 
sepsis was rare. In only:7 cases out of the 141, or 5%, was 
a focus found which might conceivably have ‘played a part 
in the aetiology. Cases of fibrositis should not as a rule “be 
admitted ‘to hospital unless they require manipulation or inten- 
sive treatment. They should be capable of being rendered 
symptom-free by short periods of physiotherapy, and Army life 
with its regulated activities and adequate. food is often good 
treatment for them. Lowering the man’s medical category was 
delayed, until treatment. had been tried. In the majority of 
cases it was found to be unnecessary. : 


Lumbar Fibrositis (40 cases).—Fourteen of these had acute 
lumbago and were admitted to hospital. They were treated 
by strapping the back muscles longitudinally and by ‘heat. 
Within a few days spinal movement was encouraged -by the 
masséuse, and they were allowed up. At the end of a week 
they attended the exercise ‘class and were given work to:do 
in the hospital. In all cases they were returned to their units 
for full duty (average time 16 days). Of the men treated as 
out-patients the majority had minor recurrences. of fibrositis 
which had started in civilian life. These men complained of 
backache intensified by exercise. On examination there was 
restriction of full-spinal movement, with often a localized area 
of tenderness in the lower erector spinae muscles. Initial treat. 
mentin many cases was by local infiltration óf 2% procaine. | 
This was followed by daily heat and exercises. As soon as 
possible these men were put in an exercise class. 


* Trapezial Fibrositis (30 cases)—These men complained either 


-of post-occipital -pain and headache or of stiffness across the 
shoulders accentuated: by wearing equipment and by drill. In 


‚cases admitted for treatment the condition was of long 
standing and there was muscle-wasting. A localized area of. 
tenderness could usudlly be palpated on the muscle sheath and 
the pdins thus reproduced: This area was infiltrated with 2% 
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procaine, followed in some cases with proctocaine. Daily exer- 
cises were given: afterwards. oes 

Gluteal Fibrositis (26 cases).—It is difficult to differentiate 
these cases from the sciatic group‘as they both form part of 
the sciatic syndrome. They were none of them severe, and 
were all treated as oùt-patients. The complaint was of pain 
radiating from the buttock. On examination thi» could be 
reproduced by palpation of a localized or diffuse-area, most 
frequently in the origin of the gluteus maximus or medius. 
Where localized, such an area was infiltrated with an anaes- 
thetic. All.cases were treated with heat and exercises, active 
and passiye. - 

Shoulder-girdle Fibrositis (14 cases).—The symptom here was 
of pain radiating from the shoulder down the outer side of 
the arm, often to the fingers, with some pain on full move- 
ment of the joint. Deltoid wasting was present in a few. It 
was considered that the lesion in these cases was in the region 
of the subacromial bursa: either that the walls of the bursa 
itself had become adherent or that the bursa was stuck to the 
overlying deltoid or supraspinatus muscle. Joint change or 
calcification of the supraspinatus tendon’ was excluded in each 
case by radiography. These men were treated by-local anaes- 
thetic injected into the region of the bursa. This was followed 
by active exercises. In the majority one injection was sufficient. 


Postural Backache ; Sciatica ; Osteo-arthritis © 

Postural Backache (40'cases).—This is a relatively common 
condition. ‘During the early weeks of training the men report 
sick with backache. ‘They have usually taken no exercise for 
some years, have been in light occupations, and are of poor 
physique. The types of posture have ,been’recently described 
by Howitt and Wesson (1942): (1) forward slump with down- 
tilted pelvis, lordosis, kyphosis, and the head carried forwards ; 
(2) sway back with the weight-carried on the heels, pelvis 
horizontal, and a long lumibo-thoracic kyphosis. Spinal move- 
ment may be restricted by pain and muscle spasm. . These men 
were all treated by remedial exercises. . Those not admitted 
were recommended to be sent'to the Army physical develop- 
ment centre. In 12 cases the overlying muscle spasm was 80 
severe that the men were unable to work and were admitted 
to hospital. ‘Spinal manipulation under anaesthesia was carried 
out and they -were given remedial exercises. As soon as 
possible they were transferred to a convalescent depot under 
the Command specialist iri 'phyšical medicine. These cases are 
in the main capable of much improvement/ and if seen at an 
early stage, can be cured. Howitt and Wesson (1942) report 
that 65% can be upgraded and that 50% reach category Al. 
If “these men remain untreated they will become chronic 
attenders at sick parade, and it is important that this condition 
should be recognized as a clinical entity occurring not uncom- 
monly in the Army to-day. he 

Sciatica (24 cases, all admitted to hospital)—Cases of sciatica 
occurring in units should be admitted to hospital as soon as 
possible. They need full neurological investigation and often 
the opinion of an orthopaedic surgeon is called for. Even 
where the condition runs a short course with steady ‘improve- 
ment, full bed rest, trained nursing, and splinting are required. 
Physiotherapy may be necessary in’ the later stages. C.S.F. 
examination was carried out in every case where improvement 
was not rapid. In 5 cases it was considered that there was 
an intervertebral disk lesion. They were transferred to an 
B.M.S. neurological unit for further examination ; in 3 a disk 
lesion was thought unlikely, and in the other 2 manipulation 
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was performed with relief of symptoms,‘ though the possibility . 


of a prolapsed disk remained. In 6 cases the sciatic syndrome 
was regarded ds due to a severe gluteal fibrositis. After a period 
of rest, infiltration with local anaesthetic was carried out and 
followed by physiotherapy. -In‘3 cases sciatica of long standing 
had proved resistant to physiotherapy elsewhere. Manipulation 
was followed by restoration of full-function. The remaining 
10 ‘cases made slow but steady progress. They were treated 
by rest, splinting, and physiotherapy.: When fit’ they were 
transferred to a convalescent depot for further exercises. 


Osteo-arthritis (24 cases)—The localities affected were: spine ` 


9, hips 8, knees 3, ankle 2, shoulder „1, wrist 1. In all these 
there: was radiological evidence of joint ‘disorganization with 
_ osteophyte formation. The average age was 40, which may be 


. 
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considered low, but the younger patients had a history of either 
previous joint diseases—e.g., Perthes’s disease—a single severe 
injury, or multiple microtraumata ‘due to industrial conditions. 
Most of the spinal cases were in ex-miners, who were all 
discharged from the Service. : - 


a 
. Other Conditions 
Ankylosing Spondylitis (Marie-Strampell Disease): 14 cases. 
—This is a large proportion: for a disease which is counted 
a rarity. It occurs almost exclusively in young men, and there- 
fore in the age group which was being examined ; but, even 


so, it would appear from this small series that it may be a » 


more common cause “of backache than is generally recognized. 
Twelve of the cases were at an early stage with symptoms of 
under two years’ duration—bilateral sacro-iliac changes in the 
radiograph, with no calcification of the spinal ligaments. They 
all had raised» sedimentation rates, indicating activity. For 
‘example, a private aged 21 had played Rugby football the 
previous winter. For the past 6 months he had had increasing 
attacks of backache accentuated by long standing. He had- 
been awakened at night by the pain. In the early stages 
massage gave relief. Examination produced the following 
information: height 6 ft. 5 in., back held rigid, lumbar curve 
flattened, all spinal movement restricted by pain, chest expan- 
sion only 14 in., pain on flexion of right hip ; otherwise a 
healthy man. Radiographs revealed bilateral erosion of the 
sacro-iliac joints. B.S.R. 30 mm. (Westergren). These men were 
transferred either to orthopaedic units in the E.M.S. or to spa 
hospitals. The two cases not admitted were of long standing. 
Radiographs showed a “bamboo spine,” with calcification of 
‘the spinal ligaments and ankylosis of the sacro-iliac joints in 
each case. They were recommended for discharge from the 
Army.’ ' . E ` 

* Rheumatoid Arthritis (5 cases).—This is an uncommon disease 
in the Army. Three of the cases were in an active phase and 
were sent on to a spa for further treatment. The other two 
were inactive and had residual deformity of the hands and 
wrists; these men were retained in a lower category. 

Osteochondritis Dissecans of the Spine (Scheuermann’s 
Disease): 5 cases.—These men complained of backache. There 
was limitation of spinal movement in each case, and radio- 
graphy showed typical areas of decalcification of the vertebral 
bodies (Schmor!’s nodes). They were referred to an orthopaedic 
surgeon. É 

Rheumatic Fever (4 cases).—The average age, 25 years, of 
this small group is high and in-each instance the attack was 
a primary one. All were seen at an early stage and had migratory 
pains, swelling and redness of the joints, with fever, tachycardia, 
and a high sedimentation rate. They were treated with com- 
‘plete bed rest until the B.S.R. returned to normal (average 63 
days). When convalescent they were sent to auxiliary hospitals, 
being returned for check-up before going on to convalescent 
depots. No demonstrable cardiac complications occurred in 
any case. 

Non-specific Infective Arthritis (4 cases).—In these men joint 
pain and moderate effusion were associated with a focus of 
infection. In 3 this was septic tonsils and in the other a dental 
abscess. .The sedimentation, rate in each case was normal. The 
joints subsided rapidly with rest, and the focus was removed 
surgically’later. In one case there ‘was a short relapse after 
tonsillectomy. f 

Gonococcal Arthritis (3 cases)——Two of these cases were 
early, with urethral discharge, and were transferred. The third 
had a history of recurrent arthritis of the ankles for over 
14 years. The first attack was concurrent with gonorrhoea and 
there had been two reinfections since. A prostatic smear was 
negative. Treatment was by fever therapy, with three bouts 
up to 105° F.:at 48-hour intervals, produced by intravenous 
TAB. ‘The clinical result was excellent and the man was 
returned to duty. j = 
 Sacro-iliac Strain (3 cases).—All were traumatic in origin. 
The strain if each case resulted from a sudden effort to recover 
balance. For example, Pte. B., 5 days previously, had jumped 
on to a piece of wood which skidded. He made a great effort 
to regain his balance, and: “ felt something go” in the right 
sacro-iliac region.. The pain forced him to his knees, ggd after 
walking for 10 minutes he had to °%go to bed. Examination 
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revealed pain on coughing and turning, spinal flexion: limited 
by pain, and pelvis tilted up on the right side with scoliosis 
above. Laségue’s sign was present on the right side at 60 degrees, 
with pain in the right sacro-iliac region, and there was tender- 
ness over the sacro-iliac joint. Radiographs disclosed no bony 
change. Areatment: manipulation under anaesthesia, “and 
exercises started at once; two days later freedom from pain 
with full movement. All the cases were treated similarly, and 
each patient was returned to duty within 10 days. 
: Summary 

All cases of rheumatism sent up to a military hospital during 
a year are analysed. f) 

A brief account of their treatment and disposal is given. 

The great majority of soldiers with rheumatic disease can be 
returned to duty as useful men. 
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PSYCHOGENIC ILLNESS IN REGI- 
MENTAL PRACTICE 
ù BY o o. a 
WILFRID L. JONES, M.B., B.S. a 
© o. Captain RA.M.C. ` : 
This account is based on 42 cases seen during a period of 
twelve months. The small number does not admit of any 


far-reaching conclusions being drawn, but it is hoped that 
the observations may be of interest in providing another 


view, of psychogenic illness in the Army. The series differs ` 


from those described by Sutherland (1941) and Hadfield 
(1942) in that not all the cases were admitted to hospital or 
seen by: the psychiatrist, and consequently the investigations 
were not so complete ‘as theirs. 

Owing to the small numbers a broad classification has been 
followed and percentages are not given. The series con- 


sisted of: i 
i Anxiety state .. ,.. 19 
Psychoneuroses { fasiety J3 se ne 21 
Psychosis ba ae g Sa ia sy 1 
Psychopathic personality. .. ae be 1 


Seven- cases of anxiety state and 9 of hysteria were con- 


‘sidered to be mild reactions. The psychotic patient had 


endogenous depression, and the patient of psychopathic 
personality showed temperamental instability of the cycloid 


type. 
° Clinical Material 


The cases were seen at a medical inspection’ room serving 
a large R.A.S.C. unit, one of Royal Engineers; and a detach- 
ment of the Pioneer Corps. Thus none were front-line troops. 
‘As' the units varied in size, composition, and periods of 
attendance during the twelve months no estimate can be made 
of the frequency of psychogenic gases. However, it may be 
mentioned that in a draft of unselected recruits direct from 
civilian life, consisting of 19 of the 1921 class and 3 of the 


1908 class, there were 2 cases of anxiety state, 1 in each. 


age group. In a draft of 50 men of medical category below 
A2 there were 1 psychosis, 1 anxiety state, and | hystena. 


Another man, not included in this series, was a stable mental ° 


defective. Most of these had had one or more transfers 
between arms of the Service, and they were not a normal 


, group, being of low medical category. Also the figures are 


too small to be statistically valid. ` 

The station was a market town in the South of England. 
No enemy action was experienced in the area during the period 
under review and the rest of the country was comparatively 
raid-free. The R.E. unit had been on bomb-disposal work 
during the winter of 1940-1, but had had no casualties. - In 
no unit was the work exceptionally arduous or highly technical. 


- The billets were satisfactory ; leave was taken regularly ; and 


the sigk rate, a good index of conditions, was always low, 
being frequently under 1%. 5 


>` in the newspapers. 


ecovered 6 months afterwards. 


Age.-The distribution of cases according to age groups is 
as follows: 














The “normal” group are the first 100 on the nominal roll 
of the largest unit attending. The 2 patients over 50 years of 
age belonged to the Pioneer Corps. ans 

Rank.—Among those with anxiety states were 2 corporals, 
1 of: whom ‘reverted to private on account of his symptoms, 
and 2 lance-corporals. In the group of hysterias 1 patient had 
held a lance stripe for several months before losing it. Only 
in the one case were the responsibilities of non-commissioned 
rank considered to play a part in the illness. The other N.C.O. 
patients were reported to be satisfactory in carrying out their 
duties. 

Previous Service.—The 2 patients over 50 had served in the 
war of 1914-18. Neither admitted to having then had “shell 
shock” or D.A.H. or other psychogenic illness. Four had 
had previous Army service in peacetime. One with an anxiety 
state ‘was invalided in 1927 with D.A.H. He said that he 
The precipitating factor in 
this war was his being torpedoed when crossing from~Eire to 
enlist. Of 3 patients with hysteria 1 was invalided in 1936 
with what now appears to have been a hysterical pain in a 
hernia operation scar.’ Specific military conditions in the 
present war were a factor in 2 other cases of anxiety state. 
One was precipitated by bombing and the other started acutely 
while digging for an unexploded bomb. One man with hysteria 
advanced “shell shock” in the evacuation from Dunkirk as 
the cause of his trouble, and 1 case of anxiety state began 


‘after the patient had endured several heavy air raids in London 


as a first-aid worker. The average length of service was 
13 months before the patients reported sick with recognized 
psychogenic symptoms varying from 2 days to 2 years.. 


Symptomatology f 

Only the most frequentiy recurring symptoms are described 
here. 

Headache.—This was. the commonest symptom. It occurred 
in 16 cases, 15 of which were hysteria, and was the presenting 
symptom in 13. It was often described as “ pains in the head.” 
The headache. was aching or throbbing, stabbing or constricting, 
or was indescribable. The character and site varied with the 
individual patient, but one feature was constant: it was always 
related to the wearing of the steel helmet, being either induced 
or exacerbated by this. Three patients had a possible organic 
basis for the headache in previous head injury. Another had 
mixed astigmatism, and 4 others had defective vision corrected 
by spectacles. In these cases the diagnosis was based on other 
features in addition. 

Defective Vision.—This was a prominent symptom in 6 cases, 
including the 4 mentioned above. The characteristic feature was 
that the spectacles provided by the Army, re-checked by the 
ophthalmologist, did not improve the condition or relieve the 
headache and that print became blurred after a few minutes’ 
reading. This occurred with any subject-matter, and is akin 
to the inability of the,patients of 1914-18 to read the war news 
Iù this group 4 also had night-blindness, 
2 of whom claimed to have strained their eyes with night 
driving. (In the same period one patient with night-blindness 
of organic origin was seen.) : 

Effort Syndrome.—This symptom-complex occurred in 7 
cases of anxiety state and 1 of hysteria. In 2 patients it’ was 
induced by wearing the respirator at the alert. 

f Dissociation Phenomena 

This term is used to describe the grosser manifestations of 

hysteria which occurred in 5 cases. : 


Case 1: Loss of? Consciousness with Convulsions—This 
occurred in a man who had been out for the evening with some 
of his comrades. Jt was the first occasion since his return 
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from leave a few days previously. He was not on good terms 
with his wife, whom he had married “on the rebound ” when 
he returned from the B.E.F. to find his fiancée engaged to 
another man. While on leave he had had several quarrels 
with her because he preferred the company of his male friends 
to hers. The connexion was pointed out to him, and no further 
manifestations were seen. 

Case 2.—The symptoms were similar to those of Che 1. The 
patient had reported sick once or twice with headache suspected 
to be of hysterical nature. He said he had had “shell shock ” 
but had not been under medical care for it owing to the con- 
fusion at Dunkirk. He was not aware that arrangements had 
been made for his further examination in hospital, so presum- 
ably this condition occurred in order to impress the medical 
pincer with the gravity of his symptoms. He returned to duty 

ter. 

Case 3.—After 3 years’ service in peacetime this man was 
invalided with a painful operation scar in Which he was con- 
vinced a nerve was caught up. When called up for service 
with his Army class'he was' examined by a surgeon, who con- 
cluded that the pain was hysterical. He complained of 
headache that felt as if there was a tight band round the head, 
defective yision uncorrected by spectacles, and night-blindness 
caused by the strain of driving at night. He was nervous in 
air raids. Two relatives had been ed in London, and his 


child had recently died. He had been deprived of a lance ° 


stripe for disciplinary offences. The psychiatrist reported: 
“ This man is very poor moral type and is a constitutional 
hysteric. His general intelligence is well below average, his 
mental age being 11 years. He is a person unfitted or the 
ordinary duties ofa combatant soldier, and under active ser- 
vice conditions in such a unit (R.AS.C.) could only be a 
continual source of liability.” He was recommended for 
transfer to the Pioneer ‘Corps. Before the transfer became 
effective he was admitted to the camp reception station for a 
minor ailment. There he showed erratic behaviour of a 
hysterical’ nature, including pseudo-epileptic attacks. He was 
admitted to a neurosis centre and then invalided from the 
Service. 

Case 4.—A recruit aged 19 complained of symptoms on 
exertion typical of the effort syndrome. No psychopathic 
family history was elicited. Since he had had rheumatic fever 
3 years before being called up he had been careful not to exert 
himself ; he had a light job and played no games. There were 
no clinical signs of a cardiac lesion. Explanation, encourage- 
ment, and light exercise produced no improvement, and his 
admission to an effort syndrome clinic was arranged. The day 
before he was due to go it was found impossible to wake him 
at réveillé. He was left alone and came round after 3 or 4 
hours. This was thought to be a sign that he did not wish 
to lose his symptoms, for which he was excused from doing 
drill, route marches, and guard duty. It transpired, however, 
that all arrangements had: been' made for his wedding 3 days 
hence. He had made no attempt to get leave for it (he knew 
he was unlikely to get leave, as his admission to hospital had 
been arranged), and had not tried to postpone the wedding. 
Thus he endeavoured to shut out the world and his difficulties. 

Case 5.—This man of 42 presented the “syndrome of 
approximate answers.” He, was ‘seen when charged with 
absence without leave. His- documents showed five similar 
offences previously. He was very vague in manner, and said 
he was worried and depressed and wanted to see his wife and 
children. A medical report revealed a complaint of impotence 
some months previously. This had not improved, he said. His 
intelligence seemed below normal, and his commanding officer 
had ed the impression that he was trying to appear less 
in telligent than he- really: was. He had served 7 years in the 
Regular A Army i in the early twenties. The psychiatrist reported : 

ression is one of malingering, and undoubtedly 
there is sonei erable conscious exaggeration of the complaint ; 
e.g., he first denied being able to read, but read quite well when~ 
encouraged. ‘He exhibits the drome ‘of approximate 
answers: pen-pencil; ink bottle-glass; pin—needle ; 
all one or two numerals out ; brown-green ; dark blue—pink ; 
red-white. There is mental ‘depression in a person of below 
average intelligence with a hysterical state. The phenomena , 
are on the borderline between conscious and unconscious.”, He 
was admitted to a neurosis centre. 


Case-taking 


Any’ soldier appearing on sick: parade with a complaint 
suggestive of psychogenic illness was told to remain until the 
others had been dealt with. He was then seen alone, and 
there was ample time to hear his story. The first interview 
usually lasted half an hour. A full history of the complaint 
was taken and questions were directed to a. brief personal 


* year?” 





figures- ' 


history from childhood, school work, civilian occupation, 
hobbies, attitude towards service, and family history. 

Intelligence was not formally tested, but a rough assessment 
was made from memory and comprehension of details in the 
history, school-leaving age, and class attained, and the type 
and frequency of change of employment. It was found useful 
to ask the weekly wage, and then, “How much is that per 
Officers and N.C.O.s could provide evidence of the 
patient’s general attitude and response to training. Fourteen 
men with hysteria, 1 with an anxiety state, were considered 
to be mentally backward. This was confirmed by the 
psychiatrist in 8 cases. 

The patient was examined as fully as facilities.allowed, and 
. was referred to’ the appropriate specialist for an opinion on 
any physical disability claimed. It was found in 15 cases that 
a sympathetic hearing and a full examination, and reassurance 
and perhaps a change of conditions and mild sedation, sufficed 
to keep the patient at duty. The psychotherapy was not carried 
out in more than three or four interviews, and was on the 
lines described by Ross (1937). If this failed or was obviously 
likely to be insufficient the patient was sent to the area 
psychiatrist for advice as to disposal. 


_ Disposal 
Twenty-two patients remained at duty. Of these, 2 with 
chronic anxiety states were placed in Category C (home service 
only) and were posted to other units, as were 5 others; the 
15 remaining under observation—8 who had an anxiety ‘state 
and 7 who had hysteria—have not made further complaint. 
Five soldiers were invalided from the Service while with their 
units. They were a man of 52 with an acute anxiety state, 
3 chronic hysterics, and the patient of unstable temperament. 
One man with a chronic anxiety state and 2 mien with hysteria 
“based on mental defect were transferred to the Pioneer Corps. 
Of 9 patients admitted to E.M.S. neurosis centres, 1 with effort 
syndrome returned to his unit improved, and it is known that 
1 patient with hysteria and 2 with anxiety state were invalided. 
One of 2 patients originally admitted to non-psychiatric 
hospitals returned to duty. The fate of the other 6 patients is 
not known, as no reply was obtained to requests for informa- 

tion. The results are tabled below. 





Cases 
8 
1 
3 
7 
9 
2 
3 
7 
To military mental hospital 1 
Invalided 1 





Discussion 


The “anxiety” of the anxiety state is derived from the 
German Angst, which is usually rendered as “morbid fear.” 
In the cases of anxiety state this was the chief feature, and 
the symptoms could be regarded as the physical concomitants 
of fear, in whole or in par, misinterpreted or unrecognized 
by the patient. In hysteria the clinical features are: (1) a 
physical manifestation without structural lesion; (2) a calm 
mental attitude—the belle indifférence of Janet; (3) episodic 
mental states indicative of dissociation (Henderson and 
Gillespie, 1936). In‘the cases seen the physical manifestation 
was the presenting complaint, and the degree of dissociation 
varied from simple non-recognition of the cause to complete 
dissociation as shown by the hysterical fit and loss of conscious- 
ness. It could not be said, however, that belle indifférence 
was a feature. The patients showed true anxiety, an emotion 
compourtdéd of desire and fear, which caused them to report 
sick. There was always the desire, more or less unconscious, 
to escape from military service or an unpleasant duty, such 
as guard duty.. The steel helmet, worn on guard or in active 
operations, caused abnormally severe headache; spectacles 
failed to correct defective vision; night-blindness was dis- 
covered ; epigastric pain and vomiting persisted in spite of 
negative physical findings and repeated reassurance. e These 
disabilities offered them an honourable escape from military 
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service, but, unlike the patients of 1914-18 with such obvious 
physical signs as paralysis or contracture, they could not be 
ca and confident. There was fear, also unconscious, that 
they would not attain their desire. z S 
Hysteria) was the reaction of`the man of subnormal 
intelligence when conditions became too unpleasant or difficult 
to cope with. In several the reaction was only episodic, and 
if they could be helped through the crisis by a change of 
conditions, or advice on their worries, or encouragement, they 
would settle down again. It 1s debatable whether this is a 
sound policy, as there is no sure means of gauging if the 
soldier will remain stable in the stress of battle. The medical 
officer must weigh the patient’s present against his: potential 
‚value as a soldier, and must also consider the effect on morale. 
Few can watch an unemotional hysteric return to: civilian life 
without questioning the genuineness of his disability, whereas 


the man with an acute gnxiety state is obviously ill. Transfer ` 


to the Pioneer Corps and recategorization to C are a partial 
solution, but there are still some men who, though physically 
sound, are. psychologically unfit for military service. 


Capt. G. R. Peberdy, R.A-MC., deserves my thanks for much 
help and encouragement in dealing with these patients and for per- 
mission to quote from his reports in Cases 3 and 5. 
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Exfoliative Dermatitis in the Newborn 


As exfoliative dermatitis in newborn children (Ritter’s disease) 
is generally mentioned in textbooks as a fatal disease, the 
following cases, which responded to treatment with proseptasine 
in Jarge doses and 1% aqueous gentian violet, are .worth 
recording. 
Case REPORTS 
Case 1.—I was called in by the district nurse to see a male 
' baby 10 days old. She told me that at 7 days it had developed 
jaundice and that on thé morning, of the tenth day “it was a 
curious colour and its skin was coming off.” On examination 
I found a well-developed baby, buf*with a curious bright pink 
colour reminiscent of “CO, poisoning. The epidermis was so 
loosely adherent to the underlying tissue that in handling it this 
was removed, leaving exposed a red raw corium, most marked 
on the ‘ack and buttocks. There were no bullae—a feature 
in pemphigus neonatorum. Knowing that this was generally 
a form of impetigo and was apt to develop into a staphylococcal 
septicaemia, and being aware that babies stand the sulphon- 
amides well, I gave 1.5 g. of proseptasine in milk at once and 
ordered 0.5 g. to be given 4-hourly, and had the body dabbed 
with 1% aqueous solution of gentian violet wherever the skin 
was broken. The temperature was normal, as is usual, and 
fortunately the baby was breast-fed and sucked well. The 
next day the-condition was subsiding, though fresh places were 
breaking out and the lips and the mucous membrane of the 
mouth were infected. The child had not been sick, took its 
food well, and was comfortable—in contrast with the previous 
evening, when it had screamed most of the time. I continued 
the proseptasine for 5 days, reducing the dose from 0.5 g. every 
4 hours to three times a day after the second day, and allowed 
a bath with a weak solution of potassium permanganate on 
the fourth day of infection. ter 3 weeks the child was 
putting on weight, the skin was returning to normal; and I 
could foresee no further trouble. 

Case 2.—This child was attended by the same district nurse 
and was 13 days old. I saw it the day after I had seen Case L 
The condition was not so pronounced, the skin coming off 
-mostly on the flexors and face. The eyelids were affected and 
the eyes were gummed up. I gave similar treatment, and also 
anointed round the eyes with yellow oxide of mercury. 
This child had also nearly returned to normal 3 weeks later. 

The second patient was perhaps infected by the nurse before 
the extreme infectiousness of the condition was realized, and 
the infection lessened in transit. Both cases recovered after 
large doses of proseptasipe and a 1% solution of gentian violet. 


Southwaite, Carlisle. ALEx G. MacGiytvray, M.D. 
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THE MEDICAL ANNUAL 
The Medical Annual, 1942 A Year Book of Treatment and Practitioner s 
Index, Sixtieth Year. Edtors: H Letheby Tidy. M D., F.R.C.P., and A. 
Rendle Short, M.D, FRCS (Pp 396; illustrated. 25s.) Bnstol: John 
Wright and Sons; London: Sumpkin Marshall, Ltd : 
Once more in the familiar green cover the Medical Annuai 
makes its yearly appearance, suffering,.as so many of us have 
done during this war, from a slight loss of weight due tc 
‘rationing. Nevertheless all the familiar features are preserved. 
The customary “ Introduction by the Editors” puts into focus 
the medical events of the past year, and at the same time gives 
the reader valuable guidance to the detailed contents, which 
are arranged, as usual, ‘alphabetically. Subjects which have 


¿come to the fore during the war, such as mass radiography 


and dyspepsia in the Forces, the application of psychology to 
the selection of personnel, the treatment of burns, and blood 
transfusion, are all naturally given prominent place. An article 
on shelter health by Lord Horder reminds us of the turmoil 
of about two years ago, and the Editors take the opportunity 
to commend the part played by the Horder Committee in the 
solution of shelter difficulties. We note one small point, and 
that is the editorial use of the word “ oestrin” as if it were 
an accepted physiological term, whereas it is in fact a pro- 
prietary term. 

It is, as the publishers remark, now no secret that their 
works at Bristol, together with valuable plant and a large 
quantity of stock, were destroyed by enemy action, and the 
present volume has been produced at Weston-super-Mare. The 
medica] profession will wish them well in the valuable part 
they continue to play in medical publishing. 


NON-PULMONARY TUBERCULOSIS 


Non-pulmonary Tuberculosis. By Michael C. Wilkinson, MB, B.S. (Pp. 
174; 12 figures. 12” 6d.) London. Hamish Hamilton Medical Books. 1942. 
This book embodies the experience gained by the author in 
the observation and treatment of cases of non-pulmonary 
tuberculosis in a sanatorium over a period of seven years, and 
a follow-up survey of 593 cases treated in this institution. The 
whole field of non-pulmonary tuberculosis is covered, including 
glandular, abdominal, genito-urinary, and parietal thoracic 
tuberculosis, as well as tuberculosis of bone and joints. Treat- 
ment of the last-mentioned conditions is therefore not dealt 
with in anything like so much detail as it is, for example, in 
Mr. ‘Girdlestone’s book on tuberculosis of bone and joints, 
published in 1938, the author concerning himself with general 
principles of treatment and the indication for and timing of 
operative intervention rather than- with details of operative 
technique, which are, however, not entirely omitted. Stress 
1s rightly laid on the paramount importance of prolonged and 
adequate constitutional treatment before surgical intervention 
is undertaken. The latter is necessary in most cases, but should 
be considered only as an adjuvant measure to be used at the 

right time in each individual case. i 
The author regards the lymphatic glands,as a defence 
mechanism, and notes that children who develop tuberculous 
adenitis do not, as a rule, subsequently get haematogenous 
infections, though he admits that the defence may break down 
in debilitated patients or those exposed to massive. infection. 


“ This ig somewhat at variance with Mr. Girdlestone’s contention 


that heavily infected tuberculous glands cease to be protective 
and become themselves a source of bacillaemic showers and 
haematogenous infections. Tables of end-results are given for 
each class of case and these are interesting and valuable, but 
their value would be greater if brief details were given of the 
clinical, x-ray, or laboratory findings on which the diagnosis 
was made rather than a general’ statement that it was made 
on good evicence, especially in cases where good m vement 
of a tuberculous joint is claimed. Diagnosis by excision of 


‘a regional gland is mentioned in the case of the knee, but not 


of the hip-joint, though excision of iliac glands has already 

given a number of positive results in the latter cases. : 
The book, though it contains nothing actually new, is of 

undoubted value as a first-hand record of practical experience 
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and shrewd observation in this field, and, as such, can be read 
with advantage by all those concerned with the treatment of 
tuberculosis from whatever point of view they may approach 
the problem. 


CONTEMPORARY PHYSIOLOGY , 


Annual Review of Physiology. James Murray Luck, Edhor ; Victor E. Hall, 
Associate Editor Vol 4. (Published by the American Physiological Society 
and Annual Reviews, Inc) (Pp. 709. $5.00.) Stanford Umversity, 
California: Annual Reviews Inc. 1942. 
This volume contains references to nearly four thousand original 
papers, and to about the same number of authors’ names: 
‘the task of selecting these from the enormous bulk of con- 


temporary literature must, have been enormous, though, of 


course, there is great variability in the available numbers of 
papers relating to the different reviews. The largest number 
no doubt are those that refer to the physiology of reproduction, 
and this review lists 486 references ; in a relatively restricted 
field such as in the review on the physiological ,effects of 
neutron rays only 31 references are given. It is probable 
that reviews covering more restricted fields, such as the latter one, 
are able to quote a larger fraction of the published work than 
are the ones dealing with richer bibliographical resources. 

Further, the treatment in such reviews has the opportunity to 
`t cover its ground in a more leisurely and thorough manner, and 
so to be more generally instructive than that of the overcrowded 
branches of the subject. 

It would be difficult to pick out any of the reviews for 
detailed comment, since each is itself a condensation of so 
_ much. The following is a list of the reviews. Permeability, 
by L. R. Blinks ; the physiological effects of neutron rays, by 
P. C. Aebersold and J. H. Lawrence; physiological aspects 
of genetics, by H. H. Strandskov ; developmental physiology, 
by EL L. Hamilton and B. H. Willier ; water metabolism, by 
J. P. Peters ; growth, by G: S. Avery; energy metabolism, by 
W. H. Chambers, E. Shorr, and S. B. Barker ; the physiology 
of the skin, by P. C. Baird, jun., W. F. Lever, and T. D. Spies ; 
the peripheral circulation, by A. B. Hertzman ; the heart,. by 
M. B. Visscher ; the bloéd, by H. P. Smith ; the digestive system, 
by E. J. Van Liere ; the kidney, by J. A. Shannon; electro- 
physiology, by R. W. Gerard ; the spinal cord and reflex action, 
by T. C. Ruch ; the central nervous system, by M. Hines ; the 
autonomic nervous system, by K. Hare and J. C. Hinsey ; sense 
organs, by H..K. Hartline ; metabolic functions of the endocrine 
glands, by C. N. H. Long; the physiology of reproduction, by 
F. L. Hisaw and E. B. Astwood ; physiological psychology, 
by C. P. Richter; applied ‘physiology, by A. R. Behnke and 
C. S. Stephenson ; and the pharmacology of drug addiction, by 
M. I. Smith. 


TREATMENT OF VENEREAL DISEASE 


The Modern Treatment of Venerea! Diseases. By E. T. Burke, D.S.O., 
M.B., Ch.B BP 105. 128 6d.) London: John Bale Medical Publica- 
Burke’s Modern Treatment of Venereal Diseases contains 
essentially the same subject-matter as the treatment section 
of his larger book, Venereal Diseases, published in 1940. Most 
syphilologists will remember that Burke was a strong advocate 
of the alfernating—-continuous method of treating syphilis and 
of the use of oil-saluble bismuth to the almost complete ex- 
clusion of all other preparations of this metal, and that his 
plan of treatment is worked out according to his: “ efficiency 
index.” A discussion of this last is not possible within the 
* scope of a short review, but while the theory is ingenious in 
conception it has not been adopted by any considerable number 
of syphilologists. Mercury is recommended only in the form 
of collosol mercury su!phide, and “ mercury pills, mixtures, and 
inunctions constitute. af the present day, a reprehensible trifling 
with the future well-being of the’ patient”; on the other hand, 
great faith is placed in iodine, especially in late syphilis. The 
account given of the reactions produced by antisyphilitic 
agents is good, but more might have’ been said with advantage 
about post-arsphenamine jaundice and its treatment. 

Nearly three-quarters of this little book are devoted to 
syphilis, only some 28 pages being allotted to gonorrhoea, 
chancroid, and other forms of venereal disease. The optimum 


dosage of sulphonamides in gonorrhoea is not yet settled, but ° 


few will agree with a comparatively low one extending over 
Z i : 


14 days; a fuller account of the toxic effects of these drugs 
and their treatment would have added much to the value œf 
this book, as would a section on non-gonococcal urethritis, 
which appears to be very much on the increase. Many people 
regarded Burke as a crank, but he was a crank of-wery wide 
experience, and a study of this his last publication is recom- 
mended to all venereologists, who will be able to sift the grain 
from the chaff ; repeated references in this book to the large 
volume are not very helpful, since the possessor of the latter 
will hardly need to read the former. The price appears to 


be disproportionate to the size, even in these wartime days. 


‘ ` 





Notes on Books 


The fourth edition of Prof. F. J. BroWne’s now famous text- 
book, Antenatal and Postnatal Care, is no “ austerity ” volume. 
It has been completely revised and drastic pruning has improved 
the final product. Pages have been saved by transferring the 
bibliography to the end of each chapter, and although much 
new material has been added the edition is a little smaller than 
its predecessor. As the field it covers becomes ever wider this 
book will soon be outgrowing its title, indeed there is some 
evidence to suggest that it has done so already ; but whatever 
its name should be the seven-year-old will be welcomed and 
generally acclaimed as the best edition yet printed. 
published by J: and A. Churchill at 24s. 


It is 


The first edition of HoLmMes and RUGGLES’S Roentgen Inter- 
pretation was published in 1919, and it is an index of the 
popularity of this excellent little handbook that it has now 
reached its sixth edition (Henry Kimpton; 24s.), The standard 
has been well maintained in this, and there are few criticisms 
to offer. Some of the illustrations, in the section on the urinary 
tract particularly, might with advantage be replaced by more 
modern ones. Many radiologists will regret to see that the 
authors recommend the practice of setting fractures and remov- 
ing foreign bodies under the fluorescent screen. The book 
makes no pretence of being a complete account of diagnostic 
radiology, but aims rather to give a condensed survey for 
students seeking an outline of the subject. In this the authors 
succeed very well, and the volume is to be recommended for 
this purpose. ' 





Preparations and Appliances 








GONADOTROPHIC HORMONE FROM PREGNANT 
MARES’ SERUM 


Messrs. Boots manufacture a gonadotrophic hormone from the 
serum of pfegnant mares called “ antostab,” which is supplied 
as a dry powder- together with a solvent of saline and 0.3% 
tricresol. It is standardized in international units, 1 J.U. 
being the activity of 0.25 mg. of the hormone; usually a course 
of six injections of 200 I.U. given intramuscularly twice a week 
is suitable for most cases, though the dose must be adjusted 
individually. It is recommended for trial in cases of amenor- 
thoea, sterility of ovarian origin, and selected types of irregular 
bleeding, but should never be used until a thorough examina- 
tion has excluded general and pelvic disease. While there is as 
yet insufficient clinical evidence to evaluate the hormonal treat- 
ment of disturbances of menstruation, there is no doubt that 
the gonadotrophic hormone from the serum of pregnant mares 
should, theoretically be of considerable value, and on the basis 
of animal experiments it is more potent than the hormone of 
pregnancy urine. -e 

VITAMIN K ANALOGUES 


Menaphthone-Boots and acetomenaphthone-Boots are synthetic 
vitamin K analogues which have the same physiological proper- 
ties and are more potent than natural vitamin K. enaph- 
thone is the approved name for 2-methyl-1 : 4-naphthaquinone 
and acetomenaphthone is 1 : 4-diacetoxy-2-methylnaphthalene. 


‘Menaphthone and acetomenaphthone are indicated in the 


treatment of neonatal haemorrhage and in conditions where 
digestion of fats is disturbed or inhibited or absorption de- 
ranged—e.g., obstructive jaundice, biliary fistula, idiopathic 
steatorrhoea, and coeliac disease. Menaphthone is supplied in 
ampoules as an oily solution for intramuscular injection, and 
acetomenaphthone in tablets for oral administration. Litera- 
ture and samples will be sent on request to the Medical Depart- 
ment, Boots Pure Drug Co., Ltd., Station Street, Nottingham. 
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.THE ANATOMY OF CUTANEOUS SENSIBILITY 


The increase of peripheral‘ nerve injuries related to war 
conditions, and, more ‘particularly, their segregation in 
special centres for treatment, have again focused attention 
on the anatomy of cutaneous sensibility. Von Frey is 
often credited with having established the relation between 
specific nerve-endings and specific modalities of sensation: 
Dallenbach’ has pointed out, however, that in reality von 
Frey was more cautious in his statements. Recently, 
Gilmer and Haythorn’ have attempted to identify skin- 
pressure vibration spots with nerve-endings beneath them. 
Using a variety of staining methods and thin serial sections 
of biopsy material they were unable to find endings of one 
particular type beneath the spots. They stated, however, 
that all the staining methods employed were unsatisfactory 
in that no single stain demonstrated all the nerve elements 
they wished to study, and it was thus necessary to treat a 
number of the sections by different methods. They tenta- 
tively concluded that richly innervated arteriovenous 
anastomoses might be in some way related to the sensory 
interpretations, for in several biopsy specimens such bodies 


were present just beneath the sensitive spots. Woollard ‘et , 


al. on the other hand, brought forward very good evidence 
that specific endings at different depths beneath the.skin 


subserve specific modalities of sensation, and they also. 


showed that cutaneous pain is subserved by a morpho- 
logically specific type of nerve termination. Weddell, 
proceeding on the lines indicated by Woollard, has insisted 
on the need for examining large whole preparations of skin, 
including the underlying tissues, to get a true picture of 
the relation of a sensory “spot” to its subjacent nerves 
and endings. For this purpose he uses vital staining with 
methylene blue to demonstrate both the nerve fibres and 
their endings. By such methods it has been shown that 
sensory “spots” in the skin overlie more than one 
individual nerve-ending (or group of endings) of the same 
~ type, and that the nerve fibres subserving: the endings (or 
groups of endings) are not a series of‘collaterals derived 
from one nerve fibre, but (as far as they can be traced) 
are separate fibres which approach the “spot” from 
different directions. For example, it was found in one case 
that situated beneath a cold “spot” were two groups of 
Krause’s end-bulbs lying at a depth of 1 mm. beneath the 
skin surface and separated from each other by 3 mm. It 
has also been demonstrated (Weddell’) that in a human 
finger pad, an area of acute tactile sensibility, large 
Meissner’s corpuscles are situated in groups of two. or 
three, each ending Connected with a single unbranched 
nerve fibre. In addition, it has beén'’shiown that, while in 
the finger pad certain nerve fibres are surmounted by single 
Meissner’s corpuscles, in the forearm a-single nerve fibre 
may give rise to a number of separate Krause’s end-bulbs ; 
and, furthermore, cutaneous pain is shown to be subserved 
by terminal networks which spread over still larger areas. 
For example, a single nerve fibre in the dorsum of the hand 


has been’ found to give rise to a terminal network of fine- 


beaded fibres covering an approximately circular area of 


-g Pv Psychol., 1927, 39, 402. g 
2 Arh sychiat.y Chicago, 1941, 48, 621. + 
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4 Ibid., 1941, 75 

5 Ibid, 441. 





, maximum diameter 0.75 cm. In confirmation of such 
“histological findings, Tower’ has been able to show by 
électrophysiological methods that the terminal- ramifica- 
tions of a single afferent fibre from the rabbit’s cornea com- 
prise a unit area of from 50 to 200 sq. mm., the area having 
sharply ‘defined limits. She has suggested the term 

“sensory unit” for such terminations, on the analogy of 
the “motor unit.” ` 

Thus, it becomes clear that a sensory “spot” is not 
synonymous with a single nerve-ending at the end of a 
single nerve fibre. “ Spots ” overlie groups of specific end- 
ings which lie at some depth from the surface and are 
borne upon separate nerve fibres. It also appears that -a 

“spot” need not immediately overlie one particular end- 
ing or group of endings, but is so situated that the 
application of the stimulus affects the maximum number of 
subjacent specific terminals. The failure of Gilmer and 
Haythorn to find specific nerve-endings beneath skin- 
pressure vibration spots is thus ‘hardly surprising, but, as 
explained above, their failure is not an argument in favour 
of the non-specificity of cutaneous nerve terminals. 

It has been suspected for some time that the innervation 
of sensory “spots,” is not simple ; in fact Head’ found it 
necessary to postulate two collateral systems of nerve 
fibres (protopathic and epicritic) to account for his obser- 
vations on the return of cutaneous sensibility after division 
of a cutaneous nerve. Boring,’ on the other hand, was led 
to infer a multiple innervation of sensory “ spots ” by fibres 
of one type to explain his own observations after division 
of a cutaneous nerve.- In a recent critical review on the 
anatomy and physiology of cutaneous sensibility Walshe’ 
has shown that the histological findings of Woollard and 
Weddell form a concordant anatomical basis for the care- 
ful’ clinical observations of Trotter and Davies, ™ who 
repeated and elaborated the work of Head from a quantita- 
tive rather than a qualitative point of view. As Walshe 
points out, the work of ‘Trotter and Davies has not received 
the attention and credit which are due to it from neuro- 
logists. To quote a passage from his review: “In view of 
the richly suggestive character of Trotter’s writings upon 
cutaneous sensibility it is striking how little influence they 
have exerted, and the cynic might submit that this is because 
he coined no new words to adorn his exposition. The 


` sway exercised upon the imagination of neurologists and 


physiologists. by the words ‘epicritic’ and ‘ protopathic’ 
may have had not a little to do with the continued currency 
of the hypothesis which was their setting.” i 


1 


aean} 


THE DEMAND ON THE BLOOD DONOR 


The general acceptance of blood transfusion as a prac- 
ticable form of treatment can be dated ‘at 1922, when 


‘there were 13 calls of’ the British Red Cross Society Blood 


Transfusion Service. In 1930 the number had risen: to 
1,627. The service was still confined to London, and, 
though the curve continued to rise, the rate of acceleration 
slowed down for the next five years.’” At that time a trans- 
fusion was synonymous with the administration of a pint 
of fresh blood, but the work of Marriott and Kekwick™ 
on massive drip transfusion in 1935 led to a considerable 
increase in the size of individual transfusions and in the 
indications for the operation. Further increases have 
come with developments in the use of stored blood, serum, 
8J. Neurophysiol., 1940, 3, 486 z 
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plasma, and concentrated red ‘cells, and the’ provision of 
blood banks and depots for the emergencies of’ war. It 
needs to be emphasized in looking to the future that. while 
the war has accelerated the provision of facilities the 
increase in blood transfusions is not due to war needs; but 
to technical advances in blood storage, and thaé an even 
“sharper rise occurred in America at a time when there was 
no thought of preparation for hostilities. Æ modérn 
general hospital in this country can already be expected 
-to.be using at least 1,000 pints of blood and plasma a year 
on purely civilian, needs—in particular, medical ailments, 
. diseases of women, and accidents of childbirth—and our 
planners who think in terms-of a 1,000-bed hospital for a 
` town with a population of -100,000 must remember to 
include in their health.centre-a blood transfusion service 
capable of collecting not: less than 3,000 pints’ of blood 
per anhum. TO ; : 
As early'ds 1931’ it had been learnt that individuals 
might donate a very large amount of blood over.a short 
period of time with surprisingly: little effect'on_ the blood 
count, though it was felt that the ideal amount was 
400 c.cm. for males-and 300-c:cm. for females, and the 
interval not less than three months. By the summer of 
1934 the silver bar which is awarded for, giving: 50 trans- 
fusions had -been conferred twice by the’British. Red Cross 
‘Society"! ; and in 1936,a Paris letter'’ mentioned.a donor 
who had given a total of 257: litres’ of blood, including 
.98 trans 
year 1935. This implies the regeneration of ‘about 2% 


of haemoglobin a day and the assimilation of 300 mg. of 


iron.a week, which would not be within the compass of 
the marrow unless extra~iron was supplied.’ Exceptional 
feats must not blind us to the fact that repeated blood- 
letting is a stringent test of the efficiency of the haemo- 
` poietic system and the adequacy, or rather supereminence, 
of the diet. A strong note of caution was sounded by 


‘Snapper and co-workers in 1939. In a study of 101 pro- . 


fessional donors in China they found 76 with subnormal 
blood counts. The frequency:and extent of anaemia in- 
creased with the'total amount-of blood withdrawn or the 
duration of service. Poor diet was considered to be an 
important factor in the sliggish haemopoietic activity. 
Treatment with large doses of iron resulted in prompt 
< improvement in the anaemia in most of the cases, while 
cessation of blood donation alone was uncertain and less 
effective. ' bie f ' ' 
These observations indicate the need for careful super- 
vision, of British donors after three years of wartime 
restrictions on diet, the enlistment by the fighting Services 
of many of the robust young adult males, and the greater 
use of females and less fit age groups. Surveys, published” 
and unpublished, show that'at the present time many 
_ women in the reproductive age’ group are anaemic, and 
„suggest, though with less assurance, that the ‘incidence of 
anaemia is increasing. Transfusion officers are beginning 
„to realize the need for checking the haemoglobin level 
before bleeding and for prescribing iron for the prevention 
and treatment of anaemia ih blood donors. A good deal 


-of work remains to be done in determining the optimum. 


dosage of iron and the nécessary duration of treatment. 
Santy” worked with a’ small group of professional male 
‘donors who gave blood at an average rate of 132 c.cm. 
a week over a period of 12 weeks. The number of donations 
per. donor averaged 4. Using exsiccated ferrous sulphate’in 





14 Parkhurst, L. W., and Bauer, J..T. (1941). Bull. Ayer clin, Lab., 4, 413. 
nae ones H. W, Widing, H., and Nelson, L, (1931). J. Amer. med, Ass., 98, 
` 18 Times, Aug. 30, 1934. 

17 J. Amer. med. Ass., n36, 108, 1507. 

18 Chin. med. J., 1939, 88, 403. > 7 g 

1s Mackay, H. M., et al. (1942). Lancet; 2, 32. 


to Amer. J. med. Sci., 1941, 201, 790. ot ~ 


jons of ‘approximately 300 c.cm. each in the 


‘a dosage equivalent to 250 mg. Fe: a day, he found that 


the haemoglobin was regenerated eight times as quickly 
when the donors were receiving iron, and that the recovery 


_ period was shortened to ten days. He suggested that pro- 


fessional male donors receiving iron could be épected to 


' give 500 c.cm.- of blood at fortnightly intervals without 
„lowering the haemoglobin level. His results cannot be 


transferred directly to the non-professional female donor, 
but they confirm -the efficacy of iron. Fowler and Barer” 
found that a donation of 300 c.cm. of blood reduced the 
haemoglobin on the average by 10%, and 550 c.cm. reduced 
it by 18%. Without iron, regeneration took 50 days, but 
with iron and ammonium citrate equivalent to 200 mg. 
Fe-’: a day it was reduced to 35 days. The administra- 
tion of iron had progressively lesg effect after successive 
bleedings. -The scale preparation of iron seems theréfore 
to have been a good deal less effective than the ferrous 
salt. ' 

From this and other evidence “we may conclude that, > 
provided the diet is supplemented with adequate amounts 
of medicinal iron, men and women can give blood with 
safety, and without deterioration of haemoglobin levels, 
far more often than is ever likely to be asked of them as 
voluntary transfusion donors. ‘Nevertheless the range of 
‘human variation in erythropoiesis is likely to be wide, and 
supervision should be careful. It seems unwise to bleed 
a donor whose haemoglobin is below 11.7 g. per 100 c.cm., 
or 85% on the Haldane scale. Such volunteers should be - 
advised to take iron and be seen again after an interval. 
For administrative reasons it may be simpler to prescribe 
iron for all donors after bleeding. Treatment will prob- 
ably be most successful and acceptable if it is relatively 
intensive and of short duration; but this is a matter for 
further study. i 





THE PERSONAL FACTOR IN ACCIDENTS 


The Medical Research Council has recently reconstituted 
the Industrial Health Research Board on a wider basis, 
which includes, to a greater extent than before, the preven- 
tion and relief of sickness resulting from the particular 
health hazards to which industrial workers are exposed. 
Among these hazards accidents loom large, and there has 
been a considèrable increase of them during the war; 
chiefly owing to the employment of greater numbers of 
people, many of them inexperienced. In Emergency 
Report No. 3 the personal factor in accident causation is 
discussed.” The report is based largely on studies made 
by investigators on the staff ef the Health Board, and it 
is suggested that ‘these studies ought to prove an effective 
ancillary to the preventive and protective regulations of 
the Ministry of Labour and to the propaganda of the Royal 
Society for the Prevention of Accidents. The first part of 
the: report briefly summarizes the influence ‘of environ- 
mental factors, such as hours of work, heating and venti- 
lation, lighting, age and experience, on accident liability, 


. while the second and main part is almost entirely concerned 


with the subject of accident-proneness. It is pointed out 


‘that the gravity of an accident depends largely on chance 


circumstances, and as it has been found that accident- 
proneness is,a relatively stable factor, it follows that persons 
who are found to be liable to incur minor accidents more 
frequently than the average are likewise more liable to 
incur major accidents. In order to identify thess accident- 
prone persons, various psychological tests have been 
applied to large groups of comparable subjects, working 
under similar conditions, ‘and it has been found that tests 








“| MJ, Amer, med. Ass , 1942, 118, 421. 
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involving rapid and accurate hand and' eye co-ordination 
serye to differentiate them in some degree. Thus the worst 
25% of the groups tested had, on an average, twice as great 
an accident rate as that of the best 25%. - In assigning fresh 
workers Jo relatively dangerous occupations, such as those 
requiring the use of presses, it would therefore be distinctly 
advantageous to choose them from those who did best at 
the tests rather than from the general average. The results 
so far obtained show that the tests are valid for prediction 
among skilled workers only. i y 

In most factories psychological tests are seldom used as 
a routine method, so the accident-prohe have to be identi- 
fied on the basis of their previous accident records. This 
method does not detect the accident-prone so well as the 
psychological tests, and if the workers happen to have been 
assigned to rather dañgerous occupations their suscepti- 
bility may prove disastrous'to them before its existence has 
been realized. It is therefore desirable that workers who 
. are to be put on somewhat dangerous machines should 
be chosen only from those who have previously been tested 
psychologically, or who have shown, by their record in 
other and comparatively safe occupations, that they are 
not to be classed with the accident-prone. Best of all 
would it be to employ workers who have demonstrated 
their quality by both the methods mentioned. In some 
occupations, such asthe driving of motor vehicles, it may 
be difficult or impossible to apply the double test from the 
start, but if a group of would-be drivers are first selected 
by means of the psychological tests, and then are selected 
afterwards on the basis.of their accident records, there can, 
be.no doubt that the successful survivors of thé tests -will 
have a lower accident rate than unselected groups. It is 
not to be imagined that accident-prone persons are to be 
deprived of all employment, for there are many occupa- 
tions in which accidents are infrequent and in which those 
that do occur are trivial. It is only from the more dangerous 
occupations that they ought to be warned off.’ j 

If proper use is to be made of our knowledge of accident” 
causation, it is ‘most important that adequate accident 
records be kept. In many factories the records give merely 
. the total number of accidents attended to, or only those of 
sufficient gravity to earn compensation. . Each worker, 
whether he has sustained an accident or not, should there- 
fore’ have a card made out for him when he is first em- 
ployed, on which should be. recorded all accidents, trivial 
and serious. Records of minor ailments treated at the 
ambulan¢e room may with advantage be kept on the back 
of the same card. 


` THE EPIGLOTTIS IN ANAESTHETIC DEATHS 


Healthy scepticism regarding alleged new observations in 
medicine is always advisable, but if carried too far ‘it 
may lead to the neglect of important new facts. In an 
article in the current issue of the Journal of Laryngology 
(May, 1942) Mr. G. H. Caiger suggests that this -has 
happened in regard to impaction of the epiglottis during 
anaesthesia. It is interesting to review the course of events. 
Careful comparison of the independent clinical observa- 
tions published by four separate observers shows agreement 
on all chief points; when pieced together they present an 
interesting and instructive sequence. About 1908 Col. 
F. J. Palmer of the I.M.S. observed that the epiglottis was 
capable of causing respiratory obstruction under anaes- 
thesia. Later experience confirmed this observation. More - 
than one patient apparently moribund was resuscitated by 
„a finger in the pharynx restoring the epiglottis to its normal 
position. As years went by and case after case repeated 
similap*experience, Col, Palmer became convinced of the 


value of his discovery. His colleagues, however, remained 
sceptical. The anaesthetist concerned in one such case of 
dramatic recovery declined to believe that the manipulation 
of the epiglottis into position, so freeing the airway, had 
been the cause of it, but suggested that there had been a 
rallying gf the heart, or some other such cause, to explain 
the revival. Met with such scepticism, Palmer did not pub- 
lish his observations for some fifteen years. Then in this 
Journal on Aug. 25, 1923, H. Mortimer Wharry ‘described 
in a letter a case in which a membranous epiglottis had 
caused serious respiratory trouble during a tonsil opera- 
tion ; displaced backwards over the larynx, and adherent A 
to the pharyngeal wall by sticky mucus, it was acting as 
a valve, permitting air to escape from the windpipe but 
preventing its entry. When the epiglottis was replaced 
by the finger, the airway being thus restored, breathing 
began again and the operation could be completed. 
Arguing from this experience Wharry recommended that 
in ,every case in which unexplained dyspnoea occurred 
under anaesthesia the larynx should be examined digitally. 
Apparently encouraged by Wharry’s letter, Palmer on 
Dec. 1, 1923, recorded his observations before’ a Division 
meeting of the B.M.A. in Assam, and on Feb. 23, 
1924, described, them in a letter in these columns. 
G. H. Caiger, then house-surgeon at Bart’s, read this letter 
with special interest, having lately had’ an apparently 
unexplained death of a patient under anaesthesia during 
operation for hernia. Shortly after, at a tonsil Operation 
where he was present, the respiration failed and he was 
allowed to make a digital examination of the larynx, found. 
the epiglottis impacted in the larynx, and was able to 
release it “with an audible click.”. Respiration, became 
normal and the operation was completed. On May 21, 
1927, H. M. Wharry, in a three-page article in the Journal, 
said that since 1923 he had seen “ three cases of complete 
obstruction . . . and many cases of partial obstruction due 
to this cause "—impaction-of the epiglottis. He refers: to 
its “ pernicious valve-like action,” and points out that in 
these cases artificial respiration is of no avail until the 
epiglottis has been raised by the finger and pressed against 
the back of the tongue, where it should be held till danger 
is past. Following on this article by Wharry, G. H. Caiger 
(Journal, Aug. 6, 1927) recorded that during 3 years he 
had seen no fewer than 8 cases of epiglottic impaction. The 
suggestion was further made that displacement of the ' 
epiglottis might be a factor in causing asphyxia neonatorum. 
(Col. Palmer’s paper, read in December, 1923, was first 
published in the Indian Medical Gazette in April, 1928.) 
Further independent confirmation was forthcoming in 
1931-2, in a short article published in Schmerz-Narkose- 
Anaesthesie by Robert Saniter. He notes the absence of 
any adequate reference to thesmatter in any of the current 
textbooks. He finds two fingers of the left hand, intro- 
duced well to the back of the throat, gripping the epiglottis, 
and lifting it up, with the base of the tongue, to be “ incom- 
parably more effective ” than the usual methods of draw- 
ing the tongue forward or pushing the lower jaw forward. 
It often obviates the need for artificial respiration. He 
considers its immediate adoption as the method of choice, 
advisable in all cases of respiratory obstruction. In this 
present article G. H. Caiger deals. in detail with the 
anatomy and physiology of the epiglottis and the poechan- 
ism of impaction. He concludes as follows: (1) The danger 
of epiglottic impaction during anaesthesia is not sufficiently 
recognized. (2) A considerable proportion of unexplained 
deaths under anaesthesia may ’be due to this unsuspected 
cause. (3) There are good and sufficient reasons for the 
Jack of post-mortem evidence. (4) Digital examination of 
the Jarynx and release of the epiglottis has repeatedly saved 
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F patients apparently moribund ; this should always be- ‘borne 
in mind in tenpiratory failure, The ‘article deserves to be 
widely read. asa 
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SHORTAGE OF PRACTISING MIDWIVES 


The number of midwives on the roll i in England gad Wales 
_is just over 65,000, and is increasing, but: the number 
` actually in practice as such is only some 15,600, or about 

24%.: The Central Midwives Board: in its: annual report 

-speaks gravely of the shortage of practising’ midwives, 

stating that there’ are not enough of these women to staff 

_ Properly the maternity institutions of the country, and 

many more are required for attendance on women confined 

in their own homes. That up to now there has been no 
serious deterioration i in the standard of attention provided 
for the woman in childbirth is. due to the devoted and self- 

_ sacrificing work of the midwives who are practising, but 

' the decrease in their number, in the view of the „Board, 

is now reaching such an acute stage that if adequate 

remedial action is not taken ‘ without delay there might 
be a breakdown in the maternity services. The position 
has been aggravated by the number of practising midwives 
who have been called away from maternity institutions for 
general nursing service with: the armed Forces, though as 
some offset to this about 200, midwives have returned to 
> practice after having retired on receiving compensation 


under the Midwives Act, 1936., But greater calls are being f 


made on the midwifery ' ‘service owing, to the: calling up 


- of ‘doctors: and, in recent months, the rise in the birth: rate: 


Not that there is;any lack, of pupil-midwives coming for- 


. ward for training. The numbers who come forward would ' 


suffice’ for ‘the’ proper staffing of the maternity. service if 
all who completed the course practised as midwives after- 


- wards, but only 58% of the. women’ who. enrolled as mid-, 


wives in 1940 were practising as such .in 1941. The others 
presumably fourid.some other branch of' nursing more 
` attractive,, though they considered it useful to hold the 
` midwife’s certificate.. It is therefore not a question of 
lowering the educational or examinational standard, even 
if that were justifiable in any event. The C.M.B. is forced 
tø the conclusion that a permanent solution to this prob- 
lem can be achieved only by- a substantial improvement 
in the general level of pay, in the conditions of service, 


and in the public regard for midwives. The appointment -' 


' by the Minister of Health of the committee under the 


’ chairmanship of Lord Rushcliffe to review.the salaries and“ 
conditions of service of practising midwives and pupil- ` 


~ midwives is welcomed whole-heartedly by the Board in 
the hope that some proeul result may. come about 
` nicky: : pi 


= 


. \ 


While plans are’ being rapidly advanced for! the accom- 
modation of a quarter of,a million little children in war 
nurseries it may be as well to take note of the observa- 
tion that in infancy the loneliness involved in separation 
from home may be not only ‘undesirable but lethal. In 
old age it is not uncommonly ‘observed that when one of 

a ‘happily ‘married, couple dies ‘the other does ‘not Jong 
survive. Dr. H. Bakwin (Amer. ‘J. Dis. Child., 1942, 63, 30) 
suggests that the partnership: of mother and infant may 
be no less vital, basing his conclusions upon observations 
made over, a long period in the Bellevue Hospital, New 
York, and -in other institutions. Twenty-five years ago 
‘the infant mortality rate in’ American‘ foundling institu- 
tions was-nearly 100%, and in the Bellevue Hospital about 
40%.: While an improved foster-home systenr ‘lowered 
mortality, the’ failure of children to do well in hospital 
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„remained a problem. The hospitalized ” infant described 
by Dr. Bakwin sleeps less, passes more frequent stools, 
and is more subject, to infections of the respiratory tract 
“than his brethren at home. There is a marked dulling of 
reactivity to emotional stimuli: whereas babieseof three 
months old, for example, normally smile in response to 
a friendly\.gesture, those in hospital fail to do so; they 
There is a general lowering of 
resistance and delay or distortion in development. These 
symptoms cannot be accounted for by the illness which 
resulted in hospital ‘admission, as the improvement on 
Teturning , home is striking. At first the unsatisfactory 
progress of children in American hospitals was attributed 


. to malnutrition ; later, as nutritional standards improved, 


to cross- -infection, nasopharyngitis succeeding malnutrition 
as the most frequent diagnosis. To lessen the danger of 
infections, the open ward was replaced by small cubicled 
rooms in which masked nurses and doctors moved 
cautiously lest they should stir up bacteria. Visiting 
parents were strictly excluded, and there was even devised 
a box in which a baby could be taken care of almost 
untouched by human hands. In spite of all these pre- 
cautions the obstinate infants wilted in their cubicles and 
:throve with humiliating promptitude when returned to 
their ‘less hygienic homes. In desperation the paediatric 
policy was changed and mothering came to be regarded 
as essential in treatmefit; Interns and nurses were en- 
couraged to «pick up, cuddle, and play with their small 
patients, and parents’ visits were welcomed. At the. same 
time the infant mortality rate, which should logically have 
risen, fell sharply. 

Although Dr. Bakwin refers especially to infants in 
hospital, he also stresses: the unsatisfactory personality 
development in other institutions of children up to 4 
years of age, his notes corresponding disturbingly with 
those of some. observers in our wartime nurseries, Such 
children, especially if admitted before 2 years of age, find 
‘it hard to give or receive affection comfortably ; enuresis 
or loss of‘ bowel control is frequent, as are excessive 


egotism, aggressive behaviour or‘shyness, tempers, demand-. 


ing- of attention, finger sucking, and retarded speech. 
Obviously there are some admirable institutions in which 
these distress signals are comparatively rare, but it is no 
less obviously difficult to establish the perfect nursery in 
wartime, when the ideal staff is more than ever hard to 
find, and’ the demand enormously greater. The elderly 
hospital- nurse who is too often in charge, w&h 15- to 
18-year-old assistants as the bulk of her staff, is apt to 


‘ look on the emotional needs of the small child as luxuries. 


Even those nurses and teachers who recognize the need for 
individual attention and tenderhess are commonly too busy 
to supply the need. In day nurseries it is true that a 


we child returns home each ‘evening, but he is likely to find 
‘a mother too tired by long hours of war work to be loving 


‘and patient if the daily change 'from one environment 
to, another makes him hard to handle, as well it may. 
Dr. ‘Bakwin quotes a hospital case in which a child went 
/steadily downhill until, “so weak that it seemed ‘he might 
stop breathing at any minute,” he returned the child to 
‘his mother, with the result of rapid and complete recovery. 
Such dramatic cases are presumably rare, but if, as seems 
established, the biologic unity of mother and little child can- 
not be disregarded with impunity, it is well to hesitate before 
supporting a policy that separates so many young children 
from their homes. .It might even be better for the national 
effort to divert into the factories most of the large army 
of labour required to equip and maintain war nurseries 
and to leave the mothers to do, the mothering of the “ under 
fives.” If this is not practicable, can we not haveeat least 
fewer and.more motherly nursery homes ? 
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DYSENTERY AND .DIARRHOEA IN 
WARTIME ` 
. x BY 


Sir P. H. MANSON-BAHR, C.M.G. D.S.O., 

a M.D., E.R.C.P. `, - 
To -parody Napoleon’s famous dictum, “An army doe? not 
march, but may crawl, on its stomath.” According to 
the Medical History of the war of 1914-18, bacillary dysen- 
tery took second place in importance among war diseases, 
and therefore it is up to’ us not’’to neglect the lessons 
taught, In this respect I think there is no need for us to repeat 
many of the mistakes that were made, some’ of which I will 
mention. Among -those who directed the medical laboratory 
effort’ in that war were some who had had no previous ex- 
perience of this problem, its many difficulties and pitfalls, so 
that we were fortunate to come out as well as we did on. that 
occasion. = i ' é 
‘|’ °°" Classification of the Dysenteries 

There is nó such disease ag “dysentery,” and it no longer 
appears as such in Army and other returns. Dysentery connotes 
blood and mucus in the stools, diarrhoea, and abdominal colic. 
These appearances are produced by many different causes of 
ulceration or inflammation of the large intesting, One wonders 
sometimes-why the Almighty in His wisdom created maladies 
so similar in their external and so dissimilar in their internal 
aspects as this group of “ dysenteries.” , 

We can classify it as, follows: The first, the most im- 
portant in wartime, is acute epidemic bacıllary dysentery. It 
,was of serious, importance in operations in the Near and 
Far East ; it was the main cause of the Gallipoli failure. No 
fewer than 120,000 casualties were evacuated from the 
Peninsula from July to November, 1915, and they were mostly 
due to’ bacillary dysentery, ‘although other views commonly 
_brevailed at that time. ' ' 

It has been known as a very important war condition since 
Napoleon’s retreat from Moscow’; it was a factor, too, in 1870, 
in the South African War, and in many others. 

_ The second group, is the -protozoal. This form, amoebic 


dysentery,-on account of its more or less tropical distri- ` 


bution, appears to have attracted more attention than is 
its due.. Jt is not the fatal disease that opinion supposes 


it to be. Amoebiasis is infection with Entamoeba histolytica ; , 


it is usually a chronic endemic disease. The complications are 
many’ because of the -metastatic phenomena’ of this organism 
in its- passage -through -the human bddy. Intestinal amoebiasis 
‘ig. originally ` the . cause of hepatic or liver abscess; but 
E. histolytica ig really a friend of man, endeavouring to live on 
the best. of terms with him, and it-is possible to harbour this 
parasite for the greater part of one’s life without dire results. 
Then there is a-.curiosity—Balantidium coli. This has been 
only once described in Great Britain, and that was in a mental 
patient, but it is said to occur among those who associate with 
pigs. Another form of dysentery is giardiasis (prodiced by 
‘ Giardia intestinalis), a sort of spasmodic diarrhoea. It is èx- 
tremely common in’ school children in’ this country, but ,has 
no real bearing upon the dysentery problem. a 
-The next group is “helminthic dysentery,” which is due to 
the Bilharzia genus of flukes. There is only one that is of vital 
importance—Bilharzia mansoni, named after Patrick Manson, 
“who. discovered it in 1903, and a common parasite of. the 
Egyptian fellaheen. “Since that time our knowledge of the 
life history of this parasite has become so complete and-our 
methods, of prevention so reliable that I do not think it is 
likely fo figure, in any efuture war, Bilharzia .haematobia, 
in Upper Egypt and the Congo, may occasionally-be‘the cause 


of dysentery ; and in the Far East there is Bilharzia japonica, 
which, however, is much more,a Chinese than a Japanese 
infection. a 

The differential diagnosis is very important, because in a 
country where we may encounter the whole gamut of 
dysenteries it is very necessary to distinguish one from the 
other. Tħere are all these enigmatical forms of colitis which, 
when they occur in the tropics, are continually being ascribed 
to one or othér of the better-known dysentery germs. I should 
put mucous colitis down as “sinner No. 1.” It is common 
among business and intellectual people in this country, and 
very common in tropical countries as a manifestation secondary 
to bacillary dysentery. ; 

Again, there is “ ulcerative- colitis,” which is so common 
in this country at the, present moment and is found also 
in most tropical countriés.’. I do not think that this is a result 
of war, except that people who are being incessantly worried 
and: bombed are more apt to reproduce this enigmatical 
disease, which is commonly associated with mental disturbances. 
In the last war I saw a number of people who suffered from- 
symptoms of ulcerative colitis “which lasted for some, time, 
until the nervous shock passed off. It is extraordinarily like 
bacillary dysentery in its course and in the appearance of the 
mucous membrane when viewed through the sigmoidoscope. 
But it is really quite distinct from bacillary dysentery. 

Next we have the great bogy of malignant disease. Carcinoma 

of the@sigmoid flexure or rectum may give rise to blood and 
mucus in the stoals, and because the patient is in, the tropics 
or subtropics’ and passes blood, and mucus in the stool his 
doctor Very likely jumps to the conclusion that he has amoebic 
dysentery, especially if the stools contain Charcot-Leyden ' 
crystals; which tend to suggest amoebic origin., Malignant 
disease may give rise to this phenomenon and may -simulate 
amoebic dysentery, but may also be a sequel to it. , 
. Another condition to be considered is tuberculosis of the 
large intestine. This happens to be much more common in the 
tropics than, in this country, and insemination of the tubercle 
bacilli in the mucous membrane, secondary to some other form 
of ‘dysentery, takes place and' is extremely difficult to differen- 
tiate except by sigmoidoscopic examination. Polyposis also 
produces blood and mucus in the stools; it has a Mendelian 
incidence, and nearly alweys terminates ‘in malignant changes. 
The intestinal mucous membrane is studded with polypi, which 
resemble bunches of grapes. Simple polypus in children, 
especially in India and other endemic areas, is apt to be 
mistaken for one of the dysenteries. Digital or proctoscopic 
examination will often settle this point immediately. 

Another condition which’ often produces blood and mucus 
in the stools in older men is diverticulitis: in those who com- 
plain of alternating diarrhoea and constipation and other un- 
comfortable phenomena it is advisable to keep this.in mind. 

Mercurial poisoning has also to be considered. Page and A 
Wilson (Lancet, 1940, 1, 640) recorded the occurrence of acute 
ulcerative colitis after cystoscopic examination of the bladder, ° 
the instruments having been. washed in mercury. oxycyanide. 
This has now been definitely proved to be due to mercurial 
poisoning ; so that ulcerative colitis, which resembles that con- 
dition, may in reality represent an effort of the body to get 
tid of some toxin—not, of course, a metallic toxin—through 
the walls of the gut. 7 

In the last war we had a lot of trouble, in differential 
diagnosis, with paratyphoid B, which is the cause of ulceration 
of the large intestine and blood and mucus in the stools. Sub- 
tertian malaria may produce an acute enteritis with intestinal 
haemorrhage and may be mistaken for amoebic dysentery. 
Another cause may be foreign bodies in the rectum or internal 
haemorrhoids, which may give rise to blood and mucus in the 
stools and be confounded with dysentery. 


The Bacillary Dysenteries 

Bacillary dysentery is a very large subject. Rather it should 
be called the “bacillary dysenteries.” These occur in large 
epidemics ; they have a seaSonal distribution, and spread like 
wildfire. Epidemics of considerable magnitude often occur at the 
present day in Malaya, the Pacific jslands, India, and Brazil. 
‘Nearly every new-comer to the tropics contracts » bacillary 
‘dysentery at some’ time ‘or other, children being especially 
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_ susceptible. Bacillary dysentery is’ demic ~in nearly every 
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mental hospital, and thousands are spent yéar after year in 


order to -prevent it., foe F ~ 

Most bacilli of dysentery have now been found. in this 
‘country. I myself -have isolated. Shiga’s bacillus in London. 
This organism was discovered in 1898. It produces definite 


biochemical and serological reactions, it is a mos? important a 
. - affected ‘about twefty become “ carriers ”- for several months 


‘organism in war, and’ it is the one against which we require 


‘the most potent’ anti-Shiga serum—which has now been pre-’ 


pared. Next comes Flexner’s bacillus; discovered in 1900. Since 
that time, however, it has_been found not to be one organism, 
‘but many. -Bacteriologists had been devoting some of their 


energies to splitting up this bacillus until, at the end of the- 


_ last war, ‘they had found ‘a great many varieties. That, of 
course, is reductio ad absurdum; and since then much good 
work has been done on reclassification. ‘Flexner’s bacillus is 
now considered to consist of six antigenic varieties, all having 

~ a connecting link. The anti-Flexner serum on‘ the market is 
prepared from these six varieties. ,; re eae Pq 
| The last-comer in this series is Sonne’s bacillus, discovered 
in 1915, and which until recently had been rather ‘neglected: 

»Sonne’s bacillus ferments lactose slowly and is a common 
organism in this country. -It sweeps the community in epidemic 
form, producing diarrhoea with. blood and mucus in the stools 
or a syndrome resembling food-poisoning. , It is now known 
to be the organism concerned in infantile diarrhoea and in 
many endemic fluxes in all tropical countries, but occasionally 
it may reproduce the dysenteric syndrome as severe as in Shiga 
infections. i oe f . , 

The Shiga bacillus produces acid aut of glucose, ;-the* Flexner 
group, acid out of mannite: They, all give .rise to specific 
agglutinins in the blood of injected animals. (There are. diffi- 
culties in serological diagnosis. Thus it is of no use in the 
acute stage of Shiga infections, one does sometimes get a 
high agglutinin content from about’ the third week of the 
disease onwards in titres of from 800, to 1,000. ‘The Flexner 

-' ¡group is not nearly such a good “performer”; and here the 
-regults are aways somewhat problematical, so that the only 
-real value of serological ‘diagnosis is in the chronic- form of 

_ infection, in which the organism has produced chronic ulcera- 
tion of the large intestine. 
tests are usually more reliable. The stqols are at first diarrhoecic 

_vand*then mucus mingled with “blood, resembling redcurrant 
jelly. The organisms are not always easy to isolate from the 
stools ; they produce a sort of blie-grey colony, quite different 


In' Sonne dysentery agglutination i 


, 


from many other -organisms on the plate that give rise to- 


\ red colonies. Microscopical examination of the cellular exudate 
in the stools affords a rapid and ready means of diagnosis. The 
preponderating form of cell is the polymorphonuclear, but there 
are also large macrophage cells which closely resemble amoebab 
and cause considerable confusion. Iri acute bacillary dysentery 

.with death within thirty-six’ hours of ‘onset the mucous 
membrane ‘is‘cherty-red and friable, and ‘one can almost rend 

‘it in pieces like damp blotting-paper. The last four feet of 

_ the ileum and the whole of the large intestine from the ileo- 
¢aecal valve down to: the anal margin aréʻin this condition. 
The next stage of, coagulative necrosis is, often very puzzling, 


These cases are known clinically as ‘fulmiinating. Sometimes: 


. the necrosis is ‘patchy and the ‘appearance of the ‘intestinal 
canal is that of islands of mucous membrane in a necrotic 
sea, and it is from these that regeneration eventually- takes 

lace. - In the next stage the necrotic mucosa peels off like 
diphtheritic membrane. It is- dead, and beneath it lies 

` granulation tissue. i E NN à 


Z, Difficulties in Diagnosis’ ” 


» The fact that dysentery bacilli disappear so quickly from 


the stools gives-rise to difficulties in diagnosis. , It enforces the’ 


plea that, to- work satisfactorily on these problems and to 
obtain .rapid results and equally rapid cures we must place 
laboratories as near to the front as is possible, because when: 
these cases arrive in a casualty’ clearing: station or in a 
"stationary hospital diagnosis can be.rapidly made and measures 
‘be administered at the first possible moment so as to save the 
‘patient’s-life.- An identity disk should "be tied to the patient, 
stating that he has bacillary’ dyséntery, and deéscribing the 
treatment that has beensgiven. ‘s { 0 oo) z 
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` In’ microscopical sections a regular array of dysentery 
bacilli can be detected along ‘the muscularis mucosae, and 


. especially in‘ the solitary follicles. Others taken later in the 


.disease may show cystic dégeneration of the mucous membrane, 
which is ofteñ a sequel to bacillary dysentery. An interesting 


‘point is the explanation of what is known as tife “carrier 


state,” in bacillary dysentery.“ Out of every hundred people 


and the starting-point, of fresh epidemics—for instance, they 
are considered to be the central -point: of every new outbreak 
of bacillary dysentery -in' India, and the bacilli persist in the 
mucous secretion of retention cysts in the bowel wall. 

The appearance of the intestine in chronic bacillary dysentery 
is significant, reminding one of the cobblestones of some old _ 
French country town. It looks. very. much like chronic ulcera- 
tive colitis as encountered in this country, and has given rise 
to ‘confusion between these, two diseases. On taking cultures 
from these ulcers in: the submucous sinuses the ‘dysentery 

i bacillus is usually found to be Flexner’s. At one time thought 
to be a separate disease, chronic bacillary dysentery is one of 
the common ‘causes of chronic diarrhoea in the tropics. It 
lias, been very difficult to know what to do in the way of 
effective treatment in such cases. In the last war the best results 

twere forthcoming from surgical measures—appendicostomy or 
valvular caecostomy—but now.sulphaguanidine is under trial. 

Bacillary dysentery starts suddenly. ‘It is an acute and toxic 
disease. ‘Shiga’s bacillus produces a virulent endotoxin, and 
the bacilli occur commonly. only in the large intestine, but not in 


* the blood stream, urine, or gall-bladder. . Occasionally they 


“have been isolated from the blood, but this is something of 


- a fluke. They have also been found in the synovial exudate in 


dysenteric arthritis, A patient with acute bacillary dysentery 
asually has pyrexia.” Therefore a dysentery with fever which 
commences suddenly is probably ‘bacillary dysentery, and not 
amoebic, which is usually afebrile, as E. histolytica produces a 
cytolysin, but not a toxin. A patient with bacillary dysentery 
often vomits, but this .does not take place in amoebic dysentery 
because it is not. sufficiently acute. If the patient is a child, 
‘convulsions usher in the disease. These come first ; later, blood 
and mucus:appear in the stools. i 

, After the initial diarrhoea blood-stained mucus is passed in 
quantities ; generally the patient loses sphincteric contro]. Rectal 
teriesmus is very urgent, as is also dysuria, or painful micturition, 
due possibly to the spread of inflammation to the urinary 
bladder. Thè pulse is rapid and.the tongue furred. Weight is 


_ lost at a tremendous rate, owing to dehydration. When the hand 


is placed on the abdomen the patient winces with pain: this 
degree of abdominal. tenderness is never seen in amoebic 
dysentery. In bacillary dysentery one ‘can palpate the spastic 
and contracted large intestine, which feels like a rubber band 
or tube: especially is this the case in the sigmoid colon, and it 
is acutely tender. In the ‘more chfonic forms of dysentery, 
particularly amoebic dysentery, there may be isolated tender 
areas, but there is not the generalized tenderness which is so 

` characteristic of acute bacillary dysentery. The stools may vary 
from twelve to twenty-four in the day, or they may be uncount- 
able. It is not correct to cali thèm stools, but exudates, and often 
serum leaks out-of the anus. What we should do then is to 
discard the bedpan and pack with tow ; in that way many lives 
have been saved. ` 


- . , Forms of Bacillary Dysentery ’ 
.  Bacillary ‘dysentery may be divided into mild, acute, toxic 
or fulminating, and chronic forms. In the mild one gets 
diarrhoea, which ‘lasts. for forty-eight hours, with blood 
and mucus; and Flexners or Sonne’s bacillus can usually 
be isolated. Shiga infections are as a rule much more severe ; 
but I do not believe that even in Gallipoli the death 
rate was ever, more than. 10% of those attacked. In the Fiji, 
Islands and the Solomons in former, days death rates of 
‘40 or 50% were recorded among the natives, who blame the 
Europeans for ‘its; introduction. ‘The, fulminating ‘form is so 
acute that the patient may die’ within forty-eight to fifty-six 
hours from the commencement., The stools contain dark clotted 
blood possessing a peculiar, musty odour, but when green 
sloughs are visible prognosis. is.serious. One of the fatal signs 
in bacillary dysentery..is, hiccup. Jepersonally have Heyer seen 


. teristic. 
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recovery in such a case. In children bacillary dysentery is an 
especially fatal disease, producing epileptiform. convulsions, 
com’, and death. 7 
Statistics regarding the geographical distribution of bacıllary 
dysentery are often unreliable. For example, 
district of’ Central Africa statistics may record nothing: but 


’ bacillary dysentery, and just a few miles away amoebic infec- 


tions are said.to predominate. Good’ and accurate ‘statistics are 
returned by the British fighting Services, and there the two 
forms of dysentery are properly differentiated. 

The great feature about bacillary dysentery is that it occurs 
in epidemics, which have a definite seasonal incidence. In 
North -Africa, the Near East, and Iraq there are usually two 


_epidemics during the year—one in the spring, and one, the 


more important, in the autumn, from August to November. 
There is.also a good deal of evidence to show that bacillary 
dysentery is spread by bouse flies, and.in their intestinal 
tract bacilli can~be found; but there is no real evidence 


that it is carried by water, which appears to be the main vehicle , 


of amoebic infection. There are milk-borne epidemics of Sonne 
infection in this.country, but the starting-point in native com- 
munities is the carrier, and the passage of infection from one 
person to another by contact. f 


Complications of Bacillary Dysentery 
The complications of bacillary dysentery are very charac- 
First of all conjunctivitis occurs about the tenth 
day, and iritis about the second week. There is also a dysenteric 
arthritis, which may be a poly- or a mono-arthritis. There 
may be synovial effusions, which begin suddenly, and all the 
joints of the body may be affected. The arthritis is often 
associated with pyrexia and rigors, 
the patient appears to be getting better and you think he’ is 
out of danger, then this sequel may make its ‘appearance. Some 
observers say that they have seen hundreds of cases of bacillary 
dysentery and have never observed this; but it does not occur 
in every epidemic: ‚in some the incidence is 25%. Sometimes 
dysenteric arthritis is confused .with the gonorrhoeal form, 
which ıt somewhat resembles ; but as a rule dysenteric cases clear 
up quickly and do not'leave much disability behind. Then 
there is a dysenteric neuritis, and in the last war, there was 
trouble with paroxysmal tachycardia, which occurred in con- 
valescents and was probably due to thé action of dysenteric 
toxins on the heart muscle. 
(The concluding pait will appear in our next issue) 


! SS 
RESEARCH IN THE U.S.S.R. 

When the Germans attacked the Russians, the personnel 
of the U.QS.R. Institute of Experimental Medicine gave 
up their long-term theoretical researches in favour of prac- 
tical scientific problems. Last month they held a meeting, 
and Prof.. Grashchenkov of the Moscow Neurological 
Clinic: has cabled a brief report of thè proceedings to this 
country. e main subjects discussed were the treatment 
of injuries of the nervous system and the control of certain 
epidemic diseases. 


‚Treatment, of Cerebral Lesions 


Prof, Grashchenkov reported that in the last six months the’ 
neurosurgical clinic, of the U.S.S.R. Institute of. Experimental 
Medicine had treated 600 compound wounds of the head, in 
close collaboration with a mobile field hospital specially staffed 
and equipped, both surgically and radiologically, for neuro- 
‘surgical work.- As a result of "this experience, Prof. 
Grashchenkov is strongly in favour of the use of sulphonamides. 
He recommends sulphanilamide, sulphapyridine, and sulpha- 
thiazole in varying mixtures and proportions depending on 
the variety of organisms disclosed on routine culture of the 


` 


‘wounds. Brain abscess may supervene without at first giving 


rise to symptoms. 

The treatment of aphasia and other focal brain lesions is 
carried out at a branch-clinic of the Institute under Prof. Luria. 
Methods have been worked out ‘for the restoration of normal 
functions, Prof. Kupalov,°a pupil of Pavlov, considers that 

s Li 


in one, 


It is curious that when, 


‘early as the first or second day of illness. 


damage at the highest level interferes with the synthetic action 
of large areas of the cortex, with the production of torpor 
and neurotic complexes. Prof. Rosenthal, another pupil of 
Pavlov, has reported on the elaboration of temporary con- 
ditioned reflexes in a person with brain injuries. By means 
of this method he is trying to determine the degree of dis- 
turbance of the_ cortical processes and to estimate by the 
speed with which the temporary conditioned reflex develops 
‘the degree of recovery of function which may -be expected. 
Other members of Pavlov’s laboratory have employed pro- 
longed sleep therapy by means of drugs, and have found this 
vmethod particularly effective in cases of cerebral contusion. 
Details of the methods employed are not given in Prof. 
Grashchenkov’s report. 5 9 ; 


Peripheral Nerve Lesions 


Prof. Lavrentjev has studied various aspects of the regenera- 
tion of peripheral nerves and claims to have found evidence 
for the “chemico-motor role” of the peripheral segment in 
attracting nerve fibres to itself. Investigating the value of fixed 
pieces of .spinal cord as transplants for bridging gaps after 
nerve lesions, he finds that the best results are obtained by 
using formalinized nerve, since this “ quickly vascularizes itself 
and delays the proliferation of the connective fibrous elements 
of the scar.” No details are given of functional recovery ip 
animals or men after this procedure. The only means found 
for accelerating nervous’ regeneration was heat. For preventing 
the outgrowth of nerve fibres and the formation of neuromas 
Lavrentjev suggests ligation of thé vessels of the nerve. Prof. 
Magnitsky presents a study of the chtonaxie of peripheral 
nerve after full'and partial disturbance of its functions. Prof. 
Orekhovich has studied the. metabolism of degenerating and 
regenerating nerves and finds special histolytic enzymes at work 
during regéneration. ` 


` 


: Loyse-borne Typhus 

Reports on investigations in infective diseases are of equal 
interest. Levkovich reported on the work, carried out at the 
laboratory of Prof. Smorodintsev, on .the specific prevention 
and early diagnosis of typhus of the classical louse-borne type. 
For the first time it has been possible to carry out, in an 
epidemic area, a large-scale investigation of the effectiveness 
of a vaccine prepared according to a modification of the Weigl 
technique at the All-Union Institute of Experimental Medicine 
(it will be remembered that the original Weigl vaccine was 
prepared from the intestines of infected lice). At the same 


time the Cox vaccine, prepared from growths. of Rickettsia. 


prowazeki in the yolk sacs of developing fowl embryos, and 
treated with phenol and fornialin,, was tested under epidemic 
conditions. This vaccine had been supplied by the representa- 
tives of the American Red Cross. In animal experiments 
these vaccines were compared with the Durand-Sparrow vaccine 
made from the lungs of infected Jaboratory animals; it was 
established that the Cox vaccine is the most effective and the 
simplest to prepare. ` ` 


In the same laboratory, work was carried out on the early. 


diagnosis of typhus by means of a complement-fixation test 
performed at low temperature. This reaction is stated to be 
very sensitive and strictly specific, giving positive results as 
The importance 
of sucha result can hardly be over-estimated. Bengtson’ in 
America has obtained’ positive results in endemic (flea-borne) 
typhus with a complement-fixation test in which she used as 
antigen a suspension of Rickettsiae ; the reaction was positive 
as early as the sixth or seventh day of onset, and followed a 
course similar to that of the Weil-Felix reaction. A somewhat 
similar result was obtained in Q fever,” but these reactions 
were performed at 37° C. The earlier’ results in the Russian 
work are presumably due to the low temperature employed. 
These findings recall the work of Kahn,’ who has found that, 
the reaction which goes by his name is intensified if carried 
‘out at 1° C. In this case, however, Kahn considers that the 
strong reactions at low temperatures are of ,“ general biologic 


type” rather than “syphilitic type.” A fuller account of the 


Russian work will be awaited with interest.” 


1 Publ. Hlth. Rep . Wash., 1941, 56, 649. ` 
: 2 Ibid., 1941, 56, 327. 
K 3 Arch. Derm Syph , 1940, 41, 817. 
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t Insecticides ~~ S 
` Prof. Petrishcheva has investigated the possibility of asing 
< “local insecticide material ”.to be found in waste and cheap 
semi*processed products of the chemical industry and also in 
wild plants. Thus, for example, in one of the Siberian regions 
nearly 150 types.of moss were found to have varying imsecticidal 
powers, 50 of them in a high degree. 

‘A number ‘of insecticidal substances were tested ee lice, 
‘and -certain preparations were found to be highly effective 
when applied to clothing, or for the disinfestation of transport 
vehicles, including railway carriages. Details are not given in 
this communication, but Rossiysky* has previously written of 
the use of “ nassecamoyad, ey 10% solution of kerosene- 

’ carbolic soap, and of “solvent,” a product of benzol and 
toluol,' derived by fractional distillation and retaining their 
highest | homologues. He states that the former destroys lice 
_ quickly’ and does not irritate the skin ; its protective action lasts 
' 2 to 4 days. The fumes of “ ‘solvent ” destroy lice in 9 to 12 
‘minutes ; this substance causes, apparently, no harm to human 
skin. Russian workers have not recently made much réference 
to the heat treatment of clothing, ‘but no doubt this is carried 
out, the latest researches having’ been directed towards the 
preparation of efficient insecticides. . Chasovnikov* has written 
of. the use of “solvent” in the field. 


' Treatment of Dysentery 
Prof. Yermoleva reported on the use of lytic agents in in- 
‘téstinal disease. Bacteriophage hag, of course, been used in 
bacillary. dysentery for many years, notably by Compton’ in 
Alexandria. The Russian contribution is the use`of small' 
amounts of sulphapyridine during phage treatment, and from 
this combination they. report good results. Sulphapyridine 
treatment was described, by Bobrovolskaia,’ who gave it first 
to children sufferitig from dysentery in whom pneumonia was 
‘a complication. Its results were beneficial not only for the 
pneumonia ‘but also for the dysenteric condition, and this 
finding led her to use it in uncomplicated cases, with excellent 
results. The dosage employed was small, not more than 0:7 g.. 
being given in any one day, and the average total dosage being 
no- more than 1.1 g In other countries sulphapyridine, 
sulphathiazole, and especially sulphaguanidine are used in 
bacillary dysentery with striking success, but in larger doses 
than those quoted for sulphapyridine. 


_ Other Researches 


Prof. Khatanevel reported on a new method of rapid 
«diagnosis in human tularaemia,, which can be employed at an 
early stage of the disease and which can be used under field con- 
ditions. This author has written previously on the use of 
= tularin ”* in early- diagnosis ; ‘the test presumably depends 
upon a cutaneous reaction. - ~ . 

Prof. Tokin made an interesting report on a bactericide of, 
plant origin: As a result of ten years’ research with the help 
of-a group of assistants he was able to establish that’ many 
plants have substantial bactericidal qualities, and that strong 
bactericidal principles are found in the ordinary ’turnip-like 
onion, garlic, radish, and probably in citrus plants. These 
_ bactericidal qualities are discernible’in a vaporized state. Five, 
‘and in some cases three, minutes of the vapour of these plants 
is enough to inhibit and sometimes to kill certain organisms, 
such as is streptococci and staphylococci and intestinal bacilli. 


4 Soviet Med. 1940, No. 3. io 
> v6 Ibtd. 940: No. 9. of 4 
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The Ministry of Health announces that, in view of the extreme 
“shortage of rubber and the urgent need for conserving ‘supplies for 
essential war requirements, it has been found necessary to restrict 
the sale of household rubber gloves to, persons who’ are certified by 

‘ a duly qualified medical practitiotier to be suffering from (a) long 
and intractable eczema; or: (b) cheiropompholyx, or (¢) intractable 
dermatitis. Any person wishing to ‘buy rubber gloves. -for such 
duties can do so only if her doctor certifies that’ she is suffering 
frbm one of' these‘ three conditions, and that the use of household 
rubber gloves is necessary’ for the performance of her household 
duties. i ‘ 


i 
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INDUSTRIAL HEALTH RESEARCH BOARD 


’ The Medical Research Council has appointed the following to 
be the members of their Industrial Health Research Board dur- 
ing the period 1942-5: Earl De La Warr (Chairman), Prof. F. C. 
Bartlett, ‘Brig.-Gen. A. C. Baylay, Dr. J. C. Bridge, Dr. A. N. 
Drury, Dr.T. Ferguson, Dr. M. W. Goldblatt, Dr. A. Bradford 
Hill, Dr. Donald Hunter, Prot Esther Killick, "Air Vice-Marshal 
Sir David Munro, and Mr. J. L. Smyth. Prof. A. W. M. Ellis, 
director of research in industrial medicine ‘under the Council, 
will also attend all meetings. Dr. R. S. F. Schilling, one of 
H.M. Medical Inspectors of Factories, has been seconded to 
the service of the Council by the Ministry of Labour to act as 
secretary of the Board. The terms of reference of the Board 
have recently been revised and are now as follows: 


“ To ddvise and assist the Medical Research Council in promoting” 
scientific investigations into problems of health among workers, in- 
cluding occupational and environmental factors in the causation of 
ill-health and disease, and the relation of methods and conditions 
of work to the functions and efficiency of body and mind; and in 
making known such results of these researches as are capable of 
usem application to practical needs.” , 


pamer raae m | 


` 


,AWARD FOR GALLANTRY 


Dr. Ernest Vıcror NEWLING, medical officer in charge of a 
mobile unit, Civil Defence Casualty Service, Westminster, has 
been appointed an M.B.E. (Civil Division). The citation in a 
Supplement to:the London Gazette dated Aug. 28 reads: 
“During air raids Dr. Newling has led his unit with gallantry 
and calm efficiency. On many occasions he, has carried out 
the treatment of trapped casualties in most difficult conditions 
with complete disregard of danger from the possible further 
collapse of demolished buildings. By his prompt actions and 
skill Dr. Newling has saved many lives.” a 
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» Correspondence 





_ Lister Technique in Emergency Surgery 
A 

“Sm, —There can be no doubt—as Prof. R. J. Willan wisely 
pleads (Sept. 5, p. 291)—that the young generation of surgeons 
should master the Lister technique. It would enable them 
to deal successfully with emergency. surgery. Also there can 
be no doubt that many loopholes of infection can be blocked 
by the addition of the Lister technique to the highly skilled 
surgical‘technique in the strict aseptic surroundings ‘in present 
usage. For example, a spray containing an antiseptic directed 
upon a plaster-of-Paris cast during its removal would stop dust 
and inhibit the growth of micro-organisms it mighf contain. 
The only reason for a separate room for this process would 
‘be the possible disagreeable smell of a carbolic spray in a 
general ward. Prof. Willan rightly scoffs at the absurd notion 
that antiseptics so damage tissues. as to prevent: healing and 
‘their ability to deal with infection. Those who correctly make 
so great a point of excising all dead and injured tissues do not 
seem to estimate the actual’ damage done to healthy tissues 
by the passage through them of the sharpest scalpel. 

Many misconceptions exist at the present time about Lister’s 
technique. He excised all dead tissues from the burns and 
compound fractures he had to treat. Many of us who assisted 
Lister in public and private (in fact, he left me in charge of 
his patients when he retired) are alive, and can testify that 
his wounds healed by first intention with the greatest regularity. 
—I am, etc., od 

London, S.W.1 ' 

Lf 
A Classification of Nerve Injuries 

Sir;--I-hope I shall.not be thought critical of the excellent 
work which Prof. H. J. Seddon and his unit are doing on 
peripheral nerve injuries if I protest at the new terminology: 
of which heis the foster-parent_(Aug. 29, p. 237). He seeks 
to distinguish three states of a nerve: complete division, division 
of axis-cylinders without division of the nerve-sheafif, and 
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transient block. He proposes to call these “ neurotmesis,” 
st aXonotmesis ” (what a word! as Mr. Herbert would say), 
and “ neurapraxia.’ 

Onr profession has suffered much at the hands óf neologists, 
but even e helminth will turn. A new medical term .should 
fulfil four requirements: it should be necessary, accurate, self- 
explanatory, and if possible euphonious. The most that can 
be said for these three is that the first two are accurate. 
“ Neurapraxia ” is the most objectionable, being actually mis- 
leading, since “ apraxia ” has for many years been the name of 
a psycho-physiological disturbance at the highest level. But 
why should we have to learn new words at all, when we can 

' speak, in English, of “ nerve-division,” “ nerve-contusion,” and 
“nerve-concussion ”?—I am, etc., 
London, W 1 


, 


Prognostic Value of Blood Sedimentation Rate in Phthisis 


Sm,—The paper by Drs. F. Lewis-Faning and M. Myers 
(Aug. 1, p. 125) on the prognostic value of the blood sedimenta- 
tion rate (B.S.R.) in pulmonary tuberculosis is surely unreason- 
‚able in denying the value of serial tests in assessing the progress 
of the disease, while drawing important prognostic conclusions 
from a single test. A considerable volume of unpublished 
work at the Cheshire Joint Sanatorium points to the greater 
accuracy of conclusions drawn from serial results compared 
with those from a single test. Lynn, in an unpublished thesis, 
showed that the prognosis in patients with a fluctuating B.S.R. 
was almost as bad as in those with a rapid B.S.R., even though 
the final rate might be within normal limits. This work was 
carried further by Brooks, who showed that the prognosis was 
exceptionally good in patients discharged from the sanatorium 
with series of consecutive monthly B.S.R. readings within 
normal limits. "Che period of follow-up was six years. 

I agree with the writers of the paper that B.S.R. estimation 
is not 100% accurate, but any case whose B.S.R. is not in 
keeping with the clinical and radiological condition is worth 
further investigation, as the following cases show: f 

1. A man with moderately advanced disease, in fairly good general 
condition, afebrile, and with a partially effective artificial pneumo- 
thorax, had a persistently very rapid B.S.R. (118-136 mm./2nd hour). 
On further investigation he was found to have ‘a positive, Wasser- 
mann reaction. 

2. A girl was admitted with minimal tuberculosis. Her B.S R. 
rose from 10 mm./2nd hour to 78 mm./2nd, hour in three months. 
She was found to be pregnant, a fact she had succeeded in hiding 
until then. 

A cold or a boil is commoner, but the increase in B.S.R. 
is less, 

The cases with anomalously slow B.S.R. are rare, though 
there is a case in our recent records with radiological spread 
of disease accompanied by normal B.S.R. (including a normal 
sedimentin index). The few cases: with positive sputum and 
normal B.S.R. seem to do well.—I am, etc., 

Cheshire Joint Sanatorium, Salop. A. CLARK PENMAN. 


W. RUSSELL BRAIN. 


Megaloblastic Anaemia of Pregnancy and the Puerperium 


Sm,—I, wish to thank Prof. L. $ P. Davidson and Drs. L. J. 
Davis and J. Innes for their reply (Aug. 29, p. 256) to my 
comments (Aug. 15, p. 198) and for their elaboration of the 
grounds on which they base a diagnosis of a megaloblastic 
marrow reaction. If, as I understand from their letter, they 
include as megaloblasts not only ‘the-proerythroblast but also 
the megaloblast A of Israels, then I agree that where these 
latter cells were present in the cases quoted the diagnosis is 
justified. In my experience such marrows will also show 
megaloblasts B and C. I regret that my letter created the 
impression that I confine the term, “megaloblast” to the 
haemoglobinated cell of Ehrlich. For the sake of brevity I 
included megaloblasts A, B, and C under the term “ megaloblast 
series ” in my diagram. All classifications of the erythroblasts 
must to some extent be arbitrary, for when does a boy become 
á man or, to use your ‘correspondent’s terminology, a megalo- 
“blast become a normoblast? ° 

In fairness to Dr. Israels-I ‘must maké it clear that he 
and I york at different centres, though in adjacent towns, and 
I deplore the exigencies of recent years which’ have prevented 
me from benefiting from direct personal tuition, I have 
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adopted Dr. Israels’s classification because I find.it most useful 
in my own work and the least equivocal means of- describing 
erythroblasts. In addition, it offers an explanation of the 
Ehrlich megaloblast and eliminates the description as “ megalo- 
blasts” of primitive red cells which may occur in significant 
numbers ip normoblastic hyperplasias where deficiency of the 
liver factor plays no apparent part. On these grounds I regard 
the classification as both logical and practical and I should 
be ‘glad to see it adopted as the standard terminology. In 
the meantime I feel that writers should “state their conven- ' 
tions ” so that misunderstandings may be avoided. 

I have no quarrel with the title “ megaloblastic anaemia of 
pregnancy and the puerperium,” which is obviously preferable 
to.““pernicious anaemia of pregnancy.” My doubts arise .re- 
garding the evidence on. which certain of the cases are included 
as megaloblastic anaemias. If one could invariably infer the 
marrow reaction from the colour index, haematology would be 
much simpler but very much less interesting. 

I have not studied the-sternal marrow pictures of the few 
cases which have come my way where this type of anaemia was 
suspected. As treatment had already been instituted with both 
liver and iron,*and recovery or partial recovery had taken 
place, sternal puncture seemed unlikely to be helpful. I have, 
however, seen one case following pregnancy with an initial 
high colour index progress to a normal blood picture on iron 
alone, after a brief course of liver in the early stages. I 
sincerely trust that no comment of mine will deter energetic 
treatment or cause any relaxation of ~vigilance until a normal 
blood count is restored and maintained. ; 

Knowledge of these interesting, and rare cases will be “best 
forwarded if those in charge of obstetrical cases will, where 
possible, have a full haematological investigation carried out 
prior to commencing liver therapy if a megaloblastic anaemia 
is suspected. 

In conclusion, I hope that no heat has been engendered by 
this exchange of correspondence. The doubts I have expressed 
arise from my interest in marrow interpretation and your 
correspondent’s paper, and comments will be a stimulus to me 
in any future contact I may make with cases of this nature.— 
I am, etc., mo 

Manchester ` Š M. L. THOMSON. 


Counter-measures in Prolonged Hypoglycaemia 
Sm,—An outline of the counter-measures worked out by 
psychiatrists who daily, in the active treatment of mental 
illness, purposely induce insulin ‘coma may be of practical 
value to the profession—see Dr. E. H. Roche’s report on two 
fatal cases of hypoglycaemia (July 11, p. 35), and the recent 
correspondence on increase of hypoglycaemia (June 13, p. 739 ; 
June 27, p. 802; July 18, p. 80). In insulin coma therapy, 
failure to wake after administration of glucose occasionally 
happens, and the counter-measures equally apply to “ ordinary ” 
accidental hypoglycaemia, with the difference that while in 


~coma’ therapy everything is at hand to meet the emergency, 


arrangements may have to be improvised in general practice. 

1. Failure to wake after ingestion of glucose is not alarming 
when caused by deficient absorption from the intestinal tract ; 
the condition immediately responds to intravenous glucose. 

2. Failure to wake after, intravenous glucose is not always 
alarming, since this may be due to inadequate quantities of intra- 
venous glucose—i.c., due to hypoglycaemia proper. Large quan- 
tities, up to 250 c.cm. of the 33% solution, may be required, and 
hypoglycaemia may reappear unless a sugar depot has been 
made available by intestinal administration. 

3. Failure to wake after adequate intravenous glucose is 
alarming, . and here the term “ hypoglycaemia ” is a misnomer, 
since coma has passed from the hypoglycaemic stage to the 
post-hypoglycaemic stage—i.e., unconsciousness persists despite 
normal or increased blood-sugar levels. For example, Dr. 
Roche’s first patient showed hyperglycaemia from 5 hours after 
the onset of coma until his death 7 days later; his second 
patient had hypoglycaemia proper during the 8 hours of his 
life after the onset of coma. 

Abnormal persistence of cellular changes brought about 
during hypoglycaemia is the cause, and the treatment is to 
combat cardiovascular collapse and to facilitate the entrance 
of sugar into the brain cells. Further administration: of 
glucose -is contraindicated, -and blood-sugar tests help to dis- 
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tinguish . this condition from hypoglycaemia ` proper. Where 
_ these tests cannot “be done,’ or be done in time, -the response 


or partial response, to, or the failure of, previous intrayenous , 


. glucose points the way. The states of. hypoglycaemia proper.’ 
and of post-h glycaemia are ‘not necessarily as clear-cut as 
outlined- here, and no harm is done to refractory. cases of 
" hypoglycaemia: proper by applying to them the . 
sof the treatment for post-hypoglycaemia, which, is aş follows: 
(1) Continuous inhalation of 5% oxygen-CO,, since the brain 
cells may not be-able. to utilize sugar unless provided with 
_ an excess of oxygen. (2) Injection’ of vitamin B seems to 
' act in a similar way, and massive doses up to 25 mg.—e.g., one 


ampoule benerva forte-—are given ‚both intravenously -and. ' 


intramuscularly. Massive doses ' of adrenal cortical hormone 
(cortin, percorten, etc.), up to .10-c.cm.,'-are also given both 
intravenously and intramuscularly, and intravenous injection‘ 
of 10 c.cm. to 30 c.cm. calcium chloride is recommended. 
(3) To combat dehydration and, haemoconcentration, 500 to 
1,000 c.cm. physiological saline is given by- -intravenous 
f injection. ” >The stomach is ‘washed out and saline left in situ ; 
in. the ‘absence of saline. tepid water. may be used.. (4) Lumbar: 
. puncture and the withdrawal of as much C.S.F. as will flow: 
is ‘the next step, the rationale being to reduce increased pressure* 
and-to draw off thé sugar accumulated in ‘the fluid—i.e., 
‘following the same reasoriing as’in narcotic -poisoning.. (5). If 
the foregoing measures fail, plone teanatusion «may still save 
_ the patient.—I ain, etc., $ 
f Mawnan Smith, Falmouth, - H. POLLAR-STRECEER. 


vo ' “An ‘Alphabet of Breast-feeding A 
o SRAI his excellent article Prof. Charles McNeil draws 
attention to the waste of food involved by the substitution 
of artificial feeding for breast-feeding, But ‘is the-logi¢ of 
this quite sound? ‘A nursing mother will . require more food` 
‘on account of her lactation. . I believe she is actually entitled 
to an additional pint’ of milk on the priority system. It is 
j perhaps as well that a, good cause should not be supported 
by, an unreliable’ argument. Probably most of us will agree 
" that, far’ too many babies are’ weaned at an early age, and 
Prof. 
"I am, etc, i 
‘* Pleasington, near Blackburn. P. K. MUSPRATT. 
Anaesthetic Death in the Surgery 
_ ~ Sm,—I appreciate very much- indeed the comments and advice 
- of Drs. P. E. Woodroofe and A. 'D. H. Simpson (Aug. 29, 
` pp. 263 and 264) relating to my article “ Anaesthetic Death in 
' the Surgery.” There are occasions, however, when the type 
of ‘apparatus -or anaesthetic as mentioned by Dr. Woodroofe 
is not available, or it is: impossible to find even a colleague 
to attend, ‘much lessa qualified anaesthetist ; this happens 
‘ frequently in a country practice such as mine is. Moreover, 
‘most G.P.s only keep chloroform and ether for general 
anaesthesia, as a rule for-maternity cases only. Had such a 
‘ fatality occurred, a coroner’s inquest, with a possible prosecu- 
tion, would have been the only result possible, and most 
of us know ‘the pitfalls that face an unfortunate member of 
the profession involved in such’ procedures. 
Though we sre given:the licence to practise medicine, surgery, 
. and midwifery, it seems that such responsibilities should not 
be undertaken, and the role of ‘the G.P. must give way to 
specialization... Must initiative and enthusiasm be sacrificed 
, on the.altar of timidity? For there is not the slightest doubt' 
that as the years roll by the responsibilities for surgical practice 
are lifted from the G.P., not by reason of his inability to. cope 
: with such conditions but by reasons created in prosecutions” 


which (when voiced in the Press) naturally intimidate ‘other ' 


‘are of attending to: whatever the condition maf be. This 


, throws a great deal of work on the hospital staff, on whom ' 


such responsibilities seem to rest, and this situation is accepted 
by' the public whatever the outcome. Instead of a capable, 
enthusiastic, - ‘and keen young doctor gaining experience if 
' he sets his mind’ on general practice, € grows to fear any 
_ condition that might involve him in ‘courts. The form 
G.P.45 (Rev.) condemns him, and aves him an inferiority 
_ complex, even if he could perform thé service necessary without 
having to produce such evidence as is required. z 
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McNeil’s article will be a es help to many of us.— - 
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More encouragement and more adequate protection afe 
necessary to produce, or rather bring out, thé best in ee 
who, after all, are the backbone of the profession. 

In conclusion, I should like to mention a.paper that was 
brought to my notice since publishing my case, “ The Role of the 
Epiglottis ‘in Anaesthetic Deaths,” by Mr. G. H. Caiger, F.R.C.S. 
This factor js not mentioned in any of the textbooks so far 


‘as I can gather, and is undoubtedly a very important one to 


be remembered. It was published in the Journal of Laryngology 
and Otology of May, 1942.—I am, etc., , 
Maltby. , Å: 


, “Removal for Mental Observation ” 

' Sm,—While appreciating the motives which inspired ` Dr. 
Arthur Harris's article on the above subject (Aug. 1, p. 136), 
one’ feels that any deficiency in dealing. with the type of case 
described lies not in the method addpted by, the practitioner 
but. in the facilities offered by the general hospitals for their 
Teception. Whea mental symptoms are present relations are 
only too pleased to have the patient removed, whether it be 
“for mental observation” or otherwise. Not only is nursing 
at -home impossible, but examination of the patient often 
equally so. Two cases seen fecently exemplify , these points. 

«Case 1. . Male, aet. 26, ex all-in wrestler, with history of fractured 
skull 12 months before, locked his bedroom door and entrance could 
be obtained only by forcing the lock. He was lying on the floor, 
refused to answer any questions, and resisted vigorously any attempt 
to éxamine him.” In the struggle I was‘fortunate to note one 
unequal pupil. Removal was imperative—but to a mental observa- 


A. H. BARTLEY. 


tion ward or to a general hospital? The latter was chosen, but after’ 


doing a lumbar puncture under light anaesthesia, no other examima- 
tion being possible, he was removed “ for mental observation ” and 
subsequently diagnosed as G.P.I.; but he was removed before any 
diagnosis could be confirmed. His retention in a general ward was 


. obviously out of the question. 


Case 2. Female, aet. 44: restless, talkative, obstreperous, Exam- 
ination quite impossible. History negative. Diagnosis, ? hypomania. 


» Paraldehyde in the doses suggested by Dr. Harris was given with the 


greatest of difficulty. After. being quiet for about 2 hours she was 
discovered fully clothed having a bath at 2 a.m. Nursing at home 
was out of the question and she was removed ‘for mental observa- 
tion ” since no general hospital would have her. 

The only way out of the difficulties enumerated by Dr. Harris 
would seem to be the provision of a mental observation ward 
int the general hospitals, staffed by nurses who are not afraid 


„of, mental cases as are the nursing staffs of most general 


hospitals, and where, given time and the facilities, organic 
nervous disease can be diagnosed when present.—I am, etc., 


London, N.6. W. LEES TEMPLETON. 
Desert Sores 

Sm,—Is it not possible that desert sores may be identical 
with the `“ boils and blains” inflicted upon the Egyptians in 
Biblical history, and that the condition may have been endemic 
in the Egyptian desert for thousands of years? It probably 
did not escape the observation of many doctors in general 
practice that a modified form of the same condition was 
prevalent i in this country during last winter and spring. In my 
own practice the increase In, cases of what may generally be 
described as “furunculosis” was very marked, and it seems 
that in some industrial towns in the Midlands it was also very 
prevalent. As a victim myself of successive crops (two or 
three lesions being present at a time) of a very unusual 
dermatosis, I may perhaps be. allowed to attempt a description 
of it. 5 

Usually starting as a small white-topped papule surrounded 
with a bright red areola and marked from the outset “by its 
extreme painfulness, it gradually increased in diameter to the 
size of a halfpenny or even a penny. Nothing appeared to 
arrest its progress. Sometimes the skin was thinned out over 
it and almost transparent, while underneath was a purplish- 
blue exudate, due, presumably, to extravasated blood. 

The ingestion of 50-mg. tablets of vitamin C made no 
impression, and when it was at its worst the advice of someone 
to try an injection of SUP 36 saved the situation so far as I 
was concerned; for I was at the time crawling round my 
practice with one of these lesions on each buttock. SUP 36, 
in fact, appeared to be a specific among a variety of* other 
remedies tried, With the arrival of summer and an abundance 
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of natural vitamin C in the form of tomatoes and black- 
currants further outbreaks ceased. 3 

The condition described would appear, then, to be due to 
a lack of natural vitamin C, synthetic vitamin C having very 

_little therapeutic effect. An increased permeability of the 
capillaries appears to be the result of this lack of natural 
vitamin C, and it seems to show that the vitamin alone is 
not the whole,story in such conditions. It is possible, perhaps, 
that natural vitamin C has some principle loosely combined 
with it and acting as a sort of catalyst which has not yet been 
identified by chemists. The lack of citrus fruits during the 
last 14 years has probably led to a gradually increased defi- 
ciency of natural vitamin C in the blood and brought about 
an increased proneness to such skin lesions. People of fair' 
complexion, as noted in myself and a few others, appear, as 
Capt. H. M. Rapport notes (July 25, p. 96), to be more sus- 
ceptible. Several month§ after the initial lesion a‘ purplish- 

' blue stain remains under the skin, the lesion itself receding 

only ‚very slowly. The skin was never actually broken.— 

l am, etc., 
Hove | i ` G. L. DAVIES. 

Tietze’s Disease a Nutritional Deficiency? 

. Sm-—Among the many manifestations of subnutrition 
recently seen by us have been two cases of swelling of the 
costal cartilages, associated with weakness and lethargy, which 
conform to the description of Tietze’s disease.’ Both cases 
have been investigated on the lines of Gill, Jones, and 
Pollak (Journal, Aug. 8, p. 155), with the same negative results. 
Estimations of the urinary excretion of vitamins have, however, 
given striking figures which support our view that this syndrome 
is not a disease sui generis but a local manifestation of mal- 
nutrition recognizable by deficiencies in vitamins C and B. 

Case 1 was admitted to hospital, and the daily treatment 
in both cases was 700 mg. ascorbic acid and -2 drachms of 
baker’s yeast incubated in a pint of peptolac. Daily estima- 
tions of urinary vitamin excretion serve to assess the degree 

of avitaminosis. f 


Case 1 


Mrs. A, AGID 36 i 





Leadıng Symptoms 




















Painful lump under right 
breast (6th, 7th, 8th costal 
cartilages). Lethargy, 
duration 1 year 
i >» Case 2: Miss B., AGED 16 
7 
Loss of weight Lassitude.| 0 (1st day) 4:8 0 005 
Anorexa® months Swell-| 2:5 (after: 50 0 2 005 
ing of 4thand 5th R.costal| 700 mg 
cartilages | ascorbic 
te. acid) 
Normal standards , ; 25 | 08 100y 030 
` =. 





* Estimations were made on successive days. 
1 


One general practice cannot provide sufficient material to 
support a theory of this kind, but ether workers more 
fortunately placed may be persuaded to follow .the clue— 


We are, etc., GriFFitH Evans, F.R.CS. 
RopertT O. Eames, F.L.C. 


Caernarvon. 


Renal Infarction and the Goldblatt Kidney: 


Sm, —The annotation on hypertension and unilateral kidney 
disease (July 18, p. 75) has stimulated interest in a disease 
syndrome which increasingly ‘takes its toll as time goes .on. 
The experimental’ work of Goldblatt has, as has been stated, 
found its clinical counterpart in a number of reported cases 
of unilateral kidney disease in which the hypertensive blood 
pressure has resolved itself following the removal of the injured 
organ. No reference has been made, however, to the more 
frequently occurring cases of embolic infarction of the kidney, 
observations on which might furnish valuable evidence in the 
investigation of arterial hypertension. A short résumé is given 
below of such a case seen in conjunction with Mr. Robert 
Mailer of Glasgow Victoria Infirmary. 


\ 


oe 


-of inguinal hernia. 


The patent, a man aged 39, enjoyed good health until the onset 
Blood-pressure readings approximated 140/90. 
During the third week ‘after his operation the patient experienced 
pain in the left lumbar region, and this was followed by profuse 
haematuria. The condition was typical of embolic infarction of the 
kidney. Subjective symptoms included severe discomfort at the back 
of the head, vertigo, throbbing, precordial pain, and general malaise. 
Blood: pressure recordings showed readings of 220/140. The lumbar 
pain persisted for several days, and the haematuria for more than 
two weeks. Repeated blood-pressure estimations revealed a 
gradually diminishing tension, reaching its pristine level of 140/90 
one month after the onset of the complication. 

This case, in its pathology and symptomatology, constitutes 
the clintcal analogue of Goldblatt’s experimental clamping of 
the renal artery. It is here described by, the courtesy of 
Mr. Robert Mailer—lI am, etc., 


r 
Glasgow GEORGE KRASNER 


N 
, Bee Stings 

Sm,—The article on bee stings by Dr. A. J. Jex-Blake 
(Aug. 29, p. 241) will interest many. Similar experiences 
obtain in South Africa. About 1926 a Pretoria tram was 
invaded by bees with disastrous results. One man was stung. 
to death. È 

For some years I kept bees in the Free State. My experience 
and that of others was that many persons soon built up an 
immunity to 'stings. It was noted among some that failure 
to be stung at intervals meant loss of immunity. I have 
observed severe prostration after a single sting. Yet I have 
seen persons suffer hundreds of stings with little effect. Years 
ago I was the victim of such an experience in the Transvaal. 
Foolhardily I tackled a wild swarm without adequate protec- 
tion. The invasion was summarily repelled. The drone of 


.enemy planes seems as nought when compared with the hum 


of thousands of angry.bees. A desperate run of nearly a mile 
ensued before the last attackers were, shaken off. On my 
return journey J had a few more stings for luck. I was 14 
years old at the time. My flight included a run down the 
boulder-strewn side of a steep kopje and at the bottom a clean 
and nimble leap over a four-foot fence. Years later I viewed 
the scene of the incident and recollected my accomplishments 
with astonishment. Well over 200 stings had to be removed 
from my face, neck, and arms. Despite a great shock of hair 
there were numerous stings in the scalp. I suffered no ill 
effect’ except much oedema of the face and intolerable itching. 

Certain strains of South African bees are notoriously vicious, 
and it is remarkable the way they will wantonly attack persons 
or animals hundreds of yards away from the hive or’nest. In 
East Africa the natives suspend the hives in trees. In the last 
war the Germans took advantage of this by shooting at the 
hives when attackers got within distance.—I am, etc., 

Cardiff. R. DRUMMOND. 


Standardized Wassermann Reactions 


Sin,—Dr. H. M..Hanschell’s letter (Aug. 1, p. 141) makes 
depressing reading. His knowledge of complement-fixation tests 
must be scanty if he thinks that either the Ministry of Health 
or any other laboratory can send out complement standardized 
for use elsewhere. The value of this reagent depends on its 
interactions with the other components of the test and must 
be determined by each pathologist at the time he uses it, What 
the Ministry do guarantee is that the complement they send 


‘out ig usable, and this is a most valuable aid to many 


laboratories. ' 
, With regard to dropping the Wassermann test ip favour of 
precipitation tests, I personally do not agree. During the last 


‘12 years I have performed an average of 7,000 Kahn tests 


a year, before which I had some trainmg with Kahn himself 
when he was at St. Thdmas’s Hospital in’ 1928. In my hands 
this test is not so reliable as the Wassermann. It has some 
advantages—e.g., it becomes positive earlier than the Wasser- 
mann in primary syphilis—but I get too many false positive 
reactions, particularly in well-treated cases, for me to adopt 
it to the exclusion of the Wassermann. ‘Nevertheless, I find 
it very useful as a cofifirmatory test. My experience with the 
Laughlen test was small, but it proved to be not' so specific’ 
as the Kahn. Of all the precipitation reactions for syphilis 
(including the Kline reaction), I believe that the sigma test 


„I am, etc, 


0 
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is “the! most reliable, but unfortunately it is too time-consuming 
and laborious for routine ‘use. Thus “the tacit approval, by 
the Ministry, of Wassermann tests as performed by approved 
laboratories ” seems to me to be the correct attitude, ‘but I 
should like’ the required standard of work to be higher. ' 

The thought of a medical officer in charge of patients, even 
if he has had first-hand experience of all laboratory tests, 
popping in to the laboratory to do a batch of tests if need be 
fills me with apprehension. Surely the foundation stone of. 
accurate work with’ serum tests is regularity- of performance. 
But this doe$ not, and should not, exclude the pathologist from 
doing regular clinical work’ and thereby keeping in touch with 
patients. In short, the pathologist of a V.D. clinic should be 


- a clinical pathologist.—I am, etc., 


LOC, CWhitechaped) Clinic, B.1. I. N. OrPwoop PRICE. 


Lathyrism and Vitamin B; Deficiency 

, SR, —At the close of your interesting annotation on “ The 
Wernicke Syndrome and Vitamin B, Deficiency” (Aug. 29, 
p. 249) you suggest that antivitamin factors may prove to be 
the cause of other obscure nutritional diseases. A number 
of years ago, in ,collaboration with Lieut.-Col. L. A. P. 
Anderson, LM.S.; and Sir Albert Howard (Ind. J. med. Res.’ 
1924, 613), it was shown that Idthyrism resulted most probably 
from thé ingestion of foodstuffs prepared from the seeds of 
‘Vicia sativa var. angustifolia, and not, as had been assumed 
previously, from the seeds of Lathyrus sativus. The possibility 
of Vitamin deficiency in the diet of the experimental animals 
‘was excluded, and we suggested that the disease was cauged 
by ‘the glucoside, vicine, or its aglucone, divicine, both of. 
which were found- experimentally to be toxic. It now seems 
to me to be more probable that vicine, or possibly some other 
constituent of the seeds’ of the ivetch, inhibits thè activity of 
aneurin or some other member’ of the vitamin B complex. 
It is hoped that someone more favourably placed than I now 
‘am may investigate the validity of this suggestion.—I am, etc., 


‘Bangor, N. Wales. J. L. SIMONSEN. 
iy i 


Draining the Ectopic 
Sm,—There have been several accounts in the Tournal 


' (1942, 1, 640,, 669, 722) during the past few months of the 


delivery of ectopic pregnancies of viable age.: In each case 
a drainage tube was introduced and in some was followed 
by a long period pf invalidism. I wish therefore to call atten- , 
_ tion to the fact that, where the placenta cannot be removed 
' entirely (sometimes'a simple procedure), the abdominal wall 
can be sutured completely over the secundines without any fear 


' of after-effects. The power of autolysis of the placenta is so 


great, and its connexion with the maternal blood ‘supply, so 


' intimate, that, it disappears after a few months. To introduce 
' infection’ to it by means of A drainage tube will ensure a 
‘prolonged convalescence with “fistula and adhesion formation. 
Pus, not placenta, discharges from the drainage tube. 


When 
a lithopaedion ‘is discovered its placenta is non-existent — 


FRANK STABLER, 
Surgeon Commander, R N.V.R. 


Self-medication and the Chemists Shop te 


Sir,—Dr. E. L.. Loewenthal’s letter (Aug. 15, p. 199) was one ’ 
of the most interesting and intelligent that has appeared in, the ' 
Journal for some time. He hits one nail very’ isgharely on the 
head when he writes, “ The more effective the preparation the 
more dangerous it is .. . without medical supervision.” To 
the examples he'gives I would add a well-known cough syrup 
which will, keep the cough under a very fair degree of control 
until cavities have appeared in the lung. I believe I am right 
in saying that we are now up against an enormously powerful 
vested interest, and that something like 90% of the patent 
medicines sold in. this country are controlled from the financial, 
end by one group. 

The average chemist probably: does not want to prescribe, 
and it is doubtful if he wants to “muscle in” on the territory 
of other branches of retail trade. -But so long as the dispensing 
doctor continues to take away’ his legitimate dispensing trade 
„he is left with but little option if he is to. remain in business 
“at all. One point, however, the would-be reformer must keep, 
in mind. There has grown up in some parts of the country 
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a belief or superstition that ‘“doctor’s medicine” has a 
magical 'superiority over any sold over the counter. Who in 
the profession that dispenses has not heard, “I thought it 
was time I had some doctor’s medicine”? Again, there 13 
a similar superstition that the chemist who dots N.HLI. 
dispensing keeps only “inferior drugs, and one’s offer of a 
prescription- may: be refused on that ground. 

Dr. Hermann Levy's ‘statement (Aug. 29, p. 265) that “ the 
English have -x certain proneness ” to self-medication is merely 
a statement of the truism that the English are a very gullible 
people. Possibly the real essence of democracy is that they 
should be permitted to continue to allow themselves to be 
gulled, but the profession in its fight against osteopaths, 
chiropractors, faith-healers, etc., has never shown any leaning 
towardg that doctrine. One of the advantages of a State 
Medical Service is that we should be in a very much stronger 
position vis-à-vis those who make lafge fortunes by peddling 
to all and sundry drugs the capabilities of which are utterly 
unknown to them; another is that we should find ourselves 
freed from the necessity of competing with the chemist as 
retail tradesmen. 

I wonder if Dr. Loewenthal is aware of the difficulty which 
the B.M.A. experienced in obtaining any newspaper publicity 
for Secret Remedies and its sequel.—t am, etc., 

DONALD M. O'Connor. 


oN Hypnosis 

Sır, —I, thought your leading article on the present position 
of hypnosis (Sept. 5, p. 283) did not sufficiently stress one 
important point, in that the hypnotic state is related to the 
' transference situation obtained in the preliminary stages of 
psycho-analysis. Psycho-analysis proceeds to render this situa- 
tion conscious’ to thë individual, whereas hypnosis does not 
generally do, so.. The point is that transference is -proceeded 
with to obtain the necessary deeper analysis, whereas hypnosis 
serves to keep transference maintained, and builds up resis- 
tance to any deeper analysis.‘ Jones mentions this in his book, 
Papers on -Psycho-analysis. No doubt when’ a skilled psycho- 
analyst discovers his dream of paradise by securing as a patient 
a spiritualist medium suffering from hysteria, and endeavours 
to treat this entrancing combination by hypnosis, some further 
delectable expressions of opinion may obtain.—I am, etc., 
. Tipton, Staffs. L. H. EUNSON. 


Hyperostosis Frontalis Interna 
Sir,—Dr. J. MacKay Crawford (Aug. 29, p. 261) is, of course, 
quite right and I apologize for the slip. The tolerance to 
glucose was reduced, not increased, in my case, as evidenced 
by the definite rise in blood sugar-—I am, etc., 
C. T. ANDREWS. 
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Universities. and Colleges 








UNIVERSITY OF CAMBRIDGE 


At a Congregation held on August 28 the following medical degrees 
were tonferred : 
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Lomax and M. L. Macalister (Girton College), and of M.B on Mrs C. 

Hall (Newnham). i 
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š UNIVERSITY OF LONDON Sect 
LONDON Rovar Free HOSPITAL) SCHOOL OF MEDICINE POR WOMEN 


The folowing scholarships have been awarded for 1942-3 : 


St. Dunstan's Medical Exhibition, Miss W. E. Lewington Sf. Dunstan's 
Medical Exhibition (Supplementary), Miss S Roln A. M Bird Entrance 
Scholarship, Miss G Smith. Mabel Sharman-Crawford ol asta a Mas 
P. J Lockley Sır Owen Roberts Memonal Scholarship, Mus E. J Harman. 
A. M Bird Scholarship for Clinical Studies, Miss M. E Townsend = Alfred 
Langton Scholarship, Miss C. M. Watt. Ellen Walker Bursary, 'Miss E. T. 
Brash Flora Murray Bursary, Miss D. M Phillips. Emma Beuby Bursary, 
Miss H. B Hill and Miss E E Simpson John Byron Bursary, Miss D A Chap- 
man and Miss B M Goetsree. A M. Bird Postgraduate Scholarship in 
Pathology, Miss F. D. Bosanquet, M B., B.S 








Obituary - 


V. WARREN LOW, C.B., M.D., F.R.CS. 


The announcement of the death, which took place on September 
. 2, of Mr. V. Warren Low will be received with regret by a 
wide circle of friends and colleagues. He was associated with 
St. Mary’s Hospital during almost the whole of his career, first 
as a student, then as a member of the staff, rising to the position 
of senior surgeon, and afterwards as consulting surgeon and 
vice-president of the hospital. 

Vincent Warren Low was born in 1867 at Staines and was 
educated at Cranleigh. After his training at St. Mary’s he 
graduated M.B. at the University of London in1892,,and B.S. 
with first-class honours in 1893. In that year he became a 
Fellow of the Royal College of Surgeons, and two years later 
proceeded MD.Lond. At the outbreak of the Boer War he 
went out with the South African Field Force as a civil surgeon, 
served with distinction, and gained the Queen's medal and 
seven clasps. On returning he became assistant surgeon to the 
Royal Northern Hospital, and shortly afterwards assistant 
surgeon to St.'Mary’s, where in due course he became full 
surgeon and lecturer on surgery in the medical school. During 
the last war he was consulting surgeon to ELM. Forces in 
the Dardanelles and Egypt, with the temporary rank of colonel, 
A.M.S., and in that capacity again he did distinguished service 
for his country, was mentioned in dispatches, and was made 
Commander of the Bath. 

The Royal College of Surgeons claimed a great deal of Low’s 
interest for many years. From 1916 onwards he was a member 
of its Council and from 1928 to 1939 a Vice-President. He 
served the College as a member of the Court of-Examiners, 
and he was also at various times examiner in surgery to the 
universities of Cambridge, London, and Liverpool. For some 

. years he was a member of the University of London Senate. 
He could be described as a great “hospital man”; he was a 
member @f the Council of the King Edward’s Hospital Fund 
for London, and consulting surgeon to several cottage hospitals 
in the metropolitan area. Another institution in which he was 
greatly interested was the Royal Seabathing Hospital at Mar- 
gate, of whose committee of management he was a valued 
member. An important office he held for many years was that 
of chief consulting surgeon to the L.M.S. Railway Company. 

In medical society life Warren*Low was always a popular 
figure. He was not a brilliant or frequent speaker, but he was 
a great listener, even after partial deafness had robbed the 
meetings of some of their interest for him. His countenance 
continued to radiate cheerfulness, even in his later years of 
disability, and his humorous turn of speech, often in the vein 
of happy reminiscence, made his rare interventions either in 
business or scientific discussion always welcome. He was an 
old member of the Medical Society of London ; his first con- 
tribution to its Transactians appeared more than forty years 
ago. Eventually he became one of the trustees of that society 
and as far back as 1919 its president. He was also prominent 
in the Royal Society of Medicine and was its president in 
1932-4. He had previously been president of the Section of 
Surgery. His old students have occasion to remember with 
gratitude the excellence of his teaching, but he attempted no 
ambitious writing. He was prominent in the Masonic fraternity, 
-a Past Master of the Sancta Maria Lodge attached to St. Mary’s 
Hospited, and a member of the United Grand Lodge of England. 
He was also president of the Society for the Relief of Widows 

and Orphans of Medical Men. He was Junior Warden of the 








Society of Apothecaries, which he joined in 1914 and in which 
he took great interest,- not having missed a single meeting of 
the Private or Full Court after becoming an Assistant. 


` 


DAVID. WATERSTON, M.D., F.R.C.S.Ep. 


We regret to announce the death of Prof. David Waterston, 
which took place on Sept. 4 in Edinburgh at the age of 70. 
He had held the Bute Professorship of Anatomy at St. Andrews 
for 28 years. 

Waterston was born i in Glasgow, the son of the Rev. Richard 
Waterston, for many years Free Church minister in Dundee. 
He studied medicine in Edinburgh and graduated M.A. ın 1891, 
M.B., C.M. with honours in 1895, and M.D. with gold medal 
in 1900; he took the F.R.C.S.Ed. in 1898 and in later life 
was elected F.R.S.Ed. For twelve years he was demonstrator 
of anatomy at Edinburgh University and he held the Crichton 
Research Fellowship ın anatomy for three years. ‘In 1909 he 
became professor of anatomy at King’s College, London, re- 
signing in 1914 on his election to the chair at St. Andrews. 
He was Arris and Gale lecturer at the Royal College- of 
Surgeons of England in 1914-15 and Struthers Memorial 
Lecturer at the Royal College of Surgeons of Edinburgh in 
1927. He represented St. Andrews University on the General 
Medical Council for ten years and served also for some time 
as a member of the Dental Board. He joined the British 
Medical Association*in 1898, and was vice-president of the 
Section of Anatomy in 1906 and of the Section of- Anatomy 
and Anthropology in 1939. At the Bournemouth Annual 
Meeting he opened a discussion on the mechanism of pain, 
and the text of his paper was published in the British Medical 
Journal of December 15, 1934. 

Waterston was deeply versed in his own subject, and his 
reputation as a teacher was high. He was the author of 
Anatomy in the Living Model, which embodied his Arris and 


Gale lectures, and edited the Edinburgh Stereoscopic Atlas’ of. 


Anatomy; he also contributed papers on anthropology, 
embryology, and comparative anatomy to scientific journals and 
the publications of scientific societies. He was one of the 
pillars of the James ‘Mackenzie Institute for Clinical Research 
from the time of its foundation at St. Andrews and acted as 
its honorary consultant; he also served on the local town 
council, and was a well-known figure on the links of the Royal 
and Ancient Club. A memorial service -was held on Sept. 9~ 
in’ the University Chapel, St. Andrews. 
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The King has approved the following appointments and awards 
in recognition of gallant and distinguished services in the Middle 
East during the period Nov., 1941, to April, 1942—C.B.E. 
(Military Division)—Acting Brigadier G. F. Allison, M.C., late 
R.A.M.C.; Temp. Brigadier J. Walker, M.C., late R.A.M.C. 
0.B.E. Miltary . Division).— Acting Brigadier R. R. G. Atkins, 

M.C., R.A.M Temp. Cols. S. K. Boyd, H. V. Leigh, 
w £ McConkey, and R. F. Walker, M.C., R-A.M.C. ; Major 
(Temp. Lieut.-Col.) kK "Fletcher-Barrett, R.A.M.C. M.B.E. 
Ce Division) ——Capts. (Temp. viet P. B. Ascroft, 

A Ġliver, L 3 Rogers, and H. B. Stallard, R.A.M.C. M.C. 
w (Temp. Major) E. F. S. Morrison, RAM.C.; Capts. 
R. D. D. Bir wood and V. Rangachari, LMS. ` 

Mentions in Dispatches:—Capt. (Temp. Major) R. A. ‘Smart, 
R.A.M.C.; Major (Temp. Lieut.-Col.) H. W. Mulligan, J.M.S. 

« Temp. Surg. Lieut.-Cmdr. H. G. Rees, R.N.V.R., has been 
appointed an O.B.E. (Military Division) and Temp. Sur 
Lieuts. P. W. Isaac and C. H. F. Wood, R.N.V.R., MBE 
(Military Division) for endurance and devotion to duty when 
H.M.S. Cornwall and H.M.S. Dorsetshire were sunk by 
Japanese air attacks in the Indian Ocean. 

The D.S.C. has been awarded- to Surg. Lieut.-Cmdr. B. S. 
Lewis, R.N., for gallantry in an action which resulted in the 
safe passage to Malta of an important.convoy, and Surg. Lieut. 
G. N. Reed, R.N., and Temp. Sur re. Lieut. R. R. Wethered, 
R.N.V.R., have been mentioned in spatches. 

The D.S.C. has-been awarded to Surg. Cmdr. L. Lockwood, 
R.AN., for bravery and endurance when H.M.A.S. Hobart was 
taking convoys across the China and Java Seas in the face of 
sustained enemy air attacks. ; 
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At a sessional meeting of the Royal Sanitary Institute to be held 


‘at Oldham Town Hall on Sat., Sept. 26, Dr. E. R. 
a’paper on “ The Control of, Sea- and Air-borne 


The Medical Research Council invites applications from medically 
‘quahfied women for a studentship for training ın methods of experi- 
mental psychology; preference will be given to candidates who have 
had some special training in physiology or neurology, or who have 
already had some experience in the use of research methods. The 
studentship will be tenable for six months, during which the holder 
‘will receive training under the direction of Prof. F. C. Bartlett at 
Cambridge. Payment will be at the rate of £350 per annum, and 
the student will be expected to ‘give her whole time to the work. 
The award will be made with a view to possible opportunities for 
\fesearch into problems arising during the war, either in the Services 
.or in industry, but no definite promise of employment after the 
-expiry of the studentship can be given. Applications should be 
lodged with the Secretary, Medical Research Council, c/o London 
School of- Hygiene, Keppel Street, London, W.C.1, by Oct. 5. 
Forms for the purpose will be supplied on request. , 


` Sir Stanley Woodwark, M.D., F.R.C.P., has been elected Master 
of the Barbers Company. He- has also been re-elected for a further 
‘yéar to be Master of the Society of Apothecaries. The famous 
Hall of the Barbers Company, which survived the Great Fire of 
London in 1666, was ‘destroyed by the air raid on London at the 
' end of December, 1940. Mr. John Howell Evans, F.R.C.S., has been 
‘elected Renter Warden of the Barbers Company. 


* Dr. James Aubrey Ireland of ‘Shrewsbury has been elected an 
Alderman of the Salop County Council 


> will read 








EPIDEMIOLOGICAL NOTES. 
Discussion of Table 
In England and Wales a-further large rise in the incidence of 
measles, 924 cases, occurred during the week. A small drop, 
23 cases, was recorded for -whooping-cough. The notifications 
- of scarlet fever, diphtheria, and dysentery rose by 123, 88, and 
‘32 ‘respectively. In the case of diphtheria this trend was fairly 
general throughout the country, the only county with .an 
pee increase Being Lancashire, with 27- cases more than 
preceding week. 
E Target rises for scarlet fever were in “Lancashire 27, 
‘Yorks West Riding 25, Staffordshire 19, and Wales 27. | 
.. Of the 18 notified cases of ‘typhoid 9 
hamshire, Aylesbury R.D. 
Whooping-cough. showed considerable fluctuations. The 
largest deviations were a drop of 34 cases in London and a rise 
of 32 in Lancashire, 
The er incidence of dysentery, 32 cases, was due to small 
‘ widely dispersed outbreaks. The only local outbreaks of any 
sizo were ‘those of Shropshi 
Glamorgan, Pontypridd 8. 
„In Scotland during the Sk there were 338 cases of scarlet 
‘ fever, an increase of 66. The largest of the local rises was in 
Edinburgh—53 cases, compared with 29 in the preceding .week. 
. The increase in the incidence of dysentery; from’ 69 to 86 cases, 
‘was due to outbreaks in the, Northern and-North-Eastern areas ; 
in the counties of Zetland, Kincardine, and Aberdeen there 
‘were 13, 14, and 14 cases respectively. 
In Eire returns included a case of typhus fever notified in 
‘the “Rural District of Kanturk, Co. Cork. 


Whooping-cough 


' possibility of controlling whooping-cough by inocula-” 


Fae is cing actively pursued. ` This disease is the most deadly 
of infectious diseases among infants. During the fye - 
„before the war the numbers of children under 1 age 
dying from the principal infectious diseases of chilc ood 3 were: 
whooping-cough 4,196, measles 2,212, „diphtheria 380, and 
scarlet fever 80. It is announced in the September i issue of the 
“Monthly Bulletin of the Emergency Public Health Laboratory 
' Service that the effectiveness.of pertussis vaccine for immuniza- 
jon is to be investigated by a large-scale field experiment.. The 
I is to be made with children aged 6 months to 3 years, who 
are to be kept under observation for at least one year., The 
Tesults obtained will be compared, with a control series of 
‘similar age and living under the same environmental conditions. 


Returns for thé Week Ending September 5 
. _ The notifications of infectious diseases during the week in 
"England and Wales included: scarlet fever 1,472, whooping- 
‘cough 1,197, diphtheria 787, measles 3,024, acute pneumonia 


379, cerebrospinal fever:73, acute poliomyelitis 24, dysentery ` 


112, paratyphoid 13, and typhoid 


EPIDEMIOLOGY SECTION 


9 occurred in Bucking- 


' Puerperal fever 
Deaths aie 


Oswestry R.D. 9 «cases, and`_ 


PE a r j `. 
2 R 


‘ we 
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No. #4 
INFECTIOUS “DISEASES “AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 

Statistics in the British Isles during the week ended August 27. 

Figures of Principal Notifiable Diseases fort the and those for the corre- 

sponding wek Jast yoan, fori- for: 2 Fa Wales (London included), (b) 

Tondon yeaa (c) ae my Eire, (e) Northern Ireland. 

‘Births and Deaths, Se oa recorded under each infectious disease, 

a) The 126 great towns in England and Wales (mcluding London). 

W Ohdon (administrative co poma): (c) The 16 prmcipal towns in Scotland, (d) 

6,13 principal towns in Hire, (e) The 10 principal towns in Northern Ireland. 

“ A dash — denotes no cases; De pat tcc disci aie AONE AF 

no returno available. 





































1942 1941 (Corresponding Week) 
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5) 112) 1% 38) 2) 8 


(typhoid and 
id) fever 








Eryupelas 
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Infective entoritıs or 
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Ophthalmia eee 
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Pneumonia, influenzal* 
Deaths (irom mfu: 








Pneumonia, primary .. 


i Polio-encephalitis, acute 
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Whooping-cough 
Deaths 





Deaths (0-1 year ʻ 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
Annual death rate (per 
1,000 persons living) 
Live births 


Annual rate per 1,000 
persons living 7 


Stillbirths 
1,000 total 


Rate 
(Gncluding 
stillborn) . 





























~ *Inclndes primary form for England and Wales, London (administratrés 
éounty), and Northern Ireland. 

t Owing to evacuation schemes and other movements seein. birth and 
death rates for Northern Ireland are no Jonger available. 
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QUERIES AND ANSWERS 
Aspirin for Asthma 


A. K (Manchester) wiites: I have a lady patient, aged 64 years, 
with bronchial asthma of many years’ standing. She tells me 2} 
gr. of aspirin gives her 36 to 48 hours’ immunity from wheezing 
and she sleeps all through the night. Occasionally she takes only 
1} gr. of aspirin to produce the desired result. Is there any 
pharmacological explanation in support of her findings? She 
assures me it has neve: failed her 


Auscultation in Non-penetrating Abdominal Injuries 


Dr. F. Pierce Hupson (Liverpool) writes: Dr H. P. Tait, who 
inquires about the value of auscultation as an aid in the diagnosis 
of non-penetrating abdominal injures (Sept. 5, p. 300), may be 
interested ın the following case I encountered last week. A girl 
of 2 years was admitted to hospital 7 hours after falling down 
some stairs, She was very severely shocked. Her geneial con- 
dition and the: difficulty of diagnosis delayed operation for 24 
hours. On three occasions before operation I auscultated her 
abdomen and heard peristaltic movements in all areas. At 
operation the small bowel was found to be ruptured in two places 
and there was general peritonitis 


Blood Injection in Tuberculosis ' 


Dr. B. Juun (Kenton) writes in reply to Dr. J. H. Fletcher (Aug. 22, 
p. 236): Since Wassermann’s and Neufeld’s papers about im- 
munity in tuberculosis there were not many new discoveries in 
this very difficult field. Besides the different strains of the tubercle 
bacillus the tissue allergy and the tissue smmunity play a very 
umportane role. Although active smmunity will be the aim in the 
prevention and cure of tuberculosis, numerous sera for passive 
immunization were tried (Maraghano, Marmorek, Koch, Behring) 
without success. According to C. Spengler the protective bodies 
against tuberculosis are not present in the serum but in the red 
blood corpuscles. His preparation “ IK” was obtained from 
erythrocytes. It was completely ineffective. -Although the 
humoral immunity plays certainly a smaller part in prevention and 
cure of tuberculosis than the cellular, I tried repeated blood trans- 
fusions in cases of exudative tuberculosis, the donors being cases 
of healed fibroid tuberculosis The number of cases so treated 
is too small to be conclusive. 


_ LETTERS, NOTES, ETC. 
i x Apple, Pear, and Carrot Treacle 


~ Dr. E. H. STRANGE (Stamford Hill, N.16) writes: May I draw the 
attention of' practitioners in country districts and of-those super- 
vising factories with canteens to a very valuable national source 
of food often allowed to go`to waste? Inferior varieties of 
apples and°*pears, and those affected by the attack of the codlin 
moth and the saw-fly, as well as those of poor keeping qualities, 
are allowed to rot in this country in enormous quantities. These 
can be converted into “ treacle,” a superb flavouring and sweeten- 
ing agent. Before the war‘ ‘‘ apple treacle ” was eagerly bought 
up by confectioners at about 10s. a galion. It can be used to 
sweeten and flavour almost all sweet dishes, and an expert cook 
with assupply can make a whole series of sweets hitherto unknown 
to her patrons and of thé highest quality. The treacle produced 
by, perry pears is scarcely distinguishable from that obtained from 


e ‘ 


apples, but that from better vaneties of pears should be so much 
the more exquisitely flavoured. The production of treacle from 
, apples and pears is nat a job for the housewife or the amateur, 
but it ıs done at a very reasonable cost by firms who make a 
specialty of this sort of work. The yield for average inferior 
sorts of apples 1s about 15 gallons a ton of fruit, and the cost of 
Processings ıs quoted per ton. .It ought not tobe difficult in 
country districts to get together such quantities of apples and 
pears if-one bears m mind that fruit for this purpose need not 
be of high quality or completely sound and whole. Treacle from 
cariots can be prepared, though the flavour is not nearly so 
pleasing, and it does not keep so well as that from apples and 
pears. At one time this spring carrots not of fist quality could 
be bought at 50s. a ton. Such carrots would' have paid hand- 
. somely for treacling 


Bleeding Tooth Sockets 


Dr. J. T. MacLacHLan (Dornoch) writes: During the last 50 years 
I have been twice called out of bed to stop bleeding tooth sockets. 
The usual styptics—iron, tannic acid, etc—have failed in my 
hands to do so; and I have been obliged’to plug the socket of 
the bleeding tooth with cotton-wool and to insert a horseshoe pad 
of Gamgee tissue between the teeth and tie the jaws together. This 
proved successful. The two interesting cases of bleeding after 
tooth extraction reported by Dr. G. E. H. Le Fanu (Aug. 15, p. 
208), which were promptly cured by inserting a pencil of silver 
nitrate, will be greatly appreciated by practitioners. In a similar 
manner I have on one occasion stopped a bleeding nose, where 
the blood was' spurting yards from the patient, by touching the 
bleeding-point on the septum with a caustic—silver nitrate. 
Recently I saw a man who had been struck on the mouth with 
the head of a golf club, displacing some teeth and Jacerating the 
lower gum. In this case the few styptics that were available 
failed to stop the persisting welling-up of blood into the mouth, 
and I was compelled to use pads of cotton-wool in front, behind, 
and between the teeth, and to tie the jaws together. Prof. Grey 
Turner (Aug. 29, p. 258) has drawn attention -to the valuable 
styptic power of turpentine in bleeding tooth sockets. Erichsen, 
in his classical work on surgery, drew attention to the great value 
of tuipentine as a styptic; and he mentions a case of persistent 
bleeding from the tonsil that was successfully treatéd by a gargle 
of turpentine. 


i MEDICINE 100 YEARS .AGO 


Extract from a leading article in the Provincial Medical Journal, 
September 17, 1842: 


“Tt appears, from the account which the Times gives of the 
accident and’ inquest, that the bodies of Burke and Carrol [two of 


' four boys who had been exposed for several hours during the night 


to gases escaping from a lime kiln], being found deprived of circu- 
lation and respiration, were looked upon as quite beyond recovery, 
and no effort whatever was made to restore them to life. Now this 
was unquestionably a most unfortunate blunder, one which shows 
clearly, how dangerous it is that a practitioner should take the 
responsibility of cases, of such rare occurrence in this country, 
without availing himself of: the advice of some gentleman, whose 
experience and knowledge of medical jurisprudence render it impos- 
sible that such an unlucky omission could occur. if 

“ It is well known to persons skilled in legal medicine that, under 
proper treatment, persons recover from the deleterious effects of 
carbonic acid after many hours of exposure to the gas, and even 
after many hours’ suspension of the circulation and respiratory 
movements, and it is laid down as a principle, that we should never 
despair of restoring animation until cadaveric rigidity is unequi- 
vocally established. If the limbs continue flexible, respiration should 
be imitated unceasingly for several hours (or until the occurrence: 
of rigidity), by pressure made‘ about ‘twenty times in the ‘minute 


‘upon the abdomen in the direction of the diaphragm, and simul- 


taneously on the chest in the direction of the spine ; these com- 
pressions should be assisted by the process called by the’ French, 
aspiration, which consists in drawing ar from the lungs through a 
nostril-tube, and may be executed by the mouth of an assistant 
or by Weiss’ stomach pump ; thus a certain quantity of air will be 
withdrawn from the cavity of the chest about sixteen times in the 
minute, and an equal quantity of fresh atmospheric air drawn in. 
when the capacity of the thorax is restored by natural elasticity. At 
the same time constant efforts should be made to stimulate the 
respiratory muscles, by galvanism, by the occasional dashing against 
the body of cold water if its temperature be natural, hot water (at 


.100° or 102°) if the temperature of the body be reduced, by careful 


drying and diligent friction after each affusion, and finally by 
flagellation, which proved <o advantageous Jately in a case of 
asphyxia from drowning reported by Dr. Ogier Ward, of Wolver- 
hampton.” ‘ 
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Sir BECKWITH WHITEHOUSE, MS.,, F.R.CS., F.R.C.0.G., F.A.CS.(Hon.). i 
President of the British Medical Association : 


° 


' Presidential addresses to the” British Medical Association 
in the past have covered a very wide field. Some have been 
purely scientific; others have been retrospective ; and yet 
others medico-political. My words to you to-day are not 
scientific; perhaps they are not progressive. They are 
rather an appeal to retain, in this uneasy world of change 
and planning, those traditional elements upon which the 
sound rock of British medicine has evolved and been. built. 
‘What is*this rock, so stable that it is the envy of other 
nations? It is, I am sure, that indefinable but intimate 
relationship which, exists between the patient and his doctor. 
In this island of ours the family doctor has been for years, 
and still is, the bulwark upon which much of the happiness 
of the ‘people so largely depends. He is not so much a 
‘prescriber of pills and mixtures as a psychotherapist and 
adviser, a confidant and trusted friend. 


. You know full well the problems, moral and sometimes 
spiritual, that come before all of us in our daily work. As a 
gynaecologist, perhaps I hear an Undue proportion of people’s 
‘worries that cannot in any way be classified as scientific 
Medicine. What J have learnt to appreciate more than anything 
‘else during thirty-odd years of practice is the unclassified and 
officially unrecognized ‘work that every day is performed by the 
family doctors of the British Isles. 
+ A few weeks ago I was in the consulting-room of a medical 
man whose practice extends over a large rural area in the West 
Country: It was not a large consulting-room, but it was well 
' equipped with the modern essentials for accurate diagnosis, and 
it was situated in a tiny country, Village overlooking the. We 
Valley. My eyé caught an ill ted framed address, and I 


asked the doctor’s permission to read to you forday a few sen- 


tences of that address. This fs what it said: 


“Tt is now seven years since you first came amon us, and- your 
patients and friends desire to take ed vantage of e opportunity 
thus afforded to present you ‘with some tangible proof of their fullest 
appreciation of gou great and untiring devotion in the exer- 
ches of your profession amon all classes of the community in which 
you practise. To: say that the poorer among us are some of your 
‘most grateful patients is at once-a tribute to your honour and a 
source of admiration for you on the pert of us We hope and 
trust that you will continue your beneficial work amane us for very 

‘many years to’ come.’ 


How many consulting-rooms in this country contain such 


testimonials? Perhaps not many, but well I know that the 
spirit is there; if not expressed. It is the “aura” that pervades 
the private sanctum of most family-doctors where private and 
‘domestic secrets are exposed and-discussed, and honest advice 
is given in the confidence that is enjoyed only by the sister pro- 
fessions of the Church and the Law. -It is the-essence of our 
‘British medical tradition. ‘se ` 

My mind goes back to another experience. I was seated a 
few years ago in the large, perfectly equipped operating theatre 
of a State hospital in Utrecht. The surgeon, a salaried State 
professor, was performing an ‘abdominal operation that -is 
- almost a daily occurrence in any large gynaecological clinic. 


m Poa Address delivered at the Annual General Meeting, 
Sep? 1942~ ‘ 





` The techriique -of surgeon and assistants was good, and the 
panoply of surgical, ritual evident in all its detail. What 
impressed me, however, was the extreme length of the incision, 
which seemed to extend over the whole abdomen. At the close 
of the operation 1 sought the reason for this apparent “ furor 
óperandi.” I was informed that the length of incision was to 
provide a good view for the audience at, the back! 

I could add other side-lights on the inner working of various 
State-controlled European hospitals, where the gods of science 
and technique, efficiency and statistics, override other considera- 
tions; but this “incident will suffice to indicate some short- 
comings of a system which perhaps some would like to see 
installed in this country. Social changes may be sudden and 
catastrophic, but more generally they are insidious in both their 
onset and their development. Medicine in Britain, so far as its 
practice is concerned, has been undergoing a slow major revo- 
lution during the last quarter of a century. The Ministry of 
-Health, founded soon after the last war, and the legitimate 
child of _the British Medical Association, was the concrete 
organic éxpression of those who recognized the importance to 
the nation of preventive as opposed fo curative medicine. 


The Traditional Link in British Medicine 


While recognizing the necessity for a co-ordinating body, and 
admitting the immense services which the Ministry has contri- 
buted to the nation’s health, I have viewed with some ‘appre- 
hension the inroads which have been made in recent years upon 
the influence of that traditional link of British medicine, the 
family doctor and his patient, and the swing towards State 
medicine. The bond between -the Ministry of Health and the 
various health services administered by the local pubiic health 
authorities is growing, communal services are increasing, and 
we may awake one day soon to find ourselves members of a 
co-ordinated State health service. I am convinced that neither 
, thé people of this country nor the bulk of the medical pro- 


fession desire to become the regimented units of a system of 


bureaucratic control. The average man and woman to-day 
have very definite views about what they want in matters of 
health. They naturally desire efficient treatment, and they 
know what efficient treatment is-and what it means. At the 
same time, the British public at heart dislikes communal 
methods of treatment, however efficient they are. How often 


“does a patient on return from a visit to a public clinic say, 


“Well, I think that I will see him privately next time, and then 
I shall really know something ”? This may be wrong in theory, 
but it is very true in practice. - 

During the present meeting we have beep considering the 
Interim Report of the Medical Planning Commission. The 
report already reached the general public, and it is interest- 
ing to note the reactions of the man in the street to the reforms 
which the Commission suggests. In a well-known women's 
paper I recently noted the following: ` 

“Group Medicine,’ as advocated by the Medical Planning 
Council, means that private practice as we know it to-day will be 
more or less abolished, and that teams on doctors will be housed 
in Health Centres—a network of which will cover the couney. To 


those of us who value a personal relation ip with a doctor we have 
known and trusted for years, this scheme may seem, ing.’ 
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This opinion is not isolated. Indeed; the view is gaming 
ground, both within and without the profession, that after the 
war medical practice, as we know it, will be no more. Person- 
ally, I do not believe that this will be so. Certain changes there 
will be—indeed, there must be; but so long as Clauses 24 and 
26 in thé Planning Commission’s Interim Report are accepted 
as the foundation upon which all reforms are built the British 
tradition is likely to be maintained and strengthened. It is a 
healthy sign that criticism from the lay side is mainly con- 
cerned with this basic principle. 

If, in all future discussion and legislation designed for the 
betterment of the national health, the sacred bond which exists 
in Britain between the doctor and his patient is not lost or 
indeed broken, then, in my opinion, the main suggestions of the 
Planning Commission can bring nothing but good to the com- 
munity, and it should be our duty to implement the proposals 
with a willing acquiescence if and when_we are asked to do so. 
The alternative, as I see it, is a system of salaried State medical 
service, which I believe to be detrimental to the national health 
and the personal interests of patient and doctor alike. 


The Stimulus of Competition 


The idea of working for a fixed salary has always been dis- 
tasteful to me. It eliminates competition, it stultifies individual 
effort, and therefore is a bar to progress. Competition there 
must be ; otherwise the stimulus to increased effort is removed, 
and the spice of life Ises something of its piquancy. The 
active-and progressive ‘mind is not content to say, “ So far and 
no farther,” and a salaried post, however good, is not satisfying. 
We see this in all walks of life, and perhaps at no time better 
than the present. High and, in some cases, grossly exorbitant 
wages are being paid in industry in a misguided attempt to 
stimulate production. Fixed hours and high wages have not 
been followed by increased output. We see reports in certain 
industries of falling output due to “absenteeism.” The well- 
paid and possibly tired worker, with no other stimulus to 
increased production than the verbal lash of the Government’s 
or the union’s mouthpiece, sits back in his chair and takes a 


day off. Human nature is the same in all occupations and all * 


grades of society. Remove the stimulus for individual effort 
by limiting the individual’s capacity for’ personal betterment, 
and a brake is applied to progress. We see the principle recog- 
nized even in Russia to-day, where 25 years after the establish- 
ment of the Soviet’s “New Order” personal “rewards” in 
money or goods are awarded for outstanding individual 
service. i 

In our work exactly the same arguments apply. The medical 
profession is not a rich community in terms of the acquisition 
of this world’s goods. It never has been and probably never 
will be. Nevertheless, the spirit of competition exists among 
us. It 1s a thoroughly desirable principle, and one which should 
not be guppressed. We see its application in several ways. 
Even among the whole-time Chairs at our universities, both 
pre-clinical and clinical, competition occurs when a Chair with 
a higher salary falls vacant. The university with its underpaid 
Chair may lose its scientific professor to its more opulent 
sister. Lord Dawson of Penn has recently drawn attention to 
the same matter in an admirable address on “ Medicine and the 
Public Welfare,” published in the British Medical Journal on 
May 9 last. It is a contribution which should be read and re- 
read by all who have the conservation-of the national health 
and the welfare of the medical profession in their keeping. 
Lord Dawson refers to the disability which the existing State- 
aided hospitals in this country are under by reason of the fact 
that personal advancement of the medical staffs—in other 
words, a higher salary—can only be achieved by relinquishing 
clinical medicine for an administrative post. This is why many 
of the more active clinical minds, who see only the prospects 
of a dead-end in State-aided hospitals, have’preferred, and-still 
prefer, to link their fortunes to the gamble of an unpaid 
appointment on the honorary staff of a voluntary hospital. 


Traditions of the Voluntary Hospital j 


The lure of the British: voluntary hospital to-day is as great 
as ever it has been, thanks to its traditions, based largely upon 
the uaérammelled conditions under which its staff-work and 
the healthy criticism to°which all are subjected. Its strength 





les in these traditions and the proved service that it has been 
able to render to the community. 

It is a great day for the young physician or surgeon when 
he ıs chosen from his fellows as being worthy of a position on 
its honorary staff. He may not have a “sou” in his pocket, 
and he probably knows that years of hard work lie in front of 
himi. Atethe same time he, has the satisfaction of joining an 
institution where the only criticism he 1s likely to receive is the 
friendly judgment of his colleagues and his students. He is 
answerable only to his patient and to his own conscience. 
Further, he knows that material prizes are within his grasp 
should he prove worthy of the trust laid upon him—prizes that, 
perhaps, are not measured in terms of finance, but which will 


` be more satisfying than worldly wealth when the retiring age is 


reached and the time comes for him to hand over his charge 
to another. p 

The patient admitted within the walls- of a British voluntary 
hospital knows also the human atmosphere, apart entirely from 
efficient medical service, that is a tradition of the institution 
He knows that he is not a mere cipher-in the medical organiza- 
tion of the State. Hus case is the personal responsibility of a 
surgeon or physician, whose services are available to him at any 
time of day or night, should they be required. There is no 
question of official hours of duty, just as there ıs no “ clock- 
ing in” and “clocking out” for those responsible for his 
welfare. 


Difficult times undoubtedly lie ahead’ for the voluntary hos- 
pitals owing to the economic conditions which “are likely to 
prevail at the conclusion of the present political world upheaval. 
These difficulties must be faced, but in planning for the future 
let us not cast aside as worthless those traditional principles 
which have placed the voluntary hospital in its present 
honoured position. Rather let us incorporate them im the 
State hospitals of the future. Part-time as opposed to whole- 
time service, with a corresponding reduction in fixed salaries, 
combined with freedom of action in professional matters, would 
Temove many of the disabilities.under which the medical officers 
of public assistance hospitals now work. \ 

On the other hand, State aid may be necessary to supplement 
the income derived from contributory schemes in the case of 
existing voluntary hospitals. Donations and legacies are likely 
to become less and less as the®State increases its demands upon 


. the private purse for the development of social and other 


services. The provision of State aid, however, need not neces- 
sarily imply State domination. This important principle 
receives expression in Clause 72 of the Planning Commission’s 
report, in which it is stated that the Regional Council or 
authority “would not interfere with the internal organization 
of individual hospitals.” I trust that this very important 
observation will never be dverlooked should the establishment 
of Regional Hospital Councils become an accomplished fact. 


- The Rising Generation in Medicine 


During the short time that remains-may I draw attention to 
a few matters which concern the rising generation in_-medicine? 
The medical student to-day is entering upon his career at a very 
difficult time,'and I am profoundly sorry for him. The young 
people who one day will be shouldering our responsibilities are 
trying to assimilate the necessary facts and experience to satisfy 
the examination boards under conditions which are not con- 
ducive to the maintenance of our -best traditions. Their 
interests are divided between professional and national duties. 
They are under an obligation to qualify in the shortest possible 
time, and they receive their education at the hands of a depleted 
staff whose members are often overworked and unable to give 
of their best. The profession has become purely utilitarian. 
At no time, therefore, is it more important to instil into the 
student mind those high principles which for so many years 
have guided the practice of medicine. There is, I fear, a growing 
tendency among students to-day to regard medicine purely from 
a materialistic standpoint. Even before the war many of the 
newly qualified, anxious to convert their acquired knowledge 
into terms of solid cash, rushed into contract or panel practice 
without holding any hospital house appointment whatsoever. 
Since the war the shortage of medical personnel has led to a 
greater demand for the newly qualified student, and the high 
fees now paid to temporary ,Jocums and assistants cannot but 
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“be harmful in the future when the period of present cheap 


money is past. 
Another present-day aspect ‘of -medical student life which 
. personally I much regret is the innovation of political student 
` societies. It is a tradition of. British Medicine, as it-is of the 
British Red Cross, that our service is independent of political 
creed. The doctor should be entirely impervious to’ political 
- influences. _ His concern is with the great essentials of birth, 
life, and death, which transcend all other considerations, and 
le should resolutely turn his back to the tival claims of 
political factions both at home and abroad... ~ ~ 


3 Faults in Medical Education 
In the present wave of optimistic post-war planning it- was 
, hot to be expected that the perennial subject of medical training 
would escape the infection. 
for it is obvious to most of. us who are responsible for the 
teaching of clinical medicine“that our present methods fall 
short of what is desirable, or in fact necessary, to equip the 
student for the world in which he will carry on his life’s work 
. after he leaves his “ Alma Mater.” The main object.of our 
medical schools should surely be to produce the finest type of 
that traditional and honoured symbol of British medicine to 
which I have “already , referred—viz., the family practitioner. 
Are we doing that to-day? It appears to me that the whole 
system of our ‘medical training requires revision, and there- 
fore I welcome the fact that an Interdepartmental Committee 
on Medical Schools is already at’ work on this important 
matter. A major fault in our present medical education is the 
lack of cohesion between those responsible for welding “the 
individual parts of: the finished machine. Each teacher and 
each department, influenced no doubt by the advance of -know- 
ledge and anxious to communicate that knowledge to their 
students, overweight their subject with a mass of detail that 
„can only harass the student mind and increase his anxiety as 
“the examination time approaches. The pre-clinical teachers, 
` endeavouring no doubt to establish a sound framework upon 
which modern clinical medicine can “be built, try to crowd 
more and more into their lectures and classes. The surgeon 
makes his dressers stand long hours and witness tiring opera- 
tions which the majority will never be called upon to perform. 
The clinical physician asks for the attention of his clerks while 
he discusses the intricate and highly „scientific details of some 
„knotty -problèm which most of his audience may rfever meet. 
The result of all this is that the average student finds himself 
qualified, and launched ińto a world which offers a strange 
contrast to the one where he has been educated. Shock No. 1 
will be the revelation that concentrated scientific knowledge is 
_ not the only, or indeed most important, asset -when in contact 
- with his fellow-men and patients. He will find that he must 
‘be a human being first, and a doctor after. Shock No. 2 when 
' he enters practice will. be the discovery that he may not have 
“available the necessary adjuncts for the application of all that 
he has learnt. Therexare other shocks in store for him, but 
let? us hope that they will be fewer when the work of the 
Planning Commission- reaches fruition. 

To convert some of my “criticism into practical politics, is it 
not possible for those responsible for the organization’ of 
medical training to envisage a more generalized and less com- 
„prehensive course of teaching than that now in being? Lèt 
‘there be in medicine a “ School-leaving Certificate” at the end 

` of, say, a five-years curriculum, as distinct from a “ Higher 
School Certificate” awarded at the end of a further year’s 
training devoted to some special: aspect of medical work. 


Certificate A would not entitle the holder to the ‘independent ^ 


practice of his profession, but it would qualify him to become 
- an assistant in family practice or in any of the special aspects 
of medicine which appeal to him. At the end of a further 
year’s work he would secure Certificate B—ie., the higher 
qualification—which would launch him upon his life’s work. 
The concept of attaching a Certificate A student: to a doctor 
engaged in the- work of general practice appeals to me as a 
modern counterpart of the old apprenticeship system. _ The ` 
young man fresh from hospital would gain the experience he 
now lacks and learn to. appreciate the fact-that in life it is not 
so much what one does as how one does it. On the other 


hand, the older family practitioner would constantly be iñ 


It is well that this should be so, . 





touch With the vitalizing’ stimulus of the young and active 
scientific mind. Surely’ nothing but good could evolve from 


the liaison. - 
Prospects in Medical ‘Practice 


And, finally, what prospects have we to offer to the medical 
man or woman of,the future? If the major proposals of the 
Planning Commission are accepted in principle and duly 
implemented I think we may safely say that many of the diffi- 
culties under which the profession now. works will have been 
removed. The doctor of the future will have the satisfaction 
of doing good work with the increased facilities -that are 
available to him ; he will be better able to apply to his patients 
those methods of diagnosis and treatment which he was taught 
during his student years; and, finally, owing to the co- 
ordination of-all the various health services, he will know that 
he forms an integral part of a great organization whose sole 
object is to maintain the health and happiness of the nation 
it serves. 


My theme to some may have appeared retrogressive or irri- 
tating. I can only reassert my personal conviction that, what- 
ever “new order” may arise in the conduct of medical prac- 
tice, the future happiness of our people is intimately bound up 
‘with the maintenance of our British tradition in medicine that 
a patient is a patient and not an impersonal unit in a system. 
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- RANKINE GOOD, M.B., ChB. D.P.M. 
Captain, R.A.M.C., Graded Psychiatrist 


The Brief references to malingering (the conscious adoption 
and exploitation of symptoms of illness, physical or mental) 
in standard textbooks of medicine may be regarded as silent 
testimony to the rarity with which the condition is encoun- 
tered in civil life. On the other hand, there may be lack of 
interest in the subject or difficulties in the clinical approach. 


I have met with ‘three civilian cases. The first was that of 
a vagrant to whom the prospect of a sound night’s sleep 
with an assured breakfast to follow was sufficient motive: some 
months previously he had undergone a three-weeks investiga- 
tion at the same hospital for his alleged gastric complaint and 
had been dismissed at the end of that time as a case of func- 
tional disorder: he hintedevaguely that identical investigations 
had been performed at other hospitals in the interval between 
his two admissions, with similar results. The second case was 
also that of`a vagrant, similarly motivated, who trafficked on 
his habitual pallor and prematurely sénile appearance to secure 
admission to hospital for investigation as a potential *anaemic. 
In the third case the man, lke the schizoid Hamlet, was re- 
solved to “ put an antic disposition on” in an endeavour to, in 
his case, escape from the pressing attention of the police for 
illegal misappropriation of money. These three were clearly 
abnormal people. Other cases are occasionally encountered 
(particularly in connexion with alleged injuries—of which no 
evidence shows—sustained in motor-car accidents) in which 
the diagnosis of malingering cannot be applied, solely through 
the lack of a confession to that effect from the ‘ ‘ patient,” 
.whose desire for monetary gain overrides his truthfulness ; 
‘these cases, of course, are altogether distinct from the genuine 
traumatic. neuroses occurring in the same circumstances. 


R > w Wartime Cases 

In wartime, -perhaps because of the importance of morale 
and discipline, more frequent references to malingering appear 
in medical literature, although it is generally assumed that, so 
far as the war of 1914-18 was concerned, it was of rare occur- 
rence (War Office Report, 1922a). Hurst (1940) lays down two 
criteria for the certain diagnosis of malingering—either detec- 
_tion in flagrante -delicto, or an unforced confession from the 
man in accordance with the facts observed. The methods 
‘adopted by malingerers vary: a comprehensive: account of these 
is given by Buinewitsch (1941). 

In the examinatión of neurotic patients the physiciaf often 
adopts a too confiding attitude, or, on the other hand, a 
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too sceptical attitude which confounds the hysteric with the 
melingerer. In- the hysteric, the production of conversion 
symptoms is motivated and effected without clear recognition 
by the patient of the processes involved. Similarly, while 
undoubtedly the hysteric in the Services does tend to exploit 
his symptoms more than he did in civil life (e-g., reporting 
sick with his complaint every day since ‘conscription, whereas 
-he attended his civilian medical practitioner once fortnightly 
or monthly), this exploitation is’ seldom recognized by the 
patient, however apparent the underlying motivation may be 
to the observer. It is well to bear this in mind ; for, as a con- 
sideration of Case VI will show, malingering may be a mere 
incident during a schizophrenic episode occurring in a mental 
defective: further, the symptom produced by the malingering 
may be followed by the development of hysterical symptoms in 
the affected part. - The explanations of malingering hitherto 
given : disregard such gs as the malingerer’s choice of 
symptoms and the basic personality structure and attitude which 
allows him to malinger. . 
This communication may be regarded as a contribution to 
the solution of these problems. To this end, 6 cases will be 
quoted and points common to all of them discussed. Only 


the relevant details are given. 


Case I (Psychopathic Personality) 

At his entrance medical examination this man had turned 
up with the external auditory meat plugged with face- 
cream in an endeavour to feign deafness, and he had pretended 
idiocy when asked to read the Snellen test types. Actually 
his mental age was 12 5/12 years. An officer of his 
battery stated: “Sympathy and help did not have the desired 
effect of ımprovin his work... . He bécame persistently 
worse . . . started the habit of grumbling and leaving fatigues 
when not under supervision . . . and has no desire to soldier.” 
The M.O. stated that the patient was always reporting sick 
made contradictory statements, was unappreciative of help, an 
would not co-operaté. On admission to hospital the man was 
quite frank with me when I asked him if he was_“ swinging the 
lead.” He informed me that he had a horror of bloodshed, 
and for that reason had by his malingering wished to avoid 
conscription four months previously. His previous history 
showed that he was an aggressive individual, had had marked 
phobias in infancy and childhood, and since leaving school, at 
which he was backward—most probably through inattention 
and an absence of any desire to learn—he had, between lengthy 
spells of unemployment, been in several jobs which he left 
because the work was “too hard” or “ too’ monotonous.” 
On one occasion he was sacked becausė he left his work “ to 50 
out and have a drink.” , He attribyted all his troubles, past, 
present, and to come, to his wife, who he said had made a 
cuckold of him, and to his mother-in-law, who was a devil’s 
dam. He spoke of them with an an display of emotion 
„which left him incoherent and speechless.. He concluded by 
saying that life was not worth while in the circumstances, and 
that suicide as a way out was under contemplation. + I agreed 
with him that suicide in his case would offer the best solution 
to his difficulties, and. suggested simple methods whereby he 
might accomplish this effectively and undisturbed. ‘Much taken 
aback, he rejected all I had'said to him by stating that he had 
never given the subject a thought. As with his malingering, he 
_ was again shamming. 


Case II (Psychopathic Personality) 

This patient had been in two hospitals for 11 days before 
his transfer as a case of functional condition. He had had 
what was apparently a genuine fainting attack, after which he 
was admitted to hospital in a stuporous condition, with a pulse 
rate of, on one occasion, 48 a-minute. When he came-to 4 


days later there was a weakness of his left side. When I first 


saw him this weakness consisted of what I took to be a 
hysterical paralysis of his left hand, in no way differing from 
other similar paralyses I have seen—dusky blue, swollen, cold, 
and clammy. Circumstances precluded any treatment at the 
end of his first interview save the reassurance, that I was satis- 


“I don’t like the Army, and never will,” made during t 
révious interview, and how he might have had, unawares a 
in -the- depths of his mind, developed the symptom of 
paralysed hand as an excuse, as it were; for his discharge. 
also pointed out to him how this method of being uit of 1 
Army was probably suggested to him by a similar affection 
had had seven years previously (of which he had previou: 
informede me), when, working as a tea-boy to builders, . 
right hand had contacted a live wire; and how, following - 
12-ft. fall when the current was switched off, the left side 
his face was temporarily paralysed and he had been award 
compensation for 10 or 11 weeks thereafter. At this po 
the-patient showed an apparent and considerable resistar 
to my interpretation, getting up as if making to go outa 
bitterly complaining that after three,‘weeks in hospital he b 
received no treatment. ‘He asked. to be returned to his ur 
I then pointed out the ridiculousness of his request with | 
present disability and how the three weeks in hospital had be 
valuable in that it had enabled the medical officers concern 
to arrive at a true estimate of his disability—a very big st 
forward indeed in treatment and progress. This progress W 
now being held up solely because of his own attitude, whi 
recluded his acceptance of a psychic origin for the disabili 
urther, he’ would continue to receive treatment and wot 
not be permitted to leave hospital until he was entirely cur 
At this point, and with rather a strained expression, he cc 
fessed he could use his hand perfectly, proceeding to do so 
my request. I asked him if he were aware of the fact that 
had been malingering and of the possible consequences tł 
might follow upon his confession ; he said that he was. 
His previous history revealed a habitually quiet self-cc 
scious personality who had always avoided games and soc 
intercourse on account of his shyness and habit of blushi 
He had had phobias associated with darkness and heights ; a 
at school, where he was slightly above the average (his M. 
was 13 10/12 years), he had never been in any school figh 
He had always sought, and expected, “pity and sympat 
from other .people.” f 


‘Case III (Psychopathic Personality) ` 


This man said that he had been very nervous wh 
young, and cited as an instance of this, “ If someone hit me 
wouldn’t have the nerve to hit him back.” He had pronounc 
phobias associated with darkness, deep. water, heights, ai 
dogs: He was very shy, was a lifelong nail-biter, and suffer 
from nocturnal enuresis until he was 21 years old. At scho! 
where he said he was backward (his M.A. was 11 11/12 year 
he was never in any school fights, was bullied, and avoid 
sports. He first came into contact with the civil police wh 
he was 10*years old for stealing: for this he served 15 wee 
in a reformatory. Since then he had been seven times charg 
and convicted, chiefly for receiving,the last term of impriso 
ment being for eight, months. After serving this, he felt: “ 
I didn’t jom up” (one month before the outbreak of war) ‘ 
would be in Dartmoor before long.” Since joining he had be 
seven times charged with absence without leave. i 

When he first reported sick he presented what might ha 
been taken for symptoms indicative of an anxiety neurosis. 
was sceptical ‘about the genuineness of his complaints, partic 
larly since he was again awaiting trial for absence witho 
leave. An unforced confession was ultimately obtained tk 
he was malingering with the object, of escaping trial or obtai 
ing a recommendation for mitigation of sentence on medic 
grounds. , i ` i 
Case IV (Mental Defective) 

Even: before admission this man was suspect, his adm 
sion notes stating that “the act may have been committ 
to get away from the place.” “The place” was a lonely sp 
on a loch-side to which four corporals and he had been post 
to open up a station. Fed up, he. said, with the complete la 
of social life, not helped by the four corporals keeping 
themselves (from the facts available’he did not appear to 
paranoid, about this), he walked into the loch in a feign 
attempt at suicide in order to get away from the plat 
Similarly, when shaving, he had made a great display of | 
razor. His mental age was 10 5/12- years. 


7 


fied from my examination that there was no structural disability — 
which would account for the appearance and complete power- 
lessness of his hand.’ He had merely lost the idea of how to 
use it. It was up to him to accustom himself to the idea that 
his hand was perfectly normal and capable of use and that a 
decided improvement would be evident.on the next occasion 
I saw him. Such improvement was, however, not forthcoming. 
J theft*attempted-some yery superficial interpretation from the 
point of view of motivation, reminding him of his statement. 


Case V (Psychopathic Personality) 

Admitted ` with a history of having given himself 1 
after nine months’ absence without leave and pleading Ic 
of memory for the lapse. He persistently maintained that I 
loss of memory was genuine or that it was at times parti: 
permitting him to get married and to wander around in t 
battle-dress (despite the fact that he had no ration cards) doi 
‚odd jobs. His story was so- grotesque that his statements we 
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accepted with some reserve. Ultimately he confessed that his 


. story \was fabricated. He had become “fed up and couldp’t 


stick it” (the Army purposely deserting to return to his 
civilian job on a trawler (on which, incidentally, he had made 
a. voyage to Iceland), marrying during one of his spells on 
shore, and ultimately giving himself up on his wife’s advice. 
His M.A. was 14 11/12 years. - of A 


i Case VI (Schizophrenia) 

Was admitted to’ a general hospital for eight, weeks 
for treatment for an attack of gonorrhoea. During this period 
he had become depressed (‘fed up”) on account of all his 
articles being marked and his having to spin unconvincing 
stories to his fellow patients (by whom he said he was ulti- 
mately shunned) as to why he was so ‘discriminated against. 
His attitude when he came out óf hospital was: 
good enough to mix with people you're not 
soldier with- them.” One week after his discharge from 
hospital his rifle, which he was hurrying to put away in order 
to get to tea, accidentally, the bullet going throu 


_ his left’ great toe.- He himself had not loaded the rifle, nor did 


he understand how it came to be loaded. Expatiating on his 


\ attitude to the Army, he said, “I never did care for the Army,” 
' in which he was slow at “picking things up.” His mental age 


was 8 7/12 years. Concerning his 
he had always been nervous and had phobias associated with 
darkness and loneliness, and if ever he found himself in such 
circumstances was afraid he might be attacked from behind. 


revious history, he said 


' He also had-phobias-associated with water, heights, cows, and 


horses ;,ho was a lifelong nail-biter, was shy, blushed easily. 
and said, “I kept myself to myself, more or less ”: he was a 
“ mother’s boy.” Hysterical-symptoms had supervened in con- 


' nexion with the gunshot wound. of his foot: there was: a 
' moderate degree of cyanosis and paralysis, due, he said, to pain 
- associated with the healed wound which caused him to limp. 


` with treatment that he confessed to 


It was not until these hysterical symptom were removed 
„that D é previous existence of 
auditory hallucinations which made him think he “was going 


soft.” His attitude towards the Army, the unbearable separa- 


. tion from his mother, and his auditory hallucinations all com- 


bined to make him thoroughly “ browned off,” in which state 
of mind (he now confessed) he shot himself through the great 


- toe in an endeavour to be quit of the Army and to be returned 


to the home life in which the care and sympathy he needed 


' would be forthcoming. (It should be noted that his hallucina- 


- himself.) 


tions had no bearing on his deliberate conscious attempt to 
avoid service by shooting himself—e.e.. the men’s voices he 
heard holding everyday conversations-did not tell him to shoot 


: - Analysis of fhe Cases i 
From a study .of these cases, of which only brief. details 
have been given, certain aspects of malingering emerged con- 


“spicuously. 2 


In the first place, the choice of symptom (i.e. insanity, 


` paralysis, gunshot wound, or amnesia) was apparently largely 


determined by unrecognized emotional factors rather than by 


, any intellectual process. In all cases save Case II no reason 


. could -think of,” “J don’t know,” etc. 


for the choice of symptom was given-other than “ It’ was all I 
- }) Case I, after stating 
that his “paralysed ” hand might have been suggested by his 


_ previous accident, subsequently’ said that he-doubted very much 


if that were the real reason. Since‘no analytical treatment of 


: these cases was attempted it is perhaps unwise to speculate as 


to what the factors determining the ‘choice’ of symptom were. 
Nevertheless, it was very noticeable that all cases (including 
Case I—only superficially agegréssive) clearly showed a mental 
attitude in which a desire, a thirst for punishment, was domin- 


‘ ant, though the patient himself was wnappreciative of the 
. existence of this desire. The’point was well illustrated in Case 


UWl—his having been bullied at school because he was afraid 


' to hit back, his repeated trouble with the police and subsequent 


punishment, and finally his attempt to escape from them by 
volunteering for an organization which has discipline and 
unquestioning obedience for its mainstays, an organization 


- which, following a short period of ‘service in 1927, had dis- 


charged him after he had served 56 days’ detention for absence 


» without leave, His phobias had also beer used as vehicles for 


punishment—e.g., ‘despite his dread- of water he had worked 
for a spell on a tugboat until he fell into the water “ by acci- 


_ dent” (he was a non-swimmer); and, despite his dread of 


heights, he had worked for a spell as a’riveter’s mate until he 
‘fell “ hv accident ” down the hold of a ship under construction. 


“Tf you're not, 
good enough to. 


They also led him, after his discharge, to return to a city 
which has been repeatedly and heavily bombed, despite the 

- fact that during a previous leave he had sustained slight physical 
injury during a “ blitz” then in progress—a city in which his 
old temptations are awaiting him. 

Closely associated with this desire for punishment, a marked 

‘attitude of infantile dependence was present in all cases, well 
illustrated in’ Case II, who had always sought and expected 
“ pity and sympathy from other people,” and in Case VI, whose 
desire to return to his mother amounted to a craving. This 
attitude was pronounced in Case I, who was desperate to get 
home to look after his mother although he was a married man 
with a wife and child. It is no digression from my theme 
(indeed, it is fundamental) to expand this point concerning the 
patients’ attitude towards mothers whom absence has tended 
to idealize. Not infrequently, ın actual fact, the mother, has 
beaten and in other ways has psychelogically misunderstood 
and mistreated the patient from his earliest days. This is of 
very frequent occurrence in psychoneurotics. The craving for 
“the good mother ” is usually quite open and apparent in those 
* of low mental age, and is concealed, disguised, and rationalized 
in more intelligent: patients. The desire to be near the mother 
is remarkable in that while it is very real it is apparently 
unreasonable; for, on inquiry in all such cases that I have 
examined, it is found that the mother is quite capable of look- 
ing after herself and is suffering from no untoward domestic, 
pecuniary, or other distress. 

„Further inquiry elicits the fact that this desire on the part 
of the patient is not by any means of recent origin but has 
exerted itself with the same abnormal intensity and persistence 
as long as he can remember. As I have already said, it 
does not always show and has not always shown in an open 
longing for the good mother. It may show instead in a deep 
attachment to and affection for her house and home, etc., or 
to the wife, who frequently is an obvious: mother-substitute. 
This ‘attitude is natural up to a point, but in the cases under 
discussion it is quite pathological. It is no exaggeration to 
say that these patients are still psychologically united to their 
mother by an emotional “ umbilical cord,” the forceful sever- 
ance of which produces the most intense anxiety, which he is 
constitutionally incapable of mastering adequately. In other 

. words, however much the psychoneurotic conveys the impres- 
sion that he is fully adult, he still remains emotionally 
immature. The terrified: scream of an infant when faced with 
a danger that appears overwhelming may have as its adult 
variant the blind panic of a man who exposes himself to the 
fire of his own guns during an enemy bombardment: in 
moments of stress he tends to revert to a state of infantile 
helplessness, a terrified bewilderment—a state exerting the 
most pernicious influence on his fellow soldier, whereas it is 
expected of him that he will “ acquire such a standard of morale 

_ as will enable him to put the welfare of his unit befofe his own 
personal safety” (War Office Report, 1922b). 

The second aspect which emerged conspicuously from the 
study of these 6 cases was that all showed an entire absence 
of guilt-feeling in connexion with their malingering—entirely 
different, if such a thing could be imagined, from what would 
occur in a well-adjusted personality who resorted to such 
methods, Now, the absence of guilt-feeling in circumstances in 
which a normal person would experience it is the hall-mark of 
the psychopath. The term “ psychopath” is used tm this 
instance in the very narrow sense as defined by Henderson 
(1939)—briefly, the existence of a peculiar state of mind which 
does not render the patient certifiably insane, which causes him 
to exhibit conduct of an antisocial or asocial nature, and on 
Which treatment or punishment has no deterrent effect. (The dis- 
crimination between the psychopath whose intelligence is 
average or above and the moral imbecile. who is of low intelli- 
gence would seem to be, purely arbitrary: fundamentally, the 
‘psychic attitudes and reactions towards ,their environment and 
its problems afe the same in both cases.) i 

In the third place, all 6 cases showed a pronounced anxiety 
concerning military service, the extent of this anxiety being 
out of all proportion to the circumstances engendering it. 
Their malingering was, indeed, an endeavour td overcome this 
anxiety by the simple. expedient of attempting to remax them- 
selves, by the simulation of symptoms, from the circumstances 
which gave rise to the anxiety. ` . F 


$ 
-7 


362 SEPT. 26, 1942 





Disposal of the Malingerer 
“So far as the relation of the malingerer to the Army 1s con- 
cerned, it is essential to consider two points. The first of these 
is that the man’s absence of guilt-feeling concerning his 
malingefing leads to punishment or treatment having no 
deterrent effect on the future repetition of such- conduct. 


‘The second point—and this is of the utmost importance in’ 


wartime—is the repercussion which the malingerer’s conduct 
and mental attitude may have upon hig Army comrades and, 
through them, upon military efficiency in general. It has 
already been pointed out that the malingerer is in a state of 
extreme emotional immaturity. Consequently, he has broken 
down in' adult circumstances which were successfully withstood 
by his more strongly constituted brothers-in-arms. In these 
circumstances he reverts to a state of open childishness. He 
may grumble and groyse: his work, his adult capacity for 
- work, falls off; he continually reports sick and is unapprecia- 
tive of and does not co-operate in the treatment prescribed ; 
he becomes a burden to all with whom he comes in contact 
in the environment for which he has a phobic anxiety; he 
develops the craving to return to his home, where the only 
real security he knows of is to be found and where his childish 
immaturity is understood and the pity ‘and sympathy he has 
always expected from other people are forthcoming. 

All this is clear and understandable, and in peacetime one 
could leisurely endeavour to wean such a case to a more adult 
independent state. When, however, he is a member of the 
fighting Services, and when the interests of the individual have 
of necessity to be subordinated to the group, this is out of 
the question. It is demanded of him that he “ become a man” 
and “put away childish things "—which he is constitutionally 
- incapable of, doing. In his behaviour and attitude he is 
expected to contribute to the promotion and maintenance of 
good morale, instead of which he mopes about his group a 
potential and extremely dangerous menace to good morale in 
the more susceptible (ic, the more emotionally immature) of 
his as yet mentally healthy comrades. Infectivity in these 
circumstances is as real a threat as the potential infectivity of a 
typhoid carrier in the physical sphere, as Wittkower ef al. 
(1941) point out. = é 

This constant and dangerous menace to good morale is, in 
effect, the crux of the matter concerning the disposal of the 
psychopath of this type in wartime. The report of the unit 
officers in referring the man to the R.M.O. when ordinary 
methods of producing correction have failed eloquently testi- 
fies to this. The paramount importance of the maintenance of 
excellent morale among soldiers has been appreciated from 
the earliest times, as also has its obvious remedy—namely, the 
ruthless weeding out of all influences adversely affecting morale. 
Such a view was arrived at by considered inquiry in 1922: 


“The o€currence of the [psychoneurotic] conditions militates’ 


against the efficiency of the Army, swells the sick returns, 
“increases the amount of hospital accommodation and transport 
required, and absorbs the-time and attention of the medical 
personnel ” (War Office Report, 1922c). - 

The continued presence of ‘these people in any unit thus 
tends -to promote a vicious cirglé—infection by the psycho- 
neurotic and the psychopath of the more mentally immature 
of previously mentally healthy subjects, with increase of 
further frank psychiatric cases and a further lowering of morale. 
And the morale of an army is a barometer by which the fight- 
ing efficiency of that army can be read at a glance. 

The removal of a weak link in an: otherwise strang chain 
designed purposely to bear an enormous stress therefore 
requires no apology. Nor is it, as some might imagine from 
a hasty assessment of facts, an admission of culpable failure. 
The psychiatrist; like the surgeon, can radically treat only those 
growths that are not beyond the reach of his therapeutic knife. 
In such cases, however, the psychiatrist is potent, from the 
prophylactic point of view, in removing’ a Gangerous source 
of infection. Thereby he contributes not inconsiderably to 


the promotion of that morale and efficiency in the absence of ` 


which a fight is never won. 


PA Summary | 


The malingerer is a psychopath with, among other features, 
a complete absence of guilt-feeling concerning his malingering. 
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Although he consciously assumes and exploits symptoms of 
physical or mental illness, the variety of symptom adopted (i.e., 
whether amnesia, gunshot wound, insanity, or paralysis) is, 
however, apparently determined by an unrecognized masochis- 
tic and very infantile dependent attitude. . 

Malingering is a defence mechanism employed by a consti- 
tutionally weak ego against a real but unreasonable and intense 
anxiety concerning military service. 

The disposal of the malingerer in wartime should be pre- 
eminently determined by considerations of military morale and 
efficiency. 


I am indebted to Lieut.-Col. R. J. Rosie, R.A.M.C., for encourage- 
ment and permission to, panue these investigatio and to Major 
J. P. McGuinness, R.A.M.C., for his assistance in M and the 
details concerning his Case V. To both, and to- Major T. F. 
Rodger, R.A.M C., I am beholden for their constructive criticism 
“of the script of this paper. - 
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FOREIGN BODIES IN THE ALIMENTARY 
TRACT 


BY 


G. O. CHAMBERS, F.R.C.S. 
Visiting Surgeon to H.M. Prisons 


When Nature has provided so many problems in surgery 
to occupy scientific attention it seems ‘inconsiderate that 
man should, by accident or otherwise, go one further by 
self-mutilation in the swallowing of foreign bodies. These 
cases, however, tend to provide compensations in the 
element of surprise and the interest they arouse, and create 
an atmosphere akin to the treasure hunt until such time 
as the quarry has been unearthed or retrieved. The 
excitement of all this inclines to be somewhat tempered 
by the fact that the majority of these perverse individuals 
are of dubious use to society and, moreover, in some 
cases develop a morbid appetite for foreign bodies. For 


-some strange reason they seem to stand abdominal section 


well and develop peritoneal antibodies that serve them to 
such good purpose that either septic complications a 
avoided or their relative dangers are overcome. s 


This paper refers chiefly to intentional swallowing and not 
to cases of accident occurring usually in children and normal 
adults, with whom small articles swallowed—inadvertently— 
have a safe passage. The open safety-pin, fish-bone, or needle 
may cause trouble by impaction or perforation and necessitate 
removal. The cases under review are those of adults in 
detention, in whom the swallowing of large, irregular, and 
ill-assorted articles is the main feature. Only 3 cases are 
reported as accidental, and concern the loss of two needles 
and a small denture. Es - 


Psychology of the Intentional Swallower 


The psychological aspect of the intentional swallower is 
interesting, and varies in type with the environment and mode 
of life. In all there is an underlying psychological framework 
of egoism, vanity, and self-attention. $ 

From time immemorial this faculty has been utilized as 
a means of livelihood in exhibitions such as the swallowing of 
a sword, watch, or live goldfish—duly returned unharmed from 
their immersion in the stomach. Proof of the last-named per- 
formance was given a few years ago at a medical society in 
London, where an astute radiologist inserted some small lead 
shot inside each fish—through its mouth—so that their move- 
ments in the performer’s stomach could be observed with the 
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-radiological screen. The possessor of a pharyngeal pouch 
- sometimes uses it as a financial asset for the disappearing-watch 
trick. An x-ray demonstration on a performer- of this act at 
the above méeting was declined, as no -doubt he wished it to 
remain 4 mystery. ` ete 
Under conditions of restraint the’ psychological factor be- 
comes intensified and certain prisoners take up an attitude 
stubborn, defiant, and antisocial to their surroundings. The 
mental ‘picture is best described by Dr. W. Norwood East 
_in his interesting book, Medical Aspects of Crime (1936), in 
which he says: “A few of these prisoners are insane, but 
the majority are not. Most of them are ignorant of the dangers 
they incur, and are reckles$ of injury in their attempt to defy 
authority or exchange imprisonment for the comforts of a 
civil hospital. . . . Many offenders who swallow foreign bodies 
are psychopathic personalities., Vanity prompts others to 
attempt to secure the admiration of their’ fellows by these 
means. ... The unconcern with which an hysteric regards a 


mass of foreign bodies, including dinner forks and pieces of. 


sharp metal;-in his intestinal tract is very striking.” 

In a few instances an element of concern in not wishing to 
cause’ too much bodily, harm to himself is evidenced by 
previous removal of the prongs of a fork or the ladle end 
of a spoon. These individuals are usually hysteric delinquents. 
One patient swallowed some cotton-wool before taking 9 
foreign bodies, presumably with the object of lessening the 
risk of impaction or perforation. oe À 


a ee Treatment . 

Where the condition is quiescent, palliative measures are 
given for a reasonable length of time. These consist simply 
of a dietary such as porridge, bread, pease-brose, vegetables, 
and perhaps chopped-up string. Periodic x-ray examination 
is carried out; and, in the case of operative measures, as near 
as possible before operation. Careful examination of all 
stools and vomit should of ‘course_be made. Small articles 
may ultimately be assisted from the rectum by enema, by digital 
aid, or through the proctoscope.. In general, 6 weeks may 
be taken as a rough guide-to the period a foreign body which 

_is producing no symptoms may be left in situ. Finally, in 
suitable cases——chiefly accidental—the patient’s fears should 


be allayed by the reassuring attitude of the medical attendant. ' 


_ The Table shows a series of 16 cases that were sent to 
-hospital for surgical treatment between 1936 and 1939. 
Cases considered not urgent were observed for a variable 
period and checked™up by x-ray examination. The minimum 
time a large foreign body remained in the stomach before 
extraction was 6 days. In urgent cases requiring operation 
reliance had to be placed om the history and clinical signs, 
with or without previous x-ray examination. 


; Points of Interest 

From these sixteen cases it may be of interest to note 
that: ` : 

(a) Eight were found perforated, as follows: duodenum, 1 
(Case 1); jejunum, 1 (Case 3); lower’ ileum, 1 (Case 12); 
caecum, 1 (Case 6); transverse colon, 2 (Cases 2, 8); pelvic 
pong (Case 5); right inguinal canal (? caecum or ileum), 1 
(Case 7). 5 


(b) All these perforations were in situations distal to the. 


pylorus, 4 of them ‘distal to -the ileo-caecal valve. ` : 

(c) The case incidence of perforation in this series was 50%, 
and all beyond the pylorus. ‘This indicates that the patient is 
not necessarily. out of danger when a foreign body has 
managed to pass the pylorus. / : 

(d) With the exception of Cases.6, 7 and 8 the cases of per- 
foration presented. signs of acute abdomen with sudden and 
intense onset. A 


(e) Case incidénce of ~impaction - with intestinal obstruction _ 


was nil, : 

(f)-Case incidence of impaction in the second part of the 
duodenum or at the ileo-caecal valve was nil. 

(g) In no case did an ordinary ‘intact fork or dessert-spoon, 
average len 7 in., or Other article more than 1 in. in width, 
pass through the pylorus (Cases 4, 11, 13; 14, 15, 16). | 


(h). The widest article that passed through the pylorus 
1 in. (Case 2}—a piece of tin. 
‘ù (D The longest articles that traversed the duodenum were 
54 in. and 5 in. (Cases 8, 12}—broken dessert-spoons. 
(f) The widest article that passed the ileo-caecal*valve was 
1 in. (Case 2) and the longest 54 in. (Case 8). 
(k) In one case in which a similar operation—gastrotomy— 
had been performed 7 weeks previously no evidence of the 
former wound on the stomach wall was visible (Case 15). 


(D) Case mortality: 15 recovered, 1 died (6.25%). 


— Although the series of cases is a limited one and the type 
of foreign body rather different from and larger than that 
found in accidental cases, it is submitted that some findings 
at operation appear to run counter to certain of the views 
expressed in well-known textbooks on surgery and therefore 
may be considered’ unusual in this respect. 


Choyce’s System of Surgery (1932) states that: “ The great 
majority of foreign bodies,. having successfully passed the 
pylorus, safely traverse the remaining segments of the 
alimentary canal. The most common site of arrest is the 
lower part .of the’ ileum, ileo-caecal valve, or caecum.” 

. Romanis and \Mitchiner (Surgery, 1941) say that “foreign 
bodies are not commonly met with in the intestine as, if they 
pass through the pylorus, they will probably traverse the whole 
intestinal length and emerge at the anus. Elongated or heavy 
bodies will become impacted occasionally in the second part 
of the duodenum, and the only other point at which impaction 
is likely to occur -is the neighbourhood of the ileo-caecal 
valve.” i 


Maingot points out in his Post-graduate Surgery: “Very 
rarely does a foreign body, swallowed accidentally or inten- 
tionally, become lodged in the intestine. If perforation occurs 
the process is usually slow, resulting in either a localized 
abscess or an internal or external fistula.” Rose and Carless’s 
Manual of Surgery (16th edition, revised by Wakeley and 
. Hunter, 1940) states: ‘‘ Foreign bodies accidentally or inten- 
tionally swallowed occasionally pass through the stomach and 
become lodged in the intestinal canal: Lunatics and children 
are most frequently affected, and in the former the most 
astonishing collections are qccasionally found. The symptoms 
“caused -by such conditions will be either those of intestinal 
obstruction or perforation. In the latter the-process is usually - 
gradual, rather than sudden, giving time for adhesions to form, 

- thereby limiting the mischief. Suppuration follows, and 
possibly the foreign body may be extruded naturally or removed 
by the surgeon through’ the abscess cavity. Fragments of 
glass or metal may sometimes lodge in the pouches of the 
colon.” 


In the series under review the majofity of the articles that 
had passed the pylorus and ileo-caecal valve wert retained 
in the large bowel with signs of impaction or perforation. The 
sacculations, pouches, flexures, and sluggish peristalsis of the 
large intestine doubtless facilitate lodgment and, in some cases, 
perforation. - 

i i . Commentary 


Commenting briefly on certain cases, it may be mentioned 
that in Case 10 a small single tooth denture was searched 
for—on account of the haematemesis—but without success. 
This body may have eluded discovery by lodging in a duodenal 
pouch or diverticulum. e main point was its departure from 
the stomach and the subsequent freedom from symptoms. In 
Case 7- the supposition- was a quiescent perforation by the 
needle through the caecum or lower ileum into the internal 
inguinal ring. This patient had undergone ‘two abdominal 
sections previously and admitted to three, separate occasions 
of foreign-body swallowing—a statement which -was borne 
out by x-ray examination in each case. No. 12 was the only 
patient certified insane. He had no previous foreign-body 
history. In Case 9 operation was considered urgent, and 
was carried out the same night upon the history and failure 
of oesophagoscopy elsewhere. The transgastric approach was 
made. The location and, extraction of the lower end of the 

- foreign body (an impacted dessert-spoon) were difficult, Owing 
to the depth and curve, and to the failure of all Otdinary 
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‘forceps—curved or angular—to reach it, recourse was had 
to-Cheatle’s sterilizing forceps, which proved successful. 
Recovery took place in all patients but one (Case 3), who 
diéd 24 hours after operation. He had-a history of 3 former 
laparotomies for foreign bodies. The post-mortem findings 


showed small haemorrhages in the’ intestinal tract, atheroma, 
and myocardial degeneration. 


1 Conclusion 

It might be worth while recording a somewhat batting case- 
of trauma from a foreign body inserted into the lower orifice 
of the alimentary tract. There was a history of about 6 
months’ intermittent bleeding per anum whilst -at another 


f- 


f Table showing 





institution. There the ‘patient was investigated on’ many 
occasions. Piles were suspected, and were injected. As 
bleeding continued he was removed to’a hospital; where 
sigmoidoscopy and barium x-ray examination were carried out. | 
Finally the patient consented to an abdominal exploration, 
which alp gave a negative result. He was, however, much 
_ improved, and for a time there was no bleeding ; later it~ 
recurred after leaving „hospital. On admission to the surgical 
unit he appeared anaemic and wasted, with much- loss of 
stretigth. His colour index was 0.9 and the red cells 3,500,000 
per c.mm. Bleeding per rectum was present, mixed with 
faeces; wash-outs contained blood and occasional ‘clots. 
Examination by proctoscope showed a deeply injected and 
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velvety. appearance, of the anal mucosa añd lower third of 
the rectum: Above this area the -surface was normal. Some 
‘form of self-infliction was suspected, and close observation was 
kept for several weeks without result. All this time the patient 
was kept in bed on a milk diet. . 
he was most co-operative in treatment, grateful for_all that 
was—being done, and, often expressed a‘ profound -wish to get 
better. He was “alert, intelligent, and an ardent book Treader. 
At length the mystery was solved. -While the patient was in 


the, theatre for, a final proctoscopy an intensive search, one' 


of many, was being made of his bed and belongings. Concealed 
‘in the binding of a library book were. found two pieces of 
twisted wire, 2 -to 3 inches in-length, with -the -ends set apart 
at one extremity-—designed to create trauma and haemorrhage. 
The wire had a faecal odour. Confirmatory examination by 
microscope and spectroscope revealed blood cells; B. coli, and 
a haemoglobin- absorption band. ` From this moment the 
patient rapidly got well. — 


-Fshould- like to` express my thanks- to the Commissioners, HM: 
-Prison Commission, Home Office, -for permission to publish this 
paper, mee it does not Beene represent their views. 





PERIODIC MEDICAL EXAMINATION 
. . BY . 
. FRANK ELLIS, M.B, MSc, F.F.R, D.M.R. 


Since periodic medical examination was suggestéd by Dobell 
(1861) it has made little or no headway. This may be due to 
medical apathy, since it is easier to work as individuals in 
medicine, but almost impossible to carry out such examina- 
tions without organization. On the other hand, it may be due to 
the fact that considered medical opinion disapproves of the 
principle, regards the procedure as scientifically unsound, in- 
effective, or impracticable, or regards the necessary administra- 
tion and organization as too difficult under conditions -hitherto 
existing in medicine and its relation to society. There is such 
attraction, however, in the idea that by periodic examinations 
minor tendencies to major maladies can be detected and thus 
corrected-‘relatively. easily - before breakdown of the organism 
occtirs that I think the evidence on the question should -be 
reviewed, and the possibilities-of the applicability and value 
‘of such examination assessed. 

The great fault of the present method of bringing the doctor 
to’ the patient is ‘that in most~cases the doctor~is not. called 
attthe beginning of ill-health, but when -the compensation 
which is characteristic’ of the vital organism is failing the 
individual in his attempt to live up to his usual standard of 
efficiency. Periodic examinations, if they offered an oppor- 
tunity for detection and correction before this failure of com- 
pensation occurred, would constitute an important branch of 
the preventive medicine which is rightly emphasized in the 
Medical Planning Commission’s interim report (1942) as one 
of the most important functions of the medical practitioner. 


Studies from the Literature 


Sir James Mackenzie was able to make his contribution to 
modern cardiology as a result of carrying out, regular examina- 
tions, and he emphasized the necessity. for a 8ystématic study of 
the beginnings of disease. Apart from the work of his disciples 
at St. Andrews, however, nothing on the subject has been 
reported in this country except from the -Peckham Health 
Centre (1938). In-America, following recommendation of the 
procedure by ‘Dr. Gould in 1905, various sporadic individual 
attempts have been made to carry out such examinations, the 
most noteworthy being those of the Life Extension Institute, an 
account of which is given by Fisk (1923) and Fisk and Crawford 


(1927). Like the Peckham group, they report a high incidence ` 


of unsuspected defects in_the apparently healthy. -They assess 
the ratio of major to minor maladies as 1:10, and stress the 
fact ‘that considerable relief follows the correction’ of minor 
complaints. Other published work is mostly American, and 
the relatively high incidence of defects in apparently healthy 
' individuals is Supported by Page (1938), Faught '€1939), Ryan 


It might -be mentioned that, 
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` (1927), Griswold (1940), -Brandabur (1937,, 1940), Harrison 


(1938), ‘and Emerson and Irving (1938). From the Continent 


comes similar evidence (Kattentidt, 1933). 


Assuming that ‘such defects can be found, it is important 
to know if they can be. corrected. -The Peckham Tgport says 
the course of many maladies has. been arrested with success 
and with satisfaction to-the sufferer: -Ir-provement in various 
conditions on subsequent examination is reported by the workers 
mentioned above, correction of from 50 to 70% of defects 
of all kinds being recorded. Noteworthy among these are 
reports of improvement and disappearance of hypertension 
following hygienic measures only (adjusted habits of life, etc.) 
by. Brandabur and by Emerson and-Irving. The former reports 
a recovery to normal in 114 out of 382 railway workers, and 
the latter report an average reduction in blood pressure of 
18 mm. of mefcury in 78 out of 120 sufferers found in 1,020 
examinees. When it is rememberedethat the actuarial assess- 
ment of actual to expected deaths of- men aged 40 to 49 is 
improved from 138 to.97% as a result of 10 mm. difference 
in blood pressure, -the importance of these results can be 
appreciated (Actuarial Society of America, 1939). 


- Improved Expectation of Life 


This appréciation based on ordinary life insurance exam- 
inations nullifies possible criticisms of the significance: of 
these ‘blood-pressure estimates. Caution because of possible 
inaccuracies in ordinary estimates is necessary, as emphasized 
_by Bethea and Hardy (1932). The thoroughness of the periodic 
examinations determines the ntimber and the nature of the 
defects recorded, but Mishler (1939) reports on the employees 
of a “Truck Line” system, 40% of: whom were found to have 
defects on examination by general practitioners distributed over 
a wide area, while the Life Extension Institute (Fisk, 1923) 
found some defect in all of 10,800 males of an average age 
of 34 from typical industrial groups. That improvement in 
expectation of life results from such examinations is shown 
by a report of the Metropolitan Life Insurance Company of 
New York (Fisk, 1923). It is stated that instead of a mortality 
rate for seriously impaired life of 2} times the tabular rate, 
it was only 82% of the tabular rate, and 38,000 lives were 
saved for the company in 1920. 

In spite of the value of the procedure as indicated by these 
published findings, and although the American Medical Associa- 
tion publicly endorsed the principle of periodic medical ex- 
aminations in 1922, the apparent popularization of such 
examinations in the United States is only relative. This is 
shown by Collins (1934), senior statistician to the United States 
Public Health Service, who, in a survey of a cross-section of 
8;758 families, found that only 3% of the population at the 
age of 60 underwent periodic examinations, and that this was 
the maximum proportion after the age of 20. Thus it would 
seem that unorganized voluntary examinations only touch on 


“the problem, and that a national effort is needed to make 


examinations an important part ‘of preventive medicine. 
Organized examinations have been reported from France, 
Germany, Turkey (Asim Arar, 1938), and Russia (Fredlyand, 
1938), while in Canada, Harrison (1938) states, “ recent Canadian 
Provincial Health Insurance? Acts make provision for periodic 
health examination.” 

It is my contention that all this evidence calls for the serious 
consideration of periodic medical examination on a national 
scale as part of our post-war medical organization. In addition 
to the immediate benefit to the individual which can reasonably 
be expected, it is anticipated that with adequate statistical 
analysis of thea findings carried out at central bureaux the 
significance of hitherto unappreciated facts in clinical history 
and examination will be assessed, with the result that early 
diagnosis of disease will be facilitated, and the emphasis in 
medicine will be on the physiological rather than, as at present, 
on the pathological. Such a scheme is not beyond the bounds 
of practicability. The cost should be a national concern, and 
it must not be forgotten that the saving of life and health 
would, taking the long view, probably more than pay for it. 
Fisk shows that for 105,000,000 people in America the gain, 
after deducting the cost of examinations and treatment, repre- 
sented about $1,500,000,000; a preportional figure “for the 
‘United Kingdom would be’£100,000,000 a year. : 
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A Suggested National Scheme 


‘Any such scheme should be run by the general practitioners. 
In*Detroit the school medical service sent school children to 
their family doctors for. periodic ‘examinations, 37,348 being 
sent in 3years, and Shurley (1937) reports that it is intended 
to inake this a routine procedure. ` Thé examinations should 

` be routine, and preferably more than one doctor should be 
Present, so that each acts as a check on the other to ensure 
that the work is well done. A consultant should be readily 
available. Practitioners. should be adequately paid for their 
services, and nurses dnd clerical staff should relieve. them of 

~ routine duties. They should be able to work in groups. and 
at suitably arranged health centres, and postgraduate study 
should ‘be insisted upon. The health ceńtre should provide 
routine laboratory and x-ray facilities with specialist assistance 
for’ interpreting radiographs. The emphasis should be on 
abundant vitality as theenormal state, and the general practi- 
tioner should be in a position ‘also to observe the usual mode 
of life of the individual ; as the Peckham group express it— 
his reaction to his environment. 

The treatment of the sick (private and panel practice) should 
be carried out at the same centre, which might well be a part 
of the community centre of an estate, closely associated with 
its recreational facilities. Adequate records should be kept 
and duplicates sent to a central statistical bureau, which would 
be, able to provide morbidity statistics, and, by correlating 
early symptoms with later events, facilitate early diagnosis. 
This advance in medicine is especially desirable in connexion, 
for instance, with cancer of the stomach, It may be that 

_ conditions such as Paget’s disease and the aetiology of juvenile 
spondylitis might become better understood. 

The national identity cards would provide a suitable basis 
for classiffcation and “making contact with individuals. It 
would be necessary to see that future generations of practi- 
tioners were taught the routine and value of periodic examina- 
tions. : The public should be induced to come voluntarily, and 
taught through the Press, the wireless, and lectures to realize 
the importance to their children, themselves, and the nation 
of such examination. It is suggested that the present civil 
defence services, the Home Guard, first-aid parties, and schools 
and universities offer a method-of rapid and wide diffusion 
of such. instruction. The frequency of the examinations would 
be dictated at first by the limits of practicability, but even-an 
examination every 3 years has been shown to be of considerable 
value, ‘ Irregular spacing might be found with experience to 
be best. It is considered, for instance, that during the first 
year of life (Peterman, 1937) very frequent examinations are 
desirable, and between the ages of 5 and 15 fewer may be 
necessary than later. 

As a safeguard against the breakdown of a national scheme 
through Rractical difficulties, experiments could be conducted 
in which medical, administrative, and financial experience could 
be gained. Two types ‘suggest themselves: (1) An experiment 
on an estate of about 5,000 people. This would be relatively 
inexpensive and capable of control because of the ease of 
contact between doctors and the public. It would provide 
uséful information of ‘the detailed working of individual health 
units. It could precede (2) an experiment for. a large city. 
Thig would require a considerable organization, and mistakes 
might be relatively costly unless the preliminary experiment 
had been carried out. It would provide enough information 
to run a national scheme perfectly, but would have to be con- 
ducted by the Ministry of Health, probably through the local 

-authority. £ 


That the idea of periodic examination has an appeal even’ 


. without knowledge of all the foregoing evidence is shown by 
the fact that a group of doctors on an estate in Sheffield are 
eager to carry out the first experiment. The success of ‘the 
school medical service, with its necessarily rather perfunctory 
examinations, in improving the health of school children in 
this country is an argument for periodic examinations. With 
such a scheme should go some form of adequate social insur- 
ance’ as recommended in the Medital Planning Commission’s 
report. The possibility of neuroses being caused by such 
examinations may influence the opinion of practitioners. 
Faughée (1939), Sensenich (1938), Fisk and Crawford (1927), 
and Pokorny (1940) state specifically, however, as a result of 


experience, that neurotics are fewer rather than increased in 


` number. It seems reasonable to suppose that children, if ex- 


amined at regular intervals, would grow up as unconcerned at- 
the prospect of a medical examination as they are of -the 


dentist’s chair, occupied at regular intervals. 
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Medical Memoranda 








Congenital Diverticulum of the Common 
Bile Duct 


This condition, sometimes called cystic dilatation of the 
common bile duct, ıs so rare (less than 100 cases have been 
reported) that any case of it is worthy of record. The pathology, 
actiology, and variations in symptomatology, as well as the 
literature, have been fully considered by Sir James Walton 
(Brit. J? Surg., 1939, 27, 295). 


CASE REPORT 
The patient was a married woman aged 39. In her medical 
history there was nothing to suggest disease of the gall-bladder 
or bile ducts. She had, in fact; been remarkably free from 
illness of any kind. It should be noted that her first pregnancy 
terminated in Caesarean section three months before her 
admission to. hospital.' Ten days before admission she developed 


‘a severe colicky pain in the right hypochondrium, radiating 
. through to the back and up to the right shoulder. 


On‘ account 
of this pain she was admitted to hospital under the care of 
Mr. J. E. Paterson. 

Examination ‘revealed tenderness and guarding over the gall- 
bladder region. The liver edge could not be felt, and there 
was no palpable swelling. She was not, and never had been 
jaundiced. Vomiting did not occur. There was no rise of 
temperature. A diagnosis of gall-stone colic was made, and 
an x-ray examination carried out. “ Straight” x-ray films gave 
negative results, and cholecystography showed no evidence of 
gall-bladder shadow. The clinical diagnosis was considered to 
be substantiated and operation was advised. ; 

At operation the gall-bladder was found to be healthy in 
appearance and of normal size. The first and second parts of 
the duodenum were lifted forwards and pushed down to the 
left by a large cystic swelling. This swelling, covered by 
peritoneum, was somewhat pear-shaped. The upper narrow 
portion extended up to the portal fissure lying in the gastro- 
hepatic omentum. About 14 in. above the duodenum the cyst 
became more globular and measured some 4 in. in diameter. 
It extended down behind the first and -second parts of the 
duodenum almost to the ampulla of Vater. The right border 
was definite and rounded, and extended beyond the limits of 
the duodenum. The left border was indefinite. Aspiration 
through a fine needle proved that the cyst contained pale-green 
bile in-which there was a fair amount of mucus. There was 
no gioss sepsis of the contents. The cyst was gradually decom- 
pressed by aspiration, but even when empty it did not collapse 
completely owing to the fibrous nature of its walls. No obvious 
obstruction to the: duct was found. - 

A- two-layer anastomosis between the cyst and the second 
part of the duodenum was made and the suture line reinforced 
with an omental graft. A drain was inserted into Morison’s 


I 


‘pouch. Leakage did 
‘uneventful recovery. When seen ten weeks 


“the latter only. 


` without, however, causing any pain or inca 
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not- occur, and the „patient made an 
operation the 


woman was very well and had returnéd to work. - 
Since this note was written the patient has been seen again. 


‘Several times she has had attacks of pain inthe right hypo- 


chondrium, and on one occasion has had a feeling of chilliness 
with slight shivering—symptoms ’ which ` may reasonably be 
attributed to a mild infection of the bile ducts. attacks 
„weré not severe ‘or prolonged, but they deserve mention, as other 
reports give conflicting accounts of the incidence and severity 
of this complication. oes 

My thanks for permission to publish this case report are due to 
Mr. J. E. Paterson, who performed the operation, and to the late 
Dr. W. Martin, superintendent of Stobhill Hospital. 
Ch.B., F.R.F.P.S. 
Officer, 


W. Gray, M.B., 
' 7 Semor Resxtent Surgical 
2 Stobhill Hospital, Glasgow. 


Fi 
Tenosynovitis in Untrained Farm-workers 


The occurrence of a large number of cases of tenosynovitis 


crepitans among workers from this camp appears to be worth 
recording. Within a few months we have seen 16 such cases 


' 42 in men going out on farm work. As the average number of 


men. doing such work at that time was 52 this forms a rather 
high proportion. The other 4 cases occurred in men doing 


_ some unaccustomed type of work in the camp. Of these 16 


men 14 did office work or other nonmanual labour in normal 
life, although no manual labour had been done by any of the 
men for at least 4 months. The tendons involved were the 
same in all cases: the extensor carpi radialis longus and the 
extensor digitorum communis—usually both, and in a few cases 
These tendons are known to be frequently 


affected: Signs and Symptons were typical: swelling and 
tenderness along the tendon, with pain and crepitation on 
movement. 7 


r 


TREATMENT 


Most of the men presented themselves at the carp hospital 
immediately upon the appearance of. symptoms. reatment 
consisted of rest, immobilization of the wrist by strapping, 
fomentation for two or three days, followed by radiant heat 
or infra-red treatment and massage with ung. iod: denigres. 
Under such treatment most patients improved rapidly and 
appeared to be completely cured within 8 to 10 days. Two 
cases which did not come under observation until almost 10 
days after-the onset took a much longer course and were not 
cured until 3 weeks after the beginning of treatment. In one 
of these cases immobilization by splinting had to be resorted 
to, since the patient would not obey instructions to. refrain from 
using his hands. Two other patients, who interrupted their 
treatment prematurely and against advice, were fo -to return 
by a recurrence of the symptoms, and: thus the period -of 


. inactivity was considerably lengthened. In a further 2 cases 


some thickening of the tendon remained and is still noticeable, 
city for work. of 


the 12.farm-workers 11 returned to work of the same type 


. immediately after the condition had cleared up: 10 were able 


to do such work without either inconvenience or recurrence of 
e tenosynovitis; but- one had to give up on account of a 
relapse. . x - 


From our observation it would appear that treatment and 


' rest should be started immediately upon the first appearance 
of the symptoms, thereby shortening the course and limiting 


the loss of working -time, whereas neglect would tend to pro- 
long the incapacity. The easy accessibility to medical aid in 
this camp and the necessity for reporting all ailments immediately 
may have made early treatment and diagnosis possible, whereas, 
normally, people outside might tend to` disregard the first 
symptoms. Š . 

CAUSATIVE CONDITION 


All the cases seem to have occurred after work involving 
repetition of stereotyped movements, and it is our impression 
that inexperience in such work resulted in an incorrect and 
unecoriomic muscular effort—a fault which was rectified by 
continued practice. It would be interesting to know of any 
similar accumulation of cases of tenosynovitis now that a large 
part of the population has taken up unaccustomed manual 
labour. i f m. S 

It is said that a rheumatic factor may be partly responsible 
for tenosynovitis! We certainly have’ seen a proportionatel 
large number of cases of other rheumatic manifestations, stich 
as fibrositis, in this camp, very likely due to damp houses and 
damp bedding, both of which are probably unavoidable under 
the climatic conditions. The question of a maladjusted nutri- 
tion: (lack of. vitamins, “too much starch,” here usually made 
responsible for any indisposition) can probably be disregarded, 
A fi oe ; : Po a tot 4 pee 


~ epithelial 


as the farm-workers~have their food on the farm and are the 
best-nourished section of the camp. é 
It seems remarkable to us that no cases of tenosynovitis haye 
occurred among those who take part in sport, as the vast 
majority do, including men who for years have not played any 
games at all. me : 
R. E. FLOWERDEW, C.LE., Lieut.-Col. I.M.S.(rẹt.). 
O.B. Bope, M.D. 5 
Hospital of Camp M, Isie of Man. 3 
Synergic Action of Intravenous Mercurials 
and Gumssaline in Nephrodc Nephritis 


: . CASE HISTORY 
The patient, a stonemason aged 42, was’ admitted to the 
Royal Halifax Infirmary on June 29, 1940. He had had malaria 
in 1917, and “winter bronchitis” for 20 years. He gaye a 
history of 8 weeks’ malaise and 6 weeks’ puffiness of face and 
swelling of hands and legs. He complained of aching in loms, 


_ nocturnal frequency, occasional headache, anorexia, and nausea 


Examination showed poor and wasting, with matked 
generalized oedema of the lower extremities, genitalia, and 
sacral pad; ascites with shifting dullness; and physical signs 
of basal congestion of both lungs. BP. 160/100. Urine: 
S.G. 1028, acid ; albumin-? + ; abundant hyaline, granular, and 
casts; no red cells. Blood urea: 26 mg. N per 100 
ccm. Blood: .R.B.C. 4,500,000, W.B.C. 8,400, Hb 75%. 
Faeces: fluid but non-pathological. : 
. Treatment with the following diuretic measures was attempted 
without success over a period of 3 months, the average urinary 
output remaining about 40 oz. in 48 hours: restricted fluid 
intake, high protein-salt-free diet, calcium lactate, thyroid. 
urea, aminophyllin I.V. 10 ccm, and 12 LV. injections of 
various mercurials (1 to 2 c.cm. novurit, mersalyl, and neptal), 
receded by courses of ammonium chloride. An intraperitoneal 
injection of 4 c.cm. of neptal on t. 1 was followed by an 
excretion of 110 oz. of urine in 48 bours. Intravenous injec- 
-tion of gum-saline (6% acacia) was then tried (Landis, 
1937). A drip infusion of 1,000 c.cm. of gum-saline was given 
on Oct. 14 without result. Two days later a drip infusion of 


1,000 c.cm. of -saline to which was added 3 c.cm. of neptal 
was given, with a resultant diuresis of 160 oz. in 48 hours. 
Four days later a repetition of this latter measure yielded a 


similar result. The patient was considered fit for discharge 
on Oct. 23. f $ 

Fersolate, 2 tablets thrice daily, was prescribed on admıssion, 
but was inadvertently omitted for some weeks, and a Hb, value 
of 60% was subsequently noted. 





Urinary Output in 
48 Hours 









July to Sept. .. 


2c.cm.1Y.neptal) ` 
Oct. 8 Test dose; S0: Sone LV. 6% gum- 30 oz, 
Oct: 14 1,000 c.cm. LV. (drip) 6% gum-salme 4002 ~ 
Oct. 16 1,000 c.cm. 6% gum + 3 ccm. 160 oz. 4 
neptal LV. (drip) . . 
Oct. 20 ” ” ” » 160 ag. 








COMMENT 

_In a case of nephrotic nephritis, neither mercurial diuretics 
nor gum-saline injected se tely promoted diuresis, , but 
simultaneous infusion of both substances apparently produced 
a striking increase in urinary. output. It is suggested that the 
simultaneous injection of rcurials with serum, plasma, or 
whole-blood transfusions might improve the otherwise poor 
- results recorded in these cases by Brown, Gray, and Mollison 
(1942), using serum transfusions alone. From their findings 
these authors suggest that tissue fluid is drawn into the circu- 
lation during transfusion. It is ented that the simultaneous 
presence of mercurials in the blood might act effectively on 
the withdrawn tissue fluid in cases of nephrotic oedema. The 
frequent association of low haemoglobin values in these cases 
further suggests that whole blood might in certain cases 2yiéld 
better clinical results than normal serum or plasma, provided 
the addition of mercurials does not adversely affect the course 
of whole-blood transfusions. 

I wish to thank Dr. L. Glick, assistant honorary Roche to the 
Royal Halifax Infirmary, for permission to publish this case. A 

S. T. Winter, M.B., 
Fiying Officer, R A.F.V. 
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OUT-PATIENT SURGERY 


Surgery of the Ambulatory Patient. By L Kraeer Ferguson, MD, FACS. 

Wyh a suon on Fractures by Lows Kaplin, M.D, FACS. (@p. 923; 

Jiūstrated 63s) Philadelphia, Montreal, London: J. B. Lıppmcott 
ny. 


Under the rather unusual title Surgery of the Ambulatory 


ay 


Patient Dr, L. K. Ferguson of Philadelphia has written a com- 
prehensive book of over 900 pages upon mipor surgery. The 
scope of out-patient ‘or minor .surgery is always difficult to 
define, but the author’s assurance that all the procedures men- 
tioned have actually been carried out on ambulatory patients 
shows that the limits óf such work have been Tespected. 

Itis pleasing to note that on the whole the treatments adopted 
are very like those in common use in this country, but the 
chapter which‘ deals witk the bites of poisonous snakes, the 
black-widow spider, scorpions, and ticks makes Strange, if 
interesting, reading here. The field of minor surgery appears 
to have been well covered and. there are accounts of many 
of the rarer and newly recognized conditions. Thus the curious 
“burrowing ulcers” described by Meleney receive notice ; zinc 





peroxide, as originally advised, is successfully used in their . 


treatment, as also of progressive gangrene of the skin (a con- 
dition; here called “ progressive bacterial synergistic gangrene,” 
which can hardly lend itself to outpatient treatment) after the 
wound has been éxcised surgically. Erysipeloid, due to the 
swine-fever organism and a commoner infection than is usually 
recognized, receives proper attention. 

There is a useful chapter on foreign bodies and their removal, 
although we were surprised to find no mention of the peculiar 
injuries produced by the points of indelible pencils, since these 
are said to be more frequent in the_ United States than else- 
where. Two conditions which are notoriously difficult to eradi- 
cate—i.e!, thyroglossal and pilonidal sinuses—receive special 
notice. Suitable radical operations are described, and in both 


instances the use of sclerosing solutions is stated to be well - 


worth a trial. A very considerable section of four chapters, 
on fractures is written by Dr. L. Kaplin, and here all fractures 
which are at all suitable for ambulatory treatment are ade- 
quately dealt with. - . 

In ‘testing the general comprehensiveness of the volume we 
looked’up the subject of the suture of divided tendons, especially 
on account of the doubts which have ‘recently been expressed 
as to-the value of this procedure, anyhow in tHe case of tendons 
enclosed in sheaths. We were disappointed to find only the 
briefest of references to a subject which surely comes under 
the heading of ambulatory surgery. Division of tendons is 
common and often leads to great disability, so that its con- 
sideration should be granted much more space in any further 
editions, The general tone of the book is, however, extremely 
practical, &nd to this end there are over 600 useful illustrations ; 
it isteasy to read, well produced, and can be recommended 
with confidence. 


{BIOCHEMISTRY OF ACUTE ALCOHOLISM 
Acute Alcoholic Intoxication A Critical Review. By Henry W. Newman, 
M.D $2 50 or 15s 6d.) Cabforne > Stanford Unsversity Press : 
London: Oxford University Press 7 

The title of this monograph does not sufficiently stress the fact 
that ‘it is a critical review of'the biochemistry of acute alcoholic 
intoxication, and is indeed of the utmost practical and scientific 
valye. A large proportion of the research on alcoholic intoxica- 
tion during the past decade has been inspired by the increasing 
importance of the diagnosis owing to_the widespread use of 
the automobile and the danger to society of both the intoxicated 
drive and the intoxicated pedestrian. Newman summarizes 
knowledge of the absorption and excretion of alcohol and 
shows that only about 10% is excreted in the breath and urine, 
and this fraction cannot be increased to any significant extent 
by therapeutic measures. The remainder of the- alcohol under- 
goes, combustion to carbon dioxide and water, the initial steps 
of this process taking place in the liver. A 70 kg. man cannot 
metabolize much more than a-pint of 90-proof whisky in the 
24 hours, and, though this quantity may be exceeded 
temporarily, it cannot be continued without interruption for 
any pemod without a lethal outcome ; the fact that death does 


— 


not more often occur from acute alcoholism alone is explained- 
by the protective actions of coma and emesis. This amount 
of alcohol yields approximately 1,200 calories, which is a 
considerable proportion of the basal metabolic requirements. 
We cannot expect any therapeutic measure aimed'at the removal 
of the alcohol by combustion to do more than double this, 
or-more calories will be produced than the body can use, 
leading to® an increase in total heat production. Combustion 
may be speeded up to some extent by fever, by increased 
protein metabolism, and by insulin. Although alcohol is a 
pharmacological antidote to strychnine and benzedrine, these 
drugs are of little use in treating acute alcoholism. Analeptics 
such as leptazol are of more value, while glucose, with or 
without insulin, increases the resistance of the nervous system 
to the lethal action of alcohol. Carbon dioxide is helpful 
for the respiratory depression. j 

The chemical diagnosis of alcoholism may be based on 
analysis of the breath, saliva, urine, cerebrospinal fluid, blood, 
or plasma. The last is probably the most reliable. In a com- 
plete review of this difficult and controversial subject, Newman 
points out that the effect of the same concentration of alcohol 
in the blood varies in different individuals. In one very well 
controlled study “ the percentage intoxicated at each level of 
blood alcohol was enumerated as follows: 5-75 mg.% blood 
alcohol, 10.5% intoxicated-; 75-125 mg, 18.5% ; 125-175-mg., 
47% ; 175-225 mg., 83.6% ; 225-275 mg., 90% ; 275-325 mg., 
95.1% ; 325-375 mg., 96% ; 375-425 mg., 98.3% ; and over 
425 mg., 100%. It can be seen quite readily that although 
the general correlation is definite, a great deal of individual 
variation in tolerance must exist to account for those individuals 
called drunk at low blood alcohol levels as well as those 
designated sober at very high levels.” In addition, the reduc- 
tion of driving ability below that of a reasonably cautious 
and prudent person depends not only on the amount of alcohol 
taken and in circulation and whether the concentration is rising 
or falling, but also on the previous degree of practice and skill. 
Hence, unless we decide to punish people for drinking alcohol. 
at all if they are in charge of a car, we should probably regard 
a chemical analysis as only one item in the evidence, and in 
this ‘conhexion Newman stresses the importance of early 
examination by a physician, who may at the same time, if 
necessary, take a sample for analysis. 


A CHALLENGE TO OBSTETRICIANS. 


Revelation of Childbirth. The Principles and Practice of Natural Childbirth 
By Grantly Dick Read, M.A, M.D. (Pp. 262. 21a) London: Wiliam 
Heinemann (Medical Books), Lid. 1942’ 


This book accuses the medical profession in general and the 
consulting obstetrician in particular of gross mismanagement 


‘of all .cases of normal pregnancy and labour. The early 


chapters are concerned with the anatomy of the uterus, pain- 
producing factors, and appreciation of pain. Next, the fear 
of childbirth is discussed together with its effect upon the 
neuromuscular mechanism of the genital canal. It`is this 
effect which, according to Dr. Read,- is responsible for the 
pain experienced during labour. . He holds that labour should 
be painless, except perhaps during the final contractions of 
the first stage. These chapters do not make easy reading, 
and-the simile between childbirth and defaecation is not con- 
vincing. The abuse of anaesthetics and analgesics in labour 
is -then discussed, in which chapter there is much needless 
repetition. In fact, there is much redundancy throughout, 
The most interesting part of the book describes the author’s 
education of the pregnant woman, his treatment of her, both 
ante-natally and during labour. Here again he disagrees with 
orthodox teaching, for he believes that, in the early weeks of 


` pregnancy, it is the retroverted rather than the anteverted uterus 


which will cause frequency of micturition. The chapter ‘on 
relaxation would have been more appreciated before that on 
the conduct of labour rather than after it. 

The end comes with an appendix consisting of a series of 
letters from patients reminiscent of advertisements for patent 
medicines. Yet, in spite of all this, no one can doubt 
Dr. Read’s sincerity, and the book contains a message to all 
those who work in the field of midwifery—namely, -that the 
physical condition is considered at the expense of the psycho- 
logical and that neglect of the latter frequently converts what 
would have been a normal physiological function into a 
pathological process. — 


SEPT. -26, 1942 


a *“NOTES: ON BOOKS ae So 


369- 


` Bartisy . 
' MEDICAL JOUBNAL 





l 7 i * > 
Notes on Books ; 


In My Self, My Thinking, My Thoughts Mr. K. W. MONSARRAT 
makes a t attempt to analyse his own mental processes, 
In-his opinion the present world crisis calls for a criticism of 
human habits of thought as an essential preliminary to a better 
state of affairs, and the firét step must be a self-critigism. The 
book is not easy reading, even with the aid of the symbolic 
diagrams provided, and it illustrates the difficulty of conveying 
to others one’s own methods of thought. In the chapter on 
_ sociology the author adopts the Adlerian philosophy ; the 
general reader will probably be most interested in his view 
that the attraction of He mystery religions lay in their pro- 
viding an antidote to fear. e book is published at 7s. 6d. by 
the Liverpool University Press, and in London by ‘Hodder and 
Stoughton. © > . 


- Although the editors of The 1941 Year Book of Radiology 
- (H. K. Lewis, 27s. 6d.) have had to rely, because- of the war, 
on radiological work done in’ the Western Hemisphere, the 


standard of this publication has been well maintained. As 
before, it appears in two sections—Diagnosis, edited by Dr. 
Charles A. Waters assisted by Whitmer B. Firor; and Thera- 


peutics,.by Ira D-Kaplan. In the section on diagnosis articles 
of interest aré those on injuries from metrazol therapy. 
osteoporosis from circulatory obstruction, and insidious frac- 
tures from repeated mild trauma. Georg “Brandt’s paper on 
this is comp i 
time. The value of tomography iń sinus disease is pointed 
out ‘in a paper by Sherwood Moore and Cone, which also 
records two cases of enlargement of the internal auditory canal 
from VIlIth-nerve tumour, demonstrated tomographically. In 
the gastro-intestinal section there are interesting articles on 
x-ray_control in the use of the Miller-Abbott tube in intestinal 
obstruction and on the small intestine in sprue and deficiency 
diseases. . There is a report on the use of pheniodol for 
cholecystography: In the- radiotherapy’half of the book there 


is reviewed a wealth of articles on research in cancer and on : 


general principles-of radiotherapy and technique in individual 
systematic treatment. The editors and publishers are to be con- 
gratulated on the continued excellénce of this yearbook, which is 
doubly welcome in these times of Gees But original papers 
are difficult of access. No radiologist should be without it. 
A sixth edition of ToRALD SOLLMANN’S Manual of Pharma- 
cology has been published by W. B. Saunders Company at 45s. 
This well-known manual, which in our last review we escribed 
as ‘the fullest_.work -of reference . : . written in English,” 
is modestly introduced by the author in his preface as “ a rather 
comprehensive outline of ¢urrent knowledge and conceptions 
of drug actions, especially from the point of view: of their 
practical importance in medicine, therapeutics, and toxicology.” 
So much has happened since the preparation of the 1936 edition 
that the author has found it necessary not only to add new 


sections on such items as the sulphonamides, but.also to rewrité i 


almost every paragraph. -This, as he says, has been made 
necessary by the fact that, in addition to the spectacular 
advances that have been made, there have been “ quiet develop- 
ments-in nearly every field of medicine.” To make room for 
the new material, and so as not to increase the size of the 
volume unduly, matter which was becoming out of date has 
been either omitted or condensed:. the author has wisely 
decided to omit the section .on specific sera and vaccines. 
Sollmann’s Pharmacology is not only an indispensable reference 
book ; the matter set in large type provides a continuous narra- 
tive that serves as,a text for the student. The volume is com- 


“pleted with 104 pages of bibliography which has been “ checked -- 


repeatedly to increase its accuracy.” 


Studiés in Hay Fever and Asthma records a series of investi- 


gations undertaken by Dr. Davip Harvey during the tenure of. 


an Asthma Research Council Fellowship, 1932-9, in the 
laboratories of the Inoculation Department, Be Mary’s-Hospital, 
London. The work represents a ced studies of a chemical 


and immunological nature: dealing with the substances con- 
cerned in allergic reactions and in the: mechanism of specific 
. desensitization. Hence the work is of more interest to the 
specialist than to the practitioner. Many experiments are 
detailed'to show the differences between the hay-fever idioceptor 
and anaphylactic and other antibodies, and in investigating the 
‘chemical nature of the hay-fever idiotoxin the strongest 
reactions were obtained with a fraction which contained 
denatured protein of albumin type.” The role of heredity in 
hay-fever is. discussed. and Harley considers it connected with 
the inability of the blood to digest certain constituents of the 
pollen grain., In the specific diagnosis of hay-fever it is stated 
that “for routine purposes it is ‘sufficient to make a’ test with 


ensive and of considerable importance in war-" 





Timothy (Phleum pratense) pollen extract,” a statement with 
which most other observers will not. agree, and the possibility 
of other sensitizations in, “seasonal ’-hay-fever cases is pot 
mentioned. The book is ‘published by iliam Heinemann at 
10s. 6d. , ` 


Messrs. H. K. Lewis and Co., 136, Gower Stregt W.C.1, 
publish on behalf of Dr. S. L.“SIMPSON a simple scheme of 
instructions for measuring insulin as used at the Willesden 
General Hospital diabetic ‘clinic. The front page of the card 
contains the instructions and at the middle opening there are 
illustrative diagrams. The publishers will send a specimen 
card on receipt of 8d. 
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Preparations and Appliances 





FRACTURE OF BOTH BONES OF LOWER LEG: 
A TRACTION APPARATUS > i 


Surgeon Lieut. W. A. HUTTON. R.N.V.R.; writes: The-method 
of choice in the reduction of lower leg fractures associated 
with overriding lies in skeletal traction with plaster fixation. 
Recent suggestions that this is productive of delayed union have 
not been supported by our experience. The apparatus described 
below was devised when simplicity with ease of construction 
was essential ; it has been found competent to deal adequately 
with any of these fractures, and it is considered that in certain 
respects it is an improvement on existing methods. f 
Apparatus —Primarily this is a bottle-screw traction of 
common engineering practice. At one end of each of two. metal 
rods of arbitrary length is beht a metal loop, and at the other 
end of each rod a thread is cut. In one rod this thread 1s 
left-handed and in the other right-handed. A metal bottle- 
screw bridges the rods across the threaded extremities. By 
rotation ‘of the bottle-screw the ends of the rods can be 
‘approximated or separated, according to the direction of 
fotation. ‘ , 
Operation:—The loop at the end of, one rod is attached to 
the lower fractured fragment ; the loop at the end of the other 
rod is attached to a fixed point. In our case this fixed point 
is a metal hook cemented into the theatre wall some six feet 
from the ground. ‘Under local anaesthesia a Steinmann pin is 
inserted ‘through the lower tibia or os calcis and the stirrup 
connected ; the remaining metal loop is then connected: to the 
> stirrup by means of the Steinmann pin. The table is tilted to 
the. Trendelenburg position to provide the counter-extension 
of the patient’s body weight. Traction is now applied by rota- 
tion of the bottle-screw, which is controlled radiographically. 


: 


a=Bottle-screw. B=Loop attached to a fixed point. 
c=Loop attached to skeletal traction. 





a 


After overriding has been corrected, and apposition obtained 
by lateral- pressure, two flannel strips are pąssed under the leg, 
the one at the fracture level and the. other below ; a third may 
be passed under the knee-joint if thought necessary.. The 
bottom flap of the table is then dropped, an assistant support- 
ing the limb by means of the flannel strips. A posterior plaster 
slab is applied from the plantar surface of the foot to mid- 
thigh, passing through the stirrup and incorporating the posterior 
portions of the flannel strips. When-this has set, the assistant 
supports the limb by the cast, the redundant pieces of flannel 
are -cut away, and the plaster completed in the usual manner. 
When the cast has firmly set the extension is removed and the 
patient returned to bed, with application of weight extension 
if the -type of fracture renders the reduction likely to be 
unstable. To' prevent rotatory stress on the fragments, the 
plaster is renewed or wedged around the knee-joint in slight 
flexion previous to the fitting of a walking-iron. 
Summary.—The points in which it is suggested this apparatus 
is of value are: (1) It is very simple and cheap, and can be con- 
structed, as in our case, in a non-technical workshop. (2) The 
traction is applied with the knee extended, avoiding the neces- 
sity for completing the plaster in two portions, the one with 
the knee flexed and the other with the knee extended. Loss 
of’ the reduced position has been noticed when the limb is 


straightened to complete the plaster. (3) The operator has 
ample room in which to complete the plaster, there being no 
traction apparatus near the limb. (4) The rate of reduction is 


very gradual, and when obtained the reduction is positive,,there 
being no possibility of any slip-back. It is under ragjographic 
and mechanical control throughout es 
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l A NUTRITION COUNCIL 

The well-informed article that appeared under the main 
hedding of “Food and Food Values” in the Times of 
August 28 is welcome for more reasons than one. The 
medical man, and other workers in applied science, have 
for “long deplored the apathy towards, and ignorance of, 

» Ty 7 ‘a 
science, and especially biology, that exist not only among 
the general public but im particular among educated men 
and’ women. In peacetime it was a common criticism in 
the world of science that those who were in charge of the 
destinies of this country, and especially the civil servants 
responsible for the day-to-day administration of Govern- 
ment policy, were lamentably ignorant of those scientific 
facts and principles upon which the material world in 
which we live is largely hinged. Since the outbreak of 
war ‘recurrent protests from workers in various branches 
of science have-borne witness to the frustration felt by 
men who understand what is meant by the hackneyed 
phrase, “ We live in an age of science,” when they observe 
the recurrent stupidities committed by civil servants edu- 
cated in the classics and the humanities. We believe that, 
in overcoming the apathy and ignorance’ that still exist, 
organs of responsible opinion such as the Times have an 
important part to play, and it is therefore with pleasure 
that we see published in its columns an article referring 
to such matters as “the microscopic examination of the 
eye.” and “blood and urine analysis.” There is a real 
potential interest in biological subjects, and so in medicine 
—especially when applied to the prevention of disease— 
that is still largely unsatisfied, and until this is satisfied 
it will not be easy to arouse public interest—and so pro- 
Mote public action—in the proposal made in the Times 
article that a Nutrition Council should be formed. 

The first question to be decided is whether there is need 
for such a council. The arguments adduced in the article 
referred to'are very much in line with discussions that 
have taken place during the war on the need for the unifica- 


tion qf the medical services. As the Times correspondent_ 


points out, there are. a number of bodies concerned in 
some way or other with nutrition. For example, there 
are the Medical Research Council, the Ministry of Food, 
the Ministry of Health, the newly formed Nutrition Society. 
There are the Board of Education, the Ministry of Labour 
and’ National Service, the Agricultural Research Council, 
the Food Investigation Board, the Department of Scientific 
and Industrial Research, and the Cabinet Advisory Com- 
mittéé on Food Policy. There are, too, the food manufac- 
turers and the caterers. At the moment the country is 
very“ food-conscious,” and everyone is acutely aware of 
the fact that, in the main, the stomachs of the nation are 
filled with produce brought to this country by ships which 
have jo run the gauntlet of the enemy submarine and 
surface raider, and that even if we produce the maximum 
amount of foodstuffs that.can be home-grown we must, 
as a small island with a large population, depend for our 
sustenance largely upon what comes from other countries. 
This, in itself has recently brought to the fore the important 
technical problem of dehydrating foodstuffs, so that the 
holds of ships shall be occupied by what is essential and 
rot by the large quantities of water which the natural 
food ‘cqptains. Again, the shortage of citrus fruits has 
focused attention on the technical problem of canning and 


cooking vitamin-containing foods so that these vital factors 
of diet are not destroyed. The most enlightened Govern- 
ment Department thrown up by the war, the Ministry of 
Food, has played a fine part in bringing home to the con- 
sciousness of évery man and woman in the country the 
multitude: of factors that enter into providing them with 
the kinds and amounts of foods that are necessary to 
keep body and soul together. What is more, it has stirred 
an interest in nutrition as the basis of good health and has 
created a demand for good and sufficient food that the 
people of the country will insist upon having satisfied when 
this war is over. ` ; 

With ‘so many diverse interests involved, with so much 
technical information that is ill co-ordinated, there would 
indeed seem to be a sound case for forming the proposed 
Nutrition Council. If this is granted, the next question is 
whether any of the various organizations referred to above 
is by its present constitution fitted to fulfil the function of 
such a council. It seems obvious that the work should 
not be undertaken by any Government Department 
which has at its head a Minister who, whatever else he 
is, is first and foremost a politician. In a letter to the 
Times Lord Dawson suggested that “the Medical Re- 
search Council is designed for just such a purpose, as its 
record will show.” We need not remind readers of the 
valuable work done by the M.R.C. in the field of nutri- 
tion as well as in all other fields of medical research, or 
remind them of the high position in the world of nutri- 
tional Science held by its present secretary. But as its 
function under the Privy Council is limited to medical 
research, and as in the conduct of a food policy for the 
country as a whole so many non-medical sciences are 
involvéd, not to mention the key position of agriculture 
and the contributions of economists and statisticians, it 
may be doubted whether the task is one that the M.R.C. 
would be anxious to undertake. We come, therefore, to 
the other proposal made in the same newspaper by 
Lord -Horder—namely, that the Nutrition Council should 
itself be a committee of the Privy Council ; and this seems 
to meet the “logic of the situation.” ae 

The Nutrition Council should first «and foremost act 
as a bureau of information, and its first task should be 
to collect and collate all the information from the various 
sources that exist, from ministries, research organizations, 
individual research workers, clinicians, medical officers 
of health, dietitians, biochemists, food chemists, food 
manufacturers, agriculturists, economists, and even per- 
haps from food tasters. Once existing information had 
been assembled and card-indexed, the second task of the 
Nutrition Council would be to discover the existing gaps 
in knowledge and to arrange these in order of importance 
so that research workers could be encouraged to tackle first 
those problems the solution of which is of first impor- 
tance to the health and well-being of the people. The 
research worker, whether he wants to, follow his own bent 
or whether he is encouraged or directed to pursue a cer- 
tain line of inquiry, often enough finds at the end of his 
task that he has wasted a lot of time in going over the 
same field as other workers. The Nutrition Council should 
be able to make the individual worker or research organiza- 
tion fully acquainted with the work in progress on any 
particular subject. The third function of the Nutrition 
Council would be to initiate research along co-ordinated 
lines among the various sciences that converge on the 
kitchen table. : 

All this is not to suggest that nutritional research should 
be controlled by an authoritarian body. All fundamental 
research is, we believe, carried out by exceptional indi- 


` viduals whose instinct of curiosity fastens itself on to sub- 


jects of peculiar interest to their own genius. But it is idle < 
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to deny -that much scientific research has been: determined 
by motives othér than’ those aiming at the welfare of the 
consumer. Research into processing, canning; and- bottling; 
into methods: of marketing, etc., may.: be directed to form- 
ing tastes and habits of diet that benefit-the manufacturers 


and producers-hut not the consumer, and as medical. men 


our primary concern: is,.that the food -eaten.should main- 
- tain and improve: health. The results of.-research in the 
food industry: are often kept secret or-protected by. patent, 
and in, such a, matter asthe large-scale manufacture of 
vitamins an essential process may ‘be the close preserve 
‘of one company: to ita.own commercial profit and. the 
detriment of the world-wide consumer.- How - powerful 
-commercial influence..can work against the health of the 


community is well’ illustrated by. the successful opposition - 


in this country to pasteurization of milk, and the: oppasi- 
tion to the introduction of wholemeal flour. One way to 
_ ‘remedy these abuses is to bring them into the light of.day 

‘and to. broadcast the facts to the public in season and 
out. This- could be done if‘the Nutrition Council had a 
publicity department with power to advertise in the Press 


- and to use filin, radio, and booklet to inform all and sundry 


of the. facts about food—in- other words,. to follow in 
time of peace the excellent example set by the Ministry 
of Food in time of war. eit 
 * There ig need not only: for.a national clearing house for 
- information but also for an international one, and, whether 
: or not the-Health Organization at Geneva is resuscitated 
' after this war; there would seem to be a good case. for 
the establishment of nutrition councils in all civilized 
countries to be linked up in one international establish- 
ment. In this way. it should not be impossible to build 
' up a social order in, which the hungry and ill-nourished man 
„_ in a world of plenty becomes a legend of the past. . 








BOVINE TUBERCULOSIS 
Vital statistics of England and Wales in 1941 showed’ a 
considerable increase in - tuberculosis mortality. among 
children. . Such an increase may be caused by greater 


opportunities for infection with the tubercle bacillus. 


_ dérived from either human or bovine sources, or from 
both. In this- war- the incidence of bovine tuberculosis 


in childhood might rise because of less efficient control : 


of tuberculosis in cattle and of milk or because evacuated 
children used to pasteurized milk were ‘unable to obtain 
this in smaller: urban and ‘rural districts. To investigate 


the relative part played by each type of bacillus involves’: 


analysis of both respiratory and non-respiratory déaths in 
relation to towns and country districts, and bacteriological 
typing of ‘organisms dérived from cases of tuberculosis. 
Examination of mortality figures suggests at all events 
that’ the increase ‘in’ incidence of tuberculosis among 
children cannot entirely be accounted for by bovine infec- 
_ tion. But even in peacetime bovine tuberculosis took a 
great, toll from childhood in deaths’ and disease, and 
measures to control ‘this were’ generally recognized to be 
inadequate. About 30% of all-cases. of non-pulmonary 
tuberculosis in. Great Britain are caused by the bovine 
bacillus. At all ages it is responsible for about 6% of 
deaths from tuberculosis (all forms); but this figure is 
much higher among infants and children than among 
_adults. In 1937 Stanley Griffith considered* that “the 
latest findings iù regard to this intractable problem should 
be made widely known, since they prove beyond any doubt 
that bovine tuberculosis is a serious menace which ‘must 
be fought with the utmost vigour.” He thought “ the 
: apathy of public opinion in this respect is astonishing in 


1 Pritish Medical Journal, 1942, 1, 789, . na 
_ * Túbercle, 1937, 18; 529. i ve i 2 o 
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face of.the incontrovertible evidence which has been pub- 
lished during. the. last quarter, of a.century. . . m : 
Tuberculosis is- widespread among cattle in this country, 
and much. milk sold ‘to the public contains live tubercle 
bacilli. It is generally’ believed that before the war about 
40% of cattle reacted to, the ‘tuberculin test.. his is a 
rough “average figure.” As H. T. Matthews pointed out 
at a recent discussion at the. R.S.M.,’ there are districts 
in. Britain where this incidence is ‘nearly 100% and 
others--where it is correspondingly low. Thus, using the 
tuberculin test, Montgomerie and Rowlands found 11.8% 
reactors in a North -Wales district, Thomas 2.6% in . 
South Wales, and Rabagliati,7.6% in.a part of Yorkshire. 
Matthews rightly insists that “ the conception of a uniform 
40% incidence as a total bar to the application of American 
methods [slaughter, with compensation to owners, of all . 
reactors] is. therefore misleading.” S. R. Gloyne stated. 
that, in -his laboratories, among 1,560 'mixed samples of 
milk (mostly -collected in the Home Counties), which were 
examined in’ 1928-31 tubercle. bacilli were demonstrated 
in 9.1%; in 1935-9 this figure fell to 6.2%. He.thought 
that at the outbreak of the war the incidence had probably 
fallen to about 4%, but there had occurred “a disturbing 
increase ” in the figures since then. Examination of, milk 
from individual herds has in the past shown that over 
6% of all farms were sending out milk containing tubercle 
bacilli ; it can be inferred, therefore, that nearly all bulked 
milk when mixed from twenty or more herds is likely to 
be infected. _ 7 ` ae 
In 1937 the Ministry of Agriculture introduced the 
Tuberculosis (Attested Herd) Scheme to encourage milk 


. producers to eradicate tuberculous infection from their 


herds; and in 1939 about 3% of the dairy farmers in 
the country had had their herds attested. No progress 
in this policy could be made since the outbreak of war. 
Clearly this method is somewhat laborious and costly, and 
time must elapse before ,success can be achieved. This 
depends on the frequent and accurate use of the tuberculin 
test, which has in the past not always been carried out 
with either a. satisfactory tuberculin or a satisfactory 
technique. Gloyne’ “pointed out that even among the 
specially designated milks tubercle bacilli could be found 
in nearly 1%. Prof. T. Dalling deplored that no provision 
is made for the disposal of cattle that react to the tuberculin 


-test, so. that in the clearing of a herd of tuberculous infec- 
- tion by the use of the test many 


infected animals may 
find their way to open markets and in their turn create 
new sources of infection or even perpetuate ififection in 
herds throughout the country. Nevertheless, he thought 
“the eradication of. tuberculosis from a herd or ‘group 
of animals and the prevention of further infection is the 
ideal method of control.” R. F. Montgomerie considered 
that to “segregate our infected animals from our clean” 
was the correct policy for this country. _ He added, further, 
that “the greatest hindrance to the establishment ' of 
tuberculosis-free herds is due to the apathy of the public 
in not demanding milk from tuberculosis-free herds and 
in not being prepared to pay a fair price for it.” H. J. 
Parish insisted that if milk containing dangerous organisms 
had been sold to the public surely it was not the public 
but the Government Departments concerned which were 
responsible. : 

Opinion .on the beneficial effects of B.C.G. vaccina- 
tion in cattle is still divided, and the immunizing pro- 
perties of the recently discovered vole bacillus are still 
uhder experimental investigation. On ‘the whole, there- 
fore, little progress is likely to be made in the eradication 
of tuberculosis in cattle while the war continues. The 
solution of the related problem in man must therefore be 
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sought in pasteurization, which should be compulsory not 
only because of tuberculosis but also because of the number 


of ofher infections spread by milk. But pasteurization must- 


be efficient.. Gloyne- found that.2/5% of 276 pasteurized 
samples contained tubercle bacilli. - In discussing the .Milk 
(Special Designations) Regulations, 1941, we pointed out‘ 
that the widespread use of . the phosphatase test’ by 
authorities controlling licensed pasteurization ‘plants had 
in the previous two or three years shown that in an 
alarming number of cases the terms of the licences had 
nof, been observed. The 1941 Regulations permit local 


. authorities to grant licences to use the special designation 


“ pasteurized ” in respect of milk processed also by “ high- 
temperature short-time pasteurization.” The differences 
between this and the holder system are that at no time is 
the flow of milk actuglly arrested, and the margins of 
safety are less in terms of absolute time and temperature 
and demand great' precision in control. It is evident that 


this Order, which is considered provisional and justified by. 


the abnormal times, requires even more skilled working 
and an even more well-informed and technically minded 
inspectorate than before. We hope that these are avail- 
able or are being trained for extension of pasteurization. 
In the meantime we note with pleasure that the Chief 
Medical Officer of the Ministry of Health recommends that 
for children all milk which has not been pasteurized should 
be boiled. : : 
—__— 


PHARMACOLOGICAL PROPERTIES OF SERUM 


The great stimulus of the war to a fresh search for the 
perfect blood substitute has once again aroused interest in 
the possible value of serum. From the technical point of 
view serum has the advantage of being filtered more easily 


‘than plasma, but otherwise there is little difference between’ 


the physico-chemical characteristics of the two. So the 
main controversy has turned on whether the side-reactions 
produced by serum are so serious as entirely to invalidate 
its use.- Toward the end of the last century the presence 
of a vasopressor substance was demonstrated in serum, to 
whicli the name “ vasotonin ” was given.’* And the earlier 
workers were able to show that this substance appeared, in 
connexion with the process of clotting and was not adrena- 
line. Stewart in 1913 and subsequent workers have 
associated it with the presence of blood platelets, though 
others, believed that the vasoconstriction was really due to 
the blockigg of capillaries with minute particles. In addi- 
tion to the “ vasotonins ” there is evidence that freshly pre- 
pared‘serum contains a vasodilator substance, considered by 
Zipf to be an adenyl derivative, and also some other sub- 


stance which Brodie in 1900 found would cause a profound , 


respiratory and cardiovascular depression in cats. 

Reid and Bick’ have confirmed and extended some of 
these observations. They found that the vasotonins, which 
would cause contraction of isolated strips of ox carotid 
and guinea-pig jejunum, and so could not act by virtue of 
their particulate nature, could be eliminated in the prepara- 
tion of serum by any procedure which will remove the 
platelets, such as the recalcification of plasma which had 
been centrifuged or “ cream-separated.” Platelet extracts, 
on the other hand, were’ vasoconstrictor. The vasotonins 
passed through cellophane membranes and could be dried, 
stored, and were thermostable. No adenyl compounds were 
detected, as the serum used was always at least 12 hours 
old and contained an enzyme which inactivates adenosine. 
In the dog and rabbit serum injections were without ill 
effect, but in the cat experiences similar to those of Brodie 


4 British Medical Journal, 1941, 2, 916. 
8 Arch. intern, Med., 1918, 21, 565. 

a 6 Biol Reġ, 1937, 12, 48. i 
7 Med. J. Austral., 1942, 1, 245. 
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were recorded, in which a few cubic centimetres of even 
homologous serum caused ‘a profound fall of blood pres- 
sure, sometimesfollowed-by death- This-wag attributed to - 
-pulmonary and “coronary --vasoconstrietion, and the sub- 
stance-responsible-was found only-in platelet-rich-serum ; it 
was not the same as vasotonin, for it was destroyed by heat, 
and was fot dialysable or ultra-filterable. These facts are 
being used in Australia to produce a serum which is free 
from pharmacological disadvantages. By keeping it for 
12 hours any adenyl compounds are destroyed, ‘and by 
removing the platelets the vasotonins and the substance, 
responsible for collapse in the cat are removed at the same 
time. The fact that serum possesses practical advantages 
over plasma from the point of view of preparation. should 
encourage the trial of these methods. The final decision 
must depend on clinical experience, and what there is does 
oe Sve the use of serum as an efficient substitute for 
blood. 


MATERNAL PULMONARY EMBOLISM 


Maternal death has a tragic poignancy unique in human 
experience. The feeling of hopelessness which all in 
attendance experience at such a time is not lessened by the 
diagnosis of “ obstetric shock ” for which on occasion no 
satisfying explanation can be offered. -An excellent paper 
by Steiner and Lushbaugh' throws new light on the subject 
of sudden maternal death, and raises the possibility that 
in the future at least some of these deaths may be pre- 
vented. They maintain that the most common cause of. 
death during labour and the first few hours that follow it 
is the occurrence of pulmonary emboli due to the passage 
of meconium, liquor amnii, and vernix into the maternal 
circulation. These findings were based on an analysis ‘of 
the clinical histories and post-mortem material of 72 
maternal deaths investigated in the department of patho- 
logy of the University of Chicago. In eight cases the 
evidence suggested that death was due to the passage of 
emboli of foetal-origin into the maternal circulation. The 
clinical picture revealed by analysing the case histories was 
a fairly constant one. Uterine contractions tended to be 
violent, with actual tonic contraction in two cases, Then 
suddenly a rigor occurred, or the patient complained of 
feeling cold and passed into a state of shock. This was 
characterized by restlessness, dyspnoea, cyanosis, low blood 
pressure, and, on occasion, vomiting and delirium. Two 
of the eight patients died undelivered, and all were dead 
within “12 hours of the. onset of symptoms. In the small 
series studied, all but one patient was parous and four of 
the infants had died before labour began. Necropsy 
revealed a characteristic pathological picturé. In seven of 
the eight cases there was macroscopic pulmonary oedema 
with no visible emboli in the main pulmonary vessels and 
no evidence of infarction. The striking changes were found 
on microscopical examination of the lungs, when emboli 
were seen in the smallest pulmonary arteries (those with a 
diameter of less than 1 mm.), arterioles, and capillaries. 7 
These emboli consisted of epithelial squames, amorphous 
debris identified as vernix, and mucin identified as 
meconium.” In-a@ control series of 34 patients who died 
after the 7th month of pregnancy and before the 7th 
day of the puerperium the changes described above were 
not discovered. In view of this it would appear that these 
emboli were associated with the clinical picture of shock 


-in the series recorded. Further evidente was collected from 


experimental studies on dogs and rabbits. By injecting 
intravenously meconium and amniotic fluid the authors 
made the following important observations: the animals 
could be killed by the injections, and when this took place 
the clinical picture was one of anaphylactic shock. In 


1J. Amer. med. Ass., 1941, 117, 1245, 1340. 
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‘this connexion it is intéresting to note the observetion made - 


by ‘DeLée™ that “in women who ‘die unexpectedly during 
labour or just after it, , and in whom no cause of death can 
be found at necropsy, the picture resembles that of anaphy- 
lactic’ shock. If death of the animals did not happen too 
rapidly pulnionary oedema developed. Post-mortem 
examination revealed changes in the lungs similar-to- those 
found in the 8 patients who had died. As a result of these 
investigations the authors claim that the J have established 
the identity of a néw disease» with distinctive’ aetiology, 
symptomatology, and pathology. The criticism could be 
‘made that the evidence in support of this claim was col- 
‘lected from a very small series of cases, but none the less 
it-has been very carefully and- critically analysed. , Now 
that attention has been drawn to the condition there is cer- 
taia to be a more careful study of cases presenting the 
-syndrome, and the accumulation of further facts cannot 
'be long delayed. - 


THE AETIOLOGY OF PHLYCTENULAR 
OPHTHALMIA , 


“The provision of the White Oak Hospital by the London 
County Council for the care of children with eyé affec- 
tions requiring prolonged. treatment _is of great value. It 
‘is-a real regional provision for eye cases. Children were 
admitted at first for trachoma: Now this affection is rare, 
so the beds are available for „other cases. Mr. Arnold 
Sorsby has worked in this hospital as the ophthalmologist 
for several years, and his work. and observations on cases 
_ of phlyctenular ophthalmia were the basis of his Hunterian 


-. tation particularly sensitive. 


‘Lecture at the Royal College of Surgeons in January of ' 


this year. In the British: Journal of Ophthalmology of 
_ April and May his observation and those of many workers 
are set out. He'has made an-excellent review of historical 
research on this disease, but the greatest interest is centred 
_in his own observations.’ The records cover 16 years and 


* 1,392 children, of whom 39.1% were boys and 60.9 % \ or.results from ihe breakdown of cane sugar. 


, girls; iņ 'other cases of eye disease admitted the sex inci- 
, dence was ‘roughly equal. He ‘found no obvious difference 
in the. state of nutrition in the phlycten cases, nor any 
. material difference in the incidence’ of focal sepsis and 
 pediculosis. Reactions to non-bacterial allergens (deriva- 


tives” of milk and egg, house dust, dandruff, pollens; etc.)_ 
The- positive: reactions were*obtainedby ~ 


' were. negative. 
the testing with tuberculin. All the children were so tested 
for. 16 years : children over 6:years of age by. the Mantoux 
test, those under 6 by the Moro test. Positive reactions 
were obtained in 84.8% of, all phlycten cases; where- 
as the Corresponding incidence -in cases of blepharitis was 
‘only 15.3%. Radiography of the chest in 510 cases 
showed that there was evidence of tuberculosis in 72:2% 
_ of phlycten cases—nearly 9 times more than in the con- 
' trols. Clinical tuberculosis was seen in 6.4% of phlycten 
cases, against no cases in the controls ; and a family his- 
tory of tuberculosis in 28.9%, against 3.7% in the normal 
school population. The blood sedimentation rate was 
raised to' 79.8% in active phlyctens, against the normal 
~ rate in others. Tubercle bacilli could not be recovered in 
- stomach washings or iri excised tonsils. The after-histories 
of ten years of cases -showed an incidence of -5.3% of 
clinical tuberculosis and a mortality rate of 0.8%,. about 
' S`times the incidence in the controls. Mr. Sorsby writes : 
“Tt is therefore concluded . that phlyctenular~ ophthalmia 


. 


is a ‘manifestation nof of tuberculous disease but of tuber- g 
= culous infection, the. phlycten -making its appearance only 


when a hyperallergic phase is-present, and- there is a suit- 
„able (? specific) exciting factor of endogenous or exogenous 


origin.” ane 5 3 $ 
LERE O a e i a o a a 
3 DeLee. J. B., Principles and f- Practieg of Obstetrles, 1938, Tth ed., p. 905, 

. Philadelphia. 
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- in four: ‘ 


‘be associated 


_ There is one point that arises. in the consideration 
of this excellent report of observations and records*of 


‘Mr. Sorsby. Why should the eye be attacked and daniiiged 


by this strumous bodily reaction -and condition? This 
report gives no hint of an answer to this questiin. One 
observer (Harman: -The Conjunctiva in Health and 
Disease, ~1905) found some evidenée in’ the acute Cases 
seen in a children’s hospital of a hint of an answé to 
this question. The position of the fresh acute lesions’ Seen 
during ten years was marked-on charts. The tabulatiin 
was conclusive. The limbus in the temporo-malar quad- 
rant was the seat of election. The limbus has the most 


this quadrant there is a direct connexion with the netVes 
of the teeth of the upper jaw. Thege is much dental irrita- 
tion in children of the age group of the incidence of 
phlyctens. The serious general bodily affection by some 
tuberculous infection, -so conclusively- demonstrated by 
Mr. Sorsby, would render this seat of possible dental irri- 
Mr. Sorsby concludes : “ The 
prognostic significance of the phlycten is graver than that 
of a positive tuberculin reaction in a child; this is borne 
out by the subsequent incidence of tuberculosis and ror- 
tality from it in children previously affected with phlyctenu- 
losis.” , So this eye disease is in a sense an indication of 
the gradé of physical fitness or unfitness in children! 


ESSENTIAL FRUCTOSURIA 
Among inherited human anomalies af metabolism essential 
fructosuria must be one of the rarest and, at the same 
time, in all probability one of the most harmless. In this 
condition a definite and constant part of the fructose 
ingested, about 13%; is excreted unchanged in the urine, 
and this is found whether the fructose is ingested as such 
The usual 
tests do not differentiate fructose from glucose, and affected 
persons are usually supposed, until more careful investi- 
gation is made, to-be cases .of ordinary glycosuria. 
Margaret Lasker’ has made a very extensive study of the 


anomaly and has greatly amplified the sparse knowledge 


collected during the 64 years,since the .condition, was 
recognized. , Some idea of its rarity may be gathered from 
the fact that: she has been able to collect no more than 
58 cases from the literature, and, of these, 18 do n&t satisfy 
the requirements for positive recognition. The incidence 
of fructosuria. is probably considerably less than one in a 
million. Lasker, as the result, obviously, of a prolonged 
search ‘and with the’ co-operation of other physicians, Has 


‘added no fewer than five families. Recessive inheritance 


is cléarly indicated.. In for out of her five sibships con= 
taining affected persons the parents were blood relative 
and this is true of two others reported previously. In 

other recorded families no statement was made on this 
important ‘point. The proportion of affected among the 
brothers and sisters of those persons who brought the 
families to notice is sufficiently close to the theoretical one 
In. the comparatively few instances in which 
parents or offspring have been tested they have invariably 


been found to be normal. The.harmless nature of the 


condition is indicated by the fact that, although accom- 
panying departures from normality have often been 
described, these, are nearly always different and seem, fo 
only - accidentally with the fructosuria. 
Lasker’s. paper performs a service in summarizing the 
literature, in adding valuable original material, and in 
clarifying this small by-way in medicine. o 
1 Human Biology, 1941, 13, 51. 
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Treatment of Bacillary Dysentery . 

The first thing to be said about treatment is that the sooner 
the disease is diagnosed and treatment commenced, the 
better. At the beginning of the last ‘war patients were’ given 
opigm and opium pills—a pernicious practice ; but when the 
patiënt is being transported over-long distances morphine ‘or 
tincture of opiim may be given to keep him quiet, and to 
stop the violent peristalsis, dysuria, and tenesmus. “ Saline 
treatment,” introduced by Army surgeons 300 years ago, has 
still the greatest vogue. Large doses of the salts are given. 
Sqme” like senna, others rhubarb ; but I myself believe that 
there is nothing better than sodium sulphate, 1 drachm every 
three hours for the first forty-eight hours and then four times 
daily until the stools become faeculent, because at first they 
contain no faeces at all. S : 

- Diet is most important. Do not starve your patients. -There 
is no sense whatever in that system, for the upper small intestine 
is still functioning, and so is,the stomach. Not much milk 
must be given, because it forms into clots and curds, which 
are passed with difficulty. They should have large ‘amounts 
to drink—four or six,pints of lemonade or barley-water—to 
replacg dehydration. Prey can be fed on junket, jellies, 
beef-tea, and: chicken broth. In America ice-creams are in 
vogue.“‘Do not attempt to give anything solid like milk 
puddings or sago until the stools contain faeces. Above all 
things, arrowroot is suited for the treatment of bacillary 
dysentery, The natives of the Pacific have treated dysenteries 
with arrowroot since time immemorial. The addition of 


` brandy is ‘stimulating and comforting. - 


Récently it has been shown that blood transfusion is an 
excellent. measure in desperate ‘cases, and has recently been 
employe in a big outbreak of dysentery in Poland. The other 
measure is‘intravenous hypertonic saline with 5% glucose. Then 
we ‘come to antidysenteric serum, about which a number of 
doubts have recently been- expressed. The real trouble arises 
from the fact that the antidysenteric serum of the last war 
was polyvalent, but now we have a concentrated form of Shiga 
serum. ‘The cases that require. serum treatment. are Shiga 
infections. You do not have to wait unt your’ laboratory 
diagnosis’ has been perfected before acting, but serum must 
be given early and in sufficient amount—i.e., 80 c.cm. intra- 
muscularly to adults. The muscles of the buttocks are suitable 
for the purpose, also the adductor muscles of the thigh, but 
it should not be injected subcutaneously. Many a soldier has 
told me`he would rather put up with his dysentery than with 
subéutaneous serum. Serum sickness, which can be obviated by 
injections of adrenaline, commonly ensues. In severe toxic cases 
serum can be given intravenously in doses of 50 to 60 c.cm. 


_ Anaphylaxis is apt to occur in bacillary dysentery with anti- 


dysenteric serum, especially if the patient has been sensitized 
to it previously, but not many die from this cause. But please 
do mot give everybody antidysenteric serum indiscriminately. 
The majority of cases get well without it. I think it is a very 
good rule to say that, if the patient is very toxic, if his pulse 
rate is about 120, if his. temperature is 103° or 104° F., and 
-if theygtools number more than twelve in the twenty-four hours 
and contain a lot of blood and slime, then antidysenteric 
serum should be given, but otherwise not. 


1 





—< 


- Chronic bacillary dysentery is not`so easy. to treat. <The 
best method is irrigation of the lafge intestine with--eusol— 
1 part to 5 parts water. This can be injected into the large 
intestine, but some of these cases do not respond at all, and 
a valvular caecostomy may have to be performed to put the 
bowel at rest. The whole problem of treatment of the bacillary 
dysenterie®, in both the acute and the chronic stages, has now 
been transformed by the introduction of sulphaguanidine, 
a sulphonamide which -is specific’ for dysentery bacilli and. is 
given in doses of 6 to 9 g. daily for the first five. days; 
reports on this subject are now coming to hand. It really 
seems as if this drug was specific, especially for Shiga and 
Flexner infections. It is also’ curative in the chronic form. . , 

The best way of diagnosing bacillary dysentery is to examine 
the exudate under the microscope. Clinicians used to say that 


-~ if you had to wait’ for the laboratory to give the correct 


diagnosis the patient would have either recovered entirely or 
have succumbed.” Nevertheless, a pretty accurate forecast can be 
made from a study of-the cellular exudate, Sigmoidoscopy 


. is a useful adjunct. 


„ln chronic bacillary dysenteries the whole of the mucous 
membrane is covered with granulation tissúe. The normal 
folds have disappeared- and the walls are thickened and 


_ stenosed. Therefore stenosis of the bowel is a feature of the 


post-dysenteric state. This occurs after bacillary dysentery ; 
never after amoebic. Sometimes masses of granulation tissue 
form and are known as pseudopolyposis, similar to that of 
chronic ulcerative colitis. s - 
e 
i Amoebic Dysentery 
Great emphasıs has`been laid on amoebic dysentery, but it 
is not anything like the danger it is stated to be. Dobell has 
claimed that E. histolytica infection is the most easily con- 
trolled of any in man. This protozoan™ produces . ulcers 
of the large: intestine, but apparently it is a question here 
of a struggle between thé processes of repair ‘and those of 
destruction. The Æ: histolytica is a parasite-of the submucous 
layer of the large intestine ; it lives mostly beneath the surface 
and not"above. It may be looked upon as a sort of intestinal 
“rabbit,” and the first lesions visible are little superficial 
abscesses on the’ mucosa which indicate its burrows. If one 


of these be incised there exudes some grumous material con- - 


taining active E. histolytica. Although ‘these lesions are 
scattered throughout the length of the. intestine, the intervening 
mucous membrane is perfectly normal. A familar form of 
lesion is known as the “sea anemone” ulcer. It—will be 
observed that fissures traverse the bowel, and there are blood- 
stained sloughs hanging down like seaweed. Sometimes*multiple 
ulcerations or solitary ulcers of Jarge size are present. The 
clinical phenomena of amoebic dysentery are produced by 
local lesions of the intestinal “canal. Thus the two main 
dysenteries are as unlike and apart as the two poles. 

There is no mistaking the E. histolytica for anything else 
when it is seen under the microscope. The difficulty always is 
that it may not be present in the particular portion of the stool 
when examined. This parasite does not live very long outside 
the human body—in thè tropics perhaps two hours, in this 
country perhaps three or four. _ It is most important to examine 
the stools as quickly as possible. In a fresh specimen the active 
E. histolytica moves, as ‘Dobell: says, “like a slug at express 
speed.” Each individual has the characteristic nuclear granular 
endoplasm and clear marginal ectoplasm, and it lives upon 
red blood corpuscles. What the oyster is to the alderman the 
ted blood corpuscle is to the E. histolytica! Sometimes as 


many as 60 or more may be found inside one individual. Then 


there ‘are in the exudate ,Charcot-Leyden crystals. But do 
not jump to the conclusion that these crystals ‘necessarily 
mean amoebic dysentery: they are found in all kinds of infec- 
tions of the large intestine, especially ulcerative colitis, but 
they are certainly common in association’ with amoebic 
dysentery. z 7 


Amoebic dysentery may produce astonishing situations. In ` 


1937 a man who had had an-appendicostomy wound since 1900 


was seen. He had been washing himself out daily with 7 pints | 


of fluid, but in the stools one E. histolytica was found. He 
was then rapidly cured by anti-amoebic treatment and the 
wound rapidly healed. Amoebic dysentery may present 


Pi 
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-- amazingly long incubation periods. There was an old lady 


aged 74 with a liver abscess for which she had been operated 
upon, When the stools were examined she proved to have 
a heavy infection with E. histolytica, and-the organism was also . 
present in the pus from the-liver abscess. On probing into 
her history it was found that the only time she had been 
abroad was when, as a bride aged 17, she went out fo Bombay ` 
for ten days and had had some intestinal disturbance there. 
The incubation.period in her case was approximately fifty-seven 
years! Another case was that of a man who was- playing 


, tennis at Wimbledon and went down with acute dysentery, 


‘which was thought to- be ulcerative colitis. I could not find 
the amoebae'in the stools; but. his, intestinal canal was 
full of typical: ulcers, and in scrapings made from them 
E. histolytica was discovered in- large numbers. He had lived 
in Mauritius till he was 4 years of age, and was then 27. Not 
very long ago a man was sent to me as a case of carcinoma 
of the rectum.. He had a large fungating rectal ulcer. During 
the last war he had had dysentery. on the Somme in 1916, 
but had not noticed anything until, after eating some fried 
fish, he passed blood and mucus in the stools and was taken 
to hospital, where the ulcer was scraped and found to contain 
E. histolytica. In other words, the disease had taken from 
1916 to’ 1937 to develop. ` 

The chronic stage is different from the acute. These people 
generally suffer from flatulency, from abdominal pain, and 


: from periods of constipation alternating with diarrhoea. , The 


cysts which are found in the chronic stage have four distinctive 


* nuclei; they stain with iodine, which shows up the chromatoid 


body in their interior.. But the cysts of E. coli are also found 
in ,the stools, and it is necessary to differentiate’ one from 
:the other. Sometimes four nucleated cysts are’ present, but 
the patient does not show’ any symptoms of acute disease at.” 
all. These cases are known as “cyst passers” or “cyst 
carriers.” In India the cyst-carrier rate varies fromr 60 to 15%, 
in the, United States about 10%. There was a great epidemic 
of amoebic dysentery in Chicago à few -years: ago—one of 
the most remarkable epidemics of all time. Two big hotels 
were implicated. It was proved afterwards that E. histolytica 
was present in the drinking-water. One ‘of the drains was 
infiltrating into the main water supply. Thus it was proved 
that amoebic, dysentery is a water-borne disease. The incuba- >` 
tion period is anything from 2 weeks to 120 days. We know 
that the E. histolytica may lie dormant for a long time inside 
the body without producing any outward signs of disease. 


- The chief point is to examine the stools in as fresh a state-as 


possible. ` ke OS ws f 
The“entry of E. histolytica into the bowel is ‘first effected 
by proliferating in the intestinal mucus, Thence they penetrate 
into the’ submucosa and produce typical flask-shaped ulcers. 
This process is entirely different “from that of the bacillary. 
disease.” EEA p i t ` ‘ š 
’” Amoebic dysentery may give:many kinds of-clinical pictures. _ 
The great majority of the cases are chronic. Often they cannot 
be diagnosed correctly without the aid of the ‘sigmoidoscope. 
The ulcers ‘are easily seen just inside the sphincter, and - 
E. histolytica can be demonstrated under the microscope in 
preparations from the lesions:f In chroni¢ amoebic dysentery 
ulcers appear like small craters, and it is ‘known that this 
parasite may produce extremely minute lesions. One investi- 
gator once cut 250,000 sections of a bowel, and in one section 
only he found a nest of E. histolytica in the submucosa. There 
must be a great many people with these minimal lesions inside 
them. Many so-called carcinomata of the rectum turn out _ 


` really to be instances of localized chronic amoebic ulceration. 


,. Infections of, the, skin with E. histolytica have been known 


~ since’ 1892. Many ingtances of what: isknown-as “ synergistic 


gangrene” of the abdominal wall after operation are really due 


_ to..cutaneous amoebiasis at the site of a colostomy. Instead 


of the colostomy wound healing up, the whole abdominal wall 


. becomes. gangrenous and amoebae in numbers can be found 


in the exudate. I recall one case of amoebic infectién of the 
skin in a soldier who had a rectal abscess which had burst 
and spread, involving the whole of the lower rectum and 
-both buttocks. He was given 8 grains of emetine; When all | 
the sloughs cleared away apd he is now perfectly. well- He - 


. was an old soldier from “India, who-had never had “ dysentery,” ~ adequate technical 


though cysts of E. histolytica were present in the faeces. 


< 


Treatment of Amoebic Dysentery ` 

In the treatment of amoebic dysentery, when the disease is 
acute and the amoebae are present and active in the stools 
and there is blood and mucus, emetine,is the drug of election ; 
but emetine is not everything that has been claimed for it. 
It kills off the vegetative E. histolytica in a strength of one in 
five million; but it does not entirely eradicate the disease, and 
it causes these organisms to scuttle away into their burrows. 

The dose of emetine for an adult man is 1 grain a day, 
or 0.04 mg. per kilogramme of body weight. It is given for 
ten days and no longer. Let me beg of you not to overdo 
the emetine. This is a toxic drug,-which may have an effect 
on the myocardium, and children may die of acute heart failure 
from overdosage. It has an affinity for the nerve endings 
and may ‘produce neuritis, with muscular wasting resembling 
progressive muscular atrophy. In others it produces desquama- 
tion ofthe skin and cracked nails. It is not wise to say to 
one’s patient, “I will give you 10 grains of emetine and you 
will be cured.” Some people adopt the principle of giving 
10 grains a month and repeating this dosage indefinitely. 


This is bad practice. When there are cysts in the stools you 


will not get rid of them with emetine therapy by the injection 
method, but by the oral route by emetine-bismuth-iodide, popu- 
larly known as “E.B.I.” This has been shown to exert a direct 
action on the cysts. It is a red powder, and 1 grain is given as 
the first dose and 2 grains as the second. It is not necessary to 
use bigger doses than 2 grains. The total amount necessary 
to cure amoebic dysentery is about 18 to 20 grains. F have 
effected permanent cures with 18 grains of emetine-bismuth- 
iodide, and have now treated over 1,000 cases, only three of 
which have been known to relapse. Many of these cases have 
been watched for a- period of ten to fifteen years. 

The drug must be given last thing at night and be preceded 
by a sedative, the best being luminal. I usually prescribe 1 
grain at 8 p.m., another 1/2 grain at 8.30 p.m., and the E.B.I. 
at 9.30 p.m., not allowing my patient to take anything 
solid by the mouth after 6.30 p.m. By this means cysts 
are got rid of; but that is not the whole story. It is not 
enough by itself to follow this regime, and it should be aided 
by ‘quinoxy] (anayodin in America and chiniofon in the 
British Pharmacopoeia). These preparations are quinoline- 
sulphonic acid. When this substance in 24% solution is injected 
ińto the bowel in the form of retention enema it heals up the 
ulcers wherever it comes‘into contact with them in the rectum 
and lower sigmoid. A preliminary wash-out of 2% sodium bi- 
carbonate is given in the morning and then 7 oz. of the quinoline 
solution is run in’; the patient should absorb and retain it for six 
or eight hours. . If you give emetine-bismuth-iodide at night and 
quinoxyl during the day you can cure almost every case.. At 
the end of the ten days’ treatment the patient may eat any 
diet that he may “prefer. It takes fram-.ten to, fwetve days to 
heal *thie- amoebic ulcers, and, if the treatment .is carrieg out 
and the patient well nursed, no great inconvenience or Undue 
risks are involved. . ae a 

A great many other drugs are recommended for amoebic 
dysentery. Their name is legion.’ But I do not think any pf 
them approach in efficacy thosé of- which 1 have spoken. You 
can be quite certain that when the’ patient is once cured. of 
his amoebic dysentery and all ulcers have disappeared, further 
yelapses will not occur. 4 


` 











The Minister of Health has appointed a central technical com- 
mitteo to advise on the organization of mass radiography; it will 
be a subcommittee of the Minister’s Standing Advisory Committee 
on Tuberculosis.” ` Membership is a oR] ae Mr. T. 
Lindsay” (Ministry “of Health),’ Dr. A., B. Barclay, Dr. G. Lissant 
Cox, De. T. Ferguson, Surgeon" Commander W. Fitzpatrick, Dr. 
F. R. G. Heaf, Dr. G. Jessel, Major P.- Kerley, Brigadier D. B. 
McGrigor, Dr. S.' Cochrane Shanks, Dr. Norman F. Smith, “Wing 
Commander R. R.' Trail, Dr. Harley Williams (secretary), with 
representatives of the Ministry of Labour and the Department of 
Health for Scotland. The first sets of apparatus for mass minfjature 
radiography are expected to be available before the end of the year, 
and the remainder of the 25 already ordered will be in use during 
1943. The committee intends to provide a complete scheme for the 
full employment of these units throughout the country, cluding 
gtandards. It has diready considered training 
of. personnel’ and the allocation of the first sets of apparatus. 
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A NEW COMPOSITE MEDICAL CERTIFICATE FORM 

ety E FOR FOOD 
The’ Ministry of Food invites the attention of medical practi- 
tioners to a new and simplified form of composite medical 
certificate, eR.G.50, which is now available on application from 
local food offices. This new composite certificate, it is hoped, 
will help to lessen the work involved for the medical profession 
by the schemes for priorities and extra rations. It will take- 
the place of the three separate medical certificates which exist 
at present for priority milk, priority eggs, and extra soap, and 
also provides for possible extensions of rationing. Doctors are 
asked. however, for the sake of paper economy, to use up any 
stocks of the old forms of certificate which they may hold at 


the moment, before applying to the local food office for a 


R.G.50. 
FOR FOOD OFFICER US8 


supply of the new certificate. 
MINISTRY OF FOOD 

















MEDICAL CERTIFICATE 
I CERTIFY THAT :— 
Cy MILK 

(Block Letters) NATIONAL ae 

ADDRESS. ....- EGGS ... 

Teas, ed eas Sh 

Ss * @) an expectant mother] 

‘S| * i) a nursing mother. 

& *(üui) (a) suffering from the condition of Class......:.of the 
a $ Schedule of Conditions qualfying for priority 
SI- supplies of MILK, 

A '*(6) suffering from the condition of -Class........ of the 
g ` Schedule of -Conditions qualifying for priority 
fz] ' supplies, of EGGS; 

È -*(c) suffering from the condition of Class........ of the” 
2 Schedule of Conditions qualifying for extra supplies 
8 of SOAP, _ 

3 *(d) suffering from the condition of Class........of the 
4 k Schedule of Conditions qualifying for extra supplies 
*j. OE sway 4S 55s LAEE - 

~ and should be granted such supplies as are’ at present 
q authorized. ` 7 - . 


Beers (or Certified Midwife or Health Visitor 
if this certificate is for category (Ñ or (ii) 
3 above.) - 
Daters i iinis enaa ei 


-Take this certificate with. your ration book to your Food Office. 
il tc a A aa 


The new certificate is for use in conjunction with the schedules 
of conditioris qualifying for priority eggs, for priority milk, 
and for extfa soap, copies of which doctors already hold. When 
completing the composite certificate, doctors are asked to 
indicate clearly under which schedule of conditions a patient 
qualifies. There is no period or quantity entry to-make on 
the new certificate ; that, will be done in the food office. The 
peridds and quantities which hitherto have been maxima are 
now "standard. ~In cases where a patient qualifies for more 
than one ‘of the commodities covered by the certificate, only 
onencertificate form need be used, the separate entries being 
made in the relevant spaces. es 
The certificate may not yet be used in respect of national 
dried milk or dried eggs. Nor is paragraph (iii) (d) yet avail- 
able for use. This paragraph is provided solely in case it 
becdines, necessary to provide extra allowances of another 
comiiiodity. _ ; 2 ` 











< ith 2 

Avpatient aged 46 diagnosed as a case of schizophrenia had been 
giyen'shock treatment with insulin in 1938, after which his mental 
condition became much worse. In 1940 he was treated by hpyothermia, 
during which a-minimum rectal temperature of 80° F., was observed. 
During restoration of temperature external heat was applied too 
rapidly. Cardiovascular failure followed, and the patient died, 
Necrdépsy showed patchy bronchopneumonia, slight degeneration ot 
the cortical cells of the brain, and a small adenoma ot the pituitary 
gland. J. H. Talbot and his colleagues’ (Arch. intern. Med., 1941, 
68, 1120), who report this case, believe that sudden vasodilatation 
was ‘responsible for the cardiovascular breakdown, and -conclude 
that prof8nged hypothermias causes no serious changes ın normal 
tissues. P 4 





ered Medical Practitioner. _ 
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‘Nova et Vetera 





BOOKS OF TRAVEL BY MEDICAL AUTHORS 


Contributi@ns to fiction by medical authors—from Rabelais 
onwards—have often been discussed and listed. A somewhat 
neglected field of medical authorship—that of travel literature— 
is recalled and illustrated by a section of the latest catalogue 
of medical books issued by Megsrs. Davis and Orioli, now of 
1, St. Martin’s Street, Wallingford, Berkshire. Quite a number ' 
of medical men, famous many years after‘for professional 
eminence, appear to have written interesting and in many cases 
valuable books of travel in their early days. ‘Richard Bright, 
for instance, wrote an account of Vienna and Hungary, which 
was published in 1818. Sir John Bell’s description of Italy, 
particularly Florence, was printed in 1825 (after his death); 


the first edition is represented in this catalogue. “` Thomas 


Hodgkin described his journeys in Morocco in 1863-4; Sir 
Henry Holland did the same in respect of Ionia, Albania, 
Thessaly, and Macedonia in 1812-13. Tobias Smollett wrote 
of France and Italy (1766), as did John Moore (1781), who de- 
scribed his acquaintance at Florence with Charles Edward Stuart 
(the Young-Pretender). Martin Lister’s account of Paris went 
through many editions (the first, 1699, is to be found in this 
list, as well as a later one), and was reprinted as lately as, 1816. 
Alexander Russell, who described Aleppo, was lucky enough 
to include with his own writings two papers by John Hunter 
on the jerboa and the camel’s stomach respectively ; a copy 
of the second edition (1794) is now offered for sale. Commer- 
cially more valuable than these old travel books are some of 
the treasures of French Renaissance medicine now catalogued: 
such as Rabelais’s translation of Galen, 1539, with a picture, of 
a weird machine said to have been invented by Rabelais himself’ 


- —it looks as if it may have been meant for the treatment of 


fracture of the Patella, compound fracture of the femur, or 
dislocation of the hip-joint ; Paulus of Aegineta (1540) ; Guy de 
Chauliac’s Surgery (1500); and many others. -Smellies’s Mid- 
wifery (1754) is another treasure for a medical bibliophile. 
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Post-mortem Facilities for All ` 

Sm,—Many years ago it was part of my duty, and incidentally 
a valuable experience, to go out to small houses to make post- 
mortem examinations, either in connexion with workmen's 
compensation cases or to satisfy the scientific spirit by en- 
deavouring to discover the real cause of death in some obscure 
case where the patient had died at home after leaving hospital. 
It was a great convenience to many country doctors to be 
able to secure the services of someone, trained in the arts 
of the post-mortem room, who could go out with the necessary 
armamentarium and conduct such examinations, even though 
others more experienced in morbid appearances had sometimes 
to be relied upon to interpret the findings. There was a very 
great interest among the doctors concerned, and a considerable 
amount of interested curiosity among the people. None the 
less my numerous, and sometimes -remarkable, experiences 
emphasized not only the difficulties but the unsatisfactory con- 
ditions under which the work was usually carried out, so 
that such an examination often proved much more of an 
ordeal to everyone concerned than it ought to have been if 
post-mortems outside hospitals were ever to become more than 
unusual events. < 

For long I have thought that this problem ought to be 
tackled by the public health authorities, who might make them- 
selves responsible for having such examinations carried out 
by trained pathologists in fully equipped institutes. On proper 
request, conveyed by the medical practitioner, the public health - 
Services should be prepared to transport the body from the 
place of death to such an institute and, except in these abnormal 
times of petrol restriction, this ought to present no difficulty, 
whatever the distance. If desired, the body should be returned 
to the private residence after the examination, so that burial 
could be conductéd in the way that was customary and accept- 
able to the relatives and friends. , If it were generally known 
that by arrangement with the authorities such an examination 
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could be made, I think the privileges would-be frequently used. . 


The practitioner should cordially welcome such an arrange- 
ment ; and J feel sure that, far from any objection being raised 
on-the side of the public, it Would rather be otherwise, and 
in very many-instances relatives would readily consent to an 
after-death examination which would often be’ the ultimate 
arbiter of their doubts and fears. whee Ben Stn 

Naturally some confidential arrangements would have to be 
made as to the findings, and for some casés a very considerable 
amount of privacy might have-to be observed. In other cases; 


if the identity of the subject were not disclosed, the examination - 


could be-conducted much as other examinations are made in 
the big pathological departments,of many of our hospitals, 
where several necropsies take place in any one day and only 
those particularly concerned with the case know anything more 
than the mere facts of: the history and the problem’ to be 
, solved by the examination. I feel sure it will be generally 
conceded that any public health authority who undertook this 
work ‘would be ‘supplying a service which is greatly needed 
and which would be very much appreciated.—I am, etc., 


London. > G. GREY TURNER. 


s Lister -Technique for Emergency- Surgery _ 

SR, —Aş one who has endeavoured, with indifferent success, 
to preserve some of Lord Lister’s methods, I hope that Prof. 
R. "J. Willan’s plea (Sept. 5, p. 291) may receive consideration. 
The need for a Listefian revival is not so great in the theatre 
as in the ward. The fashion of the moment seems to be to 

“do all dressings without lotions of any sort, although, for some 
obscure reason, a little spirit is tolerated, The nurse who has 
perfunctorily, scrubbed her hands -with soap and water-behaves 
as though they were surgically. clean. “How long the dressings 
from a frequently opened, drum remain sterile is open to 
qiiestion.. In a ward where most of the patients’ wounds have 
been closed completely little harm is done, but it is not sur- 
prising that wound sepsis is reported to spread in the wards 
of E.M.S. hospitals.- Suggestions by Mr. W.:McKissock, Dr. 
Joyce Wright, and Prof. A. A. -Miles (Sept. 13, 1941, p. 375) 
for coping with the problem seem to ignore the use of antiseptic. 
lotions. Lister could open and drain a psoas abscess and avoid 
a mixed infection. In how many English hospitals could that 
be done to-day under modern methods -of ward dressing? | 

‘The application of an antiseptic lotion to an open wound 
should be avoided, but surely it has its uses in preserving the- 
sterility of dressings and instruments, and in cleansing the skin 
of the patient who is being dressed and the gloves which should 

_. "be on the hands of the-dresser.—I am, etc., 

Northampton, E 


, -`` Anaemia in X-ray Workers, : 

Sm,—I was very glad to read Dr. F. Ellis’s letter (Sept. 5, 
p. 291) criticizing the Ministry of Health's memorandum on 
anaemia in x-ray workers. In case anyone should think that 
"the risks from exposure to x rays are negligible it would be 
well to-recall that in the light of recent experiences in this 
country the Ministry of Health found it necessary to issue a 
warning ‘against, the setting of: fractures and removing foreign 
bodies under the x-ray screen (E.M.S. Circular, 1941, Suppl. 6, 
Sect. I). It must be admitted that x rays are always essentially 
dangerous unless employed with adequate precautions. Clinic- 
ally we know that-administration of x rays as ‘a bath to the 
whole of the body may be attended by a profound dis- 
turbance of health, which may be reflected by changes in the 
blood, picture. Technicians are not called upon to bathe in 
x rays, but from time to time one may be guilty of negligence. 
I have met with examples-of such. Others may sustain too 
much exposure from x rays because their hours of duty are 
too long or because they are working with old-fashioned or 
defective apparatus—conditions which are. apt to exist where 
there is no qualified radiologist in charge. 

I am in'full agreement with the suggestion that far too 
much attention is given to the specific action of x rays as a 
cause of anaemia. In a well-conducted department anaemia 
is almost always due to some cause other than x fays; and 
‘usually responds to treatment without the affected person being 
taken off work. Generally variations in the blood counts are 
within the limits of technical error, but occasionally there are 

_ changes which are difficult to explain., Before attributing these 


C. C. HOLMAN. 


to some specific action of x rays; it must be remembered that . 


-as yet we have little knowledge of the natural variations in 


other groups of workers working under similar corditions with- 
out contact with x rays. Clearly this is a problem which should 
be taken up by the Protection Committee in consultation with 
physicians and haématologists. If-a definite explanation is not 
forthcoming at the present time, perhaps the ccmmittee will 
indicate certain arbitrary standards of health (es judged by 
fiaematological methods) so that we may know wien a worker 
should be suspended from duty. ; ee 

Finally, I have no doubt that all x-ray workers may be called 
upon to take a full part in national service, for under proper 
conditions -there is no more danger to them from their work 
than exists in many other trades.—I am, etc., ; 

Oxford i F H. Kemp: 

Diphtheria Immunization Campaign E 

Sm,—In the Journal of Aug. 29 (p.°255) you refer to a Press 
conference re the above in which you report tte M.O.H. of 
the London County Council as estimating that 36% of London 
children are now immunized, and the president of the Home 
Counties branch of the Society of M.O’s.H. as saying that his 
figures are 35% of those under 5 and 48% of those between 5 
and 15, which would be about 41% of the total. I believe the 
latest figure given by the’ Ministry for the whele country is 
33%. All these figures are lamentably small. 

I am M.O.H. for an urban district where the figures are 
75% of those under 5 and 85% of those between 5 and 15, 
and this is after making a quite adequate deduction for those 
who have been immunized under the scheme bu. who have by 
now passed the age of 15. In this district the whole of the 
work is left to the general practitioners, and they are paid 
for doing it. They provide their own prophylactics and use 
F.T. for those under. 6, and T.A.F. for those over that age. 
I am also M.O.H. for a rural district where -he same plan 
obtains. There are only two practitioners resident in the area, 
and therefore much of the work is done by practitioners from 
about ten adjacent towns. It is obviously less easy to ‘work 
any scheme under these circumstances, but we have 60% of 
the children immunized. l'am not convinced that school 


_medical officers, school nurses, and teachers would be much 


help in propaganda, and as they are under the comtrol of another 
authority I have not asked for their assistance. “Ve have posted 
a few notices, we have had circulars distributed by the men 
with the scavenging lorries, and when each child reaches the 
age of 1 year the parents receive a letter from me reminding 
them that it is now time the child was immunized. I have 
no assistant M.O.H. and I have done no immunizations myself. 
—I am, etc.,- -` 


Llandudno. ARTHUR T. BLEASE. ' 


. Diphtheria Incidence K 

- Sır —The age incidence of diphtheria is shift ng ifl this-area. 
At the present time the number-of adult cases (over 16 years) 
is relatively increased owing to a fall in the nambers of thild 
and juvenile cases. This is the earliest clinical evidence of, the 
success of the inoculation campaign. It is necessary to keep 
a sharp eye on all cases of “adult sore throat” at the present 
time —I am, etc., 

“Worcester. 


Howard E. COLLIER» 


3h 
Breast-feeding 

Sirn,—We must all welcome Prof. McNeil’s splendid article 
(Sept. 5, p. 271). One cannot help agreeing “hat the medical 
and nursing professions are largely to blame for the present 
unsatisfactory position with regard to the premature weaning 
of infants. It-is so much easier to win the mother’s gratitude 
by showing one’s knowledge of the latest metiods of artificial 
feeding than to endeavour to convince her that she ought to 


_ keep her infant on the breast. Yet, if pubic opinion were 


sounder on the question, the large majority of mothers would 
feed their infants as a matter of course and there would be no 
further trouble; it ought not to have to depend on the advice 
of the doctor and nurse at all. 

Perhaps the time has come when we shou d reconsider the 
whole question of our treatment of the nursing mother ‘and 
her baby and ask ourselves whether the ‘presen: routine_methods 
for the establishment of lactation ùre psychologically sound. 
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There*is one paragraph in Prof. McNeil’s “ alphabet ” which 
has occasioned these reflections: paragraph -(m), in which he 
accepts the “ battle between nurse and baby” in difficult cases 
and speaks of “goading” the child into action. On recon- 
„sideration would he not substitute “coaxing” for the latter 
word?, a 


A very ‘interesting book was written by the late Dr. Merrell . 


Middlemore (The Nursing Couple, Hamish Hamilton) in which 
the ‘relationship between mother and baby is analysed from 
the psychological standpoint. “The author showed how many 
women are frightened of their babies, while the infants “are 
,themselves frightened by the clumsy or rough handling they 
receive. The mother presses her baby awkwardly against her 
breast while the nurse forces the nipple into his mouth; the 
infant is nervous, cries,-tries to turn, his head away, and if 
forced to persist soon becomes aggressive in his fear and 
clenches his gums, biting the nipple. The mother flinches in 
pain, and a vicious circle ,of tension and exasperation on both 
sides is established. Often there is definite physical distaste 
on the mother’s part. In Dr. Middlemore’s book two women 
are described, one of whom shuddered and said she could not 
watch her baby feeding, while the other kept her eyes fixed 
on the door of the ward as the time for the feed approached 
and exclaimed: “ There, that’s him! I can’t bear to see him 
coming.” These are extreme examples, but workers in ante- 


natal clinics frequently meet these cases of unawakened, 


maternal instinct where there is an obvious dislike of the idea 
of lactation ; there is no more satisfying work than to succeed 
in changing the young mother’s ideas by_ helping to awaken 
her fundamental instincts. 

A nervous mother attended one of the Kensington welfare 
centres a short time ago with a small and inert baby who had 
refused the breast “with screams” since birth. The mother 
was expressing her milk, which was still abundant, and was 
giving it with a spoon—fortunately not in a bottle. She was 
anxious to feed and willing to give up all household duties 
to devote herself to the child. The following week she returned 
to the centre with pride and said that the infant was sucking 
well and entirely on the breast. Her revised technique had 
been to play with him when he wished, soothing him and 
encouraging him to suck at ffequent intervals but not teasing 
him, to persist. At the end of the first day she felt him 
beginning to suck more strongly, and subsequently he took 
definite feeds at half-hour intervals: their mutual adaptation was 
thereafter assured. At the end of the first week there was 
nearly two hours between the feeds, and I have no doubt that 
another week or two will establish the proper intervals with 
the infant’s ‘entire’ concurrence. i 

I should like tentatively to suggest, for the consideration 
of our paediatricians, that in cases of difficult feeding such as 
the above it may be desirable -to-let our rules‘of ‘regular feeding 
at routine intervals lapse and to encourage the mother to play 
with her baby and give him small feeds when he wishes. 
This is only to establish feeding ; the regular intervals will come 
naturally in a week or two. But the first and fundamental 
consideration is to get the mother to regard breast-feeding as 
a pleasure, and not as an irksome duty, and to establish the 
proper relations between-the nursing couple—mutual sympathy, 
trust, and adjustment. It may be submitted that the routine 
of a hospital ward would not permit such irregularities, but 
might not the baby’s cot be placed beside the mother’s bed? 
One does not lay down ‘rules for a regular- life for young 
married couples on their honeymoon; that works itself out 
later. Can we not also look with -more leniency upon -the 
calls for nowishment and maternal sympathy’ from the new- 
born infant?—I am,' ctc., 


‘Kenmngton, W 8. VIOLET RUSSELL. 


Sir,—Prof. Charles’ McNeil has written a very interesting 
and much-needed article on “breast-feeding.” It is extra- 
ordinary how, at the slightest excuse, so many doctors, nurses, 
and mothers. fight shy of making a determined effort to continue 
giving the baby what is by far and away the best food he can 
possibly have. There 1s one point, however, which does not 
seem to receive the attention it should, and this is the necessity 
for the mother, from, the. moment her baby is born, to take 
large quantities of fluid. For the production of milk this is, 
much mre important thag taking extra solid food, although, 


of course, a good mixed nourishing diet is essential, and failure’ 
to take extra fluid<may welt result, in inadequate lactation, a 
common éause of- early weaning. It stands to reason that if 
the mother is to produce three-quarters. to one-and.a half 
pints of fluid daily-in the form of milk, in addition to her 
normal fluid output, then her own supplies must ‘be kept up 
by diinking more herself. I have been surprised at the failure 
to realize*this among those with whom I ‘have discussed the 
point, and 1 am sure that if doctors and midwives insisted on 
their patients drinking at least one glass of water shortly before 
and shortly after each baby’s feed, in addition to her usual 
fluid intake, then the percentage of those unfortunate infants 
who are weaned in the first few weeks-of life would be lessened. 
—I am, etc., = 
Exeter 


DAVID GILMOUR. 


Pyogenic Skin Infections and the Skin-carrier Rate 
Sir,—The observations of Major N. H. Martin on the 
relation of pyogenic skin infections to the skin-carrier rate 
-(Aug. 29, p. 245) are most interesting, but call for comment 

in several places. . : 
First, he concludes that “ there appears to be a significant 
rise in the incidence of £ haemolytic streptococci on the face, 
but not elsewhere.” The usual critérion of significance, as 
pointed out by Dr. Bradford Hill in his excellent elementary 
book on Medical Statistics, is that™the difference between two 
proportions is significant when it is greater than twice the 
standard error of the difference.’."The standard error of 


the difference between two proportions is given by A/ P34 Rds, 
1 


_ where p, p,,.are the proportions in ‘the two samples possessing 
a character; q, q,, the proportions not possessing that 
character ; and n, n,, the number of observations in the series. 
Making -the simple calculation involved, the standard error 


-~ is approximately.2.69, and the difference—3.5—much’ less than 


twice the standard error. The difference, therefore, may have 
arisen by chance. ~ - 

Second, the tabulation of the results could be altered with 
some improvement. I have calculated some figures net ex- 
plicitly stated and: find them more interesting even.than appears 
at first sight. The“carrier rate for group A is 72.8%, and of 
these 42.2% are carriers on all three sites selected. For the 
control group B the carrier rate is 44%, and of these“ only 
15.9% ‘carry on all three sites. These differences are un- 
doubtedly significant in the statistical sense ; but more should 
be known about the clinical history of both patients and 
controls. In how many patients had the boils burst or been 
opened surgically? How had they been treated up to the time 
of swabbing? Were the swabs taken on admission or after 
they had been-in the ward a day:or two?’ „Were the.controls: 
ambulant healthy individuals, chosen at Yandom, or were they 
ward patients suffering from some non-pyogenic disorder? If 
the latter, were they in the same ward as the group A patients? 

This information is „essential before One can assess the 
clinical significance of the data presented. Recent observations 
have shown how easily infection. spreads in hospital wards. 
and it is common knowledge how easily boils spread when 
some forms of treatment are used. If the boils had been 
allowed to burst, or had been treated with wet applications. 
a high degree of skin infection would be expected; but if 
they were unopened at the time of swabbing and treated till 
then with.an occlusive dressing, such a high degree of infection 
is unexpected.—I ‘am, etc., ‘ 

St Albans, Herts. GEORGE DISCOMBE. 3 


Treatment of Phosphorus Burns 


Sir,—The article on “ The Treatment of Phosphorus Burns ” 
by. Dr. A. Thelwall Jones (Aug. 29, p. 244) is of particular 
value at the present time as it provides actual clinical data 

- regarding treatment under industrial conditions. In this article 
he refers to our paper under the same title (April 4, p. -433), 
and we think it might be useful to make the following 
comments: ; Tr 

1. Dr. Thelwall Jones states that we are in error in supposing 
that the object of the copper sulphate is to destroy the whole 
of the phosphorus, but in this we are merely following the 
“official” instructions, which state, “To free lthe ‘burn from 


a 
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all.traces of phosphorus wash with 1% solution copper sulphate,” ” part of sedimentin may be unchecked ; in which case Dr. Vida’s 


etc. (our italics). It seems clear-from both our own experience . 


~ and.that-of Dr. Thelwall Jones that 1% copper sulphate solution ` 


~can only indicate- and not completely destroy appreciable 
quantities of phosphorus. 

+2. Although Dr. Thelwall Jones considers that re “ official ” 
concentrations of copper sulphaté -and alkali are adequate for 
clinical treatment of industrial phosphorus burns, he admits 
that they might show deficiencies under field or Service. con- 
ditions, which are precisely-those which our proposed treatment 
.was designed to encounter. As an example we might. quote 
the difficulty of removing, “by means’ of forceps, liquid’ phos- 
phorus, as compared with the usual waxy product.. We might 
also refer to the added advantage of the osmotic effect of the 
concentrated applications as compared with: the “e official solu- 
tions.” 

3. We were glad to receive ` Dr. Thelwall Jones’s support for 
two important points—namely : (a) the necessity for prolonged 
treatment with hypertonic “alkalis”; (b) the avoidance of 
coagulants as a continuation treatment. 

It would appear, therefore, that our criticisms of the “ official ” 


method as issued by the Army authorities and the Ministry of ` 


Health receive substantial support from Dr. Thelwall Jones, and, 
we trust, so far as liquid phosphorus is concerned, his complete 
concurrence. We would emphasize that the main object of our 
paper was.to make suggestions for an adequate first-aid treat- 
ment, which we are-sure Dr. Thelwall Jones will agree is not 
provided by the “ official” treatment—We are, etc., 
~ E. W. Goppine. 
The Crookes Laboratories, London, N W.10 H. E. F. Norton. 


s Silent ” Sinusitis: a 


SR Ai -hope that the experiences. of Dr. Rosa Ford 
(Aug. 1, p. 128) and‘Dr. J. J. Craig (Aug. 22, p. 230) 
will not influence any of -your readers ‘to submit either 
themselves or any of their patients who suffer from-disturbances 
of vision and headaches to operations, on healthy nasal acces- 
sory sinuses. In the absence of- ‘clinical evidence (including 
proof puncture) and radiological | ‘evidence of disease it has 
been; and I hope still is, the custom to regard the sinuses as 
healthy. That a diseased sinus may be the causé of headaches 
is established beyond all possible, doubt;. but I believe sinus 
disease -as-a cause of visual disturbance to be a very rare event. 
As: operations on-the sinuses are neither easy ‘to perform nor 


free from discomfort or hazard, very clear indications that the- 


sinus ,or- sinuses are diseased and that they are the probable 
cause of thé symptoms are required before we submit our 
patients with visual symptoms or headaches to operation.— 
_Tamyete, -. - 
` London; W.1.” £ 
Sm,—Further. to Dr. Rosa 'Ford’s ‘letter (Sept. 5, p.. 295) 
Dr. C..Newman Smith could with advantage read the chapter 
on orbito-ocular affections in Watson-Williams’s Chronic Nasal 
Sinusitis and its Relation to General Medicine, 2nd edition, 
_p..117, to which are appended many relevant references. He 
probably has access also to the British Journal of Ophthalmo- 
logy, March, 1936, p. 164, in which an interesting case of 
retrobulbar neuritis associated with sinusitis is discussed.— 
`I am, etc., . 
London, W... f 


~ Sedimentation ‘Rate and the’ Sedimentin Index 


Sir,—I have read Dr. Della Vida’s article (Sept. 5, p. 278) 
with igreat interest, but have two serious comments to make. 
First, the urge: to “correct” the measured phenomenon of 


TERENCE CAWTHORNE. ` 


A BEDFORD RUSSELL. 


blood sedimentation which seems to be felt in.so many quarters ` 


may be founded upon a fallacy. In anaemia one of three 
things may happen: (1) the deficiency in cell volume -may be 
made good, not by whole plasma, but by the watery inert 
vehicle (in which the solid constituents of plasma are dissolved 
or suspended). In this case the percentage of the plasma con- 
tents in the blood sample as a whole will remain unaltered, 
and therefore “correction” 


whole plasma, In this case thet percentage of all the con- 
stituents of plasma—chlorides, sugar, urea, calcium, sedimentin, 
ete — will „tend to be raised. This “tendency to rise on the 


` 


of- ‘the . sedimentin l index will 
bé unnecessary: Or (2) the cell volume may be replaced by - 


` formula for “correction” will be absolutely accurate. But 
(3) the -body, we know, appears to have various vigilant 
mechanisms for maintaining, the percentages of the various 
blood constituents at predetermined levels, a level presumably 


» being the balance between the rate of secretion by ene organ 


and the rate of elimination by another. The sedimentin 
level may well be governed by some such mechanism. 
Do we know.enough about the. behaviour of the sedimentin 


` level inthe blood.to be able to say categorically that anaemia 
_ Yaises it? -I have my doubts, especially as I have been able 


recently to determine the sedimentin. indices of two patients 
suffering from pernicious anaemia. In one, a woman of 26 with 
three months’ history of progressive illness and a red cell 
volume,of 15%, showed an S.I. of 0,60 unit. The “ corrected ” 


- index would be 0.38-unit, which is so incredibly low as not 


to-make sense, The other case, a woman of 71 with ten years’ 
history of liver-extract injections and & R.C.V. of 30%, showed 
an S.I. of 0.95 unit. ‘“ Corrected,” this represents 0.70 unit, 
which again is incredibly low for a woman of that age. 
Personally I never dream of correcting for anaemia. 

Secondly, I found, as Shuster had found earlier, that oxalated 
blood behaved capriciously on occasion, and for that reason 
I laid down in the standardized technique for determining the 
sedimentin index (Lancet, 1940, 1, 1160) that the blood be 
‘diluted, 4 parts to 1.part of 3.8% sodium citrate in normal 
saline (actually I use diluted sea water); and thai one unit 
of sedimentin was that which made this standard 80% blood 
mixture sédiment at the rate of 10 mm. per 100 minutes, A 
further advantage of this dilution, which I learned to appre- 
ciate later, is that, causing bloods to sediment more slowly, 
it makes for more accurate observations during the process 
and therefore more accurate determination of maximum 
velocities. 

Workers using oxalated bloods should be warned that they will 
obtain figures 25% higher than the standard unit—I am, etc., 

Vale Royal Abbey, Hartford, Cheshire. GEORGE Day. 


Siz,—Dr. B. L. Della Vida’s article (Sept. 5, p. 278) adds 
yet ‘another technique which further confuses the issue of 
E.S.R. Any test should be as simple as possible and give the 
maximum of reliable information. Work to increase our present 


“imperfect knowledge of the mechanism of E.S.R. is welcome, 


but over-elaboration, which only alters the magnitude of the 
variations while adding nothing new to our knowledge, will 
bring the test into disrepute. 

Examination of. the available evidence shows there is no 
method which gives any more reliable information than that 
obtainable from the original Westergren technique. The more 
one becomes- acquainted: with~ the various methods now in 
use the more one’s respect grows for the shrewdly chosen 
technical data of Westergren. Our personal experience (during 
the last 10 years) mainly with tuberculous patients has con- 
firmed the value ‘of serial sedimentation tests, and made us 
adopt a tendency to simplification rather than over-elaboration. 

Whatever ways the E.S.R. is expressed—as number, rate, 
or log—when compared mathematically show a close agree- 
ment. Where discrepancies occur they are within the limits of 
experimental error. The assumption of clinical changes from 
such data; is unsound and quite unreliable. External factors 
of technique are easily~controlled, but variable factors in the 


_ blood itself, due to conditions such as rheumatism, anaemia. 


pregnancy, syphilis, etc., and even common cold, have still to 
be differentiated by clinical acumen, 

It is deplorable. that more-complicated methods: have tended 
to replace the simple original Westergren technique. No 
additional reliable information has been made available than 
that obtained from the Westergren—preferably the second-hour 
reading.—We are, etc., 

a PETER W. EDWARDS. 

Cheshire Joint Sanatorium, Market Drayton. L. J. Curran. 

Sm,—In the -past one.of the great merits of the erythrocyte 
sedimentation rate was the simplicity of the test. But there 
has .been a tendency recently in Day’s sedimentin index 
and the technique advacated by Dr. B. L. Della Vida (Sept. 5, 
p. 278) to elaborate the technique until the test takes of times 
as” longéper specimen, while the resifiting gain inaccuracy is 
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negligible: ; ~Using`the ordinary Westergren technique the- time 
. spent on, each specimen after it reaches-the laboratory is roughly 
2 fminutes,-and two people can-deal. with 30 to 40 spec:mens. 
In estimating the maximum velocity. of -sedimentation one 
worker cannot watch -more'than 10 tubes, and during- the 


2 hours ef observation he has no time to settle to any other: 


work. » Even one tube will take~this time. - 

If the gain in. accuracy over the single-reading method were 
striking one would have to censider adopting the M.Y. method. 
Butin a series ‘of -350 specimens in which the second-hour 
reading was plotted against M.V. the correlation was very good 
up - to: ‘M.V. 60 mm./100 minutes, and sufficiently good up 
to 807 ‘min. {100 minutes. Thereafter the scatter on the graph 
increased, but the degree of illness of the few cases Tepresented ` 
made slight discrepancies unimportant. The correlation between 

-` first-hour reading and M.V. is not quite so good.” The Day 
-sedimentin' index, which is the log of the M.V., exaggerates 
small variations in the loWer range of E.S.R. - This is deceptive, 
as small day-to-day variations occur in normal subjects. 

Della Vida and many other writers on blood sedimentation 
hold the, view that temperature variations in the laboratory 
do not “Cause significant variations in E.S.R. However, 
a series of duplicate tests carried out last winter. when the 
temperature of the laboratory was from 7° F. to 10° F. 
below the:temperature of the constant temperature chamber 
in which the test is always carried out at ‘the Cheshire 
Joint: Sanatorium, gave results in the cool 
10% to 20%-lower than in the temperature-controlled speci- 
mens. Contrary to Day’s findings, this variation was present 
in the M.V. as well as in the second-hour readings. This dis- 
crepancy in winter is considerably greater than the discrepancy 
between M.V. and second-hour reading under tempsrature- 
controlled conditions.—I am, etc., 


Market Drayton A. CLARK PENMAN. 


= - Carotinaemia 

Sir,—The article on carotinaemia by Drs. S. Almond and 
R. F. L. Logan (Aug. 29,.p. 239) raises certain questions with 
regard to the metabolism of carotene. First, with regard to 
the transfer of carotene from mother to infant, I have con- 
firmed-—in collaboration with Dr. A. Hart (maternity department) 
—the. -fifidings of Menken (Maandschr. Kindergeneesk., 
1934, 4; ,22),- Wendt (Klin. Wschr., 1935, 1, 9), Gaehtgens 
(ibid., 1937,°1, 894), and Willstaedt and With (Z. Vitaminf., 
1939, 9,..212) that the serum carotene in the newborn is very 
much lower than that of the mother (6% to 24%), although 
we found-the:vitamin A to be about equally high in both; 
the latter observation is in contrdst with the results of those 
authors—except Menken (1934)}—who found only traces of 
vitamin A in the infant’s blood. In the case referred to in 
the article practically all the carotene must have been trans- 
ferred toethe infant through the breast milk. Secondly, the 
length of time required for pigmentation was in my experiments 
20 and 16 days in the cases of one female and one male who 
ate-1 Ib. of, cooked or grated steamed carrots (with about 3% 
margarine), per day; the pigmentation of the face and the 
hands started to fade after a few days, but it persisted in the 
skin of 'the--fingers for more than 16 days after carrots had 
been discontinued. The sclera did not show any discoloration, 
In three other ‘subjects the average daily intake of 1/2 lb. of 
cooked carrots or the corresponding amount of spinach did 
not result’-in pigmentation after 14, 63, and 80 days. The 
concentrations. of carotenoids in serum were in the first two 
cases, when pigmentation appeared, 360 and 470 y per 100 ml. 
serum, while in the other three cases the level did not rise 
above 150 and 180 y per 100 ml.—I am, ete, ` i 

London Hspnat, El. H. Hoca. 

Taan V.D. in the Forces ` ` 

Sm,—In the Army considerable numbers of men are being 
incapacitated through venéreal infection. In many cases the 
women who have spread the disease are known, and in some 
cases lists.of these women have been drawn up. At the 
present time no effective action can be taken in inducing 
suspected’ persons ‘to be examined, and, if necessary, treated. 
Unde nt regulations M.O.H.s have certain powers with 
regard. torlice-infested -p&rsons, etc. 


specimens- 


Would it not be possible — 








for. similar powers to be given in the. much more serious 
venereal diseases? Suspected persons could be asked to go 
to be examined at venereal disease clinics, or to be examined by 
specialists privately (to be paid for under the National Venereal 
Disease Service), and failure to do this’ would involve their 
being kept in an infectious diseases hospital, for the purpose 
of isolatign—I am, etc., 


Stonehaven, Kincardineshire. . H. Grant McPHERSON.” 


Operations and Workmen’s Compensation ; 
Sir,—Mr. Harold Gardiner (Aug. 29, p. 265) questions my 


-contention as to the pitfalls which await the partially disabled 


worker when he is offered “light work.” . Perhaps he may 
be advised to”read, the Proceedings of the Royal Society of 


- Medicine, May, 1942; where Mr. H. E. Griffiths, the famous 


surgeon and one of the pioneers of rehabilitation in this 
country, writes under the heading of “The Plague of Light 
Work”: “Under the provisions of the Light Work Clauses 
in the Workmen’s Compensation Acts before and after 1931, 
the employer may reduce the amount of weekly. payment’ of 
compensation to the workman if he can show that the workman 
is fit to undertake light work and if light work is available. 
When the Light Work Clause first became law it was thought, 
or perhaps hoped, that light work would help to rehabilitate 
the patient. The evidence given by the British Medical Associa- 
tion before the Royal Commission on Workmen’s Compensation 
has abundantly proved the opposite, and the reasons are not 
far to seek.” Mr. Griffiths then explains: “In the majority 
of trades in which accidents occur there is no real light work 
and jobs are made by the employer for the’ workman at the 
instigation of the insurers.” Is Mr. Griffiths, in the eyes of 
Mr. Gardiner, as “ biased” as he thinks I am? 

As to the other comments which Mr. Gardiner makes, I can 
only say that he considers too much the theoretical surface 
rather than the actual working of industrial accident insurance. 
Whether the employer’s doctor is led by other than” purely 
medical motives or not, he will always remain under the 
suspicion of bias on the part of the disabled. The necessity 
for creating medical authorities in these matters which are 
beyond any such suspicion is widely recognized: It is to be 
hoped that any new workmen’s compensation law will embody 
the point, which of course requires fundamental organizational 
and administrative changes. If Mr- Gardiner thinks the 
present law makes it easy- for the partially disabled person to 
claim compensation for total incapacity if he does not find a job, 
he does not seem to be aware that the workman must in all 
cases prove that he had taken all:“ reasonable” steps to get 
employment, a requirement which is not always easy to fulfil 
to the satisfaction of county courts. This makes the matter 
far more difficult for the worker (cf. Evidence of the Mine- 
workers Federation, Royal Commission on Workmen’s Com- 
pensation, pp. 642 and 771). Moreover, the partially disabled , 
worker must satisfy the county court judge that the employer 
who has refused to employ him has done so wholly or mainly 
because of the injury. As to the supply of appliances—the 
Final Report on Rehabilitation, 1939, pp. 132 and 133, states: 
“A considerable proportion of the cost of special appliances 
is. we are informed, borne by the patients themselves.” The 
Memorandum of the T.U.C. to the Royal Commission on 
Workmen’s Compensation stated (p. 425 of-Evidence) that the 
omission of the workmen’s compensation law to make the 
supply of appliances a statutory obligation had not been 
mitigated “to any appreciable extent” by the action of 
employers and their insurers. 

Then comes the difficulty when a second or third employer 
considers employing a previously injured person. Whether 
he or the first employer will be liable if a second injury occurs 
ora recrudescence sets in, he will be anxious not to employ 
such men in order to avoid costly and annoying litigation. 
In a case which came: before the Court of Appeal on June 27, 
1941, it was stated by MacKinnon, L.J., that “although the 
county court judge found: that the workman has physically 
recovered from his accident, yet the workman was unable to 
get work by reason of a disinclination on the part of the 
employers of that class to give him work because of the fact 
that he had previously had this accident, either because they 
thought that he was fhe sort of-man who was inclined to “have 
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accidents or becauśe they doubted whether the verdict of the good work, especially on the subcommittee which looked, after 
doctors in saying he had recovered was really’ justified and. the interests of ship surgeons. He was also interested ın insur- 
suspected that he had not really recovered.” Perhaps Mr. ance practice, and for a time was chairman: of the Panel Comn- 
Gardiner will recognize that “so long as such things happen mittee for the county of Oxford. Another of his interests was 


: hing» = , the British- Red’ Cross- Society, and he was a director of its 
one needs no particular “ bias ” to support very radical changes organization in his locality. During the last war ke served 


in the present workmen’s compensation law, not only the as temporary captam, R.A.M.C. While living latterly in Dorset 
reform of “weak points.”—I am, etc, -` he had açtéed'as honorary surgeon to Swanage Cottage Hospital. 


Richmond, Surrey: , i We regret to announce the sudden death at Preston, Lancs, of 

` ah Wet Dr. pearl GOADON Shas He was born in fees at 
Deman ~ - Siig ey, Yorkshire, the elder son of the late Thomas Johnstone, 

Ss gS The $ d on the Blood Doñor M.D., M.R.C.P. From Marlborough College, and a year at 
Sm, —With -reference to the leading article on the above Edinburgh University, he became an exhibitioner at King’s 
subject in your issue of Sept. 19, it should, be known that, as College, Cambridge, obtaining a Ist Class in Part I of the 
a routine, since the outbreak-of war, all donors to the Army Natural Sciences Tripos, and a, 2nd Class in Part D. From 
Blood Transfusion Service have been issued, at the time of University ripe Hospital he graduated MB: peh: in 19 a 
: : .D. in , and took the in . Johnstone serve 

gon To iT a E page oE ron sulphate tablets, through the whole of the last war as captain, R.A.M.C.(T.F.), 
equivalent to mg. ot Fe a day.—l am, etc., - f in charge of No. 23 Sanitary Sectior?, being twice. mentioned 

. ` 5 L. E. H. Warrsy - -in dispatches and awarded the Military Cross. In 1920 he 

 Brieadier. 2 married Miss Constance -Margaret Dempster of Perth. After 

Consaltmg Physician in Transfusion a period as assistant county’ medical officer for Wiltshire, he 
fae and Resuscitation to the Army. became an assistant county medical officer for Lancashire, where 
z = : he was in active work when he died. Remaining on the Reserve 
s ; of the T.A. he was sadly disappointed to be classed ‘medically 

s unfit in Sept., 1939. Dr. Johnstone will be remembered for 
Obituary his sincerity, a man known well by too few, his ability and 

. ae 4 . conscientious thoroughness hidden by caution and dislike of 
prominence. He had the gift of understanding children, among 
vue a whom vas age his nore By his sea the public pra 

= ; s service o e cashire unty uncil’ has lost one of its 

` HEDLEY. DUNCAN WRIGHT, M.D., D.Sc. most able officers. Kindiy and sympathetic in manner, he was 

We regret to announce the death on September 9 at Mossley sgt: Been his efforté-to ‘ensure the welfare of his patients. 
Hill of-Prof. Hedley -Duncan Wright, who had held since 1934 Dr. Johnstone was a public health worker whose integrity of 
the post of city bacteriologist to the Liverpool Corporation character and professional attainments gained the high esteem 
and the chair of bacteriology at the University of Liverpool. He all his colleagues and friends, and his loss will be severely 

The son of Robert Stuart Wright, he was born-at Ulverstone, felt: ; . , 5 

Tasmania, on March 3, 1891, and studied at the University of Dr. SAMUEL McComs died suddenly at his Home in Belfast 
Tasmania, graduating B.A. in 1910. -His medical course was On Aug. 17. He was 57 y of age and a graduate of Queen's 


- : aay University. In his younger days he was an outstanding athlete. 
taken at the University of Edinburgh, where he obtained the In 1910 he was 100 yards champion of Ulster and Ireland, and 


M.B., Ch.B. degrees (with first-class honours) in 1916, the wasa member of the Cliftonville XI which won the Irish Foot- 
BLD, vy ged ea in 192 ama Be in 1927, Me Ba pte ese he AMC durig de 
: I LC. 3 ast war and attai e rank of captain. ring the presen 
and Persia, and then returned to Edinburgh on his appointment war his time was largely occupied with medical boards apart 
as lecturer in bacteriology in the University, assistant director from an outstanding gerieral practice which was almost a hobby 
of the Research Laboratory of the Royal College of Physicians, tọ him. Dr. McComb had a genial and lovable personality 
end Lister Research Fellow. Ip 1923 he came to London to OMS) Wot Jon i Be was ncrnly poplar. He ied 
Hos we Mal School. cate gee eon Uae the B.M.A. in 1915 and was elected chairman- of the Belfast 
f To d ‘pointed him. Reade y Bacteriol t UCH Division last year. Heis survived by ‘his widow, a` daughter, 
Ta T 30 he ne iec ed Bate Sak © P bacterioloey at Sydney and a eons i following his father in athletic-achievements 
s h 5 an nto e m roression. , . 
University, but returned to this country from Australia four Laken l 
years later to succeed Prof. J. M: Beattie at Liverpool. 7 . 
Prof. Hedley Wright was for some time assistant editor of ; . z 
the Journal of Pathology and Bacteriology and published papers i The Services Fy 
independently and: jointly in that journal, in the Biochémical peee 


Journal, and in the Edinburgh Medical Journal. ` At the Annual ee A ee 
E kian ae f Iton i Temp. Surg. Lieut. J. A. Smart, R.N.V.R., has been ‘appointed 
ee ne ape reas ipa heat ce Saad Pack ae was an M.B.E. (Military Division) for skill and devoted service in 
g president or the no 8y € ogy. the care of wounded after H.M.S. Hermes had been sunk by 


enemy air attacks in the Indian Ocean. 























oe 





gies . ee ape. as es * Temp. Surg. Lieut. W. R. D. Seymour, R.N.V.R., has been 
The death took place at Bournemouth on September-3 of mentioned in dispatches for bravery and devotion ‘to duty when 
HENRY DOBREE WOODRO M.D., lately of Swanage, who in H.M.S. Electra was lost. í 
- his time did excellent work for the British Medical Associdtion, Among the awards for gallant and distinguished services in the 
which'-he joined thirty years ago. Dr.” Woodroffe, who was a Middle East during the period Nov., 1941. to April, 1942, 
student of Trinity College, Dublin, qualified in 1907. For # approved by the King, is the name of Major (Temp. Lieut.-Col.) 
number of years he had practised in the small town of Wood: Norman Berry, R.A.O.C. Major Berry, who receives the Order 
stock in-Oxfordshire, and while there he was an active member of the British Empire, is the only son of Prof. R: J. A. Berry, 


of the Oxford Division of the B.M-A., its chairman in 1933-4, a member of the B.M.A. Council. E 
and afterwards-its vice-chairman. As a member of the Arrange- . 
ments Committee and in other ways he took a prominent part CASUALTIES IN THE MEDICAL SERVICES 


Poe ond noe 6 of the ford Meeting of the Assoriatien ` Brief obituary notices of Group Capts. HUGH, WoLre CORNER 


“he A pi and GERARD JosePH HANLy, R.A.F., were published in this 
eee Meel Dee Woodroffe had practised Fast Anglia golumm on June 27 (p. 807) and Sept, 5 (p. 298) respectively. 
he was a-tepresentative of the very best type of country We are -indebted to Air Marshal Sir Harold Whittingham, 
doctor—and was honorary secretary for-three and a half years. Director-General of Medical Services of the Royal Air Force, 


of the East Norfolk Division. It was as a representative of for-the following appreciations of these two officers 
that Division that he, was introduced to the central affairs of The R.A.F, Medical Service has lost two outstanding officers 


the Association, and-for many years from 1924 onwards he who joined the Service in 1924. and who-served as brother officers 
was a familiar figure and a not infreauent speaker at -the in tnat car at tho Centrat Medical Board, and later A the R.A F. 
Annual Representative Meeting and the Annual Panel Confer- ..- ether. epee hed aos ee ley, one having a med keen ent andthe 
ence. From 1931 to 1936 he served on the old Medico-Political ' qualified ae pilots in düs course, and. lost their livės flying on 
Committee (now the General Practice Commitee), and“ did active service. -> $ 


~ 
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Grolip- Capt. Corner was an able physıcian, and reliable and 
trustworthy in all his duties. In his last appointment, however, 
he found true vocation, for he was a keen pilot, ; particalniy 
fond of high- single-seater. airc and his devotion to 
fiyngs associated with his profound knowledge of the practical 
problems of aviation medicine and his friendly, helpful, and 
a attitude to.all with whom he came in contact, made 
him the ideal medical adviser- to flying personnel. The last year 
of his service was his happiest year,-for a unique opportunity was 
available for the exercise of a keen and criti mind in an 
environment which he loved. He was the friend of all, but par- 
ticularly’of the men who fiy. The rare combination of high pro- 
fessional’ attainments, whole-hearted devotion to flying, and a 
charming and ever-youthful personality, has set a standard for 
his brpther medical officers in the Royal Air Force which is not 
likely to be surpassed. 


Group Capt. Hanly was an able surgeon and an efficient and 
zealous officer, popular with his colleagues and his staff. _ His 
interest. ın flying, combined -with his professional qualifications, 
made him particularly suited to the care of R.A.F. personnel, an 
gave him an insight into the problems peculiar to the Service, 


- which lent weight to his ‘advice. The loss of Group Capt. Hanly, 


at a time when his matured experience was of particular value, 
has been greatly regretted by the Service to which he belonged. 


Lieut+Gol. Davin Lurm; S.A.M.C., has been killed in 
Egypt. He was educated at the University of Capetown, 
ee duating M.A. with distinction and winning a Rhodes 
scholarship to the University of Oxford, where he took the 
degrees: of B.M., B.Ch. in: 1926. In 1932 he obtained the 
F.R.C.S,'and shortly afterwards returned to Johannesburg, 
where He became registrar and, later, assistant surgeon to the 
General: Hospital. e entered the S.A.M.C. in 1941. He was 
a member of the B:M.A. ` 


~ Major DoucLas YEOMAN RICHARDSON, R:A.M.C., died at 
Moretonhampstead on Sept. 4. He was born on July 2, 1906, 
and qualified M.R.C.S., L.R.C.P. in`1931, taking the D.L.O. in 
1939. . He had held the posts of house-surgeon and out-patient 
assistant at thë Central London Throat, Nose and Ear Hospital, 
aural house-surgeon at. West London Hospital, and resident 
medical.officer at the West Herts Hospital. Before entering the 
R.A.M.C. as temp. lieut. in Teorin this year he was aural 
surgeon under the E.M.S. to Louth County Infirmary and 
clinical assistant to the throat, nose, and ear department of the 
County Hospital, Lincoln, where he had been in practice since 
1935. His contributions to medical literature ıncluded “ Jack- 
sonian, Attacks -in Connexion with Extradural Abscess of the 
Frontal, kobe” (British Medical Journal, Dec. 15, 1934), and 
“ A Case,-of Silent Mastoiditis ” (Nov. 23, 1940). 


Prisoners of War —War Subs. Capt. A. M. Boyd, R.A.M.C., War 
Subs. Capt-H. L. Clift, R.A.M.C, Lieut T. B. D'Costa, RAMC., 
War Subs.. Capt. W. K Frewen, R.A.M.C, Capt: E. T. Gilbert, 
R.A.MG:=Capt. W O. James, R A.M C., Lieut.-Col. G. P. Kidd, 
_M.C., R°A“M.C., War Subs. Capt. A. Macfarlane, R.A.M.C., Major 
D A.cMacpherson, R.A.M.C. Major J. Parkes, RAM.C. ar 
Subs. Capt. A. P. ‘Russell, R-A.M.C., War Subs. Capt. E. T. M. 
Smith, “R.A.M.C., Temp. Major A. McL. W. Thomson, R.A.M.C. 


Wounded. —Temp. Surg. Lieut. D. V. Stott, R.N.V.R. 


* 


DEATHS IN THE SERVICES 


Surg. Lieut.-Cmdr. WILLIAM ASTLE RYAN, R.N., died at Port 
of Spain, jTrinidad, on Aug. 28. A native of Cahore, Co. 
Wexford, he was educated at the University of Dublin, where 
he graduated M.B., B.Ch., B.A.O. in 1932. He entered the 
Royal Nayy as surg. lieut. soon after qualification, was pro-. 
moted surg. lieut.-cmdr. in 1938, arid was placed on the retired, 
list in June,. 1941. 








et 
Universities and Colleges 


| UNIVERSITY OF LEEDS, Me 


The fgllowing candidates have been approved at the examinations 
indicafed : 

M.D5-F. R Staub. oe 

Frat M.B., Cu.B.—Part II (Old Regulations): Mildred S Airey, T. E. 
Baustow, L Crawford, C B. Dawson. Joan A Dawson. Mary D. Fox, Elspeth 
Haron, EAB Harnson, »Kathleen M Harnson, G. Hipps, H M. Kershaw, 
T G KieGSRYE. Lawrence, G K. Laxton, D H. Lewis, Liias I G. McLeod, 
H.B Peart] Priceman, J. D Riley, P A H Rivett, Betty Sanderson, 
K A Simpson, R. Spink, C., Strmgfellow, J W Taylor, Pauline Wynne 


The West Riding PanelePractitioners’ Prize has been awarded to 
J G. Brockis. A R 
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Medical Notes in Parliament 








Tuberculosis in the Services 

Mr. Ernesr Bevin, replying on Sept. 10 to Sir Francis 
Fremantle, said he knew of an analysis showing that of 300 
consecuti?e cases of pulmonary tuberculosis admitted to a cer- 
tain sanatorium for the Services, it was considered ‘hat 200 
could have been detected at the initial examination by mass 
miniature radiography as a routine procedure. Mr. Bevin said 
that perhaps half of these 300 cases had been examined by 
civilian medical boards before the adoption by these boards in 
Nov., 1940, of improved methods of detection of pulmonary 
tuberculosis. It was considered impracticable to establish’ mass 
miniature radiographic examination at medical boards through- 
out the country. The “alternative method of detection im- 
mediately after the men had been enlisted had been found to 


. be the most practical way of dealing with the subject. 


Chairmen of Medical Boards . 

Mr. Bevin, in a statement’ on Sept. 10, said he appointed 
chairmen of medical boards which examined recruits for the 
Forces. Appointment was normally for one year, and current 
appointments would expire on May 31, 1943. In making the 
original appointments, practitioners with special experiencé of 
work of an analogous kind were selected wherever possible. 


Subsequent appointments had usually been made for members ` 


of -boards who had shown themselves suitable for the position. 
He did not know how many chairmen were retired officers m 
receipt of retired pay. k 
Mines Medical Service Propose 

« On Sept. 8 Mr. J. Grirrrrus’asked the Minister of Fuel and 
Power what-steps had: been taken to'establish a medical service 
in the several regions under the reorganization scheme, and 
if he would cause an investigation into the effect of diet 
deficiencies, particularly of fats, on the health of coal miners. 
Major LLOYD GEORGE said that officers of his Department. in 
association with those of the other Departments concerned, 
were working out a scheme for a mines medical service, and 
he hoped to be able to announce his proposals shortly. , The 
general question of diet was a matter for the Minister of Health, 


- but as regards coal miners the question of food in relation to 


the colliery. canteens had been considered by the Miners’ Wel- 
fare Commission in association with the Ministry of Food and 
in consultation with high medical authorities. He would bring 
Mr. Griffiths’s suggestion to the Commission’s notice. 


Pasteurized Milk 


’ 


siderable progress had been made towards the elimination of 
disease organisms from milk for human consumption by 
pasteurization or other methods. There was olose collaboration 
in this matter between the Minister of Food and the Ministers 
of Agriculture and. of Health. Pasteurization standards were 
set by the Minister of -Health and action was taken by the 
appropriate officers under the Act and Regulations relating to 
food generally and to milk in particular. At present responsi- 
bility for ‘distribution of milk rested upon the Minister of Food, 
and it: was estimated that some 70% of the milk supply Was 
pasteurized before distribution to consumers. It was antici- 
pated that the rationalization of wholesale and retail distribu- 
tion now being undertaken would result in a larger proportion 
of supply being pasteurized. 

Diphtheria in Non-immunized Children—Mr. ERNEST Brown has 
told Mr. Leach that.incomplete~information at present before him 
Tepresenting about 90% of the local authorities Pom whom he had 
ed for returns, -showed that in the 6 months ended June 30 last, 


On Sept. 20 Mr. Marare told’ Mr. David Adams that con- ' 


of some 13,400 children notified as suffering from diphtheria about - 


nine-tenths had not been immunized, and that in 797 fatal cases 
there were 780 non-immunized children, against 17 who had been 


` inoculated. 


Notification of -Scabies——Mr. Brown has stated that while it 
would not be appropriate to make scabies notifiable generally, he 
was prepared to consider applications from local authorities to have 
sabies made notifiapþle in their district, .upon being satisfied that the 
authority Had -adequate facilities for diagnosis an 

5 Notes in Brief 

Mr. Brown has arranged with the Minister of Supply that while 
supplies pérmit rubber will be made available for the Production of 
a strictly limited number of rubber hot-water bottles to meet tbe 
needs of hospitals and' similar institutions. 
with the President of the Board of Trade 
a reasonable quantity 


for the general public 


treatment. 


He has also arranged 
for the production of 
of stoneware and earthenware hot-water bottles 


The Ministry of Food is setting up 15 plants with a total annual’ 


capacitv of about 7,500 tons of mixed dried vegetables, to be pro- 


` duced from 140.000 tons of fresh vegetables Distribution in the 


coming spring will be restricted to the Forces and certain ‘emergency 
services It is intended to dry mainly potatoes, carrots, and 
cabbages. aan 
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hes “No. 35 
INFECTIOUS "DISEASES AND VITAL STATISTICS 
We, print below a summary of, Infectious Diseases and Vital 
Statistics in the British. Isles during the week endéd Sept..5. ~ 

’ Figures of Principal Notifiable Diseases for th k and those for the corre-- 
eii week last Soar Tor: (a) Padd Wales (london incladed). (b) 
London (adminsstrative county).” (c) Sotland. (d) Eire. (©) Nortgern Ireland. 

, Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
-(b) don (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 towng in Eire.. (e) The 10 principal towns in,Northern Ireland. 
A dash — denotes no cases; a blank space denotes disease not notifiable or 
no: return available. n Š i ` $ 








i 1941 (Corresponding Week) 
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EPIDEMIOLOGICAL NOTES one 
.. , - Digeussion of Table - - P 
_In-England_and Wales during the week most infectious diseases 
showed a slight rise in incidence. Diphtheria had 70 more 
notifications than last week, acute pneumonia .27, and 
_ dysentery 21. . r F 

Measles showed the smallest weekly reduction for the past 
nine weeks—141. In several counties- the incidence rose, 
especially in Yorks West Riding 94, and Warwickshire 42. The 
biggest drops were recorded in. Durham. 81, Northumberland 
51, and Derby 41. = E ; 
_ The rise in diphtheria was mainly due to the experience of 

- the riorthern section of the country, the southern section show- 
ing a slight fall. No marked variation occurred in the individual 
counties, with the exception of Lancashire, where there was an 
increase of 34 cases. i 4 

Fairly large fluctuations in the trend of whooping-cough were 
„observed, the largest increases being those of Yorks West 
Riding 33, and Warwickshire 19 ; an e largest decreases were 
in Surrey 32, and Essex’ 26. 

The principal outbreaks of dysentery during the week were 
Surrey, Malden and Coombe M.B. 12; Oxfordshire, ‘Oxford 
CE hi Norfolk, Norwich C.B. 19; Lancashire, Wafrington 
R.D. 7. i. : 2 A 

-The 24 notifications of acute poliomyelitis—10 more than 
in the preceding week—was the largest weekly total recorded 
during the present year. The notifications covered 16 counties, 
and multiple cases occurred in Hertfordshire, Cheshunt U.D. 
3; Somerset, Chard M.B. 3; Lancashire, Preston C.B. 2. 

In Scotland 63 fewer cases of scarlet fever were notified than 
in.the preceding week, but there was a ise in the recorded 
incidence of diphtheria, measle3, and whooping-cough of 31, 
52, and 31 cases. Glasgow held the record with a rise of 22 
for diphtheria, 26 for measles, and 30 for whooping-cough. 

In Eire the rise in the notifications of whooping-cough from 
63 to 91 was due to the experience of Dublin. Five of the 10 


\ 


cases of poliomyelitis were notified in Dublin. 


Quarterly (Second) Return of the’ Registrar-General for Scotland 

The birth rate was 19.3 per 1,000, the highést’ recorded in 
‘any quarter since. 1932 and 0.3 above the average for the five 
preceding years. The proportion of illegitimate births was 
7.3%, and was also the highest rate since 1932.- Stillbirths were 
37 per 1,000 of total births, this rate being 2 below the rate for 
the corresponding quarters of 1940-1. 

‘An infant mortality rate of 64 per 1,000 live births was 
recorded—20 below that for the second quarter of 1941 and 6 

- below the average rate of the five preceding years. The-.maternal 

mortality was 4.0 per 1,000 live births, or 0.4 below the five- 
year average. . A d 

The general death rate was 13.1 per 1,000 of the population 
—2.1 lower than the rate for the second quarter of 1941 and 
0.1 below the five-year average. There was a large reduction 
in the number of deaths from the principal epidemic - diseases, 
a‘rate of 20 per 100,000 being recorded comparso with 40 for 
the average of the five receding years. ths from’ the 
principal causes under- thi heading were: influenza 61, 
diphtheria 58, measles 56, cerebrospinal fever 45,°whooping- 
cough 24. The mortality from tuberculosis, 92 per 100,000 
for all forms and 69 for respiratory tuberculosis, showed a 
slight improvement on the value for the second quarter of 1941. 
The former rate was 3 below, and the latter the same; but the 
rate for all forms was 10, and for respiratory 9, above the five- 
year average., The death rate from malignant disease, 170 per 
100,000,-also showed a slight improvement on the second quarter 
of 1941, but was 5 above the five-year average. 


‘ Returns for the Week Ending September 12. 

The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,618, whooping-cough 
1,074, measles 2,644, 
62, dysentery 146; 
typhoid 30. 


acute poliomyelitis 20, paratyphoid 7, 








Medical News 


——————[—[—$—V—$“——__$_$—_—_—_£_£_=—V—KX—X—X—K—K—K_—_—_—_ 
The Honorary Medal of the Royal College of Surgeons of England 


will be presented to Viscount Nuffield on the afternoon of Wednes- 
day, Sept. 30, at the College, in Lincoln’s Inn Fields. 


The Honorary Fellowship of the Royal Faculty of Physicians and 

Surgeons of Glasgow has been conferred on Prof. Geoffréy Jefferson, 

F.R.CS., of Manchester. At the ceremony on Sept.7 the President, 

. Mr. Roy F. Young, spoke’ of the outstanding abilities of Prof. 

Jefferson and'-his international reputetion in the field f neuro- 
surgery. we : 


acute pneumonia 319, cerebrospinal fever ` 
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Ciba, Ltd., inform us that, ın the public interest, they have 


decided to .adopt the- name--nupercaine- instead--of percaine and - 


nupercainal-for percainal, so as to avoid further confusion with the 
possibilty, of serious accidents owing -to the similarity of the names 
percaine and procaine B.P. 1932, in spite of the fact that their trade 
mark percaine was registered in 1918. 


@.. 5 

A luncheon to celebrate the inauguration of the Queen Elizabeth 
Hospital for Children will be given by the president, Lord Ilffe, at 
the Mansion House on October 1. The amalgamated institution 
takes over and will maintain all endowments, named wards, depart- 
ments, and -cots possessed by the constituent hospitals—the Queen’s 
Hospital for Children, Hackney Road, London, E.2, and the 
Erincesa, Elizabeth of York Hospital for Children, Shadwell, London, 


ort 


At a public meeting to be held under the auspices of the National 
Council fof Menta! Hygiene at 26, Portland Place, W, on Tuesday, 


Sept. 29, at 5 pm., Major-General G M. Lindsay will deliver an`. 


address on‘:“ The German Psychological Machine and the Need to 
Combat It:5¢ een : 

Ata meeting convened by the Association of Scientific Workers 
to be held the Co-operative Hall, Downing Street, Manchester, 
on Sunday Bext, Sept. 27, at 10.30 a.m., Prof. H. Levy will open 
a discussion,on " The Place of Science in the National Eftort.” i 

`e Burroughs Wellcome and Co. (183, Euston Road, N.W.1) state 
that they are» able to supply limited quantities of the alkaloid 
curarine for:the use of research workers. Crude curare for the 
preparation of-this alkaloid has never been plentiful, but they are 
now in a position to meet all reasonable demands. 

z- 
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i QUERIES AND ANSWERS 
i Diabetic Food in Wartime . A 
“M.A, M.B.(Cantab.)” writes: I have a diabetic patient whose 
glycosuria iš controlled by diet, but he finds it extremely difficult 
to get a variety of diabetic foods, jams. etc. I should be glad if 
any reade? could suggest substitutes or give further information. 


oo Itching of Limbs 

Surg. Rear-Admiral H. S Burniston, R.N (ret.) writes: In reply to 
Dr. W. A. Milligan (Aug. 15, p 208), it 1s almost a perfect descrip- 
tion of what I suffered for about three months. In my case the 
rash was quite definitely urticarial. I therefore put it down to 
some error ‘in diet and on my own eliminated various articles of 
food. Finally I brought ıt down to saccharin, and now I am 
content to take my tea unsweetened. The trouble 1s clearing up 
slowly, so evidently the effect of the saccharin is cumulative. The 
fact that the trouble in Dr. Milligan’s .patient has gone on for 
two years (about the period when sugar rationing began) rather 
points to my idea of the cause. 

$ 
Income Tax 
ı Absentee from Practice 

C M. is an'absentee from his practice. His statutory income for 
1941-2 is assessed at £1,250, but his actual earnings have been 
£750. -What relief is he entitled to, and will the position as re- 
-gards income tax be materially affected if he sells the house’ from 
which he has evacuated? 


*.” In view of the fact that his actual total earnings for 1941-2 
are less by more than 20% than the amount assessed, he 1s entitled 
to have the tax-+payable for 1941-2 assessed on his aggregate 
earnings for the actual year ending Aprl 5, 1942. This position 
would not be materially affected by the sale of his house; it is 
the factethat he is entitled to some share of any receipts from ‘the 
old practice, and not the ownership of the property, which matters 


$ S; 


= LETTERS, NOTES, - ETC. 
Codeine in Vaccinia, : 

Lieut. H. A. OATLEY, R.A.M.C., writes: As a regimental -medical 
officer of a training battalion I am performing a Jarge number of 
vaccinations (over 1,000 in the last six months), and am becoming 
increasingly impressed with the effect of tab. codein. co. (N.H.F ) 
m men Teporting with symptoms from a successful vaccination 
For example, men coming in the evening with a temperature ot 
anything up to 103° F., and feeling very ill will return next morning, 
after being given 2 or 3 tablets, completely apyrexial and able to 
continue duty, since they now admit to feeling quite recovered 
except for what they almost all describe as being “ washed out.” 
Before I began using this preparation I found that men (sometimes 
up to 5% of those vaccinated) often Tequired up to 48 hours off 
duty and were sometimes sufficiently ill to ment admission to a 
camp reception station. Since tab. A.P.C. (N.H.F.) has been used 
as one of the standard Army Preparations for vaccinia, it may 
well be that the value of tab. coden. co, lies in the codeine. _It 
is because I think this apparently specific action of tab. codein 
co. may be of some use to other medical Officers engaged in 
vaccination on a large scale that J’ am communicating this 
experience. Should others be able to confirm this finding it may 
be worth while investigating the results more scientifically than l 
have ventured to do, and the publication of statistics may help to 
establish proof of the use of this Preparation in reducing the 
severe reaction to vaccination. ` 


Curious Effect of a Short Circuit 
Dr. J. WATSON (Thornhill, Dumfries) writes: A male patient aged 
86 asked me to see him. He gave a history of diarrhoea occurring 
only at night. During the day, apart from a feeling of weakness. 
he was symptom-free. This had lasted for a period of ten days 
The patient fortunately was in bed. On taking his pulse I noticed 
a tingling feeling in my fingers. This ‘sensation was again 
apparent on attempting to examine the abdomen. It struck me 
that for some reason the patient’s body was electrified. There 
was an all-metal bed lamp attached to the bed by a metal clamp. 
The bedstead was of brass. On touching the lamp and bedstead 
these were found to be electrified. The lamp was disconnected. 
This cured the short circuit. On questioning members of the 
household ‘a lady-help admitted that at times she had felt a 
“ funny ” sensation in her arms when making the bed. Since 
removal of the bed-lamp the patient’s nocturnal diarrhoea has 
ceased, It is interesting to note that the patient was lying on a 
hair mattress 6 in. thick-over an ordinary spring mattress. 





MEDICINE 100 YEARS AGO 


Letter appearing in the Provincial Medical Journal of September 
24, 1842, undeg the heading of “ Medical Men and the Income Tax.” 

“ Gentlemen,—I have read your correspondent’s letter in your 
Number for the 3rd instant, respecting the opinion of some con- 
missioners of taxes that medical men must not make any deductions 
for their horses and carriages (estimating their professional incomes), 
in`case of their’ever using them for any other purpose than that of 
visiting patients. 

“With becoming gratitude to the said commissioners I should 
not think of troubling them for any advice upon the present 
occasion, but shall take the liberty of using my own judgment in 
interpreting the spirit of the act, and in estimating my actual pro- 
fessional income for the year 1841. Were I a carrier, or a brewer, 
I should not the less regard my horses as part qf my necessary 
expenditure, because I occasionally used one for sending my_ family 
to church ; and as I keep horses and “carriages entirely for the 
purpose of carrying on my profession, I should not think of omit- 
ting to put them down, as items of unavoidable professional expendi- 
ture, in calculating the amount of my income. In making a distant 
professional journey, I might visit a friend on the way ; but I should 
not, certainly, on that account, consider it unreasonable to deduct 
such travelling expenses from my annual receipts. 

“The return of my professional gains for the year 1841, is an 
affair between me and my conscience (not commissioners). I have 
presumed to decide.for myself what-the Act requires, and have 
sent in such a return as I think to’ be a faithful one. If com- 
missioner’ are dissatisfied, they may put me to my oath, and I. will 
swear to my correctness ; if my_books are called for, they shall 
have them, and make them out how they can. I cannot, however, 
believe that the government will encourage the giving unnecessary 
trouble where no fraud can be supposed ; ‘ frivolous and vexatious ‘ 
interpretations of the Property Tax Act in the present discontented 
state of the country. with respect to that impost, would be rather 
a dangerous game. ‘ i 

“T should like to know how far the London physicians and 
surgeons have complied with the commissioners’ decision that they 
are ‘to make no deduction for the expense of carriage and horses 
in their returns of income?—Yours faithfully, _ a 

5 “A PRovINCIAL SURGEON.” 
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WARTIME ARRANGEMENTS FOR INTERNATIONAL BJOLOGICAL 


STANDARDS AND THE 


NEW STANDARD FOR PITUITARY (POSTERIOR 


- LOBE) PREPARATIONS 


Sir HENRY H. DALE, C.B.E., M.D., P.R.S. 


-The International Standards for remedies of which the 
strength has to be measured by biological methods came 
into being between the two world wars, through action 
by the Health Organization of the League of. Nations. 
The work was by ‘no means limited, however, to the nations 
that had joined the League. Important shares in the enter- 
prise, which began in 1921 on Dr. Madsen’s initiative, were 
taken at the outset by experts from the countries that had 
not yet been admitted, and during the whole period by 
those from the United States of America. Even when 
Germany and her associates later withdrew from the 
League the international standards remained in use among 
their men of science, though without official recognition, 
and German industry continued to make important contri- 
butions to the materials required for the preparation of 
new standards. 


There could be no doubt that these international standards 
were worth preserving for their value to research as well as to 
practical therapeutics, and it was clearly imperative that war 
should not endanger the existence of materials which embodied 
so much work of investigation, freely given to this common 
` enterprise by leading experts of many nationalities. Steps 
were, in fact, very promptly taken by Dr. Hartley, Director of 
the Department of Biological Standards at the National 
Institute for Medical Research, to see that adequate quantities 
of the international standards held in that department were 
sent to the control centres of other countries, to meet any 
probable wterruption of normal distribution ; while the main 
stocks were so distributed as to minimize the risk of their 
destruction. When Denmark was invaded, and the further 
supply of the international serum standards from Copenhagen 
to many other countries became doubtful, the identical or 
exactly equivalent British serum standards were made available 
during the emergency, at the request of the League of Nations, 
wherever the need should arise. In addition to making arrange- 
ments thus to keep alive the mechanism of distribution in most 
parts of the world, even during the war, Dr. “Hartley also 
deposited several complete sets of all the international standards 
(or, in a few cases, their exact equivalents) with ‘institutions 
having the requisite facilities for ideal storage,'in countries 
widely distant from one another. With these are deposited full 
technical records of the methods of preparing and using them. 
It can be regarded as practically certain, therefore, that when 
the war_ comes to an end these standards will be available 
from. some source to any organization which can suitably 
assume responsibility for the matter in the interest of the 
whole world. : 


Duector of the National Institute for Medical Research, Hampstead 


z 


Meanwhile, apart from the special arrangements thus made 
for the standards which already existed, ıt was necessary to 
provide for the completion of work on the materials for 
certain new ones which were under investigation in Sept., 1939 
In one such case the material was on international trial for 
its suitability to create an entirely new standard for vitamin E, 
and in due course, after agreement among as many of those 
concerned with the matter as could still be reached by 
correspondence, the international standard for vitamin E was 
adopted and made available (British Medical Journal, 1941, 2, 
553). In another case the trials, and the subsequent agreement 
by correspondence, were concerned with the replacement of 
an existing standard, the supply of which was nearing ex- 
haustion. This was the international standard for preparations 
of the posterior lobe of the pituitary gland. 


International Standard for Preparations .of Pituitary 
Posterior Lobe 


The history of this standard goes back to the first Inter- 
national Conference, held in Edinburgh in 1923, to consider 
the possibility of international agreement on the biological 
standardization of certain hormones and drugs. Among the 
pharmacological experts from different countries who were its 
members, there were few who then recognized the general 
importance of the principles on which Paul Ehrlich had firmly 
based the standardization of the antitoxic sera some thirty 
years earlier—the creation of a dry stable standard of reference, 
the definition of the unit as the activity of an exact weight 
of this material, and the use of samples of this central standard 
as a currency, enabling the weight representing the unit to be 
determined by comparison for any other subsidiary standard 
made for national or local use. In the case of the pituitary 
posterjor lobe, indeed, Professor Carl Voegtlin, of the Public 
Health Laboratory in Washington, put forward in 1923, at the 
Edinburgh Conference, a sample of the dried acetone-extractcd 
gland substance for consideration and co-operative trial, with 
a view to its adoption as a standard of a kind. The trials were 
successfully carried out, and the second Conference summoned 
to deal with such matters, which met in Geneva in 1925, readily 
agreed to adopt Professor Voegtlin’s proposal. At a relatively 
late stage of its discussion this Conference also made the 
important decision to define a unit of activity for post-pituitary 
preparations as the activity of 0.5 mg. of the dried material 
which it had “already agreed to recognize as a standard. The 
full record of its recommendations, however, makes it clear 
that it did not regard this definition as applicable only to a 
particular quantity of a standard material, kept at and dis- 
tributed from a recognized centre. On the contrary, the evicence 
presented led its members to assume that any sample @ this 
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material, if prepared in`accordance with the prescribed method 


be due to yet another separable principle. This could not then 


from the perfectly fresh substance of ox pituitary, glands, would + (and cannot even now) be regarded as finally settled ; so that 


have exactly the same activity; so that 0.5 mg. of any such 
material, wherever ıt was prepared, would represent 1 unit 
of activity. And although Professor Voegtlin was asked by 
the Conference to make available a small -quantity of the 
material prepared in his own laboratory, this was to be 
furnished “ to any authority which may require it for confirma- 
tion of its own national standard.” In other words, the object 
was clearly to enable any national centre which had not con- 
fidence in the freshness of its raw material, or in the perfection 
with which it had followed the prescribed routine of prepara- 
tion, to assure itself that it had in fact produced a standard 
of the expected optimal value. There was no suggestion that 
it would be proper to define the unit as corresponding to 
some greater or smaller weight than 0.5 mg. of such a secondary 
national standard if it should be found ın a comparative test 
to be weaker or stronger than the sample provided by Professor 
Voegtlin’s laboratory. 

Experience in the administration of the international 
standards soon showed, however, that the basis which the 
Geneva Conference of 1925 had regarded as suitable for this 
particular case was not in fact practically applicable. A British 
national standard for the pituitary posterior: lobe had been 
prepared in 1926, and had been found, indeed, by tests carried 
out both in London and in Washington, to be indistinguishable 
in activity from Professor Voegtlin’s orignal standard prepara- 
tion. Fortunately this British standard, through the co-operation 


given by the Armour Laboratories of Chicago in providing. 


the material for it, had been prepared on a scale large enough 
to enable it to’ be used for a wider need than that of the 
‘national control. Applications received from all over the world 
soon showed that, whatever had been the intentions of the 
Geneva Conference, the demand for samples of an international 
standard for this endocrine preparation would be comparable 
to that for others, such as the insulin standard, for which a 
general distribution had been arranged. The material furnished 
by Professor Voegtlin being in these circumstances rapidly ex- 
hausted, it was possible to meet the situation by supplying 
samples of the British national standard,, with a suitable 
guarantee of its strict equivalence to Professor Voegtlin’s 
original sample. During this intermediate period national 
standard preparations were made in a number of countries 
and compared with the British standard. None of these other 
preparations was found to be more active than this, but there 
were a few of-which the activity was perceptibly lower. 
Another point of some importance has come clearly into view 
since the decisions made in 1925. At that-.date the question 
whether the extract of the pituitary posterior lobe owed its 
activities tō one or to several active principles was still a matter 
of controversy ; and the Geneva Conference had accordingly 
been able only to decide that the unit`of activity should be 
regarded as contained in 0.5 mg. of the standard preparation, 
whether the test used for its comparative determination was 
based on the pressor or on the oxytocic action. By the time 


another Conference met in Frankfurt, in 1928, the question - 


had been settled, as regards the artificial extract in common 
use, by the demonstrated possibility of making separate pressor 
and oxytocic extracts, each practically free from the other 
type of activity. It was possible, therefore, to amend the 
original definition ın detail, and to recommend that “the 
activity of every such preparation should be expressed in 
relation to the international standard in units of pressor or 
oxytocic activity, and that in each case the unit of such activity 
shall be that of 0.5 mg. of the standard powder.” There was 
no further step, however, towards the recognition of a particu- 
lar preparation as the standard in question ; it was still possible, 
by implication, to make the standard anywhere by following 
the prescribed routine. 

By Oct., 1935, the experience which had accrued enabled 
the League’s Permanent Commission on Biological Standardiza- 
tion to take the further and important step of formally accepting 
as the international standard preparation the British standard 
for the pituitary posterior lobe, which had by then been semi- 
officially current for international purposes for some 9 years. 
Sincg, the decisions made in 1928 there had been more dis- 
cussion of the possibilty that the third important therapeutic 
application of this extract, for its antidiuretic action; might 


the Commission at its meeting in 1935 could only provide for 
any possible development by authorizing the definition of a 
unit of antidiuretic activity, again as the activity of that type 
in 0.5 mg. of what was now the international standard. 
Unfortuffately all these decisions adopting and defining the 
international standard and-units were made, not by a con- 
ference of specialist experts, but by a Permanent Commission 
consisting of national representatives who left standing the 
implication of the earlier recommendations, according to which 
the standard would still serve to indicate an optimal activity 
rather than to fix the value of the unit and make it unalterable 
ın either direction. 


` 


New (1940) Standard for Pituitary Posterior Lobe 


` It might well be suggested that such differences of conception 
as to the meaning and use of a standard would in this case 
be of theoretical rather than practical interest, since other 
standards had been made which were equal ın potency to that 
being then adopted for international use, some which were 
weaker, but none thus far which were perceptibly stronger. And 
the question did not acquire practical importance until, in 
1939, it became necessary to prepare a new supply of inter- 
national standard material to replace in due course the one 
which had served for so mahy years in effect, and since 1935 
with official recognition. With the renewed and effective co- 
operation of the Armour Laboratories a further quantity of 
the acetone-extracted and dried powder of the fresh posterior 
lobe substance was obtained, and was further and finally 
desiccated under the conditions which have now become a 
standard routine in the Hampstead Institute. Samples of this 
were distributed to expert collaborators in a'number of different 
countries, for assay with the greatest practicable precision in 
comparison with the still current standard. Reports were 
eventually obtained from 13 different laboratories, of which 
5 were in the U.S.A., 1 each in France, Holland, and Hungary, 
and 5 in Britain. In all, 90 determinations of the oxytocic 
activity of the new standard were reported from 12 of these 
laboratories and 38 determinations of the pressor activity from 
9 laboratories; while 7 laboratories reported determinations 
of the antidiuretic activity involving the use of a total of more 
than 600 rats. 

It was then at once obvious that, with very few exceptions, 
the results indicated a small but significantly greater activity 
for the new than for the current standard with respect to all 
-the three types of activity for which the two had been compared 
Two of the co-operating laboratories failed, indeed, to detect 
any difference in the oxytocic activities, and reported that the 


-two standards appeared to be equivalent. All the others, 


however, found the new standard stronger in this respect, 
the highest oxytocic activity reported for it being 125% of 
that of the current standard. The weighted mean of the-whole 
series of assays for oxytocic activity gave it a value of 111%. 
The values reported for its pressor activity varied, again, from 
100 to 130%, and the weighted mean of all the determinations 
gave it a pressor activity of 113%. Of the 7 reports on its 
antidiuretic activity, 6 assigned it values between 107.5 and 
122%, with a weighted mean of 116%. The seventh was 
quite aberrant from the others, giving a value of only 73%. 
It may be noted, however, that the inclusion of this aberrant 
finding in the calculation of the average would reduce the 
weighted mean of the antidiuretic.values obtained for the new 
standard to only 112%, bringing it, in fact, into even closer 
correspondence with those obtained for the new standard’s 
oxytocic and pressor activities. 

By the time these results had been assembled and made 
available for analysis the outbreak of war had rendered it 
necessary to postpone, for an indefinite period, any project 
of an International Conference for personal discussion of their 
significance and of the appropriate action to be taken on them 
The replacement of the current standard, however, before it 
had been exhausted in distribution, was becoming a matter of 
urgency, and it was accordingly necessary to arrive at an inter- 
national agreement by correspondence. There could be no 
doubt that the new material was suitable for adoption as 
a standard, and it was further clear that the three important 


types of activity were represented in it‘in practically the 3ame 
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proportions to one another as in the current standard ; so that 
the units of oxytocic, pressor, and antidiuretic activity could 
still be defined as the activities of one weight of the new 
standard. The only question to -be discussed and decided was 
the weight of the new standard to be recognized as representing 
the unit in each case: should it remain at 0.5-mg., gr should 
it be slightly diminished, in inverse proportion to the greater 
activity of the new standard? The following points required 
consideration in arriving at an agreed decision.” 


Points ‘requiring Consideration 


1. The decision to regard the standard material as giving 
to the unit an optimal rather than a fixed and arbitrary value 
must be considered still effective unless-a néw international 
agreement was made, for sufficient reason, to change it. 

2. There were several features in the definition of the standard 
material which might be expected to give scope for variation 
' in its activity. The limited experience available at the time of 
its adoption had not properly justified the assumption that 
every sample of material so defined would have precisely the 
same activity, wherever prepared. The material was to be the 
“ fresh ” substance of the “ posterior lobes” of oxen, extracted 
with acetone and dried. Even if we allow that the last two 
procedures have end-points in complete extraction and desicca- 
tion, the interpretation given by different workers to the expres- 
sions “fresh” and “posterior lobe” could not safely be 
assumed to be precisely uniform: ~The activity of the material 
has, in fact, been observed to fall rapidly with increase of the 
interval between slaughter and the final stabilization of the 
dissected substance. by acetone or rapid drying. Freshness in 
this sense, and consequently activity, may obviously vary with 
the efficiency of organization at the source. i 
improve during the 13 years between the preparation of the 
two standard materials, and any such improvement might 
_ further be accentuated by an increased use of refrigerants even 
during a quick transfer from abattoir to laboratory. Improved 
standards of dissection, again, might well-give a more severe 
discrimination between the material to be retained as unques- 
tionably “ posterior lobe ” substance and that to be rejected as 
more properly belonging to the stalk; while even small tags 
of completely inactive dura mater might easily have been 
included in some pre tions of the material by hasty or 
imperfectly trained dissectors. In these different directions 
greater experience and perfection of procedure might easily 
account for the (average) additional 12% of activity shown by 


the new standard material. 


3. The whole basis of biological standardization in- units 
defined by fixed weights of standard preparations, since Ehrlich 
introduced this method for diphtheria antitoxin, has depended 
on the assumption that the standard itself has a practically 
indefinite stability. In-the case of an antitoxic serum this 1s 
- inevitable, since there is no independent basis of comparison 
and no natural upper limit to the activity of such a standard. 
All experience, moreover, has shown that such sera, when 
dried, have a hi stability even in-air at ordinary tempera- 
tures; so that there is nq reason to suspect that a serum 
standard, when kept in perfectly dry nitrogen below 0° C., will 
suffer any appreciable loss of activity before it is due to be 
replaced by a fresh one. - g ' ; 

In the case of ‘the standard for pituitary posterior lobe the 
conditions are not identical with-those for the sera. Even 
when the ing of the gland substance has been completed a 
measurable loss of activity occurs, sometimes in less than a 
year, if the dry product is kept without special precautions in 
air at ordinary room temperature. This would not justify an 
assumption that when sealed in perfectly dry nitrogen and kept 
at a temperature below 0° C. it would be subject to a significant 
loss of activity, even in many years; and the fact that none of 
the subsidiary standards made during its currency had. proved 
to be stronger, while more than one had been somewhat weaker, 
was against the supposition that the current standard had 
suffered an important loss of activity during the 13 years since 
its preparation.. Nevertheless it had to be recognized that a 
loss of activity of the order of 10% would be extremely difficult 
to detect in the absence of an independent and certainly stable 
basis of comparison, and that the presumption of perfect 
stability for this stan substance was not so overwhelmingly 
strong as in the case of the serum standards. - 

.4. From the scientific point of view the maintenance of any 
unit of measurement without -change has great importance. 
From the point of view of practical application, the avoidance 
of any possibility of a decline in the value of the unit is more 
important for remedies such as the pituitary posterior lobe 
preparations than for an antitoxic serum. ith diphtheria 
antitoxin, for example, the effect of a small decline in“the 


the old—0.5 mg.—to 


This might well . 


Necessary, 


value of the unit over a decade or so—there is no reason what- 
ever for suspecting its occurrence—would haye been Pren 
swamped -in practice by the great increase, probably tenfold, 


~in the customary: dosage in units made possible in the same 


period by improvements and refinements of manufacture. 
ituitary posterior lobe extract, on the’ other hand, cannot be 


- given with a large margin of excess units to cover any possi 
as 


bility of a decline in unit value, since over-dosage may 


- dangerous from excess of- action as under-dosage from lack 


of effect in an emergency. In that respect its position is com- 
parable to that of insulin. : E 
5. Adoption of the same weight of the new standard as of 
t t the unit would involve an 
increase of the-unit by not more than 15% of its present value. 
If the activity of the old standard had been constant for 13 
years there would be this increase in the value of the unit ‘as 
originally accepted, but it would be inappreciable in practice. 
It 1s to be noted, indeed, that several ọf the participants failed 
to detect it even in the laboratory assays nade with the special 
care appropriate to the fixation of the unit value of a new 
standard. ere was no risk, in any case, that such a frac- 
tional increase in value would be repeated indefinitely at suc- 
cessive replacements of the standard, since the complete 
preservation of the activity present in the perfectly fresh gland, 
substance, as contemplated in the original definition, sets a 
natural upper limit; it is probable, indeed, that the slightl 
greater activity of the new standard represents a close approach 
to that limit, so that a further increase of value at later replace- 
ments is improbable.. On the other hand, the possibility could 
not be excluded that the increase in the unit on its présent 
value might represent a very slow deterioration of the old 
standard, with an average loss of about 1% of its activity in 
each year after its preparation; and if that were the case, a 
decision to fix the weight of the unit of the new standard at 
about 0.45 mg., to make it equivalent to 0.5 mg. of the old 
standard at -the replacement date, and a continuation of this 
policy at successive replacements, would obviously involve the 
risk of a cumulative depreciation of the unit value which would 
eventually become of serious practical importance. It was 
T ary, therefore, to balance the disadvantage of a probable 
single increase of the value of the unit by not more than about 
15% against that of a possible succession of depreciations of 
its value in the same proportion. 
: With all these considerations before them the participants 
in the Preparatory investigation unanimously agreed that the 
weight of the new standard for the pituitary posterior lobe, 
representing 1 unit of activity, should be 0.5 mg., although 
this would entail an increase of the value of the unit of the 
order indicated at the time of adoption of the new standard. 


Conclusion 


Though such an increase’in the value of the unit is not 
likely to be significant, or even appreciable, in practice, it will 
have a greater importance for the manufacturer, concerned to 
ensure that his product will not be found deficient*if inde- 
pendently tested in comparison with the new standard prepara- 
tion. The British Pharmacopoeia, 1932, in describing the assay 
of an extract for its oxytocic activity in comparison with the 
standard preparation, indicates the limit of error of the test 
as +20%. It will be obvious that a product which had been 
passed for issue on a test made. in comparison with the old 
standard, and which through ‘esting error had a true activity 
nearly 20% below the indicated unitage, would incur a greatly 
increased chance of failure when compared with a standard 
some 15% stronger. While the existing conditions made ıt 
unusually important to avoid wasting material which, from the 
practical point of view, was not significantly weaker than tts 
stated activity in units, it was also important that the small 
change involved in adopting the new standard should be made 
with the greatest practicable speed and unanimity. 

Accordingly, the Hampstead Institute has issued a new 
Memorandum relating to the Second International Standard 
for Pituitary Posterior Lobe Preparations, in which the grounds 
for its adoption and for the redefinition of the unit, as above 
described, are discussed in detail. The new Standard and the 
Memorandum have been supplied to those countries at present 
accessible and to the Health Organization of the League of 


_ Nations at Geneva; and, in this country, the licensed manu- 


facturers of pituitary (posterior lobe) extract have been notified 
of the changes indicated above and hgve been supplied with 
samples of the new standard preparation and the relevant 
Memorandum. : 
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` THE NON-TOUCH TECHNIQUE — 
WITH SPECIAL REFERENCE TO THE OPERATIVE 
TREATMENT OF SIMPLE FRACTURES 


BY 


H. A. T. FAIRBANK, D.S.O., MS., F.R.C.S. 
Consulting Surgeon, Hospital for Sick Children, 
Great Ormond Street, etc. ~ 


When Arbuthnot Lane (1894) first advocated the extended 
use of internal fixation in the treatment of simple fractures 
he insisted on a scrupulous aseptic technique. A technique 
founded on his original suggestions has become the routine 
-practice of a large number of surgeons for every operation 
with the exception df those—e.g., abdominal operations 
—in which the introduction, of the gloved hands into the 
wound is necessary. This is now known as the “ non-touch 
technique,” añ essential feature of which is that a gloved 
finger is never allowed to come in contact with the wound 
or with anything introduced into it. When surgeons speak 
of the non-touch technique do they all mean precisely the 
same thing? The answer must, I think, be in the négative, 
particularly if the details are examined minutely. Assuming 
this view to be correct, it occurred to me that it might be 
useful to describe in detail the precautions which many 
surgeons consider advisable in every operation. It cannot 
be too strongly insisted that the scrupulous care inherent 
in this technique should not be regarded as called for only 
when a simple fracture is plated. .If the precautions are 
accepted as advisable, even imperative, ` for the internal 
fixation of a fractured bone, they are surely advisable in 
every. operation, with a few well-recognized exceptions. 
The reason for the technique ıs that gloves are unreliable 
and cannot be guaranteed against perforation, particularly if 
forcible use of the hands is necessary. The technique and 
theatre routine described below are approximately those which, 
under the inspiration and guidance of Arbuthnot Lane many 


‘years ago, became the general practice of the surgeons .working. 


at the Hospital for Sick Children, Great Ormond Street. The 
same or a closely similar technique is now the routine practice 
- ım many other hospitals. Scrupulous attention to detail by 
all concerned with the operation is essential. g 


‘Theatre Routine 


\ 

The skin over a wide area should receive a double prepara- 
tion, wjth an interval of some hours between them, before 
the case is taken to the theatre. On the table the part is 
again painted with a solution of iodine or other -preparation. 
The operation area is surrounded by a generous supply of 
sterile mackintoshes and towels, the latter-being firmly clipped 
together and to the skin. If it is necessary to palpate the 
part before making the incision the skin is covered with a 
sterile towel or a swab consisting of ‘several layers of gauze. 

All instruments, swabs, etc., are dry: no germicide is used 
except that in which ligatures and suture materials are normally 
kept. Dissecting forceps, artery clips, retractors, and, in fact, 
the instruments generally, are long, so that the hands are “kept 
well away from the wound. The theatre sister holds an instru- 
ment with forceps when passing it to the surgeon, or at any 
rate carefully avoids touching “ the business end.” All needles 
are threaded with the help of two pairs of forceps, and are 
passed to the surgeon gripped in a needle-holder. Ligatures, 
if used at all, are touched only with forceps and scissors and 
they are tied with forceps. Swabs, preferably of dry gauze, 
are never handled by anyone: all swabbing is done with 
forceps. The chief assistant is never without a pair of dis- 
secting forceps in one hand for this purpose. Instruments used 
for any length of time, or forcibly, are resterilized. The knife 
employed for incising the skin is discarded, and a fresh knife 
taken for the deeper dissection. When the bleeding vessels 
havembeen secured and the wound is dry, the cut edges of the 
skin may be painted with iodine solution. Towels, tetra- 
cloths, or “ weils ”—call them what you will-—are clipped over 
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the edges of the wound, special care being taken at ‘the ex- 
tremities of the incision, to exclude the possibility of any 
instrument, suture, or swab coming in contact later-with the 
raw edges of the skin. Experience shows that -it is necessary 
to stress this point: it ıs the cut edge and not the surface 


` of the skin which is the-special danger. If the wound is large, 


towels may be used ; if smaller, a sheet of close-mesh butter 
muslin is more convenient. I prefer specially prepared sheets 
of waterproof batiste between layers of muslin or gauze for 
this purpose. Lane insisted that the skin-edge clips should 
be long and heavy, so that they lie well away from ‘the wound., 
For the vessels he preferred the Mayo-Ochsner type of clips, 
which are not only long and heavy but are powerful enough 
to crush the vessels and make ligatures. unnecessary for any 
but the larger vessels. For feeling, blunt dissection, etc., a 
Buchanan’s dissector is a most useful instrument. A needle- 
holder is indispensable: all sutures, including those in the 
skin, are tied with this and a pair of dissecting forceps. 

In the open method of fracture treatment there is one, and 
only one, additional precaution to be taken. On a table beside -` 
the instrument table is a small sterilizer, the water in which 
is kept on the boul throughout the operation. All drills, screws, 


. plates, nails, wire, etc., are left in this tUl required. Screw- 


holders, plate-holders, screw-drivers, etc., shortly before use 
are transferred from the instrument table to the small sterilizer, 
the handles projecting over~ the edge. After use on each 
occasion these instruments and the drill are returned to the 
sterilizer till again required. The business ends of the drill 
and screw-driver are returned to the boiling water after the 


-insertion of each screw. In short, any non-absorbable foreign 


body that is to be left in the wound, and every instrument 
that comes in contact with these, is guarded from air-borne 
infection sq far as is possible. 

2 


' Points in Fracture Treatment 


Before deciding to operate on a closed fracture that cannot 
be satisfactorily dealt with by~other methods, the surgeon 
should never fail to ask himself these among other questions 
Is this a reasonably easy carpentering job? If I tackle it, 
have I a -good chance of achieying something approaching 
anatomical perfection? Is there enough accessible bone on 
both sides of the fracture for the number of screws necessary 
to maintain the position securely? If not, can the fragments 
be held securely by some other device? 

A few other points may be mentioned. The best period 
during which to operate on a simple fracture is, in my opinion, 
the second to the fourth day after the accident. This gives 
the patient time to recover from the injury, and the ‘surgeon 
time to make the necessary arrangements for the! operation 
and to have the patient’s- skin carefully prepared. Two assis- 
tants are necessary besides the sister in charge of the instru- 
ments. Lane insisted on a generous incision giving free access 
to the fragments, due regard being paid to ‘the avoidance of 
damage to important structures. He stripped the periosteum 
from the bones, and this -certainly facilitates exposure of the 
bone ends, the clearing of clot and muscle, and the reduction 
of displacement. It is questionable whether stripping the 
periosteum is altogether wise, and some surgeons prefer to do 
as little of this as possiblé. The subperiosteal operation gives 
rise to less bleeding in a recent fracture. Retraction of muscles 
is achieved with long levers, the curved ends of which are 
slipped beneath the bone. Lane’s tapered lever with serrated - 
edges (“rotating instrument ”) is useful between the fragments 
for sliding one on the other and overcoming shortening. 

In a transverse fracture, angulation of the limb at the site 
of fracture till the ends of the fragments engage, followed by 
straightening the limb, used to be of value more often than 
it’is in these days,of orthopaedic tables with facilities for 
mechanical extension. Peter’s lion forceps (double- and single- 


claw), with a screw to lock the handles, are invaluable for 
-holding the fragments in place while the screws are -inserted. 


When difficulty is experienced in preventing the fragments from 
slipping, and particularly when a third fragment of some size 
is present, it may be helpful to include the plate as well as 
the fragments in the grip of the forceps. The plate must be 
bent till it accurately fits:the surface to which it is applied. 


Ca 
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There must be no spring exerting a pull on the screws. Plates 
should, if possible, be applied to a surfaçe of the bone that 
is covered by muscle; and they must be stout enough to make 
bending or breaking improbable. Drills must correspond to 
screws: soft or cancellous bone calls for smaller drills than 
hard bone. Lane advised that screws should pierce the distal 
compact bone only in young children. Particular fare has 
to ‘be taken that the drill-holes for the first two screws corre- 
spond with the centres of the holes in the plate, or the frag- 
ments may be slightly distractěd—an undesirable though 
fortunately not necessarily a fatal fault Screws should be 

- driven home tight. The number of screws inserted in each” 
fragment must be adequate for the work they have to do. 
For the femur, at least four screws in each fragment are 
necessary ; for the, tibia three screws; and for the radius 
and ulna two screws in each fragment. One of the commonest 
mistakes is the usé of too, short a plate and an insufficient 
number of screws. Another common fault.is inadequate post-" 
operative external splintage, or, if' adequate, not maintaining 
this. splintage Jong enough. These errors all lead to undue 
strain on the screws, which become loose, with disastrous. 
results. It is not always rémembered that with internal fixation 
of the fragments callus ‘is reduced ‘to a minimum, and in many 
cases no provisional callus whatsoever is formed. External 
splintage is necessary for a longer period, if the shaft of a bone 
is involved, than if a fracture is treated without operation, the 
apposition of the fragments being equally good in both. In 
the forearm the fragments may be sufficiently stable when 
placed in apposition to make a plate unnecessary. 
re . The Vitallium Screw - 

___ Vitallium screws, long enough to pierce the cortex on both 
sides of the medullary canal, are coming .into fashion, and 
some surgeons are showing an inclination to rely entirely on 
them, no splints of any kind being used. This tendency must 
be watched: careful judgment is necessary if disasters are to 
be avoided. -Incidentally it is my opinion that the introduction 
of vitallium should not be regarded as the solution of all our 


troubles. Great ‘care to guard against sepsis is still just as. 


necessary as it was. I consider that ‘trouble with plates and 
screws points to a faulty technique on the part of the surgeon. 
Screws become loose becausé they are subjected to too great 
a strain or because they are infected, or both. The theory 
of electro-chemical irritation around a steel screw is attractive 
but not very convincing. How do the supporters of this theory 
explain the by no means rare experience of finding,- when 
removal of steel screws is called for long after their insertion, 
that one screw is loose while its neighbour can only be removed 
with the help of a scfew-driver? The thread of the vitallium 
screws reaching this country seems to be quite unnecessarily 
.fine: a coarser thread would, I think, be an advantage. - Wires 
and bands around the shaft, of a bone are to be avoided as 
a rule. Wire rarely affords adequate fixation in the shaft of. 
a bone: disasters following the use of wire are fortunately 
less common than they were. Parham bands, an attractive 
device for an oblique fracture of a shaft which is of even 
diameter in the region of the fracture, are dangerous. If used 
at all they should be removed later. In the absence of all 
obvious signs of ‘infection a circular line of absorption of the 
bone may occur beneath the band, and as there’ is no sub- 
periosteal callus formed whatsoever, this may weaken the bone 
.to a dangerous degree. - * 

There are definite indications that the pendulum, which I 
think had swung rather too far from operative to non-operative 
methods of treatment for simple fractures, is swinging back 
towards the more extended use of internal fixation. This 
tendency will need careful watching, or the pendulum may 
again swing too far. : 

_Finally, I venture to remind my readers that cutting down 
on a simple fracture is not an operation to be lightly undertaken 
by any surgeon. Like many~another specialized operation, it 
is a justifiable procedure only in the hands of a surgeon with 
the necessary training and, above all, one whose technique is 
‘above reproach. ak fos 
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SURGICAL AMPUTATIONS _AND THE. 
FITTING OF ARTIFICIAL LIMBS 
s s ş BY e 
A. W. J. CRAFT, MRCS. L.R:C.P. - 


- Limb-fitting Surgeon with the Ministry of Pensions, 
-Queen Mary’s Hospital, Roehampton 


I would like first to express my indebtedness to the Ministry 
of Pensions, including all the surgical, medical, and techni- 
cal officers, for granting facilities to make use of the data 
and information collected in the past 25 years, and in 
particular to Dr. R. Langdale-Kelham, the senior limb- 

fitting surgeon to the Ministry, with whom I have worked 

for some time and who has given me the opportunity of 
studying the question of fitting of limbs in detail. It is 
hoped the information and suggestions incorporated in this 
paper may be. of some service to surgeons and possibly to 
amputees. ° 

Amputations and Rehabilitation 

Amputations have been recorded in many surgical textbooks 
over a number of years, particularly since the advent of 
aseptic surgery. The types and sites of similar amputations 
have variéd, with the result that a difficult problem is left in 
many instances for those called upon to supply the prosthesis. 
It is stated that a good limb-maker should be able to provide 
a‘ suitable prosthesis for any -type of amputation, whether 
following a surgical operation or due to a congenital deformity. 
-This is quite true, but it is definitely established from results 
of limb-fitting during the past 25 years that only certain lengths 
and types of stumps render the amputee free from further 
surgical attention. Also, latterly the artificial limb has been 
improved and re-designed to cause less strain and give more 
comfort to the wearer. 

When an amputation is performed upon any limb it starts a 
new phase in the life of the amputee. He must rehabilitate 
himself, ‘and rehabilitation is, obtained only by co-operation 
between the patient, surgeon, and all responsible for the treat- 
ment of the stump up to and including the actual fitment of 
the prosthesis. There are three main objectives: first, the 
surgeon should provide a stump which will not require any 
further surgical attention ; secondly, the nursing staff and others 
concerned should treat the stump by correct bandaging and 
exercises, so that it may be fitted in the shortest time with a 
prosthesis of a design suitable for the patient’s future work ;` 
thirdly, the patient should be taught to use the prosthesis 
correctly to enable a speedy return to his original work or 
some other suitable employment, and so. remove thegfear of 
being styled a “ cripple.” 7 

With the exception of Service cases from the last war it can 
be stated generally that surgeons have not been able to follow 
up and watch closely the results of amputations they have. per- 
formed. Once the operation scar is healed the amputee leaves 
the hospital with’ little instruction upon the care of the stump 
or of the prosthesis he obtains. If the stump breaks down for 
any reason the amputee consults his own doctor, who may have 
had little experience inthe treatment of such cases. 

During the latter part of the war of 1914-18 the Ministry of 
Pensions set up an organization, with its main centre at Roe- 
hampton and 17 centres in the provinces, to provide all Service 
amputees with prostheses, to supervise the fitting, and to repair 
broken or worn parts. A very important feature was the 
regular inspection of the amputations, with the appropriate 
treatment when required. Records of this work were carefully 
summarized, with the result that valuable information was - 
obtained, as I shall attempt to show. 


' Above-knee Amputations ! 
Weight-bearing.—Nature has so developed the human body 
that, when walking, the weight is borne by the foot,.and when 
sitting by the ischial tuberosity. If the lower limb is amputated 
at any level the weight ought therefore to be supported by the 
ischial tuberosity. About 20 years ago most amputees to@k the 


_ Weight upon the end of the stump, but within five years over 
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75% ‘of such cases were corrected. A number had to be re- 
amputated for surgical reasons, while others were altered before 
the end of the stump had deteriorated. One seldom now sees 
a case in which the weight is taken by the end of the stump: 
such amputations as the Stokes-Gritti and the transcondylar 
were fe“amputated. , This above-knee stump fits into the 
“socket ” of the prosthesis, made of metal or wood, carefully 
shaped so that the ischial tuberosity rests on the inner edge, 
the patient thus sitting in the socket. Upon walking He 
naturally lifts the stump a trifle out of the socket, producing 
a slight “ piston ” action which is by no means detrimental to 
the stump except when the scar is terminal and adherent to the 
amputated end of the femur. Also there should be no scar 
tissue near the ischial tuberosity, the head of the great 
trochanter, or the upper part of the thigh, if this can be 
-avoided. 3 
Musculature—The myscles of the thigh are used by an 
amputee to control the prosthesis in exactly the same manner 
as by a normal walker. The flexor muscles enable the stump 
to lift the prosthesis upward and forward, the lower part being 
swung forward at the knee-joint. The heel is then pressed on 
the ground_and the extensor muscles push the socket backwards, 
extending the knee-joint and maintaining it.in full extension. 
Diagram 1 shows the stump control of the prosthesis and the 





DiacraM 1 


‘position of the scar. The adductors and abductors control the 
balance of the amputee on the limb as with a normal person ; 
therefore during amputation as much as possible of these 
muscles should be left. With the ideal stump length, discussed 
later, only a small portion of the adductor magnus is removed, 
as shown in Diagram 2. The extensor muscles should be 





DiacraM 2 


Duacram 3 


severed so as to end about half to one inch above the scar in 
order to avoid adhesion between the muscle ends and the scar 
tissue. ~ - 

StuMp Length—The experience of the past 20 years and the 
periodic examination of stumps clearly indicate that the ideal 
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length is between 10 in. and 12 in., as measured from the tip of 
the great trochanter to the amputated end of the femur. Such 
a length requires no further surgical treatment and affords 
adequate control of the prosthesis. A number of amputees 
with a longer stump experience circulatory troubles, while many 
have had to undergo re-amputation. 

Scar.*With the ideal stump there is an ideal site for the 
scar, as depicted in Diagram 1. The larger anterior flap method 
ensures a transverse posterior scar about 14 in. from the end of 
the stump. If complete haémostasis is obtained no drain is 
required and the wound will heal quickly. There are many 
reasons for choosing this position, the chief being that the scar 
will never have any direct pressure exerted upon it by the use 
of the prosthesis and also that there will be no traction over 
the scar such as would occur if it were terminal. ` 


Flaps.—The flaps need only contain enough tissue to main- - 


tain their own nourishment; any superfluous tissue may cause 
discomfort in the wearing of the prosthesis. : 
Sciatic Nerve-—Various methods of dealing with this nerve 
during amputation, such as crushing, ligaturing, or injecting the 
end of the nerve with alcohol or similar substances, have been 
described in textbooks. Some of these procedures are unfor- 
tunately still in use, with the result that there is often a great 
deal of pain, and in numerous cases “ phantom foot” is felt. 
The nerve- should never be crushed, ligatured, or stretched. It 
should be treated as carefully as possible, being very delicately 
dissected out of the musculature and severed a little shorter 
than the cut muscles to prevent adhesion of the nerve-end. The 


artery of the nerve may in exceptional cases need tying. 


Short Above-knee Stumps 


If a stump has to be shorter than the ideal just described 
the amputation should be guided by the above principles, the 
chief consideration being to leave as much of the adductor 
musculature as possible, while at the same time removing all 
pathological tissue to obviate any further surgical intervention. 
It must be stressed that there should be no complete disarticula- 
tion of the head o1 the femur unless this bone or part of the 
joint is diseased. After amputations which leave about 4 in. of 
femur a special prosthesis is designed, because this short stump 
cannot bé accommodated in the ordinary type of socket and 
there is no stump control. This short stump is flexed to 90 
degrees from the normal position and a socket fitted half-way 
round the pelvis. The projection of the end of the femur, 
together with the natural contour of the body with the femur 
in position, allows the patient to wear the socket comfortably. 
With a complete disarticulation the socket tends to slip down 
and rotate on the body with every step taken. Whenever 
possible it is desirable to leave a part of the head of the femur 
-for the comfort of the patient (Diagram 3). 


Below-knee Amputations 


With an ideal amputation and a correctly fitted limb it should 
not be possible to detect that a- prosthesis is being worn. 
Examination of hundreds of cases shows that long stumps break 
down from circulatory disturbances, while a chronic bursitis 
is the result of taking the weight of the body on the head of 
the tibia. Modified Syme’s amputations and long stumps that 
have taken end-bearing often'‘call for re-amputation. The 
following are three important points: , 

1. Weight-bearing in the past has been largely taken by the 
head of the tibia, with a leather corset fitted round the thigh 
for some support. Many cases are being seen in which the 
resultant bursitis is too painful to allow of a continuance of 
this method. A longer corset is now fitted which will take the 
full weight on the ischial tuberosity. 

2. The calf muscles should be cut away to produce a 
conical-shaped stump with their ends just above the resultant 
scar. A soft flabby stump is more uncomfortable and more 
difficult to fit than a thinly covered one. 

3. Stump length is measured from the inner articular surface 
of the tibial head to the amputated énd of the tibia, and all that 
18 required is 5 to 54 in. The fibula must be at least half an 
inch shorter than the tibia, otherwise bony union occurs, causing 
pain at the stump end or, at times, at the head of the fibula. 
The head of the fibula should not be removed except for patho- 
logical reasons. The front sharp edge of the amputated tibia 
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should be bevelled to prevent its wearing through the skin. 
The scar should be about-l in. from the end of the stump on the 
posterior surface, formed by a large anterior flap with no super- 
fluous fissue. This -site will prevent adhesion to the bone-end. 
The nerve should be treated with extreme care and not be sub- 
jected to trauma by crushing or ligaturing. ad 

ae 
. " Stump Treatment 

Care and treatment of the amputated limb are almost as 
important as the amputation itself, and should begin from the: 
day of operation. The stump does not require a pillow or pad 
to rest upon, but ought to lie extended, while in the case of a 
below-knee amputation a back splint is often necessary to 
prevent flexion of-the knee-joint. After.the stitches have been 
taken out and the wound is healing, active exercises should be 
“started ‘while the stump is still bandaged. Movements of the 
joints must be encouraged, to tone up the muscles and-assist in 
tissue reduction in the stump: Massage has been shown to‘be 
inadvisable. Furthermore, it does not.reduce the oedema, but 
rather irritates the nerves, and should therefore not be given at 
any stage during recovery. - 

A temporary walking-leg or plaster pylon has been used in 
former days with the claim-that it reduces terminal oedema and 
oedema of the stump as a whole. This pylon could not.be™ 
ordered until the. wound was healed and the scar consolidated, 
which with an above-knee amputation often took a month or 
more. Then the pylon was ordered and made in a week or 
so. The patient wore the pylon, in an effort to reduce the 
oedema, for a further month. I have kept careful record of 
measurements of stumps which had pylons fitted and of the 
amount of oedema reduced. In some cases the oedema actually 
increased ; in some it remained stationary ; while in a few there 
was a slight reduction but the patients had acquired the very 
distinct “ pylon” swing, which was very difficult to overcome 
when the completed prosthesis was worn. It will be seen, 
therefore, that it was about 10 weeks before the artificial limb 
could be ordered, The pylon is now only used in special 
The modern method devised by the Ministry of Pensions and 
adopted by the E.M.S. is to bandage the stump with crêpe 
bandages from the time the stitches are taken out. It has been 
proved from records compiled at Roehampton-that an above- 
knee stump requires only three weeks’ bandaging to render it 


part of the poSterior surface of the stump, and held by the 
patient’s fingers. This process is repeated by bringing the 
bandage down the back of the stump, over the end to the 
starting-point—still being held by the patient’s thumbs—and 
drawn down over the end to the back of the stump. e 

The patient must not allow the tension to slacken in the 
bandage, which thus supports the tissues in the end of the 
stump. The bandage is next applied round the upper part of 
the stump to hold the first applications, and firmly enough to 
allow the patient to remove his hands. It is brought round the 
end of the stump very tightly so as to compress the tissues, but 
not too tightly round the upper part. If the bandage was 
finished off in this manner it would tend to slip down and off 
the stump when -the patent walked about. To prevent this it 
is applied round the waist as shown in Diagram 10, and finally 
round the stump (Diagram 11). Particular care should be taken 
that the crossing of the bandage on itself when applied round 
the waist occurs at the side of the body and not on the front, 
otherwise there will be a tendency to flex the stump. This 
bandage should be reapplied three or four times a day to take 
up the new shape which results from reduction of the oedema. 
Figures are available which show that stumps treated in this 
way have uniformly shrunk 2 in. in circumference in less than 
14 days, thus rendering limb-fitting possible. 

The application of a 4-in. bandage to an above-knee stump is 
useless. Furthermore, the method of applying a crépe bandage 
tightly at the upper part of the stump and bandaging down- 


- wards will retard the reduction of oedema because it imposes 


fit for measurements to be taken for an artificial limb. Thus * 


with this above-knee site actual limb-fitting can take place in 
less than 8 weeks from the day of amputation, resulting in a 
great saving of time and expense, and the earlier return of the 
amputee to work. : a 

In bandaging above-knee stumps it'is imperative to use crêpe 
bandages 6 inches wide. At present they are not made long 
enough, so that two have to be sewn together. The bandage 
must be wound tightly and evenly, otherwise the necessary firm 
application to the stump cannot be obtained (Diagrams 4-11). 





- - Diagrams 411 


. a) Tt 4 4 
The end of the bandage must be applied to the upper; front 
surface of the stump and be held securely by the patient’s 
thumbs. It is then passed down: the front.of the stump, back 
` over-the end, pulled tightly with even pressure to the upper 


` 


a constriction on the upper part. 

To treat a below-knee stump a 4-in. crêpe bandage is applied 
as in the above-knee method. Three slings are used to support 
the oedematous tissue, and the bandage is applied tightly and 
firmly- around the end. The bandage is taken above the knee 
to prevent it slipping off the stump, but the front of the knee 
over the patella is left free so as to afford mobility to the knee- ' 
joint. ' 

„Stump Exercises—A recent development in the care of 
stumps after amputation is a course of exercises adopted to 
re-educate the remaining muscles of the stump and thus prepare 
it to control the artificial limb. A narrow sleeve, about 4 in. 
wide at the back and 2 in. at the front, from which a cord 
passes over a pulley and suspends a weight of 7 to 14 lb., is 
placed on the stump as shown in Diagram 12a. The stump is 





\ A 


DyacramM 12 


extended against the pull of the suspended weight to assist the 
musculature. in regaining its strength—the weights, rate of 
exercise, and duration varying with the increase in muscle tone. 
The adductors are similarly exercised by the patient’s standing 
with his side toward the pulley, the stump being drawn towards 
the midline of the body. If the patient is at home the exercise 
can be carried out by allowing the cord to pass over the back 
of a chair upon which somebody is sitting to steady it 
(Diagram 125). 
Arm Amputations - 

Arm stumps are not weight-bearing, and are subject to quite 
different strains and stresses from those of the lower limb. 
Long arm stumps are not so liable to circulatory disturbance, 
except the very long ones which are produced by disarticulation 


- through the wrist and elbow. The ideal length of an upper-arm 


amputation in an adult is 8 to 9 in., measured from the tip of 
the acromion process to the amputated end of the humerus. 
If the stump has of necessity to be mgde shorter, at least half 
an inch of humerus should be Jeft below the axillary fold, thus 
enabling good control to be maintained over the artificial arm. 
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If a still smaller length has to be fashioned, every endeavour 
should be made to leave some part of the head of the humerus. 
The scar-should not be on the anterior or posterior aspect of 
- the stump because pressure is exerted on these surfaces in using 
the arm., A terminal scar from equal anterior and posterior 
flaps is ideal, with again’ little tissue in the flaps and a conical 
stump. Adhesions of the musculature to the end of the 
humerus must be avoided. ‘This latter consideration is the 
chief objection to guillotine operations, which are otherwise 
satisfactory. - ' 

The length of the lower-arm amputation ıs measured from 
the tip of the olecranon to the amputated end of the ulná, and 
should be about 7 in. with the elbow flexed. The radius should 
be at least half an inch shorter than the ulna to obviate cross- 
union, and a conical stump be produced for the comfort of the 
patient and to permit him to use the prosthesis. The scar should 
be terminal in a line across the ends of the bones, and the flaps 
should contain no superfluous tissue. The nerves must be cut 
across cleanly to avoid the “ phantom hand.” 

If an amputation has’ to be carried out with a shorter length 
than that suggested above, it will not prevent the amputee from 
using an artificial arm if at least three and a half inches is, 
allowed to remain, but in such a case more muscle tissue must 
be trimmed away and a real bony stump left. If as a result of 
an accident, disunited fracture, or other cause a surgeon is con- 
fronted with a disarticulation of the elbow- or wrist-joint, an 
ideal site amputation is preferable, because these disarticula- 
tions do break down repeatedly. Furthermore, artificial arms 
must have a rotary mechanism at the wrist, and an above-elbow 
prosthesis will have the elbow-joint together with a rotary arm 
mechanism. These points are often forgotten when disarticula- 
tion amputations are performed. 


In all arm amputations the patient should be encouraged to 
use the proximal joints and truncated muscles as early as pos- 
‘sible. Crêpe bandaging with 3-in. bandages ıs used when the 
_ stitches are removed. An arm amputee usually has a more 
despondent outlook than a leg case. It is for this reason that 
such cases should be fitted with prostheses as quickly as possible, 
otherwise there is a tendency to rely too much on the remain- 
ing hand. An-arm can in the average case be fitted and used 
within a month of the operation. 

Amputations of parts of the hands which have suffered 
trauma are indeed difficult. 
thumb or part of it with a digit, can be saved it should be done 
to form the basis of a working hand: It is, however, surprising 
what appliances can be fitted to mutilated hands which may 
have only the minimum of a digit. 


Amputations in Children 


Childrea may have a limb amputated as a result of trauma, 
bone disease, congenital deformation, or aerial bombardment. 
These cases should all be treated early, for a child will quickly 
‘learn to use a leg or an arm with great ability. A plaster pylon 
or peg-leg should not be advised for the use of a child. 


Summary . 


Records compiled by the Ministry of Pensions during the past 
25 years definitely show that periodic examinations of ampu- 
tated stumps are desirable. 5 

The most suitable and trouble-free lengths of stumps, the 
position of the resultant scar from correctly fashioned skin 
flaps, and the treatment of the' severed nerve are indicated. 

In the past, stumps have received but little supervised -atten- 
tion with regard to’ their preparation for the fitting of a 
prosthesis. i k 

A new method of crêpe bandaging is now used, the results 
of which prove its efficacy in reducing the oedema in a much 
shorter time than by previous methods. Pylong are not 
necessary, generally speaking. -A course of exercises assists in 
preparing the stump musculature to control the artificial lumb. 

Arm: amputations, not being weight-bearing, necessitate a 
different position for the scar, The stumps require bandaging 
and exercises to encourage the greatest range of joint mobility. 
The artificial arm should be fitted as soon as possible. - 

Childeen should not fitted with non-articulated peg-legs. 
They should have a prosthesis at an early age, whether they be 
arm or leg cases. 


If any two working digits, or the - 


a poisoning agent. 


RENAL IMPAIRMENT DUE TO CRUSHING 
LIMBS IN ANAESTHETIZED DOGS 


BY 
M. GRACE EGGLETON, 


D.Sc., MLR.CS. 
K. C. RICHARDSON, M.Sc. i 
g H. O. SCHILD, M.D., Ph.D. . 
i AND 
F. R. WINTON, M.A, M.D., D:Sc. 


Impairment of renal function in dogs under nembutal 
anaesthesia ensues immediately after a period of 4 to 5 
hours, during which’ beth hind limbs have been tightly 
bound with rubber tubing from ankle to hip and the 
thigh muscles compressed in a vice and hammered for a 
few minutes. Removal of the bandage is followed by a 
large fall in arterial pressure, and by either anuria or severe 
oliguria. In the latter event-the urine is deeply pigmented, 
presumably with myohaemoglobin, which is freely excreted 
by the normal kidney, and the creatinine clearance is very 
low, which might be attributed in part to the low arterial 
pressure. Restoration of the arterial pressure with intra- 
venous gum-saline or ox serum usually initiates or increases 
the urine flow ; but even if the flow is raised to its initial 
value with diuretics the creatinine clearance, and therefore 
the concentrating power of the kidney, recovers to only 
about one-quarter of its original value. i 


The low arterial pressure following release of the limbs is 


~ not responsible per se for the damage to the kidney, since 


maintenance of even a lower blood pressure for an hour by 
means of-a histamine infusion does not involve reduction in 
creatinine clearance during a subsequent period at normal 
arterial pressure. The reduction in urine flow after release 
of the limbs does not in itself account for the renal damage,-. 
since prevention of this reduction by diuretics does not 
materially affect the degree of the ultimate damage. 

The damaged kidneys respond to large doses of diuretics 
with large increases in urine flow but only small increases in 
creatinine clearance, which may reach about one-half the 


„normal value. In these respects we did not detect a significant 


difference in the efficacy of intravenous administration of 
hypertonic sodium chloride, isotonic sodium chloride, sodium 
bicarbonate, or sodium sulphate. The depth of colour of the 
urine from damaged kidneys was not Consistently related to 
the severity of the damage as indicated by fall in creatinine 
clearance. The nature of the pigment was not examined in 
this series of experiments. Dr. Rimington has, however, identi- 
fied the pigment in urine secreted under similar conditions 
in a later series as mainly myohaermoglobin. 

Post mortem there was extensive injury to and oedema of 
thigh muscles, but no fracture of bones. The kidneys showed 
a brown cortex and a distinctively bluish-pink medulla, often 
with a narrow light-coloured zone between the two. The 
kidneys were notably flaccid, in contrast with the tense kidneys 
normally found after experimental poisoning. 

Microscopically, the-kidneys were characterized by the presence 
of material within the lumina of the tubules which might have 
been capable of blocking some of the tubules. The material 
was particularly concentrated in the terminal portion of the 
proximal convoluted tubules. The distal and collecting tubules’ 
were usually free and distended. There. was, however, no con- 


sistent relation between the extent of the deposit and the,” 


impairment of renal function; and, indeed, extensive deposit 
occurred in some kidneys which were functionally undamaged. 
In the only dog in which the anuria could not be antagonized 
even by huge doses of diuretics there were mitochondrial 
changes in the proximal tubule cells, indicating the action of 


Discussion — 5 


In these observations on 21 dogs we used the reduction in 
creatinine clearance as the chief indicator of renal damage 
because, like the inulin clearance, it is probably a measure of the 
glomerular filtration rate in the dog unless there is leakage of 
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creatinine from the concentrated urine in the tubules back into 
the blood. The renal damage described above is probably not 
due mainly to reduction in glomerular filtration rate, because 
oliguria from this cause is associated with very high creatinine 
and low chloride concentration in the urine, whereas in ‘these 
experiments the creatinine concentrations are low and the 
chlorides may be increased. Microscopically th® damaged 
organ appears fairly vascular. 

Blockage of the tubules, suggested as a possible factor by 

the appearance of the deposit in them, should produce a tense 
kidney, in contrast with the striking flaccidity observed in these 
damaged kidneys. The deposit does not appear compact enough, 
nor does it occur in a sufficiently high proportion of tubules, 
to lead one to expect that it could reduce the creatinine output 
to one-quarter. A more likely hypothesis would involve release 
of a poison from the damaged limbs that affects the tubule cells ` 
by increasing their permeability to creatinine, urea, and other 
substances which are concentrated by the kidney. These 
substances would diffuse from the concentrated solution in 
the distal parts of the tubules across the tubule walls 
to the blood in the venules. Hastening the flow of liquid 
_down the tubules with diuretics should reduce the loss by 
leakage of creatinine dnd so increase the creatinine clearance, 
an expectation which accords with observation. The main 
objection to regarding this as a self-sufficient hypothesis. is 
that poisons such as cyanide or mercury salts produce an 
increased urine flow, due to inhibition of water reabsorption, 
before they produce the anuria due to increased permeability. 
Correspondingly, organs poisoned in this way are usually tense. 
This is, however, not an insuperable objection to the view that 
the.poison bere in question affects the permeability mainly. 

Such a poison might reach the tubule cells either from the 
blood stream or, if diffusible, from the lumen of the tubule. In 
the latter event the poison itself might well be a substance 
which is concentrated in the tubules, and act the more potently 
in virtue of its concentration. This possibility has, however, 
been excluded in the following way. Partial obstruction of one 
kidney by an increase of ureter pressure resulted in a fourfold 
concentration of urine (as evidenced by creatinine-U/P ratio) 
compared with the unobstructed side. If the toxic agent 
released from the limbs had been similarly more concentrated 
on the obstructed side the severity of the damage should have 
been greater on that side. In fact, the obstructed side, after 
removal of the obstruction, was, if anything, a little less severely 


J 


damaged than the unobstructed side. 


So far as available evidence goes, the injury to the kidneys 
in our series of dogs appears to be of the same kind as that in 
man after comparable prolonged crush injury to the lımbs. 
The essential nature of the renal damage has not yet been 
determined, but the evidence suggests that the main factor may 
be concerned with increase in permeability of the renal tubules 
due to a toxic agent released from the damaged limbs, while 
there may be an additional factor involving reduction in the 
rate of glomerular filtration probably due to lowering of 
glomerular capillary pressure. 





VARIATIONS IN THE RESPIRATORY 
RHYTHM OF PROGNOSTIC SIGNIFICANCE 
IN MALIGNANT HYPERTENSION 


BY 


H. O. GUNEWARDENE, M.B., B.S, D.M.R.E. 
Radiologist, General Hospital, Colombo ; 


Recently I drew attention to variations in the respiratory 
rhythm in a case of malignant hypertension in its terminal 
stages (Gunewardene, 1938). A similar type of respira- 
tion has been noticed in cases of meningitis (Hutchison 
and Hunter, 1929). The characteristic feature is that the 
respirations are grouped ; in each group the initial excur- 
sion in the tracing is the largest, the subsequent ones get- 
ting smaller, until the movements cease for a moment. 
This means that the depth of the respiration gradually 
declines as in the waning phase of Cheyne-Stokes respira- 
tion. In that case, however, there was no-period of apnoea. 


This type of respiration is seen in the terminal stage ot 
malignant hypertension when pronounced albuminuria, per- 
sistent hypertension, and extensive eye changes (haemorrhages, 
exudates, cotton-wool patches, oedema of the disks, etc.) are 
present. The patient is generally quiet and lies fet on the 
back without a suggestion of the breathlessness of the cardiac 
type which previously had been well marked. A little restless- 
ness, not continuous, 1s often observed; he opens his mouth 
frequently and breathes as though he is yawning haif-heartedly. 
Occasionally he is irrational. Sometimes there is maniacal 
excitement ; at other times a little drowsiness suggestive of a 
uraemic state. Uraemic twitching or convulsions were not 
observed. 

These variations in the respiratory rhythm in association 
with malignant hypertension have not been described before, 
so far as I can gather from the literature available in Ceylon. 
Their cause has yet to be explainede Are they due to cerebral 
oedema, or to the effects of toxins on the respiratory centre? 
Is the alteration in the chemistry of the blood responsible for 
them? Eyster has shown that Cheyne-Stokes breathing can 
be produced in dogs by a nse and fall of the blood pressure 
in the presence of raised intracranial pressure. 

In the following case, grouping of respiratory movements 
similar to those in the ‘case referred to above was noticed, but 
each group was followed by a period of apnoea. The tracing 
is unlike Biot’s type, but resembles that of Cheyne-Stokes 
respiration with the. waxing phase absent. The rhythm is 
irregular and the depth of the respirations varies. 


Case Report 

The patient, a male sedentary clerical worker aged 42, was 
admitted on March 7, 1939, complaining of occasional occipital 
headache, giddiness on and off, and blurring of vision. He was 
lying quiet, but a few days previously he had been very 
dyspnoeic. Examination revealed the following characteristics. 
Heart: heaving apex beat—in fifth space, midclavicular line; 
second aortic + + ; no murmurs. The lungs were clear. Blood 
pressure: systolic 300, diastolic 180. The brachial and radial 
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arteries did not feel much thickened, nor did palpation suggest 
such high pressure. Pulse 78, regular. Urine: scanty; S.G. 
1010 ; albumin 0.7% ; no su Fundi showed oedema of the 
disks ; flame-shaped haemorrhages, exudates, thickened arteries, 
very congested veins. Blood urea, 224 mg. per 100 c.cm.; urea 
clearance, mean 7.26% normal. 

Treatment consisted of venesection ; administration of sodium 
nitrite, theomunal, etc. 

During his stay in hospital the blood pressure varjed between 
210/140 and 260/170 (not eliminating effects of drugs). He 
became somewhat irrational, yawned half-heartedly, and later 
became a little drowsy and quiet Just before his death (under 
ayurvedic treatment) on April 7, 1939, he complained that he 
“couldn’t breathe.” The accompanying illustration shows the 
respiratory tracing (thoracic) of this case. 

According to Harrison (|939), the carbon dioxide tension in 
malignant hypertension is abnormally low and patients with 
periodic breathing have arterial blood which is under-ventilated 
as regards oxygen and over-ventilated as regards carbon 
dioxide. It has also been shown that the administration of 
carbon dioxide abolishes periodic breathing. The fairly sudden 
transition of a dyspnoeic, sometimes orthopnoeic, patient into 
a condition of tranquillity would suggest that changes in the 
chemical constituents of the blood gases and the tissue fluids 
play a significant part in the production of periodic breathing 
and the cessation of dyspnoea. 
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Summary 

A form of variation in the respiratory rhythm associated 
with malignant hypertension is described. 

There are changes in the periodicity as well as the depth of 
the respiratory movements. 

These changes are of grave prognostic significance even when 
the patient does not look seriously ill, the duration of life in 
the cases described being not more than 6 weeks fter their 
onset. 
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The following is an account of an investigation into the 
potency of vaccine lyniph and the effect of vaccination on 
the sickness and industrial accident rates among Glasgow 
dock workers. i 


As a result of small-pox of à severe type ‘occurring ın 
Glasgow, the medical officer of health, on June 29, 1942, issued 
an appeal for mass vaccination of the city’s population. Since 
the disease had presumably “entered through the Port it was 
felt that every endeavour should be made to have dock workers 
vaccinated at once. At all times close co-operation is main- 
tained between the city’s health services and the Port Authority 
(Clyde Navigation Trust), so that the drawing-up and comple- 
tion of the scheme here outlined naturally fell to be dealt 
with by us. The scheme was approved by the medical officer 
of health, the Clyde Navigation Trust, and the port regional 
director. 

Outline of Scheme 


The first essential was to carry out vaccination promptly’ 
and with the minimum interference with the normal working 
of thie harbour ; secondly came the necessity of informing the 
dock workers of the need for vaccination; and, thirdly, con- 
veniently situated vaccination centres had to be established 
in the Docks. i 

It was decided to utilize the existing gas-cleansing stations 
in each dock as vaccination centres and, on the day before 
the opening of the centres, to make use of a broadcasting van 
to explain the need for vaccination and to announce' the time 
and place for workers to attend. This scheme answered 
extremely well, and over 60% of the workers in the Port of 
Glasgow availed themselves of the opportunity. The medical 
and nursifg staff employed were directed to pay particular 
attention to the technique of vaccination as outlined by 
Sir Alexander Macgregor in his communication. 


Result of Vaccination 


Of the lymph used 95% was supplied by the Government 
Lymph Establishment, the remaining 5% being from other 
manufacturers. Our impression was that the Government 
lymph was somewhat more potent, although all the other 
varieties gave satisfactory reactions. The follow-up of many 
of the workers was far from easy owing to the constant changes 
of working shifts and the movement of gangs of dockers from 
one dock to another as ships arrived and departed, and we, of 
necessity, had to satisfy ourselves with records of 1,000 out 


Table showing Results in I,000 Cases 








B | C D 
(Normal) (mmune) | (No Reaction) 
719 | 
72 











of the total vaccinated. The accompanying table shows under 
four headings the results we obtained. (A) Severe reaction 
evidenced by constitutional upset, enlarged axillary glands, 
fairly extensive localized reaction, with inflammation extending 





from the pock sometimes up to the shoulder and down to the 
forearm.. (B) A normal vaccination pock with little or no con- 
stitutional upset. (C) An immune reaction sometimes described 
as the papule of immunity of Pirquet. (D) No reaction. 

From the table it is evident that the lymph used was particu- 
larly potent, 84% of the cases showing severe or normal 
vaccinatidhs and a further 10% an immune reaction due in 
practically every instance to a previous successful vaccination. 
The 58 cases which showed no reaction were all revaccinated, 
when only two showed an immune reaction. ` 


Effects on Industry : 

We feared that mass vaccidation would interfere with the 
normal work in the harbour and thus slow down the national 
effort, but this has not been so. In fact, less than 3% of all 
classes of workers were off work on account of vaccination. 
The maximum period of incapacity was one week, the great 
majority being back at work within 48 hours. Scrutiny of 
the sickness rate among dockers, office staff, and Clyde Trust 
employees for the 28 days subsequent to vaccination showed 
No increase over the normal rate prevailing at this time of year. 

The industrial accident rate has also shown no increase 
above the normal, despite the fact that many crane drivers, 
capstanmen, and winchmen were vaccinated successfully, and 
were plucky enough to continue at work despite very sore arms. 


i Comments 

A good previous vaccination scar was no guarantee of im- 
munity. For example, one female who bad five large foveated 
scars resulting from vaccination in infancy, and subsequently in 
1921, had a very severe reaction. 

Stout persons generally had much more severe local reactions 
than thin persons. 3 

Elderly persons often showed severe reactions even although 
previously vaccinated. ' 

Many suffered from a coryza, sometimes associated with 
sore throat, of about three days’ duration from the 8th_to 
the lith day after vaccination. In no case was the coryza 
severe enough to cause incapacity for work. 

Wormen reacted more severely than men in 
groups. ? 

We found that vaccination of the lower limbs caused much 
more discomfort than vaccination of the upper limbs. 

Nine cases in our series showed a post-vaccinial rash; four 
of these were urticarial in type and associated with previous 
acne or scabies, three morbilliform, and two scarlatiniform. 
They all occurred between the 9th and the 10th day following 
vaccination and disappeared within 48 hours. We noted no 
case of papular urticaria, nor did any of the dock workers 
develop pustular rashes resembling small-pox. Neither did 
we see any case of post-vaccinial encephalitis nor any person 
who developed nervous symptoms - following vaccination. 
Several cases showed a somewhat delayed local reaction to 
vaccination. 


the ‘same age 


This investigation was made possible only by the willing co- 
operation of classes of dock workers, and we wish to the 
medical officer of health, the general manager of the Clyde Naviga- 
tion Trust, and the port regional director for permission to pnnt 
this short review. ` 








The Chadwick Trustees have arranged for the following public 
lectures to be given on Tuesdays at 2.30 p.m.: Oct. 6, at Royal 
Society of Tropical Medicine, 26, Portland Place, W., Sir Leonard 
Hill, F.R.S., “ The Interrelation of Clothing and Shortage of Fuel 
in Matters of Health”; Oct. 27, at Royal Sanitary Institute, 90, 
Buckingham Palace Road, S.W., Mr. W. T. Creswell, K.C., “The 
Forensic Aspects of Wartime Public Health Legislation ”; Nov. 10, 
at London School of Hygiene and Tropical Medicine, Keppel Street, 
W.C., Bossom Lecture by Miss Jocelyn Adburgham, “ Land Settle- 
ment—Its Sanitary and Architectural Aspects and After-war Possi- 
bilites ”; Nov. 24, at Westminster Hospital Medical School, 
Horseferry Road, S.W., Malcolm Morris Memorial Lecture by Sir 
Arthur MacNalty, “ The Prevention of Tuberculosis in Peace and 
War ”; Dec. 8, at Royal Soci of Tropical Medicine, Dr. W. 
Norwood East, “ The Differentiation, Prevention, and Treatment of 


Anti-socla] Behaviour Disorders.” Admission to the lectures is free, ` 


and further particulars can be had from the secretary, Chadwick 
Trust, 204, Abbey House, Westminster, S.W.1. 
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Medical Memoranda 
ee 
_ A Case of Adder Bite ° 
Publication of the fọllowing history -of a: case of adder bite 
that-we have treated recently is prompted by the query of Dr. 
C. W. Walker in the Journal of July 25 (p. 118). : 

A well-developed woman, aged 63 and weighing about 12 st., 
was bitten by am adder on June 30 while picking wild flowers 
on the roadside. Two punctures were made by the fangs on 
the dorsal surface of the web between the middle and ring 
fin of the right hand. The bite was inflicted at 5 p.m., and 
a tight constriction was applied to the wrist about 7 minutes 
ater. š " 

When first seen by one-of us (D. S.-J.) 20 minutes after the 
accident the patient was rather faint (probably from -psychic 
shock) and the hand was swollen as far as the constricted wrist. 
The two small ‘punctured wounds were incised to provide escape 
of toxin, and, after a few ounces of fluid (principally blood) had 
escaped, the constriction at the wrist was removed: Five hours 
later the Whole arm was swollen and very painful. 

By the following morning there was marked toxic cellulitis 
the whole way up the arm, extending to the shoulder, and neck 
on the same side. The oedema of the loose tismies at the base 
of the neck was so pronounced as to suggest the presence, of 
free fluid. Forty-eight hours after the bite the oedema had’ 
increased both in extent and in degree, the back of the hand 
was very puffed, and the patient was unable to flex her fingers. 
There was, however, no local reaction at the site of the 
punctures. The 
was indicated by a- series of wide areas “of capillary 
haemorrhages into the subcutaneous tissues, the intervening 

“areas in some cases seeming in comparison so white as to 
appear blanched. 

Four ‘days after the bite the oedema, though less in degree, 
had spread to the scapular region and upwards into the right 
side of the scalp. Slow improvement followed from now 
onwards, the patient being under treatment for 4 weeks. At 
the end of this time almost full recovery had taken place. All 
oedema had disappeared, But the muscles of the forearm were 
still a little thickened and the right side of the neck felt 


somewhat stiff. Constitutional symptoms were never very” 


prominent, the temperature being 99° on the second and third 
days and normal from the fo day onward. 


Jn the absence of specific antivenene the treatment was merely. 


palliative. At the outset coramine was given to combat shock, 
and sulphapyridine as a prophylactic. On the morning of the 
- second, third, and fourth days the patient received 1 c.cm. of 
“SUP. 36” as a detoxicant. On the fifth and sixth days 
mersalyl was administered to relieve the oedema by promoting 
diuresis. In addition the whole limb was immersed frequently 
in warm iodine baths. X 
COMMENT í 
Snake venoms contain two principal types of toxins—namely, 
neurotoxins and haemotoxins. eurotoxins preponderate in 
venoms from cobras and mambas, while“haemotoxins are found 
in the adders (vipers) of the Old World and in the rattlesnakes 
of the New World. Neurotoxin may kill rapidly by paralysis 
both of -the medullary centres and of the peripheral nerves, 
sensory and motor, in the last action resembling curare. 
is usually followed by full recovery without sequelae. 
_ Haemotoxic venom damages by enzyme action the capillary 
walls, the lipoid membranes of the blood corpuscles, and the 
tissues tl lves, resulting in extravasations of blood, 
haemolysis, and formation of histamine. _ If the patient 
should recover from the. initial shock and collapse, of which 
histamine is believed to be an important cause, the perivascular 
~haemorrhages resolve with the formation of much interstitial 
fibrosis. -This fibrosis may affect all organs—liver, spleen, 
kidneys, heart—as well as the tissues in the immediate neigh- 
bourhood’ of the bite, and may result in chronic inyalidism. 
„Suppuration and gangrene, with repeated interruptions of 
healing, may occur at the actual site of injection. The 


prognosis depends on two factors: the amount'and toxicity - 
O 


injected venom and the availability of specific antivenene. 
The bite of the adder found in Britain is rarely fatal owing 
to the small dose and low toxicity of the venom injected. In the 


_ present case there were only local symptoms—toxic oedema 


‘ 


. ture was 103° and his pulse 


th of the lymphatics from wrist to shoulder - 


and cellulitis, with haemorrhagic extravasations along the course 
of the lymphatics. The residual thickening of the muscles is 
presumably due to a slight degree of interstitial fibrosis. . 


D. STANLEY-JoNES, M.B., B.S. 


Hayle, Cornwall. CHARLES E. S. Harris, M.B., Ch.B. 


Two Cases of Pontine Haemorrhage in 
Typhoid Fever ' 


The complications of typhoid are so numerous that it has been 
truly said that the whole of medicine may be studied in one 
case. The following two cases reveal, what appears to be a 
rare complication, as, apart from a brief note in Allbutt and 
Rolleston’s System of Medicine, I have been unable to find any 
reference to it. 

CasE REPORTS 


- Case 1.—A sergeant was admitted to a field ambulance on 
Sept. 30, 1941, and transferred to a general hospital on Oct. 3 
with a history of continued pyrexia. On admission his tempera- 
ge 80; he was slightly delirious, so 
that his history of the onset could not be obtained. Blood 
culture gave a strong growth of B. typhosus. The disease, 
which was severe, ran a normal course till Oct. 6, when he 
had a prose epistaxis accompanied by hiccup. When 
examined he was found to be semi-comatose, the pupils were 
pin-point, and all reflexes were absent. The temperature was 
102.6°, and the pulse 84. .The whole picture was that of a 
pontine haemorrhage, except ‘that the temiperature Dever rose 
above 103° and there was no glycosuria. His condition steadily 
deteriorated and he died 36 hours later. At necropsy the 
caecum showed gross typhoid ulceration almost amounting to 
gangrene, and there were ‘numerous unctate haemorrhages 
scattered through the substance of the pons. There was, 
unfortunately, no record of when he had last been inoculated. 
Case 2—A dockyard worker was admitted to a general 
hospital on Oct. 30, 1941, and was diagnosed as suffering from 
enteric on the strength of continued pyrexia, papular rash, a 
rising titre to TO agglutinin, and the fact that he was one of 
a small group of eight, most of whom gave positive blood cul- 
tures to one of the enteric group. He had been inoculated 
with T.AB. vaccine on July 15, 1941, Before admission he 
bad suffered from severe headache, with slight neck rigidity, 
and on Nov. 1 it was noted that his pupils were pin-point and 
showed only slight reaction to light. He complained of 
diplopia at a certain angle, and there was a paresis of the left 
abducens nerve. Coarse tremor was present in the tongue and 
fingers, and’ the deep reflexes were risk, including the jaw- 
jerk. The C.S.F. showed no pathological changes. On Nov. 
11 he-had a slight epistaxis. The disease ran a normal course, 
the temperature becomin normal about Dec. 15. However, 
on Dec..29 he complained of a pain to the left of the sternum 
about the level of the fifth interspace. At ‘operation a collar- 
stud abscess Of the sixth costal cartilage was found, the pus 
from which gave a pure culture of B. typhosus. On Jan. 15 
1942, the pupils were pin-point, there was some weakness of 
the left lateral rectus muscle though diplopia was not com: 
plained of, all deep reflexes were brisk, jaw-jerk was still 
present, there was coarse tremor of fingers and slight tonic 
spasm in left arm and right leg but no mental changes. Unfor- 
tunately Service movements prevented a further follow-up. 


COMMENTARY vt 

By inference from Case 1 it is reasonable to conclude that 
Case 2 also had punctate pontine haemorrhages, but it is diff- 
cult to understand why this should have occurred. At the 
time of infection the two cases were separated by at least 100 
miles ; moreover, none of the others in Case 2’8 group showed 
any sign of cerebral haemorrhage, so that the action of a 
specially selective typhoid toxin does not appear to be feasible. 
Vitamin C deficiency is a possible explanation, though unlikely 
in Case 2 because the living conditions. permitted of an ample 
supply of fruit and vegetables (an ascorbic acid estimation 
was not done). Failing these reasons, one is forced to conclude 
that there must have been some defect, histological or patho- 
logical, in the pontine capillaries and: that the haemorrhages 
were analogous to the epistaxis which occurs in the early stages 
of some cases of typhoid fever—incidentally, in both the cases 
described. 3 

D. C. Wison, M.B., F.R.C.P.Ed., 
Surgeon Commander, R.N V.R. 
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HLM. Stationery Office has published on behalf of the Department 


. of Health for Scotland a 4d. pamphlet on the “ Feeding of Infants 


and Pre-school Children ” as`a guide for use in wartime nurseries. 
It is commended in a foreword by Dr. Andrew Davidson, Chief 


Medical Officer. of the Department of Health for Scotland. 
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WAR SURGERY 


Surgery of Modern Warfare. Edited by Hamilton Bailey, FRCS Com- 
piled by 72 contributors Volume II Second edinon (Pp 517; illustrated. 
40s., plus 9d. postage) Edinburgh. E and S. Livingstone. 1942 
The first edition of this work appeared in. parts which were 
complgted in July 1941 ; the second consists of two volumes, 
the earlier of which appeared in May 1942 and was noticed 
in the: British’ Medical Journal of June 27,-1942, p. 792. The 


second volume is now in our hands and comprises articles . 


by thirty contributors, among whém it is pleasing to note that 
interspersed among the admirals and generals who have come 
down from the last war are quite a number of the younger 
eofficers of this. ‘This work is a really fine effort on the part 
of its editor to keep those practising war surgery abreast of 
the most recent developments and provide them with an up-to- 
date reference book of a thoroughly practical character. So 
many books appeared early in this war which were largely 
reminiscences of the last, and were almost out of date 
as soon as they were published. An exception to such 
a criticism is this book of Mr. Hamilton Bailey’s, produced with 
that high Standard which we have come to associate with all 
the textbooks he edits, written by those with special experience 
of the various subjects which they consider, and brought 
up-to date by a critical editorial supervision. The second 
edition shows many improvements over the first. 

Volume II of this second edition comprises sections ix to xx, 
and among the subjects-dealt with are burns, wounds of bones 
and joints, wounds of the hand and foot, peripheral nerve 

- injuries, and amputations. There are also articles on adminis- 
tration, on surgical diseases encountered in subtropical coun- 
tries, on oto-rhino-laryngology in relation to war injuries, and 
on wounds of the eye and orbit. An appendix on very recent 
developments is particularly valuable: as an instance may be 
cited the article (p. 961) in which recent correspondence on 
the use of ligature and suture materials~of eotton and thread 
is briefly but adequately discusséd. This section, for which 
the editor himself is responsible, is full of useful information 
that brings the work right up to date. The production of the 
volume is excellent, the type clear, the references are full and 
easily found at the end of the chapters or as footnotes to the 
appendix, and the illustrations are many and well reproduced. 


HANDLING OF CHROMOSOMES 


The Handing of Chromosomes By C. D Darlington, FRS., and L F 
La Cour (Pp 165 & 6d) London. George Allen & Unwin, Ltd. 1942 
It is difficult to avoid the appearance of extravagance in praising 
this perfect specimen of what a laboratory manual can be at 
its best. @nly masters of a subject could reduce toj 165 small 
pages what others might well be unable to present in less than 
an indigestible encyclopaedia of four times the size. Only 
artists could achieve such, elegance of presentation. Only 
publishers with a soul would in these difficult times do full 
justice to the book in the shape of good paper, “clear - print, 
attractive arrangement, and superb plates; all, moreover, at 

such an astonishingly low price. eo : 

We are reminded that although the cell nucleus was dis- 
covered and named by Robert Brown in 1831, it was not till 
fifty years later that the chromosomes were seen. To-day it 
is known that they are the chemical organizers of life. It is 
in terms of their structure, behaviour, and functions that we 
must study reproduction, heredity, and development. The genes 
are among the largest molecules that the chemist has studied 
and at the same time they are the smallest living structures 
whose behaviour can be observed. In the teaching of biology, 
whether at school or university, there is nothing else which 
it if more important to demonstrate, or, what is far better, 
‘help the learner to study for himself. In this small volume 
every stage of treatment is dealt with from the collection of 
suitable plant and animal material to the drawing and photo- 
graphing of the finished preparation. The authors have 
described relatively simple-methods in careful detail, and nothing 
is omitted; to'quote one example, there are tables showing 
the appropriate material for demonstrating the various struc- 


tures and processes and showing also what is available month 
by month throughout the year. The apparatus described is 
as modest as is consistent with obtaining successful results. 

It would be a dull student indeed who would not be impatient 
to start work as soon as the book was placed in his hands. 
But this is more than a manual for students. Research workers 
will find jndications as to when and how more elaborate 
methods ould be used. They will also find a most useful 
bibliography of recent reviews together with much information, 
some unpublished hitherto,“ which has never before been 
collected in a single volume. 


ADVANCES IN PATHOLOGY 


Recent Advances in Pathology. By Geoffrey Hadfield, M.D., FR.CP., 
and Lawrence P Garrod, MD., FRCP Fourth edmon. (Pp. 346, with 

35 ilustrauons 18s.) London: J. and A. Churchill, Led. 

“Garrod and Hadfield” is fast earning a place as the most P 
important of the volumes in the “Recent Advances” series 
which began in 1924 with “ Beaumont and Dodds.” So much 
has happened in the four years that have passed since the 
publication of the third edition in 1938 that the authors have 
found if necessary to rewrite the greater part of this, the fourth ` 
edition. It is, indeed, becoming a commonplace for authors 
now revising books after an interval of four or five years to 
observe that the advances made in medicine through this period 
have been spread over such a wide field as to call for an almost 
complete revision of their work. We have clearly been through 
a period of almost unexampled activity, and can only hope 
that the war will at least provide a testing ground for much 
that is new, and not destroy the ferment that is at work in the 
mind of medicine. 

The subject of inflammation is now dealt with in two chapters 
instead of one—welcome evidence that pathologists are looking 
afresh at fundamental problems which many people have looked 
upon as comfortably ‘solved in standard textbooks. New 
chapters are given to vitamin deficiency diseases, to essential 
hypertension, to extrarenal azotaemia, and to crush syndrome. 
A new chapter on certain aspects of the pathology of the duct- 
less glands has been contributed by Dr. E. F. Scowen, and there 


- are new observations on such subjects as cancer, rheumatic 


fever. pneumonia, regional ileitis, and lipoid . pneumonia. 
Messrs. Churchill are to be warmly commended for the 
admirable way in which they have produced this’ volume at 
a time when medical and scientific publishers do not receive 
“the encouragement they should from the paper controller. We 
would draw special attention to the excellent half-tone repro- 


ductions. Anyone who wants to~-understand “the new 

pathology ” cannot do without “ Garrod and Hadfield.” = 
= 

ye ~- Notes on Books 


The publication of a fifth edition of Mr. A. P. BERTWISTLE’S 
Descriptive Atlas of Radiographs: An Aid to Modern Clinical 
Methods three years after the fourth indicates that there is a 
demand for this kind of atlas. It is a pity, therefore, that the 
opportunity was not taken to replace many of the older illustra- 
tions by ones of modern quality. This is the most important 
defect in the volume, that many of the illustrations are repre- 
sentations of the radiology of twenty years ago. There is a 
certain flamboyance in the preliminary matter in this book 
which the editor would be wise to curb in future editions. Por 
instance, the remarks on the cancer campaign have little bearing 
on the main subject of the book, nor has the question “Is Abor- 
tion justified?” in the legend to the frontispiece. The section 
“Milestones in Radiology” will be of interest to those 
acquainted with the history of x-ray diagnosis. The publisher 
is Henry Kimpton and the price 42s. 


A second edition has now appeared of Dr. R. D. LAWRENCE'S 
useful pamphlet The Diabetic A BC Wartime Supplement ; it 
is published at 9d. by H. K. Lewis and Co. 


Dr. MARGARET Dopson’s Binocular Imbalance (H. K. Lewis 
and Co. ; 10s. 6d.) ıs partly a restatement of elementary facts 
concerning binocular vision and partly an account of her p 
sonal practice in the diagnosis and čorrection of its disorders 
It is of value in so far as it brings into a comprehensive scheme 
such new developments as dynamic retinoscopy, anaglyphs, and 
variable prism stereoscopes. There is much that is new in this 
monograph, but how much of this can be incorporated into 
actual practice is not at all clear. 
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INFLUENCE OF OCCUPATION AND ENVIRON- 
MENT ON MORTALITY FROM PHTHISIS 


The conditions under which the majority of the population 
live and work have`been steadily, if slowly, improving 
during the present century, and during the past decade 
particular attention has been paid to social -and environ- 
mental conditions: The reforms that have been introduced 
have been a large factor in bringing about the reduction in 
the rate of mortality that has been experienced during the 
past fifty years. Factors influencing health may be divided - 
into two’main headings—constitutional and environmental. 
The latter may be broadly subdivided into occupational 
and social risks. A distinct line between these two sub- 
divisions cannot be drawn, because the social or economic 
environment is largely conditioned by the occupation fol- 
lowed. If the place of work or the rate of pay forces a 
worker to live in unhealthy conditions the extra risk 
involved must be attributed to occupation and may be 
regarded as an indirect occupational risk. In the past, 
crowding of the population in a small area around the 
works was common, and examples of this can be found 
in the coal, textile, and heavy industries. The occupational 


mortality section of the Registrar-General’s decennial sup- ` 


plements have for years provided valuable information 
for comparative purposes. Although some diseases can 
be readily classified as specific risks inherent in the indus- 
try, such as chronic poisoning by lead and phosphorus, or 
due to the cumulative effects of long exposure leading to 
such morbid conditions as pneumoconiosis in anthracite 
miners and mule-spinner’s cancer, our present knowledge 
of the occupational risk is imperfect. The. method of 
selecting recruits-varies from industry to industry ; some 
occupations demand a high standard of physique and some 
impose no standard. The importance of selection must 
be stressed, and because the death rate of a particular 
occupation is high it cannot be inferred that the trade is 
inimical ,to health, because the excessive mortality may 
be due to indifferent physique allied with a low economi¢ 
standard.and poor domestic conditions. 

Hay was the first to attempt to differentiate between the 
_ occupational and the*environmental risk. He used the 

experience of -the city of Aberdeen during the ten, years 
1900-9, and compared the phthisis death rate among-males 
in twelve occupations with that of wives and widows and 
the unmarried children of men who followed these occu- 
pations ; they were exposed to the environmental but not 
to the occupational risk. His data showed that the phthisis 
rate was much greater among males than among the wives 
and widows; the range was 1.1 to 5.7 for males and 1.1 
to. 2.1 for wives. Within the limits of his data, which 
Hay recognized, it would appear that the risk of phthisis 
_in the occupations with a high mortality was of a direct 
occupational nature, as the married women showed no 
corresponding excess. Cheeseman," in an interesting paper, 
has pursued this line of investigation over a wider range 
of occupations. His observations are based on the data 
published in the Occupational Supplement of the Registrar- 
General for 1930-2, and, as for Hay’s data, the male mor- 


~, 1J. Hyg., Camb., 1942, 41, 463. 


a 





tality was based on-the experience of ail males, married 
and single. The occupations of the males were divided 
into five groups according to whether their standardizéd 
mortality ratios from pulmonary tuberculosis were 


_(1)- significantly greater, (2) probably significantly, greater, 


(3) not significantly different, (4) probably significantly less, 
(5) significantly less than the ratio for all males. The 
standardized mortality rates for wives were similarly 
subdivided. A combination in any occupation of a signi- 
ficantly greater mortality for males with a mortality for 
the wives significantly less could be taken as evidence that 
the direct occupational was more important than the 
environmental tisk. No such occupation was found. Hair- 
dressing was the only occupation with a significantly exces- 
sive male ratio associated with a ratio for wives that was 
probably significantly smaller tham that for all married 
women. Altogether 43 occupations were studied, and of 
the 19 occupations in which the male phthisis was in excess 
there were 10 in which the wives had a similar experience 
and '2 in which the values for the wives were subnormal. 
In 17 occupations the male experience was below 
normal, and for 15 of these the ratio for wives was 
either equal to or in defect of the average for all wives. 
From the data examined it was concluded that the direct 
occupational risk could not be differentiated from the 
environmental, possibly because of imperfections in the 
statistics. ` 

The failure to distinguish easily between the occupational 
and the environmental risk emphasizes the importance of. | 
the social and economic aspect. A great rebuilding pro- 
gramme will have to be faced after the war, when the hous- 


‘ing problem will be acute ; it is essential that the relation 


which exists between -the home environment of the workers 
and mortality should be given full consideration, And 
however “ ideal ” the home may be it must-be remembered 
that the size of the rent must not be such as to leave 
insufficient money for the purchase of proper food and 
clothing. The relation between social and economic 
environment and respiratory tuberculosis can be shown 
by considering the five social classes of the Registrar- 
General. Mortality increases progressively as the social 
class decreases. Taking the standardized mortality ratio 
of all males aged 20-65 as 100, the standardized mortality 
ratio of social class I is 61. and for social class V 125. 
The corresponding figures for married women are 52 for 
social class I and 132 for social class V. i 





SHOCK TREATMENT IN PSYCHIATRY 


The last decade has seen remarkable progress in the 
physical treatment of the psychoses. A short time ago it 
was only the increasingly rare cases of general paralysis” 
that offered us the opportunity of effective intervention 
and cure. Out-patient departments were combed for 
hopeful cases of neurosis, where the healing art in the 
form of psychotherapy might be brought to bear with 
some prospect of success. Even the most recent case of 
schizophrenia or affective psychosis received only a 
symptomatic and expectant form of treatment, relying 
exclusively on the vis medicatrix naturae. The situation 
is very different to-day. Acute psychoses of recent onset 
now present the most favourable clinical material we 
have; and the much wider experience of neurosis in all 
its forms which has been forced on us by the war has-con- 
vinced many previous enthusiasts that neurosis, whether 
inborn disposition -or environmentally determined habit, 
is more often than not an extremely refractory, thera- 
peutic problem. eo 
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< A recent manual by Drs. Jessner and Ryan’ marks-this 
change of attitude, and describes the therapeutic tech- 
niques by which it has been brought -about: Insulin 
treatment of schizophrenia and convulsive treatment of- 
depression have obviously come to stay, at least until still - 
more effective measures have been devised. Their efficacy 
has been and continues to be energetically debated ; but 
the statistical evidence which has been accumulating now 
for more than seven years approaches more and more 
nearly to unanimity in their favour. It is now time that 
every physician concerned with the treatment of 
psychotic patients should be familiar with their indica- 
tions, technique, and complications; and, this book pro- 
vides a valuable step towards a more general education 
in this direction. Treatment is worth while, and it is 
essential that it should be properly planned. The ex- 
pectation of life for a schizophrenic of twenty-five years 
is about thirty years, which if spent in hospital will cost 
the community about £1,700. The annual incidence of 
schizophrenia is large enough (over 2,000 in 1932 in 
England and Wales), and the prospects offered by treat- 
ment bre favourable enough, to make any adequate acute 
treatment centre a communally profitable enterprise. On 
the other hand, the results obtained by haphazard playing 
around with insulin and convulsion cannot be compared 
with those obtained by system and planning. 

The usefulness of these physical methods of treat: 
ment emphasizes the kinship of psychotic with general 
‘medical illness. We are not deterred’ by fear of relapses 
_ from treating tuberculosis, diabetes, and cardiac disorder 
by the best methods we know, and the same attitude 
should be more general in psychiatry. There should be 
the same degree of discrimination and clinical judgment 
in the prescription of treatment in psychiatry as in general 
medicine. As it is there is a tendency to regard convulsive 
therapy as a cure-all, or something that must be tried in 
every case. The wide introduction of the simple, fool- 
proof, and inexpensive electrical apparatus into psychia- 
tric hospitals and out-patient departments all over the 
country is both the welcome sign and the cause of 
increased therapeutic interest; it is likely that as a result 
many patients will be spared months and even years of 
misery and illness. But therapeutic enthusiasm can be 
uncritical, Not so long ago* we stressed the need for 
agreement upon both diagnostic and prognostic stan- 
dards, and for statistical analysis. Until this agreement 
has beem secured we must beware against being misled 
by “clinical impressions.” The method is being employed 
for the treatment of such refractory material as the 
chronic obsessional, and, because the proper facilities 
are lacking, for the early schizophrenic. This latter use 
instead of insulin is, except in the rarest-cases, really 
disastrous; for it induces a fallacious feeling of well- 
directed ‘effort, when, at best it secures only some 
“symptomatic improvement, more usually wastes valuable 
time, and not infrequently does actual harm. The 
administration of convulsion therapy often clears up 
depressive symptoms in a variety of syndromes—organic, 
schizophrenic, and reactive—as well as in the typical 
endogenous and involutional melancholias. On the other 
hand, it is rather ineffective in the treatment of thought 
“disorder, paranoid symptoms, and depersonalization. In 
so far as these symptoms depend on a fundamental dė- 
pression, they may clear up too; but if separately 
determined they are likely to be but little affected. 
Nevertheless, while convulsive treatment is being more 
and more actively employed, insulin treatment is being 


. Gerard Ryan, M.D Heinemann. (17s. 6d) 
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relatively neglected. The reason for this is probably 
nothing more than the great difference in administrative 
and technical difficulty of the two methods. But the 
tendency is to be regretted~ For the -depressive, for 
whom convulsive treatment can do so much, is likely to 
recover eventually, treatment or no treatment; while the 
schizopHtenic, if he is deprived of insulin treatment in 
the earliest months of the illness, faces a high probability 
of progressive deterioration and life-long asylum care. 
It is to be hoped that the very practical manual of treat- 
ment by Jessner and Ryan will do something to remedy 
this undesirable state of affairs. a 





PROGNOSIS IN REGIONAL ENTERITIS 


Diseases of the small intestine present problems not easy to 
unravel. In an article in this Journal in 1913 T. K. Dalziel,’ 
describing nine cases of “chronic interstitial enteritis,” 
ended with the words : “I can only regret that the aetiology: 
of the condition remains in obscurity, but I trust that ere 
long further consideration will clear up the difficulty.” In 
1933—twenty years later—P. W. Brown in America sug- 
gested the title “regional enteritis’? for this same condi- 
tion, which a year before Crohn had described and to 
which his name has since been widely given. Now, almost 
thirty years later, Brown, summarizing with C. J. Donald? 
a total of 178 cases already seen at the Mayo Clinic, is still 
forced to write: “We deplore the fact that we have no 
knowledge of the aetiology of the disease.”” But we at 
least now have many accurate and detailed reports of its 
symptomatology and pathology. Briefly stated, the condi- 
tion is characterized by abdominal pain, diarrhoea, fever, 
anaemia, development of fistula, loss of .weight, nausea, 
and vomiting. Many cases resemble, and are operated 
upon for, acute intestinal obstruction, which may often in 
fact occur. Other cases are mistaken for acute or chronic 
appendicitis, ulcerative colitis, ileo-caecal tuberculosis, 
actinomycosis, or nervous diarrhoea. In some patients a - 
mass develops in the right iliac fossa, though this is in fact 
a late occurrence. Earlier, the intestine is thickened and 
oedematous, with rigidity, adhesions, abscess formation, or 
fistula. The mesentery is thickened and shows hyperplastic 
glands; N. C.’ Tanner,’ writing recently in this Journal, 
emphasizes these changes as of particular importance in 
both treatment and perhaps causation. i 

From Brown’s series of cases a number of interesting 
conclusions can be drawn, though he is unable to throw 
much fresh light upon the condition. In prognosis, with. 
which he is specially concerned, he stresses once more the 
seriousness of the condition; which tends to progress by 
remissions and exacerbations, and to spread both up and 
down the intestine from its point of origin. In 92% of 
Brown’s cases this was in the terminal ileum (ileitis), but it 
may be at any point in the small intestine. As the disease 
progresses, increasing nutritional defect may arise and in 
advanced cases gross failure of absorption occur. At 
present we do not know how to prevent the condition, and 
the only effective treatment is surgical. No medical treat- 
ment is more than palliative, though the value of a high 
protein diet with additional vitamins is undoubted “both 
before and especially after operation. Brown stresses the 
need for adequate supplementary supplies of the vitamin 
B complex. i 

The results of treatment depend upon several factors— 
one of which at least would appear to be the thoroughness 
of the operation. The more radical the excision of the 





1 Brinsh Medical Jc 1913, 2, 1068. 
2 Amer. J. digest Dis., 1942, 9, 87. 
3 British Medical Journal, 1942, 1, 739, 
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inflamed intestine and the diseased mesentery, the. more 
hopeful appears fo be the prospect: When further resec- 
tions are necessary after the first attempt the mortality is 
high, and Brown records only 14 of 23 patients so treated 


, as surviving. ‘Short-circuiting alone may dramatically re-- 


, lieve—and even appear to’ cure—the condition’foy a time, 
‘and in an acute phase -this is often all that can done. 
In the more chronic stage, however, immediate resection 
may ‘be possible or: a deliberate two-stage operation be per- 
formed. Brown’s figures suggest that a two-stage’ is better 
than a one-stage operation. Colp, Garlock;and Ginzburg,’ 


however, reporting 40 cases treated by ileocolostomy with | 


exclusion, record no operative mortality and recession of 
the disease in the excluded loop in a high percentage ; at 
the samé time they emphasize the importance of dividing 
or excluding the ileum well above the apparently diseased 
area, because the proximal few feet of gut above the lesion 
may be involved even though appearing to be normal. In 
Brown’s opinion short-circuiting alone offers success in 
less ‘than 50% of cases, and he notes that the necropsy 
Tecords at the Mayo Clinic-reveal no instance of healed 
chronic regional enteritis. At the time of his report, only 
14 out of 45 short-circuited patients were well, and half 
of these had im fact been in bad health Within a few years 


of’the operation. In his opinion such patients should be - 


kept under obsérvation, and`even when the patient is in 
apparent good health it is wiser to resect the gut rather 
than wait until an exacerbation of the disease makes this 
both’ more dangerous and more imperative. 

The continuance of anaemia, failure to gain weight, and 
diarrhoea are ominous signs, especially after operation, 
though persistent diarrhoea is a frequent sequel of ileo- 
colostomy and’ not alone of serious significance. The 
importance of careful and, if necessary, repeated radio- 
logical examination in obscure cases presenting symptoms 
such as these needs little emphasis, and has been recently 
mentioned in an account of two cases by Pratt and 
Simpson,’ who also récommend the adoption of a two- 
stage ‘operation in treatment. In- over 70% of Brown’s 
series positive evidence of disease was given by x-ray 
examination—the great majority by means-of the barium 


enema. If the condition begins, however, above the ileum, 


even a careful barium meal examination is likely to miss 
it-at first, but- fortunately : ‘léss:than 10% of cases arise-at 
any site other than the lower ileum. 

Bearing, therefore, the possibility of the disease in mind, 
and with the aid\of skilled radiography, early diagnosis 
should be more common ; combined with'this, radical and 
determined surgery may legitimately be expected to im- 
prove the prognosis and the, ‘at “present, high mortality, 
which was approximately 10% in Brown’s 178 cases. 


‘A GREAT EPIDEMIOLOGIST 


Those who had the privilege of Dr. Wade Hampton Frost’s 
friendship will need no reminder of.the pain his premature 
death caused. A still wider circle who have read a most 
judicious and well-edited selection of his papers‘ will realize 
that the world: has lost a. great investigator and teacher. 


These papers mirror the evolution of epidemiological 


science in a sagacious, critical mind; the image is sharp 
because Frost, had command of an admirably clear: and 
‘ scholarly prose style. 

The -earlier papers are models of descriptive epidemi- 
ology ; ;,sound and accurate official reports. Few become 
4:Amer J, digest. Dis, 1942, 9. 64.- ” 3 : j 
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first-rate ẹpidemiologists who have not had the discipline 
of reporting, to superiors apt to prefer literal accuracy fo 
scientific imagination ; - Frost had had the additional advan- 
tage of experience in country practice. - Epidemiology 
is indeed the study of groups, not individuals, but it is 


_well to know something of the characteristics of the indi- 


viduals merged into groups. The papers on typhoid fever 
in Williamson and septic’sore throat in Baltimore belong 
to this period, which ends with the elaborate report on 
poliomyelitis in Iowa. Frost was conscious of the difficulty 


-of a complete enumeration of group characters, because 


of the protean clinical manifestations of the disease, and 
soon to face the difficulties in an even worse form. The 
next group of papers had their origin in the apocalyptic 
events of 1918-19, the great influenzas. He was faced by 
problems which could not be solvefl by analysis of official 
and ostensibly exhaustive data. One may register deaths 
on a nation-wide scale, but „hardly illnesses, at least 
with enough particularity to satisfy a critical mind. So 
one has ‘recourse to sampling, to the intensive study of 


selected groups. “This involved a more elaborate statistical 


technique than exhaustive enumeration, and Frost steadily 
widened his biometric knowledge. He had the good for- 
tune to be associated at Johns Hopkins (from 1919 to his 
death) with such biometricians as Lowell J. Reed and the 
late Raymond Pearl and, without ceasing to be primarily 
an epidemiologist, gave proper weight to statistical con- 
siderations. It is not that his papers became more statistical 
in the, sense of including more tables of figures—actually 
the later papers have fewer tables—but they become more 
quantitative in the best sense of the word; the numerical 
analyses tell more. This increased power of handling data 
quantitatively is seen when he returns to the relatively 
simple problem of diphtheria in Baltimore—absolutely 
complex but without the horrifying complexity of influ- 
enza. The deduction of a measure of decreasing incidence 
in a partly immunized population is skilful and yet simple. 
Similarly, the paper on familial aggregation of infectious 
diseases is an excellent appraisement of a method suggested 
by Chapin. 

-In his last years Frost turned to the epidemiology of 
long-term infections, particularly of pulmonary tubercu- 
losis, having perceived the impértance of an actuarial 


- method: of analysis. A comparison of these papers with 


those.of very good writers a generation earlier will enable 
the reader to appreciate the immense improvement of 
technique which the method of sampling, propetly con- 
trolled, -has made possible.” It may be said—undoubtedly 
Frost himself would have said—that none of these papers 
chronicles a dramatic revelation like that of Frost’s great 
hero, Dr. John Snow. The problem of poliomyelitis is still 
not completely solved ; that of influenza still challenges us. 
Yet the oft-misused adjective “ great” is fairly applicable 
to Frost’s achievements: By precept and example he raised 
the level of epidemiology as a branch of medical science, 
bringing it'into a position to command the respect of con- 
temporaries. His loss must be felt for years, but he built 
so well that the school he founded at Baltimore will surely 
continue to be one of the focal points of epidemiological 
education. 
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LOW PHOSPHORUS: DIET AND EXPERIMENTAL 
RICKETS 


Rickets may be the bane of the paediatrician and social 
welfare worker, but by the interest which it has aroused 


` among biochemists it has added ‘considerably to our know- 


ledge of. biological processes and not least of the part 
played by phosphorus, an element which makes its pr&ence 
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felt in many biochemical dramas. In order to describe 
the physiological significance of an indispensable nutrient, 
observations must be made on suitable animals restricted 
to diets extremely deficient in the element to be studied 
but adequate in other respects. While this method ‘has 
been often employed with lime and other minerals it has 
not hitherto been effectively used for phosphorus. It is 
true that the cereal rachitogenic diets introduced by 


-Sherman, McCollum, and others produce a phosphorus 


deficiency in the growing animal owing to the fact that 
much of this element is present as phytin, which varies 
greatly in its digestibility. ‘This, however, introduces a 
factor of uncertainty, and in a recent series of papers 
from different laboratories in the U.S.A. some attention 
has been paid to the preparation of diets containing a very 
small amount of total phosphorus, approximating to an 
absolute deficiency. These diets with and without an asso- 
ciated vitamin D deficiency have been used in experimental 
work on rats and puppies and have yielded conflicting but 
interesting results. 

Within a few weeks progressive deterioration in the 
general health of the animals (rats) was apparent. The 
coats became rough and greasy, muscular activity was 
diminished, and. ultimately walking, standing, and even 
breathing became more difficult and painful ; examination 


` of the skeleton revealed extreme rarefaction. . In the earlier 


phases the metabolic and clinical manifestations of rickets 
were produced when vitamin D was absent from the diet. 
The results of adding this vitamin to the food varied with 
different workers. Schneider and Steenbock’ found that 


rickets was prevented in rats, but Zucker and his col- - 


leagues,‘ while agreeing that there was no naked-eye 
evidence of rickets, observed that a supplement of 
vitamin D was incapable of maintaining the normal 
mineral composition of the bone. In puppies, on the 
other hand, Freeman and McLean’ found that on a low- 
phosphorus diet florid rickets was produced whether or 
not the vitamin was given. It is obvious that there is a 
species difference. Zucker, however, stresses the fact that 
the absence of anatomical signs of rickets does not neces- 
sarily indicate normal ossification. This, of course, is of 


“great interest in the ever-recurring discussion on the 


criteria of rickets in the infant. It is generally agreed that 
the x ray is more effective than clinical examination in 
detecting mild degrees of the disorder. The question arises 
as to the desirability of using biochemical tests such as 
an incréase in plasma phosphatase as a diagnostic indica- 
tion even when there is neither clinical nor radiographic 
evidence. Freeman and McLean* studied the distribution 
of phosphatase by histological methods. From their, sec- 
tions there appears little doubt that osteoid tissue is devoid 
of phosphatase, which is found in abundance wherever 
osteoblasts are abundant. There is clearly room for fur- 
ther work on these lines, especially to determine whether 
there is any relation bétween the bone phosphatase and 
the concentration of this ferment in the plasma. 

Some’ interesting facts are available with reference to 
the interchange of phosphorus between bone and soft 
tissues. According to Schneider and Steenbock,’ the 
addition of vitamin D to a low- phosphorus diet, while 
preventing rickets and causing an increase in serum phos- 
phorus, led to a complete inhibition -of growth. They 
suggest that the anti-rachitogenic effect is due to the 
stimulating effect of vitamin D on phosphorus utilization 





1J. biol. Chem., 1939, 128, 159 
2J Nutrit., 1939, 17, 601. 
3 J. biol. Chem., 1939, 130, 269. 
4 J, Nutrit., 1941, 22, 139. 
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- of the ingested calcium was voided in the urine. 


in the skeleton, thereby. depriving the soft tissues of their 
quota of this element. Day and McCollum,’ on the other 
hand, found that, despite an actual loss of phosphorus from 
the' body, growth continued for some weeks. As the per- 
centage content of phosphorus in the non-osseous tissues 
remains _constant, it would appear that, contrary to the 
conclusion of the other workers, phosphorus is diverted 
from the bone to the soft tissues even when there is an 
absolute deficiency. This utilization of bone phosphorus 
is, however, very inefficient, as a great loss of body 
phosphorus occurs. Curiously, the faeces accountéd for 
practically all the phosphorus loss, whereas three-quarters 
These 
results may be considered with the finding that in puppies 
with low-phosphorus rickets there was actually a hyper- 
calcaemia. In spite of the increase in serum calcium the 
calcjum-phosphorus product was reduced, indicating a 
slight undersaturation of the serum with calcium phosphate. 
It is easy, therefore, to understand why there is little calcifi- 
cation and why, with adequate absorption of lime, there 
is excessive urinary output. 

So far, low-phosphorus diets have been exploited only 
for the study of mineral deficiencies allied to rickets. There 
still remains the éxploration of such fields as parathyroid 
activity, the problem of phosphorylation in connexion with 
carbohydrate metabolism, and the absorption and excretion 
of lead and other substances. 


A WORD TO CORRESPONDENTS 


Once again readers are urged to keep check on their pens. 
The paper situation is very, difficult, and we see no prospect 
of an adequate supply. In March last our meagre ration 
suffered a drastic cut, which leaves the Journal with little 
more than 50 pages a week for all the purposes of a pro- 
fessional organ of information and opinion serving 41,000 
members at home and- abroad. Advertisements are cut 
down to a bare minimum; the size of type has been 
reduced to the limit of comfort if not of legibility ; and 


. rigorous economy of space is exercised in every direction. 


Meanwhile, the inflow of articles and letters has grown 
apace. It is natural that members should want to express 
themselves on urgent questions of the day, and one of the 
Journals functions is to give them the means for doing 
so. But the growing restriction on paper supplies makes 
it impossible to print more than a small proportion of the 
many letters received or to acknowledge and return those 
that cannot appear. Correspondence on medical planning, 
on a State Medical Service, and on certification has far 
exceeded the space available, and still the letters come by 
every post. We do not like to disappoint those who commit 
their thoughts to writing in the rare leisure of a busy life, 
and we ask them to accept this collective apology. So 
long as there is`not nearly enough paper to go round, 
letters (and articles, too) must be fewer and briefer. 


Prof. D. Keilin, F.R.S. (Quick Professor of Biology in 


“the University- of Cambridge), and Sir Henry H. Dale, 


P.R.S. (retiring Director of the National Institute for 
Medical Research) have been appointed members of the 
Medical Research Council in succession to Prof. L. J. 
Witts, F.R.C.P., and Prof. C. R. -Harington, F.R.S., 
who retired in rotation on Sept. 30. Sir Charles Glen 
MacAndrew, M.P., has been appointed a member of 
the Council in succession to the Rt. Hon.. James Gray 
Stuart, M.P. f = 
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Fe LOUSE-BORNE TYPHUS 


BY 
‘Sir J. W. D. _MEGAW, MB. D.Sc., LM.S.(ret.) 


When the names “ typhus” and “ typhus fever” are used 
without qualification in this article they refer to louse- 
borne typhus, which is the chief member of a family called 
“ the typhus group of fevers.” The other typhus fevers are 
closely related to the lonse-borne disease in being caused 
by rickettsial bodies, in having the same type of clinical 
features, and in producing similar pathological changes in 
the body. They differ sharply in being primarily diseases 
of lower animals ; their viruses are transmitted to man as 
a secondary incident through fleas, ticks, or mites which 
are parasites of the infected animals. Because of this essen- 
tial difference these fevers cannot give rise to epidemics 
such as readily occur in louse-borne typhus, -which is 
directly transmitted from man to man by a human parasite, 
the louse. The non-epidemic, or “ zootic,” typhus fevers 
are of minor importance as war diseases, but they some- 
‘times cause trouble by being mistaken for the human 
louse-borne disease, from which they may be indistinguish- 
able by the methods of` diagnosis: available to isolated 
medical men. 

Louse-borne typhus has a number of synonyms, including 
typhus fever, epidemic typhus, ‘exanthematic typhus, louse 
typhus, historic typhus, and classical typhus. It should be noted 
that when German writers use the name “typhus” without 
‘special qualification they refer to typhus abdominalis, or typhoid 
fever; so also they use the names “pseudo-typhus” and 
i paratyphus ” with reference to typhoid. , 

Definition—Louse-borne typhus is a disease caused by 
- Rickettsia prowazeki, which is conveyed from man’ to man by 
human lice. In~most of the cases there is high fever lasting 
from 10 to 16 days, with early and pronounced nervous 
symptoms and a characteristic rash. The disease often’ o¢curs 
in epidemics, but it may be endemic or sporadic. Mild attacks 
which do not conform to the classical type are so frequent and 
also so important that a detailed definition based on the 
“typical ” form of the disease would be misleading rather than 
helpful. 


FEVER 


History and Distribution e HERE 

History-——About a hundred years ago typhoid fever and 
relapsing fever were first recognized as distinct diseases ; 
previously, “ typhus fever” or one of the scores of synonymous 
names served as a designation for any severe epidemic fever 
other than those that could be recognized by their special 
characteristics. Since the middle of. the fourteenth century 
there have been many accounts of_epidemics of fevers of these 
-kinds in Europe, occurring chiefly in times of war or famine. 
In some of these accounts typhus can be recognized; others 
paint a confused picture made up of a mixture of typhus and 
relapsing fever or of typhus and typhoid, Since 1844 typhus 
has been recognized as a clear-cut entity, so that Murchison’s 
description in 1862 of epidemics of the disease can hardly be 
improved on at the present time. The contagious nature of 


. typhus was widely accepted, but vague ideas prevailed about the: 


cause of the disease: for example, Murchison held that a poison 
was generated spontaneously in’ the body as-a result of over- 
crowding and bad ventilation. In 1909.C. Nicolle produced 
the disease in a chimpanzee by inoculating the blood of .an 
infected person; he also transmitted the infection from this 
animal to other monkeys by lice. The causal organisms 
were rather vaguely described by Ricketts and Wilder in 1910; 
Prowazek studied them closely ; and in 1916 Da Rocha Lima 
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described them accurately and called them Rickettsia prowazeki. 
The first agglutination test was carried out by Wilson in 1910: 
he found that the serum of infected persons agglutinated certain 
bacteria of the coli group which he had isolated from typhus 
patients, but he pointed out that the serum response did not 
prove that the organisms were the cause of the disease. In 
1916 Weil and Felix, using a different bacillus, Proteus X 19, 
described the’ reaction which goes by their names. Recent 
work has been concerned chiefly with the prevention of the 
disease, especially by protective inoculation. 

Distribution.—The disease is cosmopolitan ; it is apt to break 
out in louse-infested communities in many parts of the world 
in which cool weather conditions prevail at some season of the 
year. In tropical countrtes, for some unexplained reason, 
typhus is decidedly uncommon except at high altitudes. On 
the whole it is a cold-weather diseAse, and although epidemics 
may occur in hot weather it would appear, that cold or cool 
weather is a’ necessary preliminary to the widespread trans- 
mission of infection. More cases occur in the later part of the 
cold season and the early hot season than at other times, but 
there have been many exceptions to this rule. Some countries 
have remained remarkably free from the disease in spite of 
the conditions being apparently suitable for the spread of 
infection ; for examplé, no great epidemics have been reported 
from India, even from crowded louse-infested communities in 
which great epidemics.of relapsing fever occur at intervals. 
In the countries of Western Europe, in Canada, and in the 
United States of America the disease is now rare in times 
e; evidently the reduction in the degree of louse 
infestation of these-countries has brought about conditions in 
which ‘transmission does not readily occur. Epidemics have 
been reported in recent years from Poland, Russia, Ukraine, 
Rumania, French North Africa, South Africa, Korea, 
Manchuria, North China, and Asia Minor. Cases have also 
occurred in Mexico, Bolivia, Peru, and the high altitudes, of 
Colombia. Official reports for May and June, 1942, show that 
severe and widespread epidemics were then raging in Algeria, 
Tunisia, and French Morocco, and that outbreaks were 
occurring in many localities in Spain, Hungary, Rumania, and 
Bulgaria ; cases were also reported from Shanghai, Iraq, Iran, 
Turkey, and Lyons in France. No official reports are now 
available from Russia or countries in German occupation, but 
there is plenty of evidence that the disease is causing great 
anxiety even in Germany itself, where, in spite of elaborate 
precautions, many groups of cases have occurred among the 
soldiers engaged in guarding prisoners of war. In one instance 
23 of 25 persons employed at a camp near Berlin were attacked. 

In the eastern countries of Europe there is a return to the 
conditions which caused devastating epidemics during and after 
the war of 1914-18. These conditions were the existence of 
infection, great movements of population, malnutrition, over- - 
crowding, lack of facilities for personal cleanliness, and louse 
infestation. In these circumstances typhus fever “must be 
imposing a severe strain on the German and Russian efforts 
to keep it under control. 

In this country the disease still’ smoulders in some places, 
and so long as louse infestation is allowed to persist there is 
need for constant vigilance by the medical -profession and the 
public health services. Persons of all ages and of both sexes 


-are equally susceptible,\but attacks in young children are 


usually mild and so are often missed. So also in endemic 
areas, adults who have had previous attacks are likely to get 
the disease in a mild form, and thus infection may persist 
without being detected. 


The Virus 


The rickettsiae of the disease have been isolated from the 
blood of patients during the febrile stage, also in some cages 
during the last two or three days of the incubation period ; 


-the virus usually disappears, with or just before the fall in the 


temperature, but occasionally persists for a day or two in early 
convalescence. Infection is conveyed from man to man by 
human lice, chiefly, if not entirely, by thè body louse. The 
louse cannot transmit infection till 5 to 10 days after biting 
an infected person ; it then remains infective for the rest of 
its life. The rickettsiae are scanty in the human body, but 
multiply exceedingly in infected lice, chiefly in the cells of the 
gut. They are, small organisms resembling bacilli or “rocci : 
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they stain well with Giemsa’s reagent and are Gram-negative. 
They do not grow in ordinary culture media, but only in the 
presence of living cells: for example, in tissue cultures or in 
the yolk sacs of developing chick embryos. In the latter 
they multiply rapidly, so that suspensions of the yolk sacs 
may be beavily loaded with rickettsiae a few days after inocula- 
tion. Monkeys are susceptible to-infettion: the virus can be 
maintained in guinea-pigs for an indefinite number of transfers 
by intraperitoneal inoculation, but the disease is seldom fatal 
to the animals and seldom causes scrotal swelling such as 
results from inoculation with the rickettsiae of flea-borne 
typhus. White mice are susceptible to inoculation by the 
tracheal route; the animals get severe pneumonia, and 
enormous numbers of rickettsiae are found in the consolidated 
lungs. 

The virus is normally, transmitted through the skin from 
infected lice. The exact mechanism of transmission is doubtful ; 
some workers believe that the organisms are not introduced 
into the body in the act of biting, but rather by the entry 
of infected faeces or of fluids from the crushed bodies of the 
insects through the site of the puncture or through scratches. 
The faeces of infected lice contain enormous numbers of, 
rickettsiae, which can survive for a long time in the dried 
faeces. It is therefore possible that infection may occasionally 


be conveyed through contact with the faeces or through the - 


inhalation of dust particles résulting from the drying of the 
faeces. Some German workers have recently recorded cases 
in which they held that transmission by the lice themselves 
could be excluded. These observers emphasize the need for 
disinfection of the skin and clothing of the patients rather 
than mere disinfestation by methods which fail to kill the 
rickettsiae. Another matter of importance to medical attendants 
is that the blood of the patient is infective, so that if accidentally 
smeared onthe fingers 'when making blood films it may cause 
infection. A case has recently been recorded in which the 
“disease was caused by the transfusion of blood from a donor 
who happened to be in the incubation period of the disease 
three days before the onset of his attack. 

Immunity.—An attack confers immunity, which is complete 
-for a considerable time but gradually wears off, so that a 
second attack may occur; this is usually much milder than 
the original illness. Mild or unapparent attacks in persons with . 
partial immunity are believed to be important sources of 
infection in endemic areas. 

Pathology.—The characteristic lesions are tiny nodules in 
the walls of small blood vessels, especially of the brain, skin, 
and kidneys: the nodules are made up chiefly of large and 
small mononuclear leucocytes and of partly necrosed 
endothelial cells of the blood vessels. Necrosis of the vessel 
walls..at the sites of the nodules is the chief cause of 
haemorrhages and petechial eruptions. The nodules also cause 
interference with the blood supply of the brain, heart, and 
other organs, and so are probably responsible for many of 
the chief features of the disease. 


7 Clinical Features ' 

Most of the cases seen in severe epidemics conform to a 
fairly uniform type, though there are wide variations in severity. 
Sporadic attacks and cases in endemic areas, especially when 
they occur in children, are often so mild that they are very likely 
to be missed by medical men whose mental picture of typhus 
is based on descriptions of “typical” cases. The figures given 
in parentheses in the following account are -based on reports 
of epidemics; they are not applicable -to mild outbreaks. 
For a detailed account of the symptomatology the textbooks 
must be consulted. 

„Incubation Period.—This is usually 8 to 12 days ; the extreme 
ranges are 5 to 23 days. As a rule the longer the incubation 
period the milder is the attack. 


Signs and Symptoms 

The chief features of cases seen in adults during- severe 
epidemics are: The onset is usually sudden or rapid, with chill, 
shivering, or rigor (60 to 80%), severe frontal headache (90%), 
“and pains in the back and limbs. Vomiting frequently occurs 
(25 to 50%). There is often suffusion of the face with swelling 
of the eyelids and injection of the conjunctivae. At: first 
drowsiness or mental cénfusion is present, succeeded by stupor 
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or delirium in many of the severe cases. Insomnia is frequent 
(50%). The temperature rises rapidly, reaching its maximum 
of 103° to 105° F. wıthin two or three days and then remaining 
high, with daily remissions of 1 to 3 degrees for 8 to 12 days. 
Occasionally the temperature falls to normal for a, few hours 
before the end of the first week ; but, apart from this pseudo- 
crisis, the fever runs an uninterrupted course ın most cases. 
The. thr8at is often red (30 to 75%), the tongue and mucous 
membranes of the upper air passages are usually dry, and the 
latter may be distressingly irritated. Bronchitis is frequent 
(80 to 90%). Meningism is not uncommon. The spleen is 
sometimes palpable. -s 


The rash is often the first diagnostic feature ;ʻin some oùt- 
breaks it has been reported as being absent in about 10% of the 
cases. In pigmented skins it can“only be detected when it 1s 
pronounced. It appears suddenly, as a rule between the third 
and fifth days ; in rare cases it is seen on the second day, and 
it may be delayed till the eighth or ninth day. Often it is 
preceded by a faint mottling of the skin, then pink or bluish- 
red macules appear on the sides of the chest, back, and 
shoulders, rapidly extending to the rest of the trunk and often 
to the arms and legs. The spots are seldom raised; at first 
they disappear on pressure, but soon cease to do so; at the 
same tıme their colour changes to deep red and then to brown. 
In severe cases there is often a petechial haemorrhagic point 
at the centre of each spot; this is surrounded by a brownish 
mottling. After a few days the spots begin to fade, but brown 
staining may persist for some days or even weeks. The spots 
may be few and difficult to detect ; usually they are numerous, 
and in severe cases they may be very profuse. Exceptionally, 
the eruption is maculo-papular or papular; in severe cases it 
may consist of purpuric patches of varying size. The distri- 
bution of the rash, is important in diagnosis. The trunk, 
especially the sides of the chest or back, is the favourite site ; 
there is extension to the arms and legs in about three-fourths 
of the cases, but the face is affected in only a few patients 
(about 4%). The palms and soles are very rarely involved 
(about 2%). In some recent outbreaks extension to the face, 
palms, and soles has been relatively frequent. 

The pulse soon becomes feeble, it may be slow in proportion 
to the temperature ; the blood pressure falls, so that systolic 
readings of 80 to 100 are usual. Occasionally there 1s 
leucopenia, but a moderate degree of leucocytosis is usual ; very 
high counts of 20,000 or more occur only in very severe cases. 
The blood tends to become concentrated; the haemoglobin 
readings and red blood cell counts may be abnormally high 
even when blood destruction is progressing. Febrile albu- 
minuria is usual; true nephritis is infrequent, but has been 
reported as fairly common in some epidemics. Red blood 
cells in varying numbers are found in the centrifugalized urine ; 
in severe cases there may be obvious haematuria. The 
leucocytes of the cerebrospinal fluid are slightly increased 
in mild cases—considerably so in severe attacks, in which a 
good deal-of albumin may also be present. 

The most striking féature of the disease is the rapidly 
progressing deterioration in the mental and physical condition ; 
before the end of the first week the patient is often in the 
“typhoid state,” with great prostration, low muttering delirium 
or coma, tremor of the tongue and tendons, and absence of 
response to external stimuli. Active noisy delirium and great 
restlessness may occur: in this condition there is an added 
strain to the already enfeebled heart. The breathing is usually 
hurried even when pneumonia does not occur ; the heart sounds 
are feeble, especially the first sound, which may be inaudible. 


‘Even in relatively mild attacks mental disturbance and physical 


weakness are conspicuous features ; their early onset and rapid 
progress are in contrast to what happens in typhoid fever. 
Meteorism is unusual in typhus patients. In recovering patients 
improvement usually sets in rapidly or suddenly ; the tempera- 
ture falls by rapid lysis or by crisis about the twelfth to the 
sixteenth day and at the same time the mental condition 
improves and the appetite returns. At this stage-special care 
is needed because the patient feels so much better that he is 
tempted to take liberties while his. heart is still very feeble. 
In some cases the mental condition does not clear up till some 
days or even weeks after the fall of the temperature: slow 
cerebration, deafness, and tremors of the muscles are the chief 
symptoms- in such cases. : 
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-Most of the deaths occur between the tenth and the 
~seventeenth day; it has been stated that the eleventh day is 
-especially critical, but in some epidemics more patients have 

_died after than before the fall m the temperature. A few of 


the types of temperature curve that may occur are shown in’ the_ 


- accompanying chart. = 
Trenus FEVER” (ti Louse Trenus Je ; 


"TL Mid case 


Ate g hamd & ioc Watters 





Mild Attacks—These are far more common than would be 
gathered from descriptions of the disease that are based on 
‘experience of severe epidemics: in many outbreaks severe 
_-attacks are quite exceptional. Cases in children and sporadic 

attacks are often so mild that they are not recognized. In 

‘surveys of suspected areas ambulatory cases or even un- 

apparent attacks are sometimes discovered by the Weil-Felx 

test. The mildest cases. that are likely to be recognized in 

ordinary conditions are those resembling an attack of influenza: 

the patient has fever, with pains in the back and joints, redness 

of the throat, headache; and lassitude. -There may or may 
~- not be arash. The-fever lasts a week to 10 days, the risé and fall 

in the temperature are often gradual, and apart from a positive 
Weil-Felix reaction no reliable diagnostic indication may be 
present. In some outbreaks the cases are more characteristic ; 
they have a general resemblance to the severe attacks seen in 
epidemics, but the signs and symptoms are all of a milder 
~ type, the: temperature does not rise so high, and the fever 
Aasts:from 10 to 13. days. - Complications are rare and con- 
valescencé is rapid.. Even in groups of cases in which 
moderately severe attacks occur, the case-fatality rate may be 
negligible except-in elderly patients. In the absence of over- 
crowding, malnutrition, and very heavy louse infestation the 
average severity of the disease is by no means great. , Brill’s 

„disease appears to be a. mild form of louse-borne ‘typhus. 


Although this disease was first described by Brill of New York . 


as long ago as 1897 its true nature has. only recently been 
discovered. Zinsser has shown that the virus is of the same 
type as‘that of louse-borne typhus and that more than 95% 
-of the patients had originally come from places in Europe in 
‚which typhus fever was endemic. This suggests that the disease 
may be a late recrudescence of infection which has lain 
dormant for years in the patients. Although 500 cases have 
.been reported, from New York since 1910 there is no record’ 
, of infection -having; been” transmitted to contacts. Cases: of 
ithe same kind must occur in“other countries, including; in 
» all, probability, . the United Kingdom. Clinically the disease 
_is mild typhus fever, but it can occur in the absence of louse 
infestation. , g 
Fulminating Attacks—At the other end of the scale are 
the virulent and rapidly fatal attacks. These occur in severe 
- epidemics and usually in elderly persons debilitated by mal- 


nutrition. The patient may. die within 3 or 4 days‘of the ` 


onset—sometimes before tho rash has „time to appear, but 


` 


more often after the - -precocious appearance of a haemorrhagic 
eruption. Clinically the attack resembles one of haemorrhagic 
small-pox. : 


Complications —The most important complication is broncho- , 


pneumonia, which occurs in 10 to 20% of cases in epidemics 
and is often the apparent cause of death. Thrombĝsis of the 


femoral vein is not uncommon. Arterial thrombosis occurs_ 
_in 1 to 5% of cases; it may cause loss of the toes or even” 


of one or both feet. Secondary streptococcal infections are 
fairly common ; otitis media-has been reported in as many as 
10% of cases in severe epidemics, parotitis in 2 to 4%, 
occasionally with suppuration of the gland. Bed-sores are 
frequent in severe cases, especially when nursing arrangements 
are defective. 

Sequelae——In mild cases convalescence is rapid and there 
are no sequelae, but after severe attacks the patient slowly 
regains strength and mental alertness. Weakness, slowing of 
the mental process, tremors of the Mands, and partial deafness 
may persist for some davs or weeks. True relapses dre 
practically unknown, but sometimes there is an irregular rise 
of temperature for some days after the crisis. 


Prognosis 

The case-fatality rate varies greatly with age; it is almost 
negligible in children and is seldom more than 5% below the 
age of 20. It rises slowly till about the age of 40, when it is 
from 10 to 15%. It then rises somewhat steeply, reaching 
about 50% at the age of 50. Few patients of 60 and over 
recover. These figures refer to severe epidemics, but the risk 
to life always depends largely on the age of the patient. Persons 
debilitated by starvation bear the disease badly, and ‘the 
virulence of the infection is a most important factor. Deaths 
are far more numerous in severe epidemics occurring in half- 
starved and crowded communities composed chiefly of adults: 
in such conditions the death rate may be as high as 40 or even 
50%. In outbreaks in endemic areas the average rate may be 
as low as 5 to 10% if all the mild cases are taken into account. 
Unfavourable features in individual cases are early onset of 


-delirium' or coma, haemorrhagic rash or other haemorrhages, 


leucocytosis in excess of 20,000, bronchopneumonia, and 
thrombosis of the large veins. 


(The concluding pait will appear in our next issue.) 





: N 
POST-WAR HOSPITAL SERVICES 


By arrangement with the Minister of Health the Nuffield 
Provincial Hospitals Trust has appointed Prof. J. A. Ryle and 
Dr. A. E. Quine to carry out a survey of hospital services in 
the North-East of England (Northumberland, Durham, ‘and 
Cleveland). This will be conducted on the same lines as the 
surveys now being carried out by officers appointed by the 
Minister of Health in the London area and in the North-West. 
This is part of an arrangement under‘ which the ‘Nuffield Trust, 
with the concurrence of the County Councils Association, the 


- Association of Municipal Corporations, and the British Hospitals 


Association, has agreed to assist'the Ministry by organizing 
surveys of "hospital services in various parts of the coun 

The areas to be surveyed and the officers to be appointed will 
be agreed between the Minister and the Trust. e object is 
to obtain expert advice on the hospital resources and needs of 
the areas so as to provide a factual basis on which the Govern- 
ment’s post-war hcspital policy, which was announced by the 
Minister of Health in the House of Commons on Oct. 9, 1941, 
can be worked out. The policy, briefly, is to place a duty on 


. the major local authorities, in collaboration with voluntary 


bodies, to provide a service which will ensure that “ appropriate 
treatment will be readily available to every person in need 
of. it.” 











Prof. J. C: Drummond,- D Sc., Scientific Adviser to the Ministry 
of Food, will deliver the Harben Lectures for 1942 on “ Problems 
of Wartime Nutrition ” at the Royal Institute of Public Health and 
Hygiene, 28, Portland Place, W. on Mon., Tues, and Wed., Oct. 
26, 27, and 28, at 3 p.m.- In his first lecture he will discuss “ The 
Background to the Study of Nutrition in Wartime ” ; in the second 
“ Deficiency Conditions to be guarded against in Wartime”; and 
in the third “ Measures taken to maintain a Good Nutitional Con- 
dition of the People in Wartime.” Admission to the lectures is free, 
and seats. may be reserved on applicatign to the acting seesetary of 
the institute. 
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WOMAN-POWER AND MATERNITY 


The Minister of Health, who presided over the National 
Conference on Maternity and Child Welfare which was held 
recently at the B.M.A. House, London, said that the confine- 
ments which have taken place in the emergency, maternity 
homes set up’ under the evacuation scheme number 57,000, 
and additional homes are kept in reserve in case of need. Only 
normal cases are attended in these homes, but each home is 
linked with a hospital for abnormal cases, and the service of 
obstetric specialists is available if required. At more than 
60 hostels women may spend a period before entering a 
maternity home and again after leaving it. The Minister 
appealed for women to take up midwifery or to return to 
it if already qualified. Although there are 65,000 registered 
midwives, only 15,000 notified their intention to practise last 
year. In the later proceedings of the Conference the question 
of the pregnant woman in industry loomed large. There 
appeared to be general agreement that the armed Forces are 
not the place for expectant mothers or for mothers with very 
small children. It is the rule that expectant mothers must 
leave the Services as soon as possible after the third month 
of pregnancy. If their record has been satisfactory their 
certificate is endorsed “suitable for re-enrollment,” but. no 
woman is actually enrolled or re-enrolled until 6 months after 
confinement, and even then it is thought better, if she must 
be employed, that she should take a civil job rather than 
re-enter one of the Services. 

The question of the pregnant woman in industry is much 
less easy of solution. Several of those who addressed the 
Conference spoke of the difficulty of inducing the pregnant 
woman to report her pregnancy. She is apt to think that 
there is no reason why her work at the factory should be 
suspended during the early part of the period, and, of course, 
the factory doctor cannot inform the management of a woman’s 
pregnancy without her consent. It is also true that most 
ordinary factory jobs can be done by women in the early 
stages of pregnancy, but if the work involves the handling 
of Jead or mercury, with the risk of industrial poisoning, or 
requires the woman to carry heavy weights or to climb heights, 
pregnancy even in the early stages should be a bar. Pregnant 
women also should not be allowed on night shifts. Otherwise 
the length of time the pregnant woman remains at work 
depends upon her economic conditions and the amount of 
consideration she is fortunate enough to receive. Dr, Margaret 
White, who addressed the Conference on this subject, said that 
in ‘her experience most women worked up to the end of the 
seventh month. It is worth recalling what Germany and Japan 
did in thig respect, at all events before the war. In Germany 
no employer was allowed to dismiss a woman 6 weeks before 
or 6 weeks after her confinement. Time off for breast-feeding 
and rooms for nursing mothers were provided. The law also 
ordained less tiring work to be given to pregnant women. In 
Japan employers were not allowed to let women continue at 
work for 4 weeks before or 6 weeks after their confinement, 
and for the time lost a woman ‘received up to 60% of her 
wages. In this country there is no legislation safeguarding 
the pregnant woman, probably because female industrial 
labour has not been so common here as in some “other 
countries. Dr. Letitia Fairfield told the Conference that in her 


experience the gynaecological disabilities encountered among’ 


women in the Services were not nearly so many as were sup- 
posed. Any major troubles—fortunately rare—were dealt with 
at Service or E.M.S. hospitals under specialists, while minor 
disabilities such as dysmenorrhoea or menopausal conditions 
were treated either. by medical officers in the Service (of whom 
in the R.A.M.C. and the R.A.F. Medical Service a considerable 
number are women) or by selected specialists at the hospitals. 
Women’s Services, Dr. Fairfield thought, were well cared for 
in these respects, but in organizing arrangements for her own 
Service she had been impressed by the need for better provision 
for dealing with minor gynaecological conditions among 
civilia women. ° s 


RECENT NUTRITION STUDIES 


The report of the Governing Body of the Lister Institute for 
1942 is a brief survey of the scientific work done during the 
year. Special interest attaches to the work of the Division of 
Nutrition, which is located at Cambridge. Here Dr. Harriette ` 
Chick and others have been investigating the biological value 


_of the proteins contained in wheat flours, more especially in 


national wheatmeal (85%), which is milled to contain as much 
as possible of the aleurone layer and embryo (or germ) of the 
grain, and as little as possible of the bran. The biological 
value of the mixture of proteins in national wheatmeal (as 
judged by experiments on young rats, taking the weight increase 
per gramme of protein ingested) was found to be about 15% 
higher, and that of the proteins in wholemeal (100%) about 
20% higher, than that of the proteins*of white flour (73 to 
75%). The digestibility of the protein in the three types of 
flour was found to be rather lower in national wheatmeal and 
in wholemeal, but this is more than compensated for by the 
higher biological value of their proteins. 

Some work has also been done on B, vitamins in different 
types of flour. The highest concentration of ‘riboflavin was 
found in the germ; that of “ middlings” and bran was inter- 
mediate ; -and that of white flour (endosperm) lowest. The 
contents in white, national wheatmeal, and wholemeal flours 
were in the order of 1:3:4. The amount of riboflavin present 
in wholemeal and national wheatmeal is only about one-half 
or one-quarter that present in such foods as meat, milk, and 
eggs, but breads made from these flours may provide an 
important source of this vitamin, owing to the relatively large 
amount of bread that is eaten.” In its content of B vitamins, 
as in the biological value of its proteins, national wheatmeal.has 
been found mtermediate between wholemeal and white. flours, 
though nearer to the former. 

An interesting experiment has been made with dried yeast 
as a supplement to milk in a rural school community. The 
dried yeast was prepared from cultivated Torula utilis and was 
well tolerated, digestive disturbances being reported in only 
three cases. During ten weeks 79 children received, with the 
school milk, a biscuit daily for five days containing 10 grammes 
of the cultivated dried yeast, and an equal number received a 
similar biscuit containing no yeast. The children who received 
the yeast showed an average weight increase of 1.7 1b., while 
the control group showed only 1.2 1b. A smaller number of 
children completed a five-months trial during which the 
increaso in weight of those who received the yeast biscuit was 
4.4 lb., while those in the control group showed an average 
increase of only 3.1 Ib. 

The influence of intermittent consumption of vitamin C on 
the development of scurvy has also been studied, and on the 
basis of experiments on guinea-pigs the conclusion is drawn 


- that in the case of a man a quantity of the order of 100 mg. of 


ascorbic acid consumed at intervals of several days or even 
weeks would offer protection against scurvy. This consideration 
has a bearing on the consumption of vitamin C during winter 
and early spring, whén the urban population has largely to 
depend on the potato for a continucus but moderate supply of 
vitamin C. The additional occasional intake of high quantities 
of ascorbic acid present in those vegetables and fruit which ‘are 
rich in it acts, in all probability, as a safeguard if and when the 
consumption of vitamin C through the medium of the potato 
is not quite adequate. : 

In addition to these nutrition studies the workers under the 
auspices of the Institute have been engaged in various sero- 
logical, biochemical, and endocrinological investigations. ‘Two 
only can be mentioned here. The technique of typing 
paratypboid B bacilli with the Vi bacteriophage has been 
developed and is being successfully applied in the epidemio- 
logical investigation of outbreaks of the disease. In the 
endocrinological field the effects of male and female sex 
hormones and -their co-operative zctivity with thyroid and 


- adrenal cortical hormones have been studied, and a study has 


also been made on the effect of ageing on the weights of 
endocrine and certain other vital organs. 3 
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Reports of a 





DEFICIENCY , DISEASES ` 


The ‘third scientific meeting of the Scottish ‘Group of the 
Nutrition Society was held. at Gleneagles, Perthshire, on 
August 26, when papers were Tead on the signs and symptoms 
of, deficiency diseases. 


Vitamin B. 


Prof. V. P. SYDENSTRICKER ` (U.S.A.), describing the clinical 
patterns associated with deficiency of the B group of vitamins, 
pointed out ‘that the requirements for certain of the B.group 

“of vitamins depended on the composition of the diet, and that 
synergistic reactions probably further -conditióned the require- 
ments. Vague malaise, weakness, lassitude, nervous irritability, 
mild depression, muscle pains, anorexia, and consciousness 
of disturbed gastro-intestinal motility were early symptoms in 
all group B deficiencies. Later, physical signs developed into 
fairly definite patterns. All symptoms and signs resulting from 
‘dysfunction or degenerative changes of the peripheral nerves 
and heart were attributed to thiamine deficiency. Certain 
‘dermatoses and lesions of the mucous membranes and symptoms 
referable to the cerebral cortex and mid-brain were thought 
to depend on depletion of nicotinic acid. Other changes in 


the skin and-mucosae and a variety of disorders of the visual - 


apparatus responded to treatment with riboflavin. In addition 
to these there were certain dermatoses and ocular disturbances 
-which responded only to treatment with the entire B group. The 
lecture was illustrated ‘by an excellent collection of coloured 
lantern slides. 

Dr. JOHN YUDKIN (Cambridge) reviewed the ‘diagnostic criteria 
‘of vitamin deficiency in relation to recognized diseases of un- 
known aetiology and.obscure signs and symptoms. He pointed 
out that the available tests could be divided into those which 
demonstrated’ the existence of deficiency and’ those which 
showed that deficiency was the cause of the condition. There 
were four stages in diagnosis: (a) indirect evidence of deficiency, 
‘(b) direct-evidence of deficiency, (c) the presence of signs to 


be expected in deficiency, and (d) the cure of the condition by - 


correction of the deficiency. _ 5 
Vitamin A 

Dr. J. R. Murca (Aberdeen) observed that, although vitamin 
A appeared to be related to.the regeneration of the visual . 
purple, neither the extent nor the rate of dark-adaptation, in 
his studies, bore any close relation to-the vitamin A content 
- of the diet. Since the introduction of wartime restrictions on 


diet there had been no increase in the amount of night blind- 
ness, while chronic blepharo-conjunctivitis and corneal ulcera- - 


tion had decreased in frequency. On the other hand, more infants 
had shown severe .photophobia, which réadily cleared up on 
improvement of feeding and treatment with cod-liver oil and 


_ ultra-violet light. Mr. J. GERRE (Aberdeen) described the 


value of.vitamin A in the treatment of nasal sinusitis of children, 
a condition which seemed to be increasing at present. The 
older treatment of weekly antral lavage was unsatisfactory, 
for in 60% of the cases suppuration recurred after the condition 
had apparently cleared up. Vifamin A, given to cases with sup- 
puration did not seem to influence the infective process, but 
appeared to be effective in the pre-suppurative stage. A number 
of non-suppurative cases in which the typical thickening of the 
antral lining had been confirmed by x-ray examination were 
given vitamin A by mouth or by intramuscular injection, and 
after one to six months, only about 20% showed suppuration, 
while 80% .of a group of similar control cases, treated without 
vitamin went on to suppuration. ` 


` Vitamin D ` 
Prof. Noan Morris (Glasgow), discussing vitamin D defi- 
ciency, said that the classical type of rickets with its marked 
skeletal déformities had almost entirely disdppeared in this 
country, but had left in its place a form of disease which was 
possibly more dangerous because it was not obvious. Formerly, 


the- earliest manifestations of rickets were thought to appear - 


va 


-about the fifth month, but now it was known that rickets might 
occur in the foetus if the mother was suffering from calcium 
and vitamin D starvation. He pointed out that while 
osteomalacia was most commonly associated with pregnancy 
and lactation, it might also be produced where there was in- 

~sufficient intake or poor absorption of lime. The non-pregnancy 
type might often involve the spine alone and was apt to be 
diagnosed`as rheumatism. Tetany might occur, and there was 
often weakness and stiffness, especially in the adductor muscles 
~of the thighs. 


$ Other Deficiencies 


Dr. A. LYALL (Aberdeen), in a paper on calcium and 
phosphorus deficiency and hypoproteinaemia, pointed out that 
primary nutritional disturbances of these types were rare. 
Nutritional hypoproteinaemia was infrequent, but might be 
- associated with anorexia or pregnancy and sometimes with 
imbalance of chloride and fluid. Prof. L. S. P. DAVIDSON 
(Edinburgh) reported an investigation he had carried out in 
Edinburgh on the haemoglobin values in infants, children, and 
pregnant women, and compared the results with those -found 
in a similar investigation in Aberdeen a few years ago. Prof. H. 
Dryerre (Edinburgh) gave an interesting lecture on deficiency 

. diseases encountered in veterinary practice. 








Correspondence 








The Purpuric Type of Cerebrospinal Fever 


Sm,—I was most interested to read Dr. I. S. Fox’s medical 
memorandum on fulminating purpura and adrenal haemorrhage 
(Aug. 22, p. 218), and in particular his comment, in which he 
States that the accepted view appears to be that these cases 

‘are due toa massive bacteriaemia, and Maclagan and Cooke 
(1916) suggest a selective action by ‘the meningococcus.” i 

In the Journal in June, 1907, I described fulminating cases 
of cerebrospinal fever with purpura, and the purpura in ope 
case was so extensive that the portion of the body covered 
with large purpuric blotches`was greater than the rest of the 
body. In this case there was practically no neck rigidity and 
Kernig’s sign was absent. The meningococcus was recovered 
from the spinal fluid and the patient (a child) died in 22 hours 
from the onset. This case was seen by me at Purdysburn Fever 
Hospital, Belfast, where I-saw about 350 cases of the disease 
(1906-8). Purpuric rashes were more common in the earlier 
stages of the epidemic, being present in 24 of the first 75 cases 
seen by me. 

That there is a purpuric type of the disease I have no doubt ; 
and in an article in the Practitioner for June, 1915, this type 
of the disease was mentioned and described by me; in this 
- article one of my conclusions regarding cerebrospinal fever 

was that acute toxaemia may be caused by meningococci, and 

that patients suffering from acute toxaemia~during an epidemic 
of cerebrospinal fever should be bacteriologically examined to 
see if meningococci were present. 

At the post-mortem examination of purpuric cases in the 
epidemic, in addition to the skin condition, haemorrhages were 
‘observed on the peritoneal surfaces of the intestines, bladder, 
kidneys (including the suprarenals), on the heart, and occa- 

_ sionally the pleura. In the abdomen mesenteric glands were 
very frequently found enlarged and inflamed and the Peyer’s 
patches and solitary follicles affected.’ In no cases seen post 
mortem were signs of disease found in the brain and meninges 
without intestinal involvement being noted, though intestinal 
signs were observed without any indication of disease in the 
brain and meninges. These findings, along with the fact that 
toxaemic cases without cerebrospinal fever had been observed, 
prompted. the suggestion that the title “ cerebrospinal ” applied 

„to the disease was misleading, and they also suggested the 
possibility of the intestinal tract being one of the portals of 
entry of the meningococcus,, for in post-mortem examina- 
tion of some fulminating cases no meningeal signs were evident. 

Readers are referred to the articles mentioned. That in the 
Practitioner contains detailed observations regarding several 
hundred cases of cerebrospinal fevey and a note on»what I 
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believe was the first case of cerebrospinal fever to receive 
treatment by Flexner’ serum on this side of the Atlantic. 
I have still in my possession one of the original vials of this 
serum, unopened, taken from Flexner’s original and famous 
horse ny am, etc., 


Glossop, 
+ 


Ernest H. M. MILLIGAN. 


Lister Technique for Emergency Surgery 

Sm,—I agree with Prof. R. J. Willan (Sept. 5, p. 291) that 
the revival of the Lister technique would be good for emergency 
operations, but I would add—for all accidents. There seems 
to be something wrong with- the technique of aseptic surgery, 
judging by some articles in the Journal recently on hospital 
infection of operation wounds. My experience of the Lister 
technique dates back to the 80’s of last century when I was 
a student under, and afterwards H.S. to, the late Sir Hector 
C. Cameron, Lister’s assistant when the latter was experimenting 
with antiseptics. During that time I never saw an operation 
wound suppurate, and we had no stitch abscesses, which seem 
to be quite common to-day. Accidents did better than they 
do now. I remember three cases in particular: a compound 
comminuted fracture of both bones of the forearm with a 
wound opening into the carpo-metacarpal joint of the thumb ; 
a compound dislocation at the knee with the trochanter pro- 
truding through the skin and covered with mud and horse- 
dung ; and a scalp wound extending from behind one ear, over 
the vertex to behind the other. All these healed without any 
suppuration. 

One of the most important things in Lister’s technique, 
according to a French surgeon, was his “extreme and minute 
care in dressing wounds.” In this my chief copied Lister ; 
for those wounds he did not dress himself he allowed no one 
but his H.S. to dress. In another hospital where I was H.S. 
the technique was supposed: to be “ antiseptic,” but the regular 
routine was for one nurse to go in front of the surgeon to 
undo the dressings and another to do them up“ afterwards. 
Needless to say that nearly every wound suppurated. 

Recently, as examiner for an accident insurance company, 
I have been astonished at the number of septic wounds I have 
seen. Perhaps the present-day teaching that antiseptics “ soil ” 
wounds has something to do with it. When I told a young 
lady doctor recently how Lister used to pour crude carbolic 
acid into compound fractures, she exclaimed: “That would 
cause gangrene; we were taught never to use carbolic acid 
because it would cause gangrene.” Here is a conundrum. Lister 
saved his patients by using carbolic acid seventy years ago, 
and to-day it causes gangrene. Why? The crude carbolic was 
probablý about 5% of pure phenol.—I am, etc., 

Birmingham ROBERT ANDERSON. 


Group Psychotherapy 

Sır, —The most striking feature of Dr. Maxwell Jones’s 
interesting®article (Sept. 5, p. 276) is its emphasis upon the 
low morale so blatantly displayed by present-day “ neurotics.” 
During the last war mental conflict was -mainly between re- 
pressed self-preservation urges and the conscious ideals `of 
courage and “ doing-one’s- -bit” creditably. In the interval 
between the two wars the process of debunking has been carried 
to such a pitch that a large section of democracy -has come 
to regard the idea of self- sacrifice as ridiculous if not hypo- 
critical. 
is now the moral and herd instinct tendencies which are 
repressed, while the conscious self-centred urges are shamelessly 
acclaimed. Conversation with shopkeepers and managers of 
multiple stores has revealed to me, ın a way direct contact 
failed to do, the prevalent ignorance as to what is involved in 
this war. I gathered from the above sources of information 
, that any difficulty -in getting wished-for commodities is fre- 
quently met by their clients with the remark, “ We should be 
as well off under Hitler.’ No wonder that so many seek to 
“dodge the column.” The group of patients reported upon 
by Dr. Maxwell Jones is peculiarized neither by having “ 
very circumscribed outlook” nor by being largely preoccupied 
with its domestic situation, but rather by having a vegetative 
lability which can be used as a means of escape from responsi- 
bility. Even so, these patients are at’ no pains to hide from 
- themselves or others their dislike for serving- their country. 


In suci® an atmosphere psychotherapy is indeed “conducted 
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A reversal thus apparently has taken place, and it. 
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under rather difficult conditions.” Dr. Maxwell Jones’s triumph 
is to have realized that what these so-called neurotics need is 
education. Both the methods he suggests are admirable, but 


should not be confined to E.M.S. neurosis centres or special - 


clinics. 

The question, however, arises as to how far the medical 
profession is justified in a deliberate attempt to inculcate moral 
principles.e The question might be asked in the House. 
psychotherapist in the last war felt himself on safe ground 
when showing a “shell-shock soldier” that. courage was 
compatible with fear and that the latter should be overcome 
but not repressed. In this war it has become rather embarrassing 
to explain to so-called neurotics that courage and self-sacrifice 
are anything other than avoidable foolishness. Hence the plan 
for group education, as set out’ by Dr. Maxwell Jones, is a 
most promising one. ae, am, etc., 


Caldecote. A. E. CARVER.” 


_ Circulatory Overloading after Rapid Intravenous 
Injections 


Sm,—It ıs possible that the most interesting article on circu- 
latory overloading following rapid intravenous injections by 
Drs. E. P. Sharpey-Schafer and John Wallace (Sept. 12, p. 304) 
may result ın some clinicians belittling the dangers of too rapid 
infusions in patients who are not “ convalescent without cardio- 
vascular disease.” The authors do not in any way.:suggest 
that the reaction of ill people, possibly actually undergoing 
an operation, would be similar to that of their experimental 
subjects ; nevertheless there would seem the risk of such being 
inferred. ` 

Less than two weeks before the publication of this article 
a patientof mine; aged 46, with a chronic lung abscess, died 
from pulmonary oedema 2 hours after lobectomy. The opera- 
tion, which was associated with moderate blood loss, lasted 
approximately 24 hours, during which a pint of normal saline 
and 34 pints of blood were given. He was in excellent condition 
at the end of the operation, but as soon as he was returned 
to bed' became cyanosed, and respirdtions were “ bubbly” as 
a result of the accumulation of thin, blood-stained, watery 
fluid in the air passages. In spite of repeated aspiration of this 
fluid he died 2 hours after the end of the operation. At necropsy 
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the right side of the heart was bloated with blood and the- 


lungs and air passages filled with great quantities of blood- 
stained oedema fluid. . z 

Instead of a convalescent subject with a normal cardiovascular 
system we were dealing with a middle-aged man who had 
suffered the chronic toxic effects of a lung abscess’for 12 months, 
and who was receiving operative trauma at the time of the 
infusion. Under such conditions the dangers of too rapid 
intravenous injections are only-too' rea] —Iam, etc., 

St Albans. OSWALD S. TUBBS. 


Hereditary Factor in Cardiovascular Disease 


Sr, —Dr. Edwin Godall (Sept. 12, p. 322) has raised a most 
important point, and one urgently requiring attention, when 
he,stresses the importance of studying the hereditary incidence 
of hypertensive disorders and “ replacing impressions by reliable 
family histories on a uniform basis.” The tendency has often 
been to place the blame for hypertension on mental or physical 
stress, diet, tobacco, or alcohol, and to neglect the hereditary 
aspect of this condition. 

Weitz, in a most interesting address before the Deutsche 
Gesellschaft für Kreislaufforschung at Bad, Nauheim in 1936, 
described in great detail his investigations over a lengthy period 
into the histories of -patients suffering from hypertensive dis- 
orders—not only their pedigrees, but the details of their personal 
lives which might be considered likely to influence their blood 
pressures. His conclusion was that, apart from dietary influences 
in certain cases, the main causal element was that of heredity. 
Campbell’ states that in 30 cases of inherited heart disease 
associated with arteriosclerosis, obesity, and hyperpiesia, in- 
vestigated by Ryle and himself, 24 gave a history of the father 
or mother being also affected, while in 6 cases the parents 
were unaffected but the sibs- ‘of the patients suffered from the 
same disorder. This would appear to show that, while usually 


1 Verhandl. der Dtsch. Gesellsch. fur Krieslaufforschung, 1936, 9, 11. 
3 In Blacker’s Chances of Morb Inheritance, London, 1934, p. 245. 
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dominant, the condition may also be inherited as a recessive 
trait. 


Allen’ affirms that heredity is more important than all other 
factors in the aetiology of arteriosclerosis. He points out on 
the one hand the individual with healthy forebears, from the 
cardiovascular point of view, who in spite of severe stresses 
and strains.reaches old age with healthy arteries, and on the 
other hand the young patient with advanced arterfosclerosis, 
perhaps associated with diabetes, in whose case the only con- 
tributory factor is a poor eugenic background. 

For several years I have collected pedigrees of patients with 
hypertensive disorders, and find in these strong confirmatory 
evidence for the hereditary causation of the circulatory diseases. 
One such pedigree, with detailed notes on individual members, 
I have recently published in the Eugenics Review.‘ 

I feel most strongly with Dr. Goodall that the whole question 
of the inheritance of hypertensive disorders is of such immense 
importance that it merits detailed investigation by as many 
observers as possible, both in hospitals and in private practice, 
and the correlation of their findings by geneticists and 
statisticians.—I am, etc., l 


Coningsby, Lincoln. 


J. W. MCFEETERS. 


Failure of Splenectomy in Purpura Haemorrhagica 


Sir,--I hope your readers will not be unduly influenced by 
the levity, probably inadvertent, with which Prof. Witts in 
his paper on ulcers of the leg in purpura haemorrhagica 
(Sept. 12, p. 309) decides on removal of the spleen. As the 
platelets numbered only 19,000 and 20,000 respectively, 
“splenectomy was advised.” In one -case no benefit was 
obtained, and in the other an excellent recovery was made. 
In the later case it is too early to say that this is permanent, 
for a period of improvement in purpura haemorrhagica is 
often followed by the recurrence of the disease in all its aspects 
notwithstanding splenectomy. 


It is now some 17 years (Lancet, 1925, 1, 323) since the late G. A. 
Sutherland and I introduced splenectomy into this island as a treat- 
ment for purpura haemorrhagica, and enough experience has been 
gained to state that splenectomy has a very limited role in the treat- 
ment of that condition. In my later experience splenectomy is 
only justified (1) in severe cases which fail to respond to dietetic 
and antitoxic measures designed to eradicate foci of infection, and 
(2) in fulminating cases where death is threatened from exsanguina- 
tion by external haemorrhage. The temporary benefit seen after 
splenectomy would appear to be due to the removal of a depot or 
concentration in the spleen of the factor which has the faculty of 
increasing the permeability of the capillaries to the extravasation of 
erythrocytes which manifests. itself, as purpura and ecchymosis. 

When splenectomy was first applied in purpura haemorrhagica it 
was thought that the condition was due to an essential thrombo- 
cytopenia, but further experience does not bear out this theory. 
Lack’ of circulating platelets is found in practically all conditions in 
which purpura is seen—e.g., the specific fevers, diphtheria, nephritis, 
etc. In these conditions a toxic effect on the capillary wall seems 
a reasonable pathological explanation, and the scantiness of the 
circulating platelets may be explained by the numbers” immobilized 
in plugging the lesions in the capillaries. Where the primary con- 
dition: is not recognized, an essential failure in platelet production 
is postulated in the term “ essential thrombocytopenia,” but this is 
no ‘more. than an expression of our ignorance, and there is no 
evidence whatsoever that it is a disease sui generis, as is implied by 
Prof: Witts in his introduction. Splenectomy does not remove the 
cause of the-loss of circulating platelets except for a brief period 
in chronic. cases. Jn mild cases I have had successful results by 
purely medical measures designed to raise the general standard of 
health. 

The failure of splenectomy in purpura haemorrhagica is well 
illustrated in a post-operative history of some 17 yeags in all three 
cases jiw our- original paper. Apart from a brief period of under 
two. years immediately after. the operation, during which clinical 
manifestations were scanty or absent, these patients could and can 
at any time be diagnosed as victims of purpura haemorrhagica (and 
of splenectomy). The female histories are almost identical, with 
menorrhagia, metrorrhagia, epistaxis, purpura, and anaemia. 
During this period one has undergone an emergency abdominal 
operation for severe ovarian haemorrhage. 
in another case under my care splenectomized at Bradford in 1928.) 
In recent months the third case in our original communication has 
given ‘cause for great but unfounded anxiety. She reported herself 
as pregnant. Despite twenty years’ history of haemorrhages and 
purpura she went to labour and gave birth to a fine boy with a 
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3 Nelson's Loase-Leaf Living Medicine, 1924, 4, 531. 
4 Eugen. Rev., 1941, 33, 73. 
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total loss of only 3 oz. of blood notwithstanding a platelet count 
of only 50,000 per c.mm. throughout the whole gestation. The baby 
was ‘born with purpura on the tip of his nose and on the palate, 
and the platelet count was only 40,000 on the i4th day of Hfe: 
since then no further purpura has occurred and ‘the platelets are 
normal at 260,000 per c.mm. 


I fear I have trespassed beyond the norma! confines of a 
letter, but I think it is important to mitigate the mischief which 
might be caused when splenectomy is undertaken from a chair 
of medicine with no higher grounds stated than lack of platelets, 
a feature which the operation more often than not f te 
alter in severe cases. I quite realize that Prof. Witts was 
experimenting in his two cases, but his reason for the operation 
is too. baldly stated and too casual in its implication to pass 
unchallenged.—1I am, ete., 

London, W.1. Bruce WILLiamson, M.D., PRCP, 





Single-handed Anaesthesia and Operation 

Sir,—Dr. W. Brian Gough (Sept. 5, p. 295). has raised the 
question of single-handed operating and anaesthetizing. In the 
present state of medical public opinion it is bad policy for a 
doctor to attempt both. Leaving policy on one side for the 
moment, and regarding merely the facts, we do find that when 
matters are suitably arranged the patient is his own best 
anaesthetist, requiring only that amount of help which any 
person capable of watching or hearing air bubbling through 
ether is competent to give. That means in practice anybody 
provided he is not both blind and deaf. It is a welb-known 
fact, though much neglected, that the secret of safe anaesthesia 
is an open airway. The. procedure then for the would-be 
combined operator and anaesthetist is as follows: (1) get the 
patient under ; (2) introduce a tube into. the trachea and fix 
it and connect up with the suitable apparatus. 

It would be tedious to describe this suitable apparatus, but it may 
be said that it has the following advantages. It is very simple: It 
is inexpensive (£3 13s. 6d.). It is automatic in action. [1 is more 
accurate than the most skilled anaesthetist, for the dose is exactly 
regulated to the operative procedure by a mechanism that has been 
perfected over many millions of years—namely, the piitient’s own 
respiratory centre. It can be and. is generally used with ONY Ber 

his is 
a very important point: If the definition of the anaesthetist which 






the table more than half asleep while the patient on the table is 
more than half awake ”’—has any measure of truth in it, and it has 
some, then the said anaesthetist may not notice when the oxygen 
cylinder of a Boyle or a McKesson has run out. In such a case 
the oversight, even if short-lived, might be fatal. With the apparatus 
in question it wouldn’t matter, for the patient would still be getting 
as much O, as the rest of us... If oxygen. from a cylinder is ‘being 
used, the lungs can be flooded with oxygen in two seconds by me : 
turning the tap of the oxygen cylinder-~a mancuvre which also 
stops the anaesthetic. By pinching the tube on the exhaust valve 16 
times a minute oxygen pressure in the lings can be varietas required 
without danger of rupturing the air vesicles. By immersing this 
same tube in water, pressure in a collapsed lung can be reied to any 
desired height. Anaesthesia with it is so simple, so safe, so muto- 
matic, that one anaesthetist provided with six watchers cowld quite 
easily superintend as. many operations in a theatre arranged for that 
number, Ether, CHCI, gas and O,, and CO, have been given by 
means of it. ° 


After what I have said it might seem that here at last is the 
secret of immortality, but-this is not so. The human heart, 
one of the most wonderful things in creation, wears out at last, 
and occasionally that moment comes when under the influence 
of an anaesthetic. The apparatus puts the patient in the best 
possible position to carry on a bit longer. Tt has one dis- 
advantage—it does not anticipate the wishes of the surgeon but 
rapidly overtakes them.—TI am, etċ., 

Manchester. 








E. Farewpr HNL 


Bee Stings 

Sr;—Dr. R. Drummond (Sept. 19, p. 352) need pot be sur- 
prised. His desperate run may have saved his life, as it is 
possible that-violent exercise after being stung is a prophylactic 
against anaphylaxis. 

A recent personal experience suggests this explanation. On 
the hottest day of August this year I was attacked by bees 
near an apiary on Exmoor, and directly afterwards*pushed 






and dragged a bicycle through dense heather for over a mile, 
a very sweaty job. Except for slight itching, the 10 or 12 
stings on face, ears, and scalp caused no symptoms. Yet a 
few years ago I suffered from severe symptoms of anaphylaxis 
after half that number of stings, as described in a letter to 
the Journg! (Aug. 26, 1939, p. 471) to which Dr. Jex-Blake 
refers. On this occasion I suggested non-specific sensitization 
as a possible cause of the reaction, as I had been given 
injections of immunogen for pneumonia a few weeks previously. 

A shrewd old “beeman” once got badly stung looking 
through a hive of mine. I offered to drive him home, but 
he refused, saying that he would walk it off and. that he would 
be better for a good sweat. Now sweating usually accompanies 
anaphylactic shock ; hence is it not more likely that any good 
effects of exercise are due either to increased lymph flow or 
to the presence in the circulation, as the result of muscular 
activity, of a chemical substance antagonistic to bee venom? 
Here, perhaps, although ig the reverse direction, may be an 
explanation of the effect of bee venom in the treatment of 
muscular rheumatism, an effect vaguely attributed to “ protein 
shock.”—I am, etc., : 


Exeter. R. FORTESCUE-FOULKES. 


Hyperostosis Frontalis Interna 


Sir,—Dr. C. T. Andrews’s interesting publication (Aug. 15, 
p. 185), and the discussion which followed, prompt me to 
report a case recently seen by myself which presented, together 
with the typical radiological appearances of the disease (vide 
photograph), unusual attacks, and I should be grateful for an 
opinion as to the mechanism of their causation. 


The patient, again a woman, 44 years of age, had a fall on the 
back of her head in March, 1940. Symptoms appeared for the first 
time three weeks later, five days after a minor gynaecological opera- 
tion under a general anaesthetic. They consisted of inability to get 
up owing to severe disturbance of equilibrium (tendency to fall 
backwards) and a dragging sensation at the back of the head. After 
rest in bed for two weeks, when pressure and a cramp-like sensation 
was felt in the occipital and temporal regions of the head, attacks 
of tinnitus, nausea, vomiting, diarrhoea, cold perspiration, and 
“ deadness ” of hands, feet, and nose occurred, which lasted for 
several hours and recurred at first three times a week. With rest 
they became gradually less severe and less frequent. During these 
attacks hyperacuity of hearing and oversensitiveness to light were 





noticed. Pressure in the head, giddiness, and occasional vomiting 
persisted until the end of 1941, and impairment of general health, 
muscular weakness, and ill-defined sensations in the head are still 
present. 

Apart from a definite obesity of the girdle region and the thighs, 


nothing abnormal was found on clinical examination. Menstruation 


was regular, but lasted for two and a half days only instead. of the 
customary four days before the present illness. Low body tempera- 
ture. Blood pressure 130/80. No abnormal constituents in the 
urine. B.M.R., —18%. Blood-sugar tolerance curves: fasting 90 
mg. %, 160 mg. % half an hour, 170 mg. % one hour, 120 mg. % 
one and a half hours, 80 mg. % two hours after ingestion of 50 g. 
of glucage. Serum calcium 12 mg. %. Haemoglobin 84%, R.B.C. 
4,480,000; blood platelets® 313,000; bleeding time 3 minutes; 
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coagulation time 5 minutes; differential leucocyte count: 2% 
eosinophils, 57% polymorphs, 35% lymphocytes, 5% monocytes. 
The x-ray film of the skull shows hyperostotic changes in the frontal 
and perhaps in the parietal and sphenoidal bones. The outer table 
is not involved. The diploe of the entire vault appears thickened. 
The frontal sinuses are large and there is marked over-pneumatization 
of the mastoid cells. 


As in mest cases of hyperostosis frontalis, symptoms are not 
directly attributable to local pressure of the newly formed bone. 
The symptomatology of this disease is often so ill defined that 
it is usually diagnosed as hysteria. A frequent occurrence is 
that symptoms appear only after cranial injury (cf. Knies and 
Le Fever, Ann. intern. Med., 1941, 14, 1858). An interesting 
question which has arisen in the present case and which may 
apply to similar cases is whether an accident insurance is liable 
to pay compensation for the post-traumatic impairment of 
health. R 

Dr. J. MacKay Crawford (Aug. 29, p. 261) is right in pointing 
out that Dr. Andrews’s case has a lowered glucose tolerance 
(the glucose tolerance curve being abnormally high). 

As to the causation of the condition, most authors regard, 
contrary to Prof. Henry Cohen’s view (Sept. 5, p. 292), a 
dyspituitarism as one of the causative factors. The reason 
for this is that anterior pituitary function is intimately linked 
with cranial architecture, so much so that cranial dysplasia 
can be regarded as a pathognomonic manifestation of pituitary 
dysfunction. Lack of pneumatization, thin external and internal 
tables, and sclerosed diploe are signs of primary hypo- 
antuitarism, while over-pneumatization, expansion, and increased 
vascularization of the diploe occur with primary hyperfunction 
of the anterior lobe (cf. Mortimer, Levene, and Rowe, Radiology, 
1937, 29, 135). Secondary functional deficiency of the anterior 
lobe manifests itself in sclerosis of the diploe either in a normal 
or over-pneumatized skull according to the primary state of 
pituitary function. Hyperostosis frontalis interna can probably 
be regarded as a special form of this cranial dysplasia. 

Dr. Andrews has reviewed the literature and stressed the 
possible relation between the anterior pituitary lobe -and the 
parathyroid glands. The cranial changes in acromegaly and 
pituitary dwarfism point to the significance of the eosinophil 
cells of the anterior pituitary lobe (growth-promoting factor) 
for cranial development, and Hemphill and Stengel (J. ment. Sci., 
1940, 86, 341) have found an eosinophil adenoma in one case 
of hyperostasis frontalis interna.—I am, etc., 

London, W.1. H. Ucxo. 


Sunlight Eruptions after Medication for Gonorrhoea 


Sir,—Referring to the article by Capts. R. G. Park and 
W. M. Platts (Sept. 12, p. 308) on sunlight eruptions in patients 
with gonorrhoea treated with sulphonamides, the following 
observations are probably worth mention. In Vienna in the 
late “twenties intravenous injection of acridine and its derivates 
had been widely used for the treatment of gonorrhoea. A 
considerable percentage of patients treated in that way showed 
photosensitivity—namely, an erythema on the parts exposed 
to the sun, followed by a deep dark pigmentation. Occasionally 
the pigmentation affected the mucous membrane of the lips. 
Following the recommendation of French dermatologists, 
resorcin tablets (0.25 gramme) were given-after the injection 
as a preventive with good results——I am, etc., 


Bacup. A. FESSLER. 


“ Constipation ” in Breast-fed Babies 

Sir,—Prof..Charles McNeil in his alphabet of breast-feeding 
(Sept. 5, p. 271) perpetuates an old error. He clearly believes 
that a breast-fed baby ought to have a daily bowel action. 
Under the heading of “constipation” he writes: “One type 
of constipation fairly common in breast-fed babies is of special 
character and seldom described in books. There is no bowel 
movement for two or three days, and then the passage of a 
large soft healthy motion. General health and digestion are 
excellent. The cause is anal spasm... the remedy is to 
pass the little finger covered with vaseline into the anal 
canal....” Thus an imaginary pathology (“spasm”) is 
invented to explain a non-existent disease (“ constipation ”). 

Large numbers of perfectly healthy breast-fed babies will only 
have a bowel action every two, or three, or even four days, 
As Prof. McNeil says, these babies thrive and their stools, 
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though infrequent, are soft and healthy. Why then need we 
suppose that there is anything tne matter? Why must they 
conform to our adult standard of a daily action? Our duty 
in these cases is to allay maternal anxiety and prevent the 
giving of aperients. I repeat, there is nothing whatever the 
matter with these babies, and they should be left alone. The 
regular daily habit will establish itself later on.—I am, etc., 
Crowthorne, Berks. E. F. CHAPMAN. 


Nomenclature of Night Blindness 
Sirn,—I hope you will permit me to comment as briefly as 


possible on the very interesting discussion between Mr. Francis 


E. Preston and Dr. J. Price Williams on this subject. 

In vol. 14, p. 776, of Kuhn’s edition of Galen these two 
sentences occur: “ Amaurosis-—a complete obstruction of vision 
without visible cause. To suffer from nyctalopia means that 
the patients see somewhat dimly (amauroteron) by day, more 
clearly in twilight, and at night more clearly still: or, conversely, 
poorly by day, and in the evening or at night not at all.” This 
passage seems to be the source of the definitions of hemeralopia, 
nyctalopia, and amaurosis quoted by Mr. Preston, though it 
will be noted that, whereas Galen describes amaurosis as a 
complete obstruction of vision, Neame and Williamson-Noble 
call it a serious defect of vision. Nyctalopia and hemeralopia 
we must, I think, abandon. If even for Galen nyctalopia means 
both to see better by night than by day and to see better by 
day than by night, and if hemeralopia is equally paradoxical, 
then there is no help in them.. 

As for differentiating complete from partial blindness, the 
trouble is that in Greek as in English “ blindness,” “ deafness,” 
“baldness,” and ‘the like are not absolute terms, except by 
further qualification, or by convention, as in Galen’s definition 
of amaurosis, they permit of gradations. A deaf man may 
be anything from hard of hearing to as deaf as a post; a blind 
man may be as blind as a bat or an owl: he may be gravel- 
blind or stone-blind ; a bald man as bald as a coot or as a 
billiard ball. “ Amauros ” originally meant “dim,” “ obscure,” 
and “amaurosis” meant “dimness of sight.” It is, however, 
probable that in ancient Greek the meaning of the word tended 
to move in the direction of total loss of vision, just as the 
classical “amauros” (dim) has become in modern Greek 
“mauros” (black); though we see that even after defining 
“amaurosis” as complete obstruction of vision Galen in the 
next breath speaks of patients sé¢eing “somewhat dimly” 
(amauroteron) by day. At any rate in modern medical 
terminology it is fair to say that “ amaurosis ” is the strongest 
candidate for the representation of total blindness from any 
cause. “Amauria” and “amauroma” are also, it is true, 
genuine though rare words, but it seems illogical and arbitrary 
to take three words of the same root and make “amaurosis ” 
mean total blindness without visible cause, “amauria” total 
blindness, and “amauroma” partial blindness. For partial 
vision we have already the adequate and exact term 
“amblyopia "vision which has lost its edge and is blunted 
but which still exists. 

With regard to Dr. Price Williams's criticism that the 
termination “oma” denotes something concrete or objective, 
this is usually but not invariably true, whether in ancient Greek 
or modern terminology. This very word “amauroma,” for 
example, occurs, I see, in a medical writer of the 3rd century 
B.C. with the meaning “dullness of vision”; and the modern 
glaucoma, whatever its aetiology, is rather a pathological process 
. than a*concrete object, though it must be admitted that to Galen 
a glaucoma meant an actual cataract. ; 

Regarding Mr. Preston’s objection to “amaurosis,” when 
Galen defined “amaurosis ” as complete loss of vision without 
visible cause he had just finished enumerating a list of gross 
ocular defects—-wounds, ulceration, leukoma, staphyloma, 
scarring, etc., all obvious causes of total blindness. That still 


left him with a good deal of blindness to account for—optic 


atrophies, detached retina, embolism of the central artery, and 
soon. The first class he would designate by the name of 
the. primary cause; the second he had to lump under the 
common denomination of “amaurosis.” But, as Mr. Preston 
hints'in his second letter, the ophthalmoscope has been invented 
‘since Galen's time, and there can now be few cases of complete 
or partial blindness without visible or at any rate ascertainable 
cause. “ Amaurosis,” in fact, in the Galenic Sense has become 


are in process of sty Me Sm as ee or retin 


-meaning of “ purblindness” is 






pigmentosa or vitamin A deficiency. oe 

I suggest that we use “amaurosis ” 
of vision, without qualification of cause, and “ amblyopia” te 
mean partial loss of vision. ‘ Nyctamaurosis” would then 
mean complete loss of vision-at night, if we ever needed soch 
a term, and “ nyctamblyopia “ partial loss at night. Functional 
and orgainic are terms somewhat blown upon at the moment, 
but I would regard such a condition as retinitis piementosa 
as an organic, and vitamin A deficiency as oa functional, 
nyctamblyopia.- 

When I saw Mr. Preston’s original communication | wordered 
whether the resources of the English language were adequate 
to the need and thought of “night blindness” and “nig 
purblindness,” but if the Shorter Oxford English Dictionary 
is correct English is as ambiguous as Greek, for the frst 
‘stotal blindness” and the 
second “ partial blindness.”-—-I am, etc., 

Barrow-in-Furness. 






Jonn Ware. 


Loneliness in Infancy 

Sir,—Your excellent article on “Loneliness in Infancy * 
(Sept. 19, p. 345) should do much te draw attention to a: Une: 
of treatment productive of good results. 

Children taken from raided areas into hospital are in need 
of coddling, friendship, and protection. I know of children 
who for want of it during such strenuous days have literally 
turned their faces to the wall. Jt was not until others, infants 
and toddlers, behaved in the same way that we began to probe 
into the reason. Possibly there may be “loneliness in adults,” 
and more than we realize, for we all know the story of ihe 
soldier who was so terribly wounded, saying, when his mother 
came, “Oh, nurse, how like my mother’s touch!”---7 am, ete, 

Eastbourne. A. H, MACDONALD. 


The Guild Spirit 

Sir,—The late G. K. Chesterton, that profound philosopher- 
historian, would have been horrified and grieved at the idea 
of a State Medical Service. Chesterton always upheld the 
guild method, as opposed to wage slavery, whether under 
State capitalism or private capitalism. Every doctor to-day 
ought to read his essay “On the Bad Word for Guikd™ in 
his book of essays called All is Grist, first published in 1934. 
In this essay he specifically quotes the medical profession, 
saying: 

“Now the Guild method is no more mediaeval tham it is modera, 
in so far as it is a principle apart from time. The best proof ix 
that it does still exist in a practical profession with which we dre all 
acquainted. The doctor, the ordinary general practitioner, whom 
most of us know and to whom many of us owe ont lives soa 











official; he is not a State servant; on ; 
enterprise, That is to say, he owns his own lancet and stethoscape.; 
he has to buy his own practice; he does in a certain. degree compete 
with the men of his own trade. But he is forbidden to compete 
with them by certain methods ; he is forbidden to aaee another 






self-advertisement; he has to observe pa his tello 
certain respect and consideration. He has to da this 
has joined a Guild or confraternity, which exists for the main 
tenance of the members of ‘his profession asa whole, Tis definite 
and deliberate policy is to keep all the doctors in existence 
far as possible, and prevent one of them destroying all the rest, 
Once it is admitted that a man may use any methods of advances 
ment and advertisement, the chances are that about twenty honest 
doctors will be swallowed up by one quack, We Know this is wheat 
has happened in journalism and in commerce, and in any number 
of other things.” 


Surely half the discontent in the profession to-day comes 
from the fact that doctors are. confiising their quarrels. with 
each other (mostly due to injured vanity) into quarreling with 
the system under which they work. And every secretary.of 
a Division must know that if only doctors would attend 
Division meetings more often and honestly air their views 
and grievances, instead of sitting on their bottoms telling all 
and sundry how lousy the B.M.A. is, the world would be a 











happier place—I am, etc., 


Wim Mekong 


Coxwold, York. € Hon. See, York Diver, 


to mean complete logs. 

















The ‘Profession Votes 


$in,—With its usual lack of logic and its usual perversity 
our profession has voted for changes in our organization which 


will have the worst features of State medicine and private 


practice. ¿Our fundamental error in sounding medical opinion 
now about changes in our profession is that the men in the 
Services, who have. not been consulted, are men whose practices 
are melting away or who have never had practices. They 
will, therefore, be in the position after the war of “ have nots,” 
and will hold opposite views to us who are “ haves.” 

No attempt has been made to divert more medical man-power 
into industrial districts and away from fashionable watering- 
places ; indeed, the size of the staff of our provincial hospitals 
is decided, not by the district’s needs, but by the capacity of 
the wealthy patients to support the consultants. The anomaly 
of half the profession overworking and the other half (in peace- 
time) underworking has not been corrected. While we have 
signified our. willingness to attend our rich patients for 9s. 9d. 
a year, or whatever we can screw out of the Government, 
thereby voting for a complete State Medical Service, we have 
not got rid of the inefficiency due to cut-throat competition. 
We have voted for group practice, but not that imposed by 
the Government. Anyone who- has, as I have, tried to get 
a town full of “rugged individualists “` to combine will know 
that group practice will never come of itself. My Division 
voted for health centres, but not ones provided by the Govern- 
ment, hoping that a health centre would grow out of the ground, 
for I am sure that we doctors will never pay the £1,000 or 
£2,000 per head which such a centre will cost. In fact, the 
mess for which our profession has voted is truly laughable. 
But the first election after the war will give us a Socialist 
Government, which, if it continues in power for 5 years, will 
nationalize us whether we want it or not—I am, etc., 


Colchester. M. E. LAMPARD. 


Medical Planning 


Sir,—l, like most other medical men, have followed the dis- 
cussion which has been going on for some time in the Journal 
on the subject of proposed changes in the conduct of medical 
practice in this country. It would be interesting if the B.M.A. 
could publish at this stage a history of the rise of this demand 
for change, which seems to have descended upon the profession 
with some suddenness, despite the many preoccupations its 
members have at the present time. Assuming that changes 
have to take place, let me say at once that 1 am in favour 
of a State Medical Service and not of adaptations of the present 
system or intermediate schemes which dwell in no man’s land. 
I believe that should a plan of the latter type be adopted it 
will simply be a matter of time before the full State service 
comes along. 

In my yjew a State Medical Service means precisely what 
the words imply. All-medical practice outside institutions. would 
be included in it, and all hospitals of whatever type would also 
be in it. There would be one portal of entry into the profession, 
implying the abolition of the various types of examination 
which at present give access to the Medical Register. So far 
as possible, a period of six—preferably twelve—months would 
be spent by the néwly qualified man in hospital posts. There- 
after he would be posted as assistant to a health centre (it 
seems that the ided of health centres has made a uriiversal 
appeal to the profession). After a year he would be eligible 
for promotion to the position of principal at the same or a similar 
centre. His work would continue along these lines, in many 
cases, for the rest of his professional career, punctuated with 
periods of postgraduate study. In other cases within a variable 
period—say four years as a minimum and eight years as a 
maximum—the doctor would be entitled to apply. for junior 


posts in various types of hospital or special practice—e.g., public 


health. Thus a man wishing to take up work in tuberculosis 
would, if his application was successful, be posted to a tuber- 
culosis: dispensary or--sanatorium, and similarly for pure 
‘medicine, surgery, or any of the specialties. If after a pro- 
bationary period he showed aptitude for the special work, his 
appointment to that type of work would be confirmed and he 
would ‘thereafter gradually accumulate the experience-and skill 
which gould enable him to become what is called, at the 
present time, a “consultant” or “ specialist.” 
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It will be observed that under this scheme it would be 
impossible for any medical man to take up a specialty before 
having served for a period varying from four to eight years 
in the practice of general medicine. This is a reform which 
is urgently necessary in this country. 

The plan is essentially democratic in principle for the reason 
that all entrants to the profession would have a relatively equal 
chance of*advancement (when I use the word “advancement” 
I am not thinking in terms of finance at all). The Cabinet 
Minister has ordinarily to serve an apprenticeship as a back 
bencher. The most famous occupant of .a university chair 
would have served his time in a health centre as a general 
practitioner. Who will say that this method of professional 
progression would not be an incalculable gain? Some might 
go further and say that just as a specialist in the Navy has, 
between his spells of employment in his own sphere, to return 
for a period to sea, so the specialists envisaged in this scheme 
might be returned for short periods to general practice in a 
health centre. Such a scheme would go far to prevent: the 
growth of the caste system in medicine, and would help on 
the one hand to keep up the standard of general practice, and 
on the other to induce a proper feeling of humility in the 
consultant mind, a feeling always induced by contact with the 
problems of general practice. - 

I am aware that in this scheme, as in any other, there are 
many points of detail to be thrashed out; but in its broad 
essentials it possesses a unity and simplicity which may com- 
mend itself to many who are able to consider the problem in 
a detached way-—-a way incidentally not given to many.— 
I am, etc., 

Wrexham, 


D. LrvincstTone Pow, F.R.C.S.Ep. 


Goodwill and Compensation 


Sir,—-Dr. C. G. Jones (Sept. 5, p. 293), in that part of his 
letter dealing with “ goodwill,” compensation, and _ relative 
sacrifices, gives us the false analogy par excellence. The purpose 
of this war is now reasonably clear, but it has not yet emerged 
that those who make the supreme sacrifice do so in the cause 
of State (or any other) medical service. Nor do they give their 
lives to provide a world made safe for injustice. In other 
words, Dr. Jones’s argument condoning non-compensation, 
though it will unquestionably be approved by the lay bodies 
who will determine these matters, is entirely irrelevant. 

The question of compensation for loss of “ goodwill” can 
be dealt with, in principle, fairly simply. ‘‘ Goodwill” is not 
only by far the most expensive but the most indispensable 
asset of the general practitioner. It is, in fact, a sine qua non, 
and if it is to have a cash value that value is presumably 
substantial. Assessment of “ goodwill” as a cash value is either 
right or wrong. If right, then it appears that the destruction 
of such an asset by authority in any change-over to a State 
Medical Service should carry just compensation’ If wrong, 
then it appears that the large body of practitioners who have 
had to pay heavily to acquire a practice have already been 
very seriously victimized, if not actually defrauded. In. this 
case the community, having approved and encouraged this busi- 
ness for so long, cannot in plain justice destroy without com- 
pensation this fundamental asset. Communal cynicism of such 
flagrancy as that may or may not have been proper to the 
pre-war period, but in the name of all that we are fighting 
for let us kill it at, or better still before, its rebirth into the 
post-war world.—I am, etc., 


Birmingham. W. SUMMERS. 


Salaried Service and Competition ~ 

Sir,—I think a majority of doctors will agree with Dr. Lennox 
Johnston’s observations (Sept. 5, p. 294). The unhealthy 
competition in general practice from cofisiderations ‘of personal 
gain, local prestige, and fears for an uncertain future should 
be eliminated. The time and energy expended in over-visiting 
and over-prescribing—admitted by doctors, patients, and 
pharmacists—could. be usefully diverted to real medical. and 
scientific work. “Free choice” savours of a pandering to the 
whims and idiosyncrasies of doctors and patients; and would, 
in my opinion, perpetuate the humbugging element now present 
in practice —I am, etc., 


Luton. 


W. D. Hosxws. 
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A Nutrition Council- 


Sir,—-Your admirable leader on this subject (Sept. 26, p. 370) 
suggests some psychological difficulties which—as we medical 
people are all psychologists nowadays—might be discussed 
in a medical journal. You write: “It seems obvious that 
the work should not be undertaken by any Government 
Department which has as its head a Minister who, whatever 
else he is, is first and foremost a politician.” That would 
not only seem, but be, obvious in a rational world; but we 
do not live in a rational world. Those of us who were brought 
up on Walter Bagehot’s English Constitution recall his wise 
remark: “The experiment of conducting the administration 
of a public department by an independent unsheltered authority 
has often been tried, and always failed.” Any department the 
success or failure of which has not the potentiality of making 
or breaking a political career will have little influence oa 
administration. If we try to. circumvent this difficulty by 
setting up a council of elderly notables one has a different 
difficulty. The publicity value of scientific skill or adminis- 
trative skill within the field of nutrition is very small. The 
council, to have prestige value, must be “eminent”; its real 
work must be done by the obscurely competent. But if the 
members are eminent they would lose no face by nominally 
subordinate association with, say, the Medical Research Coun- 
cil. Only those with little dignity stand on it. There would be 
a clear saving in administrative expenditure,; each new official 
organization means new staff, new offices, new competition. 

These seem to me arguments in favour of Viscount Dawson’s 
contention.—I am, etc., 











Medico- Legal 


A FATAL ANAESTHETIC 


Anaesthetists do not often appear in court to answer charges 
of negligence, and so their legal pitfalls are not illuminated by 
much case law. A recent judgment’ of Mr. Justice Lewis at 
Winchester is therefore particularly valuable. A married 
woman had to undergo an operation for the removal of gall- 
stones. The surgeon and the anaesthetist decided in consultation 
that anaesthesia should be induced by an epidural nerve block 
with decicaine. This was the first occasion on which the 
anaesthetist had used decicaine for this block, but the surgeon 
had previously used it more than once to produce splanchnic 
and other blocks, The anaesthetist told a sister that decicaine 
would be used, and instructed her to prepare the solution. 
This sister had the highest qualifications, had been in charge 
of the theatre for six years, and everyone relied on her. She 
had been in charge on previous occasions when decicaine had 
been used in the ordinary strength of 0.1%. On this occasion, 
however, believing that she was carrying out the anaesthetist's 
oral instructions, she. prepared a solution of 1%, and the patient 
died of the overdose. On behalf of the woman’s estate and 
as a dependant (for he was a cripple), the husband sued the 
anaesthetist for damages. Defending counsel were instructed 
by Messrs. Hempsons, Ltd., solicitors to the Medical Defence 
Union. At the trial the anaesthetist and the sister gave con- 
flicting accounts of his instructions to her. His evidence was: 
“Į said 0.1%, the solution of decicaine the same as Mr. M. [the 
surgeon] uses for the splanchnic nerve block.” The sister, on 
the other hand, agreed that the anaesthetist spoke of decicaine, 
and that he said it was the same as Mr. M. used for splanchnic 
nerve block, but declared he had said 1% and not 0.1%. She 
added that she had thought 1% was an unusually large dose, 
but had no doubt that-she was carrying out the anaesthetist’s 
instructions. She produced the solution in a bottle, and the 
evidence again conflicted on how nearly she approached the 
anaesthetist with the bottle. He was busy preparing the 
apparatus ; the sister said she came to within a yard of him 
and the doctor said she did not come nearer than three yards ; 
he did not examine the bottle. They agreed that the sister said, 
“Decicaine ; is that right?” and that the anaesthetist replied 
that it was ; the sister, however, said she heard “ 1% decicaine,” 
and the doctor said he heard “0.1% decicaine.” 














out, or is competent to carry out, the duties assigned to. ber: 
and they might have to do more for themselves in the way of 
supervision than they would if she were experienced. When, 
however, they are served by a sister upon whom every reliance 
can be placed, it is sufficient to say, as the anaesthetist said in 
this case: “I want the solution such as Mr. Muses for a 
particular form of nerve block: splanchnic nerve block.” The 
anaesthetist had given his evidence in such a low voice that 
the judge could well imagine the sister not hearing distinctly 
what he said. He could not find that in the circumstances 
either the anaesthetist or the sister had been negligent: an 
unfortunate mistake had been made. He therefore gave judg- 
ment in favour of the anaesthetist, whose counsel did not ask 
for costs. 

The principle that a surgeon or anaesthetist may in some 
circumstances rely on a subordinate was recognized by. the 
Court of Appeal in Mahon v. Osborne*—the * Manchester swab 
case.” A swab was left in a patient's abdomen through a mis- 
count by a nurse: Lord Justice Scott said that the sureeon has 
to keep in his mind the risk of efror by a nurse, but on the 
other hand he should not be deprived of all support from the 
count ; the jury can find negligence only if he has fallen shart 
of the standard of reasonable care. This present application 


of the rule may give some reassurance io surgeons and 
anaesthetists. 





A DANGEROUS WORD 


Much trouble is caused to the courts and much diseppointinent 
to surviving relatives by testators who make their own wills 
without legal advice. One common pitfall is the use of the 
word “ children,” which bars illegitimate children unless they 
are fully named. The word “money” is even more dangerous. 
Countless testators must have used it on half-sheets of note- 
paper and stationers’ will forms with lamentable results, A 
wealthy lady died recently leaving investinents worth nearly 
£33,000, a bank account, some dividends, rents, and income- 
tax rebate due, household goods, and some valuable freehold 
property. She made a will on a form purchased from law 
stationers, without legal aid, and used the phrase: “1 direct 
that all monies of which I die possessed of [sic] shall be 
shared by my nephews and nieces now living ”-—-listing fourteen 
people, one of whom was a sister. The judge called upon to 
disentangle this will held that “monies” covered only the 
dividends received or accrued, the cash at the bank, the rents 
due and the tax rebate, not the investments, the freeholds, or 
the household goods. 

His decision was taken to the Court of Appeal and the 
Master of the Rolls upheld it.’ The court is bound by a rele 
which, although it was formulated in 1725.4 is too Gimis 
established for the court to alter. It lays down that the word 
“money” in a will must be construed in what is called its 
“strict” sense unless the context permits it to be given an 
extended meaning. The Master of the Rolls. deseribed the 
rule as a blot on our jurisprudence, and said that one of its 
anomalies is that the “strict sense” of “money? is a sense 
that has been invented by the courts themselves part? i order 
to mitigate the rigour of a rule confining “money” to actual 
cash. The special category known as “money in the strict 
sense ” includes money in no strict sense, such as moneys on 
drawing account at the bank. The category, however, is closed, 
and the Master.of the Rolls could not extend it in the absence 
of a context in the will permitting him to do so. He observed 
that since 1725 the habit of investment has spread so widely 
that millions of persons now possess securities which they 
commonly refer to as their “ money.” 
be a grave national misfortune if such persons were to make 
home-made wills referring to their “money” and thus die 
intestate so far as their savings were concerned. Nevertheless, 
the court had overlooked in 1923 and 1929 two opportunities 
of restating the rule, and he did not think that it would now 
be justified in saying that the rule no longer bound it. The 
other Lords Justices shared his regret at being bound by this 
authority. Parliament has made every effort to induce citizens 
to invest all their spare income in various forms of Government 
loans, and the thorough patriot may not be able to afford 
legal assistance in making a will, Many poor testators cannot 
afford it in peacetime. The legislature ought in fairness to pass 
an Act amending the present obsolete construction of “ money ” 
in a will. 








OEE aT a pene 
3 Re Morgan, (1942) 2 AH E.R. 30. 
4 Shelmer’s case, (1725) Gib, Ch. 208. 
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EDWARD FAWCETT, M.D., F.R.S. 


Prof. Edward Fawcett, F.R.S., the eminent anatomist, died 
suddenly while walking in Park Street, Bristol, on September 23. 
For over 40 years he was an outstanding figure in the Bristol 
Medical School, to which he brought the great anatomical 
tradition from Edinburgh. 

Born on May 18, 1867, the son of Thomas Fawcett, B.A., 
he was educated at Blencow Grammar School, Cumberland, 

and studied medicine at the 
. University of Edinburgh, grad- 

uating M.B., C.M. in 1889 and 

M.D. (with gold medal for his 

thesis) in 1906. He was a 

demonstrator of anatomy at the 

Edinburgh School of Medicine 

during his two final years, and 

then taught for three years in 
the dissecting room at the 

Yorkshire College, Leeds, until 

1893, when he was appointed 

to the chair of anatomy 

at University College, Bristol. 

After the creation of the Uni- 

versity of Bristol in 1909 he 

continued his work as professor 
of anatomy and dean of the 

Faculty of Medicine, and held 

both offices until his retirement 
in 1934, when he was made Emeritus Professor. He represented 
Bristol University on the General Medical Council for ten 
years, and was Long Fox Lecturer at Bristol in 1910. He gave 
the Arris and Gale Lecture before the Royal College of 
Surgeons of England in 1912. 

Prof. Fawcett was president of the Anatomical Society of 
Great Britain and Ireland in 1927-9 and its treasurer for eleven 
years. At the International Medical Congress of 1909 in 
Budapest he was honorary president of the Anatomical 
Section. His services as examiner in anatomy were much 
in demand ; he had examined for the Natural Sciences Tripos 
at Cambridge, and for the medical degrees of the Universities 





of Oxford, Aberdeen, Durham, London, Leeds, Manchester, 


Liverpool, and Birmingham, Queen’s University, Belfast, and 
the National University of Ireland. He was elected F.R.S. 
in 1923 in recognition of his contributions on anatomical and em- 
bryological subjects, more particularly concerning the develop- 
ment of the human skeleton and of the mammalian cranium. 
He wrote no book but published many papers in the Journal 
of Anatomy. Prof. Fawcett was deeply interested in ecclesias- 
tical architecture and served as president of the Bristol and 
Gloucestershire Archaeological Society a few years ago. His 
son is Mr. Alan Wordsworth Fawcett, F.R.C.S., surgeon to the 
Sheffield Royal Infirmary. : 
[The photograph reproduced is by Elliott and Fry, Ltd.] 


ERNEST LLOYD JONES, M.D. 


We regret to announce the death of Dr. Ernest Lloyd Jones, 
senior consulting physician, Addenbrooke’s Hospital, Cambridge, 
which occurred on Sept. 16, in his 80th year. Dr. Lloyd Jones 
was born at Bowdon, Cheshire, and was educated at the 
Manchester Grammar School. Obtaining a Clothworkers’ 
Scholarship he came up to Downing College, Cambridge, in 
1882, taking the Natural Sciences Tripos in 1885. He won 
the Senior Science Scholarship at St. Bartholomew’s Hospital 
in_ 1886, in due time becoming house-physician there, having 
qualified M.B., B.Ch. in 1888. He took his M.D. degree in 
1891. In 1894 he won.a research scholarship of the British 
Medical Association. Returning to Cambridge he became 
demonstrator of pathology under Prof. Roy, and also patho- 
logist to Addenbrooke’s Hospital. Although in active practice 
until soffie eighteen months of his death, Dr. Lloyd Jones 
retired from the honorary staff of Addenbrooke’s as senior 


physician in 1927.. For many years he had also been on the 
visiting staff of Papworth Village Settlement, being a member, 
and latterly chairman, of the committee of management. In 
the last war Dr. Lloyd Jones served as a major on the staff of 
the First Eastern General Hospital, and was also inspector 
of tetanus cases in the Eastern Command. He was president 
of the Cambs and Hunts Branch of the British Medical 
Association in 1925-6, and a past-president of the Cambridge 
Medical Society. In 1901 he married Constance Mary Brooke. 
They have one daughter. His medical works include Chlorosis, 
the Special Anaemias of Young Women, its Causes, Pathology, 
and Treatment. 

A fellow of the Geological Society, and of the Cambridge 
Philosophical Society, Dr. Lloyd Jones was writing at the time 
of his death a book on foraminifera, on which subject he 
was an acknowledged authority. As a young man he explored 
the Hoyle’s Mouth and Coygan Caves in South Wales, and 
had presented several fossil specimens to the museums of 
geology and archaeology at Cambridge. He had a wide range 
of interests, with an intimate knowledge of many aspects of 
Nature collected on rambles on seashore and countryside. The 
cries and habits of birds were always an absorbing interest of 
his, and his delight in caring for individual animals and plants 
was an inspiration in itself. He had a real concern for his 
patients and put his professional service above all thoughts of 
remuneration, and frequently, and especially during the last 
few years of failing strength, without any consideration for his 
own health. Many a one has been braced and comforted by his 
cheery stories. He had a most kindly and gentle nature, and 
his patients, both in private and hospital practice, looked upon 
him as a real friend. It can truly be said of him that he was 
a beloved physician. H. B. R. 


JAMES R. KERR, Ch.M. 


The death of Dr. J. R. Kerr, C.B.E., of Southport on Sept. 21 
marks the end of a distinguished and honourable career. Ten 
years after taking his degree in the University of Glasgow 
and holding resident appointments in the Western Infirmary 
and the Royal Hospital for Sick Children he went to France, 
and under the French Red Cross he became surgeon-in-chief 
to the Hôpital de l’Alliance at Yvetot. This was the opportunity 
for which he had been preparing, and his work earned him 
a fine reputation. From this service he came home to take 
charge of the special orthopaedic hospital maintained by 
Messrs. Pilkington Brothers at St. Helens. Here Kerr applied 
himself to the study and practice of rehabilitation. He was in 
the van in this country in this work. His contribution to it 
has perhaps hardly been recognized, but the hospital at St. 
Helens achieved a reputation under his charge, and was visited 
by many interested in rehabilitation after industrial accidents 
as well as after war injuries. When the British Medical 
Association met at Glasgow in 1922 he was secretary of the 
Section of Industrial Diseases and Forensic Medicine. He 
served as chaifman of the St. Helens Division in 1922-3 and 
at the time of his death was chairman of the Southport Division. 
In practice in Southport, Kerr joined the staff of the infirmary 
as surgeon, and at the beginning of the present war was ap- 
pointed also to the staff of the Emergency Hospital, where 
he had charge of beds. His, colleagues and many friends will 
miss his robust company and his loyal friendship. K, W, M. 


The special hospital at St. Helens, to which Kerr returned 
after his strenuous two years at Yvetot during the last war, 
was a true rehabilitation centre, where injured workmen and 
military casualties were treated from the time of their injury 
until their return to work. The results obtained in this way 
were so good that the hospital was continued for several years 
after the war. -It was one of the first hospitals directly con- 
nected with industry in which active surgical work and re- 
habilitation were carried on to their logical termination, and 
the influence of Kerr was seen in every detail of the hospital’s 
work. He transferred to Southport almost 20 years ago, and 
as a member of the surgical staff of the Southport Infirmary 
devoted himself with the same whole-heartedness, to the great 
benefit of the staff and of the people of the district. He always 
continued his interest in the work which he initiated at St. 
Helens, and during the present war he had been very active 
in carrying outa similar line of treatment in the very large 
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Southport E.M.S. Hospital. He will be remembered by all 
who knew him for his extreme kindness, his capability, the 
assiduity with-which he carried out his work, and the many 
contributions‘whith he made to the literature of the surgery 
of industrial injuries. In the present war he had suffered the- 
loss of one of his three sons, a second son is-a prisoner of 
war, and a third is now an active member of the suggical team 
of one of the large hospitals in the Middle East. To them 
and to his widow will be extended the’ sympathy of all who 


knew him. » T. P. McM. 


a 


, ` Pror. DAVID WATERSTON p 
Prof. D..R...Dow, M:D., University College, Dundee, sends 
the following appreciation: ‘ j 


The death of Prof. David Waterston removed one of the 

-distinguished anatomists of the Edimburgh School, and a 

familiar figure for the past 28 years in the life of the University 

of St. Andrews. As successor to Musgrove, he became the 

second occupant of the Bute chair of anatomy, and his tenure 

of office has-been a memorable one. At the time of his appoint- 

ment in 1914’the number of entrants to the Faculty of Medicine 

in our University was comparatively small, but he forecast 

that there would be a substantial increase, that’ our medical. 
school would play a more important part in medical educa- 

tion, and his ability and influence have undoubtedly contributed 

to this. Under his direction the department of anatomy has 

‘undergone progressive development. He felt that the work 

‘should be carried out in an environment as pleasing as possible, 

and free from the horrors which haunt the mind of. the 

beginner. and thug to-day there stands in St. Andrews a monu- 

ment to hisi aim—a dissecting room of modern design and~ 
picturesque appearance. ; 

Waterston:was a man of wide interests, but “he was first and 
foremost an: anatomist, extending his study not only to the 
human but to the comparative, and science has benefited from 
his industry in these fields. His own career, as one would expect, 
was influenced. by -Sir William Turner. One could not fail to 
be impressed’ by his precision in expression, his critical attitude 
to any scientific statement, and his powers of observation 
always keen. and astute, his eager mind stretching out after 
more and more facts. His numerous researches include papers 
‘on general ‘anatomy, anthropology, and embryology. He 

a fine collection of microscopical sections of early 

uman embryos which enabled him to model in wax many” 
specimens which, after careful and painstaking examination, have 
lightened the field of human embryology. Mounted in album 
- form, photographs of these serial sections have found a place 
in many laboratories of this country. Much of his technical 
skill was directed to making the science of anatomy a living 


ws” “ OBITUARY 


one, and we, have testimony to this in his volume Anatomy in — 


the Living Model. I spent much time with him when he pre- 
pared the orthogonal projections of the head and neck and 
abdomen which formed a large -part of this publication, and 
it is almost unnecessary for meto testify to the tare and pre- 
cision with which this work was done. He was also one of the 
contributors ;to Cunningham’s Textbook of Anatomy, in ewhich 
he presented.a lucid and up-to-date description of the digestive 
system. Asjjoint editor of the Edinburgh Stereoscopic Atlas of 
Anatomy, the vision of many students has been ightened as 
they reviewed in rapid succession photographs o his own 
handiwork. , i 

In addition to such specialized study he retained a keen 
interest in clinical medicine, and found scope for his ingenious 
mind in the problems which presented themselves in ‘the work 
of the Jamés Mackenzie Institute. He looked forward with 
enthusiasm to the arrival in St. Andrews of Sir James Mackenzie, 
and for many years each enjoyed the privilege of work and 
friendship with the other. After his death the Institute found 
in Waterston a staunch and able leader, while as one of its 
research workers he conducted experiments on himself in order 
to elucidate, the mechanism of pain—à` contribution of the 
highest value. Generations of. students of the Universities of 
Edinburgh, ‘London, and St. Andrews will remember with 
` appreciation’ how the teaching of anatomy was enhanced b 
the - freshly. - dissected ‘specimens' which accompanied eac 
demonstration and by the blackboard, on which Prof.-Waterston 
had ample scope for ‘his artistic talent. The entrant medical 
will reflect on the warmth of-the reception and introduction 
to University life given by the Adviser of Studies. Outside 
the sphere of work as a Regent he was kind, hospitable, and 
interested. To those who were associated with him in his 
work, his distinctive personality and influence were a source 
of continual interest, encouragement, and stimulus. To junior 
members of his staif he was invariably courteous, and never 
tan hnev ta tiaten to their problems or to help them by advice. 
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Dr.-WILLIAM Bruce WISHART, for many years a well-known 
Halifax practitioner, died on September 4 in cog voi ee He 
graduated M.B., Ch.B.Ed. in 1 and went to Halifax -five 
years later, after holi house appointments at the North 
Stafi Infirmary and Stoke-on-Trent Eye Hospital. Has con- 
nexion with the Halifax Royal Infirmary began,as house- 
surgeon, and he was later appointed honorary surgeon, retiring 
from the active staff in 1938. During the last war he served 
with the R.A.M.C. in France and Belgium. Dr. Wishart joined 
the B.M.A. in 1907 and was chairman of the Halifax Division 
in 1926-7. 

The announcement of the death of Mr. ALWYNE T. COMPTON, 
F.R.C.S., will be received with profound regret by his many 
friends and colleagues at the German Hospital, Dalston, and 
by his former pupils at King’s College, University of London. 
Born in 1874, he received his medical education at St. Bartholo- 
mew’s, qualified in 1901, and obtained the F.R.C.S. in the 
following year. On the outbreak of the present war, although 
he had retired from -practice, he gefterously offered his services 
once more: at the hospital at Dalston where he had acted with 
distinction for many years. The return to active work was 
unfortunately attended by the occurrence of a stroke which left 
him for the -remainder of his life with a partial paralysis. 
Recently his house in Devonshire was bombed by enemy action, 
and ovine to a fall afterwards his hip was fractured. He died 
on Sépt. 9 in his old hospital, where he will long be remem- 
bered as an honoured and faithful servant in the cause of his 
profession. In addition to his surgical work, Compton’s 
anatomical and pathological knowledge was very extensive. His 
case notes mostly contained illuminating drawings. His 
anatomical teaching at King’s College was held in high esteem. 
From his father, who was a well-known landscape-painter, he 
doubtless derived his skill as a draughtsman. i 


Mr. R. W. Crawford Treasure, whose death was reported in the 


Journal of Sept. 12 (p. 3 saw service in France in the last 
only- going to India {Pipe after bemg invalided from the Army. | 


Universities and Colleges 





UNIVERSITY OF GLASGOW 


The Dean of thé Faculty of Medicine gives notice that, at the 

desire of the Secretary of State for Scotland, the University of 

Glasgow has decided not to accept, for the duration of the war, 

ag wishing to enter upon the course for the Diploma in Public 
ealth. 








The Services 


ad 


` The D.S.C. has been awarded to Temp. Surg. Lieuts. H. S. A 
Corfield, K. C. Jeffery, and R. D. Robinson, RNV.R. f 


CASUALTIES IN THE MEDICAL SERVICES 


Lieut. HepLey Douatas VENNING, R.A.M.C., was killed in 
action in the Middle East in Sept. He was born on March 2, 
1916,-and' studied at Guy’s “Hospital, qualifying M.R.C.S., 
L.R.C.P. in 1939, and graduating M.B., B.S.Lond. in 1940. He 
had held house posts at Torbay, Hospital, Torquay, and, later, 
an assistantship in Chester. e entered the R.A.M.C. as a 
temp. lieut. in Aug., 1941. He leaves a widow. 

Prisoners of War—tLieut. D. Christison, R.A.M C. Capt. D 
Foskett, RA.M.C., Major D. A. Macpherso M.C. : 
RG. Main, RAM.C,, Capt. C. È Malhotra, TMS MO rau 

Missing —Surg. Lieut. H. E. D. Gal .N.V.R. 
McConnachio, RAMC, Lieut. W. H McDowald R. Mee 
K. W. Todd, R.A.M.C. 


RS 
nald, R-A.M.C., Lieut. 


DEATHS IN THE SERVICES 


Lieut.-Col. WILFRID EDWARD BRIERLEY, I.M.S. (ret), died at 
Kitamaiyu, Ruiru, Kenya Colony, on Sept. 11, aged 61. He 
was born on Jan. 17, 1881, and was educated at the University 
of Manchester, graduating M.B., Ch.B.Vict. in 1904. He also 
studied at King’s College and the London Hospital, taking the 
M.R.C.S., L.R.C.P. in 1905, and the F.R.C.S. two ygars later. 
He entered the I.M-S. as lieut. in 1908, became lieut.-col. after 
twenty years’ service, and retired in 1933. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We “print. below a summary of: Infectiofis Diseases and Vital 
Statistics in the British Isles~duripg the week ended Sept. 12. 

Figures of Prmclpal Notifiablo ‘Disease for the week and. those- for the corre- 

sponding wee& last year, for: (a) d and Wales (London included) (b) 

London (admmistrative county). (c) . (d) Eire. (e) Northern Freland. 

of Bre and Deaths, and ott Deaths recordei under each infectious disease, 

I rA The 126 great towns in d and Wales (including Landon). 

ndon (admimstrative county nO e 16 o T6 ceo towns in Scotland. (d) 

3 prmcipal towns ın Eire. (e) The 10 prmcerpal towns in Northern PENi 


esas denotes no cases; k blanke Baji denotes disease not notifiable. or 
no return available. 
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Enteric ( 
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„Infective enteritis or 
diarrhoea under 2 


years 
Deaths 
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Deaths 


Ophthaloua neonatorum 
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Deaths oe 







Pneumonia, tnfluenzal* 3 1 4 
Deaths (from influ- |- | l 

enza) wt 3 144 2 | 6 
Pneumonia, primary .. 144 12 

Deaths Ge tars| = | 3— 
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Polomyelitis, aoute 
* Dea à 





























































Infant mortali a 
(per 1,000 live 
Deaths (excluding still- 
births) 
Annual death rato (per 
1,000 persons lhvmg) 
Live births 





Annual rate per 1,000 
persons’ Irving 












Ete n 1,000 total 
births (incloding 
stillborn) .. ay 














* Includes pnmary form for England and Wales, London (administrative 
county), and Northem Ireland. 
t Ownng’to evacuation beans other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
å t 


‘the infection among the civilians in 


x preceding: years. Thei 





EPIDEMIOLOGICAL NOTES 
Discussion of Table 
In England and Wales rises occurred during the’ week in the - 


- incidence of scarlet fever 146 cases, diphtheria 68, dysentery 34, 


and typhoid 23, and decreases for measles 380, whooping-cough 
123, puerperal "infections 73, and acute pneumonia 60. - 

Within the counties the notifications of diphtheria, acute 

neumonia, and whooping-cough showed only slight variations 

om last week's totdIs, the only marked change being in . 
Staffordshire, where 26 fewer cases of whooping-cough were 
reported, ` 

Scarlet fever notifications rose because of an increase of 57 
cases in Yorks West Riding, of 40 in Lancashire,- and of 27 
in Essex ; in London the notifications dropped by 33. In. Yorks 
West Riding the recent outbreak has -been particularly severe 
in Goole M.B., where hospital accommodation has been strained 
and patients have had to be sent to neighbouring hospitals. 

The incidence of measles declined for the tenth consecutive 
week.. In Leicester, however, there was an increase of 53 cases ` 
due to an outbreak in Coalville U.D. 57 cases. The Durham 
notifications also rose by 41, due to an outbreak in Crook and 
Willington U.D. 55 cases. The largest decreases were recorded 
in Yorks West Riding 130, Essex 74, London 74. 

An outbreak of typhoid in Bedfordshire, Biggleswade R.D. 


‘involved 18 persons and resulted in the largest weekly total 


recorded for this disease since last October. 

No new outbreak of dysentery occurred during the week. 
The rise in notifications was due to an increase in those out- 
breaks which began last week. The chief centres of infection 
were: Oxfordshire 41 (Bullingdon R.D. 5, Oxford C.B. 8), 
Lancashire 21 (Warrington R.D. 14, Manchester C.B. 6); 
Norfolk 16 (Norwich C.B. 12); London 13 (Woolwich 7); 
Surrey 12 (Epsom and Ewell M. B. 7). 

In Scotland the incidence of infectious diseases showed little 
change from last week, although acute primary pneumonia and 
scarlet fever rose by 18 and 43 cases. A small mse in scarlet 
fever was fairly general throughout the country, but the excess 
of pneumonia was mainly confined to Glasgow. 

In Eire there was a mse in the incidence of poliomyelitis. 
During the past two weeks 25 cases have been notified, 10 of 
which were reported from Dublin. 

Small-pox ~ 

A report has been issued by the Medical Officer of Health 
for Glasgow on the recent outbreak of small-pox. Altogether 
36 persons contracted the disease and 8 died: 11 of the cases 
were due to direct infection on the ship, and 25 cases occurred 
in the general population. 

No satisfactory explanation can be piven for the spread of 

ifferent districts of the 
city. Tho report emphasizes the success of vaccination in pre- 
venting a major epidemic and makes strong recommendations 


_ concerning the vaccination of crews and passengers travelling 
- from ,the , East. 


Quarterly Retorns , 
England and Wales.—The returns for the June quarter show 
that, despite three years of war, an improvement was effected 
on-the general peacetime trend of the vital statistics. The birth 


tate was 16.2 per 1,000, which, with the exception of 1940, 


when the rate was the same, was the highest birth rate in any 
second quarter since 1932, when it was 16.5. The infant 
mortality was 47 per 1,000 live births, 7 below the average of 
the ten preceding second quarters. The stillbirths were 3.3% 
of the total births registered. The general death rate was 11.3 
per 1,000—the lowest rate for.this quarter since “1933—com- 
pared with a rate of 13:6 in 1941. The natural increase-—excess 
of births over deaths—was 50,723, compared with 43,777, 
46,980, and 7,228 for the corresponding quarters of 1939-41. - 

Northern Ireland.—A favourable experience was enjoyed by 
Northern Ireland during the second quarter of the year. 

The births corresponded to a rate of 24.7 per 1,000, compared 
with 21.7 for the average of the second quarters of the five 
ant mortality was 71 per 1;000, births, 
or 1 below the five-year average. e genera death rate was 
13.2 per 1,000 ; this rate-was 4.7 below that for the correspond- 
ing quarter of 1941 and 1.4 below the average rate for the second - 
quarters of the five preceding years.. The death rate from 
tuberculosis was 1.01 per 1,000, which, although 0.11 below the 
rate for the June quarter of 1941, was 0.03 above the five-year 


Returns for the “Week Ending September 19 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,882, whooping-cough 
1,150, diphtheria 878, . measles 2,998, acute ` pneumonia 401, 
cerebrospinal fever 72, acute poliomyelitis 29, dysentery 184, 
paratyphoid 8, typhoid 13. 


“average. 
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: Medical News - ; 


At a meeting of the Royal Sanitary Institute to be-held at Hallam 
-Municipal Hospital, West Bromwich, on Saturday, @ct. 10, at 
11 a.m., Dr. W. S. Walton will read a paper on “ Some Practical 

To-day from the-Medical Officer of Health’s 
Standpoint.” «+ ‘° a - 


A memorandum issued by the Greek Government states that 


„according to the Red Cross about 40,000 persons, including a high 


Proportion of children, in Athens and the Piraeus died of famine 
and diseases caused by malnutrition between Oct. 1, 1941, and 
Jan. 26, 1942.‘ The quality of such food as is availablé is low 
through ‘lack of fats. Each daily ration contained only. 500 calories 
against the 2,500 issued by feeding centres in the previous winter. 
The situation in other cities such as Salonika, Patras, and Volo, as 


well as in the islands of Chios and Syra, is equally tragic. 


Sulphanilamide powder (4 oz.) and powder dredgers are to be 
issued to first-aid points for use where there is difficulty in removing 


\a casualty to a ‘first-aid post or hospital. Ministry of Health Circular | 
` No. 2664 states that a thin, uniform coating of the powder should 


be shaken on:the surface of the. wound and a dressing applied. 
Hydrogen peroxide is to be issued to first-aid posts and gas-cleansing 
stations for the treatment of lewisite burns. f 

Doctors wishing to “engage dispensers who’ are subject to the 
Employment of. Women (Control of Engagement) Orders must 
notify the Central Pharmaceutical War Committee, 17, Bloomsbury 
Square, W.C.1, which is the approved agency for the Ministry of 


-Labour under the, Orders, giving full particulars of the vacancy to 
\ 


be filled. 


’ 


‘The 114th annual meeting of the Medical Charitable Society for 


ithe West Riding of the County of York was held at Leeds under` 


the presidency of Dr. T. Wardrop Griffith. The society was founded 
in 1828, and since that time it has distributed £111,155 among the 
applicants for help. For the ensuing year, forty-two grants, total- 
ling £1,868, were made. It was reported that a form of covenant 
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-QUERIES AND ANSWERS 


Aspirin for Asthma 

Dr. K. TEMPLE Brown writes: A. K. describes dramatic success 
with homoeopathic doses of aspirin in asthma. I feel it only right 
to record the experience of a colleague of mine, equally dramatic. 
He has’ suffered from bronchial asthma for years and used to 
tolerate aspinn, but a few years ago took 15 grains for a cold and 
within a quarter of an hour was in the grip of the worst bronchial 
spasm he had ever known, requiring mcrphine and oxygen inhala- 
tions. He tells me that his is not an isolated case and that 
phenacetin produces the same effect. Other readers of the 
Journal may be glad of this warning. I know of no pharmaco- 
logical explanation of A. K.’s findings—but faith moveth moun- 
tains. Certainly, I know of asthmatics unrelieved by ephedrine 

. but relieved by “ special ephedrine,” which consisted of calc. 
carbonate. Apart from that, it seems likely that in his patient 
aspirin’s sedative action depresses a psychogenic factor in the 
aetiology of, her bronchial spasm. 


' 


had been circulated to the members, who were urged to enter into it. ` 


The result of this would be that the society could ‘recover -income 
tax on such subscriptions. It was decided that a part of. the extra 
income resulting from this would be distributed as a Christmas gift 
to each recipient“of a grant. i i 


Dr. Austin William Byrne, expert in public. health, Egyptian 
Government, has been appointed a C.B.E. (Civil Diyision). The 
citation in the London Gazette states that since the beginning of 
the war Dr.,Byrne has co-operated with the medical services of the 
British - Army in Egypt and has been. particularly helpful, in co- 
ordinating the: services of the Egyptian Government hospitals in 
connexion with facilities for. the treatment of prisoners of war, 
vo without his help, would have been an insurmountable 
problem. ' 3 i 2 


Mr. Robert Brough, registrar of the Glasgow University ‘General 
‘Council and’ acting secretary of the University Court, has ‘retired 
after nearly 40 years” service to the University. The General Council 
1s organizing a testimonial to him, and subscriptions (limited to 5s.) 
should be sent to the Clerk, Mr. David M. Hutchison, M.A., LL By 
82, West Regent Street,-Glasgow, C.2. 


The September quarterly number of Medicine, Today and To- 
morrow is mainly devoted to .“‘ The Socialist Programme for 
Health,” which takes the form of a statement of policy-in the light 
of the. Medical’ Planning Commission’s interim report. Copies may 
be had (price 6d.) from 176, Kew Road, Richmond, Surrey. 


Wehave received from Dr. J Tyler Fox (treasurer of the British 
Branch of the International League against Epilepsy (The Homestead, 
Lingfield, Surrey) a copy of the last issue of the periodical Epilepsia, 
dated July, 1941, and printed in America by the Graphic Press, 
Newton, Massachusetts, Present conditions in Europe make it 
impossible to edit and ‘publish the journal in Denmark. 


At the first meeting recently of the Colonial Research Committee 
Lord Cranborne said that the two functions of the committee were to 
advise on schemes for assistance from the £500,000 a year provided 
under the Colonial -Development and Welfare Act for “ research ‘and 
inquiry,” and to survey “ the whole range of research:in Colonial 
studies.” Among the members of the committee are Prof. A. V. 
Hill, Sir-Edward Mellanby, and Dr. W. W. C. Topley. 


Mr. Bowdler Henry has been appointed honorary consulting oral 
surgeon.and consultant adviser to the Royal Netherlands Army, the 
Fighting French Forces, the medical section of the Czechoslovak 
Red Cross, the Central Committee, Polish Red Cross, and the Royal 
Norwegian Ministry of Social Welfare. Ae g 


G 


, 'Dr.'M. W. Browpy (London, W.) writes in reply to A K. (Sept. 
19, p. 356): Asthma is often of psychological origin: a somatic 
symptom in a neurotic syndrome. Hence aspirin may give relief 
in two ways: by suggestion and mild sedation. 


Dr. J. E. O’LOGHLEN writes in reply to A. K.: The effect of aspirin 
in asthma is due to a lowering of surface blood tension. Inci- 
dentally 20% of asthmatics are very sensitive to aspirin ;.50% of 
all, asthmatics respond favourably to any indifferent treatment. 


Desert Sores : 

Col. C. RICHARDSON-WHITE (Merthyr Vale, Glam.) writes: Is the 
desert sore our old friend the veldt sore which we treated in 
the Boer War and the septic sore of 1914-18 in Egypt, Sinai, and 
Palestine?, I commanded a C.C.S. throughout the last war, 
nearly all the time in the East. During the advance on Gaza and 
afterwards hundreds had septic sores and filled the ho%pitals, thus 
depleting the front line. At a field laboratory at Gaza one of the 
officers discovered that the film on these sores had a diphtheritic 
appearance. He-tried for Klebs-Loeffler bacillus and found it, 
together with the. Streptococcus pyogenes. Orders were issued to 
all medical units to apply for antidiphtheritic serum, and to inject 
3,000 units in all cases of septic sores. The result was like a 
miracle. All, the cases responded and were soon cured. 


A j Income Tax 
r Appointment 
W. is assessed under Schedule E in respect ot a salary of £306 


from an appointment as works-M.O. Can he claim to have the 
salary included in his Schedule D assessment? 


*," There is no legal claim, but it is a common and wel- 
established practice of the Inland Revenue Department to adopt 
that procedure if requested to do so by the taxpayer. We suggest 
that W. apply accordingly to the local inspector of taxes. 


Married Woman 
B. is mafried and has one child under 16 years of age and & 
dependent widowéd mother. Her husband is interned and has 
at present no income of his own. She has been assessed as 
` assistant M.O.H. as a single. person (with £80 personal allowance 
only) and no deduction has been made for professional sub- 
scriptions or domestic help. 

*." On the basis that B. is “living with” her husband in 
intention, although temporarily apart for reasons beyand their 
control, the husband should strictly bê assessed in respect of B.'s 
earnings. But whether he or she be assessed, the allowances due are 
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£140 (for married persons) and £80 “wifes earned income 
allowance,” as well as £50 for the child and £25 for the depen- 
dent relative. A declaration of income and claim to these allow- 
ances is, however, necessary by the husband ~We suggest that B. 


explain the circumstances to the local inspector of taxes and ask , 


hım for @ copy of the appropriate form of claim No allowance 

_'is due for domestic expenses; professional subscriptions are 
allowable only if membership of the association ın question is 
a condition of the appointment. 


x Commencement of Liability from Employment 

M. G. qualified in July, 1940. He earned, £200 between that date 
and April, 1941, and another £200 in the year to April, 1942, 
including one month’s earnings from his present employment (at 
£600 per annum) in March, 1942. How should his liability be 
calculated? 


** On the above facts the appointment is a new source of 
income, and he is liable on the basis.of the earnings of the 
current year for the part af 1941-2 and the whole of 1942-3. The 
deductions made for tax for the year commencing November, 
1942, will be in respect of the income for the year commencing 
April, 1942. If the appointment should terminate, M. G. should 
at once inform the inspector of taxes, but it is unlikely to do so 
at such a time as will leave him in the position of having paid 
more tax than was due on his earnings. 


Assistant’s Board and. Lodging 
T. C. is “ employed as‘an assistant at a salary of £500 per annum, 
all found; by this the agreement means that my employer pays 
£2 12s. 6d. per week board and lodging for me’’ Is he assessable, 
or is his employer assessable on this sum? ` 


. *2 His employer is clearly entitled to treat the payment of the 
weekly amount as deductible for income tax purposes. As regards 
T. C., prima facie he 1s not liable, as benefits are ‘not’ taxable 
unless they are received in money or in a form convertible into 
money. The only contention which could be raised in favour of 
his liability is that if he bas contracted with his landlady to pay 
her £2 12s. 6d. a week and his principal pays it for him, then the 
principal is in Jaw and substance paymg him money by dis- 
charging his debt -It may be desirable therefore to see that the 
contract-for the board and lodging is between the employer and 
the landlady and not between T. C and the landlady. 


LETTERS, NOTES, ETC. 
Fuel Economy 
Prof. R. J. WLan writes: During the present emergency could 
not an appeal be made to all surgeons to refrain trom the present 
wasteful practice of using running hot water when making their 
hands surgically clean. An equal result can be obtained: by using 
two or three changes of hot water. Running hot water is a luxury 
but is not a necessity. Ar surgical team of, say, four persons, 
scrubbing up their hands for an operation for the requisite ten 
minutes, cań consume,and waste an unjustiflable amount of fuel. 


Bleeding trom Tooth Sockets 


C R.-W. writes: With regard to bleeding from tooth sockets, what ° 


is wrong with the old-fashioned friars’ balsam (tinct. benz: co.)? 
It is a bit messy, I suppose, but always efficient. A plug of,cotton- 
wool soaked in this quickly does the trick. I have never found 
it to fail. . 
: External Styptics 
Dr. C. CHaRNOCK SMITH (Hastings) writes: May I sùggest as usetul 
styptics, which can be easily carried in one’s bag for use in the 
case of bleeding tooth sockets, epistaxis, and haemorrhage from a 
fungating malignant growth, the following to be used locally: 
~ adrenaline chloride 1 in 1,000; “ stypven’’; turpentine; stick of 
nitrate of silver ; and liq. ferri perchlor fort. or gossypium ferri 
perchlor. B P.C. used dry. 


Treatment of Scabies 


Dr. J. E. O'LoGHLen (London, W.1) writes: For the past 20 years 
I have always treated scabies with the application of sodium hypo- 
sulphite and hydrochloric acid. It is most effective, being cheap, 
clean, and convenient. I think it was first introduced in France 
by Leblanc-Dutheil-(Nantes). Sone 12 years later it was used by 
Demjanovic at the State Dermatological Institute, Moscow, and 
later in Germany at the Skin Clinic, Disseldgrf. The technique is 
as follows. Two solutions are used: (1) sodium hyposulphite 200 
parts „to 1,000 water; (2)-a 5% solution of hydrochloric acid. 
The whole body is rubbed with solution No. 1, which is applied 
with a piece of cotton-wool and allowed to dry for a few 
minutes When dry, solution No. 2 is applied in the same way. 
The patient is then instructed to put on a shirt without drying the 
body and goes to bed. Next morning solution No. 1 is applied 
as before. This treatme¢ht is carried out for 2 successive days; 
very rarely is, it necessary. to continue treatment on the third day. 


a 


1 * 
. 


Having finished the treatment the patient puts on clean underwear 
and returns to work. There is no necessity for any applications of 
ointments or soap. The underclothing is not damaged, the skin 
_ is not irmtated, the solution has no odour, and the itching stops at 
once. This treatment has been carried out in many thousands of 
cases, and is particularly suitable in the treatment of large ' 
numbers—schools, military barracks, etc. Solution No. 1 is some- 
times used more concentrated—1 to 3—but the strength of solution 


No. 2 is always 5%. 


Army Discharge G ` 
“ Devonian ” writes: From a rural community of approximately 
2,000 over 60 men have entered various Services since the out- 
break of war, all being’ medically examined by the same medical 
board. To date 11 have been returned to civilian life “* unfit for , 
any form of military service.” All had been graded Al. I have 
seen their “ papers.” One, having no previous medical history of 
note, discharged with bronchiectasis, now has an arduous day as 
a milk roundsman. Another, an agricultural labourer, was dis- - 
charged with duodenal ulcer; he has not sought advice or assis- 
tance for his complaint during the 12 months he has been at home. 
A general carpenter sent back with “ rheumatism ” has not 
missed a day’s work since his return, and spends most of his time 
outdoors on the roofs of Government buildings! Discharged 
“because he could not wear Army boots,” a general labourer 
walks at least 4 miles a day and earns not Jess than £5 per week 
An Army driver was sent home “ because he had attacks of giddi- 
ness when driving trucks”; he now handles charabancs and 
8-wheeler cattle trucks. Similar cases could be detailed. Ap- 
parently no re-examination is possible. One only of the 11 has 
required medical attention, and that for an unrelated complaint 
After a week’ or so at home it would appear that the disability 
“vanishes and the prospect of a lucrative job works magic as a 
permanent therapeutic power The men concerned all “ wanted_ 
to get out,” and one or two have admitted that they “ kept at it 
until-they were given their ticket.” Is this how we win the war? 





MEDICINE 100 YEARS AGO - 


Extracts: from an article entitled ‘Sketches of American 
Physicians” by Nathaniel Chapman, MD., reprinted in the 
Provincial Medical Journal of October 1, 1842, from the Medical . 
Examiner : - 7 

-“ Dr, Chapman was born in Fairfax county, Virginia, on the 28th 
of May. 1780, and has, therefore, nearly completed his sixty-second 
year. _His paternal ancestor came to Virginia with the first colony, 
was a captain-of cavalry in the British army, and, according to an 
authentic tradition in the family, was the youngest son of a cousin 
german of Sir Walter Raleigh. The family settled on the river 
Pomonkey, some twenty mules from Richmond ; but the branch 
from which ‘the doctor is descended migrated about a century and 
a half ago to Maryland, and fixed itself on an estate on the banks 
of the Potomac, nearly opposite Mount Vernon, which is still in 
their possession. The doctor’s father, however, went to Virginia, 
upon his marriage, where he afterwards remained. Dr. Chapman, 
received his early education at the Classical Academy of Alexandria, 
D.C., founded by General Washington, where he was six years. He 
subsequently spent a short time in two colleges, though not long 
enough to-owe either any obligation. He came to Philadelphia in 
the autumn of 1797, to commence the study of medicine with the 
late Professor Rush, of whom he became a favourite pupil... . 

“Tn 1801 he went abroad, and spent four years, chiefly at Edin- 


‘burgh and London. He remained a year in London, the private 


pupil of Abernethy, and thence passed to Edinburgh. Edinburgh 
was then celebrated equally for her school of medicine and her 
literary and scientific society. Students of medicine resorted thither, 
as now to Paris, from all parts ‘of the world. Nearly all our 
American physicians of the olden time—Morgan, Shippen, Kuhn, 
Rush, Wistar, and many others—received their education at Edin- 
burgh. It may be supposed that Dr. Chapman made the most of 
his opportunities in the distinguished circle of the modern 
Athens...... Dr. Chapman returned to this country in 1804.... 
He was the physician and confidential friend of the Count -de 
Survillers (Joseph Bonaparte), during his long residence in Phila- 
delphia and its vicinity. From the Count he gathered a large fund 
of interesting anecdote of the illustrious brother of the ex-king, and 
the men and scenes of-his eventful times, from which the doctor 
occasionally draws ... As a practitioner, Dr. Chapman is dis- 
tinguished as much for the charm of his manner in the sick chamber 
as for skill and success in prescribing. His lively conversation and 
ever-ready joke are often more effective than anodyne or cordial 
Indeed, in cases of trifling importance, the doctor sometimes pre- 
scribes little else. In pleasant chit-chat, both patient and physician 
forget the object of the visit, and the doctor will depart and ‘ leave 
no sign’ for pill or bolus” 

** The Provincial -Medical Journal subsequently became the 
British Medical Journal. . i 
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TUBERCULOSIS IN LONDON IN WARTIME 


\ l W.: ALLEN DALEY, M.D. F.R.C.P. 
Medical Officer of Health, L’C.C. 
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i ; 
In order to assess the effect of war conditions upon the 
incidence of tuberculosis in London, a review of the noti- 
fication records was undertaken. The results of such an 
analysis in respect of an urban area in ‘which conditions 
immediately ‘before the outbreak of hostilities were stable 
have helped to throw some light on the problem of con- 
trolling tuberculosis, and are’recorded here in the hope 
that they will be of use to other workers in this field. 


a Pulmonary Tuberculosis 

The general trend of pulmonary tuberculosis in London is 
indicated by Table I, which shows the numbers of formal 
primary notifications ‘and the numbers of deaths since 1913, 
together with the corresponding rates. i 


TaBLe I.—Primary Notfications (a) of and Deaths from Pulmonary 
Tuberculosis in the Administrative County of London 














| Format Primary Notifications Deaths 
——— 
Year | Annual Rate Annual Rate 
No 1 ` per 1,000 No per 1,000 
r Living 
_|_________ 

1913 19,218 425 5,863 1-30 
1914 16,467 3-64 6,331 1-40 
1915 14,712 3 26 6,715 1-49 
1916 13,547 301 6,364 1 41 . 
1917 14,870 331 6,768 t-51 
1918 15,670 3-50 1-55 
1919 12,356 276 5,197 1-16 
1920 9,202 2 06 3675 104 
1921-5 38,807 17i 80 101 
1926-30 34,353 153 20,247 -090 
1931-5 ,569 1-38 H 17,075 079 
1936 5,176 1:25 a 2,849 06 
1937 5,455 * 133 2,888 071 
1938 5,200 1-28 2,590 0 64 
1939 4,691 124 2,650 3 070 
1940 4,326 E {3 2,687 (d 0 87 
1941 4,577 1- e 2,552 (d) 110 














(a) Excludmg posthumous cases. (b) Not checked for duplicates (9; Pasi Based 
on civilian population only—ze., civil tions per 1,000 cr 
(d) Excluding non-civilians from Sept. 3, 1939 


, It will be seen that the decline m incidence, which had been 
tontinuous' since the war of 1914-18, was arrested at the 
beginning of the present war. Although it 1s not clearly shown 
by the table, the increase in mortality actually preceded the 
increase in the rate of occurrence of new cases. The mse in 
the notification rate was not appreciable until the latter part 
of 1940; the notification rate for the first half of 1940 was not 
substantially above the level of the same period in 1938. The 
impact of war was reflected first in the earlier deaths of those in 
whom tuberculosis had already developed. It was not until 
later that the strain of war began to produce a rise’ in newly 
“diagnosed infections. 
The analysis of new cases which was made for the years 
1938-41 embraced not only formal primary notifications but 
also posthumous notifications. The distribution of these new 


, 







Statistical Branch, L.C.C. Public Health Department 


cases by age and the estimated rates per 1 ,000 living are shown 
in Table IL 


TABLE Il.—New Cases of Pulmonary Tuberculosis in London (A.C.), 
1938-41 











1938 1939 1940 (a) 1941 (a) Increase in 
t | Rate for 1941 
Rate Rate Rate} com 






per with 1938 
1,000 % 























(a) Excluding non-civilians, 


It should be stressed that the validity of the rates shown in 
Table II depends upon the accuracy of population estimates 
on which they are based, the details of which cannot be 
adequately set out here’ owing to restrictions on space, but 
there is no doubt that the increase in the incidence of respiratory 
tuberculosis between 1938 and 1941, especially among children, 
is greater than that which could be attributed to errors in these 
estimates. Possible changes in the character of the population 
are dealt with in the discussion at the end of this article. 

For comparative purposes the age distribution of deaths 
during the same period is shown in Table HL , 


TABLE III eats fom Pulmonary Tuberculosis in London (A.C ), 
o> 938-41 (see note d, Table I) 




















1939 1940 1941 Increase in 
< Rate for 1941 
Rate Rate! compared 
No. per No. per] with 1938 
1,000) 1,000 “ss 
22 {019 41 065 442 
24 0 13 25 022 340 
432 
0 83 | 1,965 >| 095 | 1,827 1-16 51 
227 | 
0 70 | 2,687 (oe 2,552 11 10 n. 








The sex distribution of new cases of pulmonary tuberculosis, 
1938-41, is shown in Table IV. 

For the purpose of Table IV non-civilians have been ın- 
cluded in order that the sex proportions in the total populations 
to which the new cases are related can be regarded as com- 
paratively stable. If non-civilians were excluded account 
would have to be taken of the different effect on the male and 
female civil populations of the calling up of Service personnel. 
It should be borne in mind, however, that. the very fact that 
recruitment during the period under review has affected males 


. 4266 
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Wed . ‘Taste IV.—New Cases of Pulmonary Tuberculosis in London (A.C.), 1938-41 (including Non-Civilians) 











Age Group Total (a) 

















`o he : 
agit -2-11 3,121 2,184 [ 143 
l 2-58 2 868 1.899 1-51 
304 | °2638 1,720 1-33 
294 | 2,987 1815 1-65 
> A Including 6 cases :n which the age is not known g N = 
more than females implies that the search for new cases has increases, in the rates -for the younger age groups. These 


been more intense among males than among females ; this tends ` 
. i to produce a fictitious increase in the male-to-female ratio of - 


new cases of respiratory tuberculosis. 

2-4 When these considerations are taken into ‘account it does not 
fo doe appear possible’to draw fron? Table IV any sound: conclusions 
`- ~,ag to the effect of the war upon the relative incidence ‘of 

e pulmonary tuberculosis among men and women respectively in 
. . „the important 15-24 age group. At older ages it does appear 

‘clear that males have been More affected than females (as in 
© the case*of non-pulmonary tuberculosis, see Table VID. With 
regard to ages under 15, the irregularity in ‘the sex ratios is not 


' greater than that which has been experienced in past years andı, 


_which might be expected having regard to the pall numbers 
involved. ' 

In the absence of precise information as to He sex com- 
ponents of the population of London it is not possible to carry 
. the sex incidence analysis any further. “ ’ . 


7 Non-pulmonary Tuberculosis , 


With 'regard‘to non-pulmonary tuberculosis, the background 
. is given by the following figures, which teil the same story as. 
i, ee does Table. I for pulmionary tuberculosis. 


TABLE V.—Primary Notifications (a) of ‘and Deaths from 4 


po Non-pulmonary Tuberculosis in’ the Administrative 


County of London’ 










g ` 









r Annual Ra! 
4 per 1,000° 
Living 
e r ‘ 
1,611 0:36- 
‘ 1,666 0:37 
A 1,84! 0-41 X 
1,641 0:36 
S 1,715 038 
1,526 - 0x4 
1,127 , 025 
1,070 ~* 024 
4,383 O19 
X 3,080 0-14 
, 1931-5, 22 354 O11 
1936 , 1,056 363 4-009 L 
1937. é 1,014 351 009“. 
: 1938 982 347 ' 009 
“1939 805 ', 202 008 
' 1940 653 $ 318 (d 0-10 
1941 675 343 0-13 i 








(a) Excluding Doak 
on the cıvıl population only—i e civ notifications per 1 ,000 
cluding non-civilians from Sept. 3, 1939. 


cases, . (b) Not checked for duplicates. (c) Based 
civilians. (d} Ex 


The age distribution of the new cases which have occurred 
since the beginning of the war is shown in Table VI, from 


a which it is clear that the corhparatively small rise in the notifi- _ 


i cation rate for the population as a whole conceals yey large 


7- i TABLE VIL—New Cases (a) of Non-pulmonary Tuberculosis in London (A.C.), ‘1938-41 : Distribution according: to, Site.’ 


increases are much in excess of any variations attributable. to 
margins of error in the estimation of basic populations. 


Tams VI.—New Cases of Non-pulmonary Tuberculosis in, 


mo London AC) 1938-41 










iy 


` 1939 








1940 (a) 


Age | 
Group |: 

















(a) Excluding non-civilans. 


the ‘death rates (per 1,000) ‘from non-pulmonary tubercu- 
losis in the same four years among children under 15 years of 
jage were: 0.19, 0.17, 0.35, and 0.87 respectively—a progression 
which is in substantial’ agreement with the trend of new cases. 

The distribution of new cases according to the site of the 
tuberculous lesion is shown ın Table VII for. both children and 
adults. The variations in the rates for the different: sites are 
in the case of adults relatively small when normal yearly 
fluctuations are taken into account, except possibly in the case 
of meningitis.” In respect of children, however, the changes-in 
the rates are substantial When all bones and joints are com- 


bined, the percentage increases in the rates for each site over ` 
“the period 1938-41 are: 


all ‘bones and joints, 184; abdomen, 
141; peripheral glands, 215; meninges, 250; other sites, 269. ' 
Having regard to chance ‘fluctuations, the difference bereen, 
these percentages does not appear to'be statistically significant, 
-except in the case of tuberculosis of the abdomen, in whieh’ the 
increase seems to be significantly lower than for other. sites! 

‘As an indication that 1938 is ‘a satisfactory base. year for the 
purpose of Table VT, ‘the average’ site distribution of deaths 
from nòn-pulmonary tuberculosis during the immediate pre- 
war years is given below. aS ` 








Percentage Distribution of Deaths from Non n-pulmonary 
Tuberculosis in ndon (A.C.), 1931 . 
a 
` Bones Intestines Central P 
Year » and and Nervous 
Joints Peritoneum |, System 
1931-8 15 10. 41 


1938 


‘ 


12 9 42 








$ Rates per 1,000 Living are shown in Parenthesis against the Numbers of- Cases 





A . Age Group 






TR a = 


Site of Tubarcatoys 1 Eaa. 


Glands 





28 (0 035) 
220 036) 


13 0 10 










1. Under 15 years of age 1 
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T 





= > 


ain 
0 


—29. 


hSd 

















347 ie 172) * 














n ee 


i; @vPrimgry souteasons, cluding poqbonou cases Œ) Includes miliary and genito-urinary. (© Eactuding 'nön-civillans, 


N i i Vrs os 
2 J 2, n 


‘ 


` 


/ ae 


oo ' . 1 C, 
. = - 
z 4 


Ocr. 10, 1942 ° 7) 





TUBERCULOSIS IN LONDON IN WARTIME 


VG 
« 


` BRITISH 
MEDICAL JOURNAL 


419 








Taste -VIIL—Néw Cases of Non-pulmonary Tuberculosis in London. (A.C.), 1938-41 (including Non-civilians) * 


























654 ', Ago Group Total (a) 
MF | M.,|- F M/F 
0-80 12 28 1-03 
0 89, 14 12 099 
mot 10 14 1:00 
1-03 14 26 093 











2 


“. The sex distribution of new cases is shown in Table VIH, in 
which non-civilians have been included for reasons that have 
' already been stated. The trend of the sex ratios indicates that 
at ages below 25, and particularly in the 15-24 age group, 
females have been more affected than males by the increased 
incidence. At, the older ages it appears that males have been 


more affected than females. k 


` The experience of London, judged by the foregoing statistics, 


; has been less favourable thamin the country as a whole. Brief,’ 


and in some cases necessarily approximate, figures for 


England 
and Wales are given im Table IX.. 


$ 


© Taste IX.—Tuberculosis Noti cation and Mortality Rates per 1,000 


‘ 


i . probably have returned very soon. 


‘in Engi and Wales 





-Formal Notifications s 
- per 1,000 . 


Deaths per 1,000'(b) 








cine Sethe 


Possible causes of this divergence are easier to suggest than 

' to measure. Evacuation has probably had a selective: effect 
„upon the population. Some children who were ailing may havé 
been kept back by ‘their parents, and those’ who subsequent to, 
evacuation showed signs of. deterioration in health would 
Among children actually 
attending school it has to be admitted that there is little evidence 
to support this suggestion in the clinical ‘results. of routine 
medical examinations carried out by school medical officers ; 
the increased incidence of tuberculosis, particularly of the non- 
pulmonary form, was, however, greater in children of pre-school 

~ age, and many of the, new cases among older children would 
not have attended ‘school for some time: prior to notification 
and' would have missed routine examination. ‘A probable effect 
of evacuation has been: to ‘increase the proportion of tuber- 
culous persons in the population remaining. It would be 
expected that as they were ill they did not’ desire to leave 
home, and for.the-same reason (in many cases, also, their 


ximately, based on mid-1939 total population. (b) Excluding non- 
vaths after Sept. 3, 1939. , . 


- ‘economic status would be low) it would be more difficult for 


them to find homes in reception areas. Inquiries made of 
-representative boroughs reveal that’at Dec. 31, 1940, the follow- 
ing proportions of persons on the Dispensary Rẹgister were 
actually living within their respective boroughs: Finsbury, 
94.5% ; Islington, approximately 90% ; Stepney, about 75% ; 
Greenwich, 92% ; Paddington, 73%. The balance are those 


who had evacuated themselves temporarily. There is reason to , 


believe that these proportions are higher than that which the 
“total population at that date bore to the pre-war population. ` 

Tho statistics must also reflect to some extent the progressive 
recruitment of fit persons to the Forces. This selection also 
has the effect- of increasing the proportion “unfit” in the 


` residual population. On the other hand, recruiting boards have. 


discovered some’ cases of active tuberculosis which otherwise 
‘would not have been diagnosed until the disease became™ more, 
i advanced. 7 i A m K N 
Account must be taken of the aerial bombardment of 1940-1. 
with its concomitant physical and psychological strain ‘and 
temporary overcrowding. It would’ be interesting to compare 


Discussion - > ea. fe 


` infection. 
‘pasteurized, and therefore the fact that, abdominal infections 


i (a) Including cases ın which the age 18 not known. y 


the experience of London with’ that of other much-bombed 
towns, but the necessary statistics are not available to us. 

Part of the increases in the numbers of notifications of and 
deaths from tuberculosis can -be attributed to reduced resistance 
to the disease and increased numbers of new cases diagnosed 
among Londoners who are Bitient. in mental hospitals. The 
increase in the rate of occurrence of new cases among mental 
patients between 1938 and 1941 amounted to 0.12 per 1,000 of 
the total population of the County of London, and therefore, out 


„of the rise of 43% in incidence, 9% is attributable to increased 


notifications in respect of mental patients. The increase, as 
such, has, however, been exaggerated by the fact that during 
1941 more extensive measures of diagnosis were instituted in 
the mental hospitals and that therefore some of the notifications 
in 1941 related to patients who had been tubérculous for some- 
time. With regard to mortality there is evidence that the pro- 
portion of allideaths of mental patients which are associated 
with active tubercle appears to have risen. An investigation is 
being made to ascertain the extent of increased incidence of 


“ tuberculosis in mental ‘hospitals. 


Finally there is the important factor of increased employ- 
ment. Since Dunkirk there has been no respite from the heavy 
demands of war industry. Hours of work have been long. 


` Travelling conditions have often been bad. Moreover, in war: 


time many less healthy persons.obtain employment who would 


not in peacetime successfully compete in the labour market. . 


Many have taken up heavier types of employment ; this, in the 


. case of, infected persons, might make all the difference between 
` , the quiescence and development of the disease. Generally, in 


considering the balance between input and output of energy of 
the human body it is possible that the prominence given to 
measures for improving nutrition has distracted attention from 
the output side of the equation. f 

The statistics of non-pulmonary tuberculosis throw light on 
the type of infection and on: the efficacy of the sterilization or 
pasteurization of milk as a means of reducing the risk of 
Most of the milk consumed in the Metropolis is 


have not increased in proportion to infections at other sites is 
of special significance. The disproportionate n%e in non- 
abdominal infections indicates that while pasteurization has held 


, back the spréad of bovine infections’ the principal infecting 


source is human. In this respect the experience of Glasgow 
(British Medical Journal, 1941, 2, 436) is similar. 

The experience of London differs from that of Glasgow in 
two important respects: (1) The increase in the incidence of 
tuberculosis ig greater in respect of children than in respect of 
adults ; and (2) new cases of pulmonary tuberculosis increased 
more in-adults than new cases`of uon-pulmonary disease. This 
fact, coupled with the evidence of site distribution for non- 
pulmonary forms of disease in Children, suggests that contact 
and droplet infection has been an important feature in London 
It is difficult to assess the relative importance of decreased 
resistance to new or old-standing infections. . 

7 Summary ; 

-The effect of the conditions of war upon the trend- of tuber- 
culosis ‘incidence in a densely populated and much-bombed 
urban area has been examined. The principal findings are: 

1. As compared with 1938, there was in 1941 an increase of 
43% in the rate of occurrence of new cases of pulmonary 
tuberculosis and of 15% in new cases of non-pulmonary 
tuberculosis. The pulmonary tuberculosis death rate increased 
over the same period by.72% and the non-pulmonary rate by 
67%. ‘These increases are much greater than for England and 
Wales as a whole. i os 

2. The increase in the incidence of tuberculosis affected 
children much more than adults, particularly in the non- 
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pulmonary type. in which the increase was practically confined 
to the “under-fifteens” (except the increase of tuberculous 
_Meningitis, which extended to adult ages). ' 

3. At ages over 25 males have been more affected than 
females. Below 25 it appears that, with the non-pulmona 
type, females have been more affected than males, but wi 
pulmonary tuberculosis at these younger ages there is no con- 
chive evidence that one sex has been more affected than the 
other rs 

4. The increase in non-pulmonary tuberculosis has occurred 
almost equally in all the principal sites, except in abdominal 
tuberculosis, in which the increase was significantly lower. 

5. New cases of pulmonary tuberculosis increased more in 
adults than new cases of the non-pulmonary disease. This fact, 
coupled with the evidence of site distribution for non- 
pulmonary forms in children, suggests that contact and droplet 
infection has been an important feature in London. 

There is evidence both that pasteurization of milk has 
held back’ the spread of bovine infections and that the principal 
infecting source is human. ; 

7. Factors influencing the incidence of tuberculosis include 
changes, in the age and sex distribution of the population as a 
result of evacuation and of recruitment to the Forces, the strain 
and overcrowding resulting from bombing, fatigue and lack of 
rest, restriction of diet, and, on the other hand, increased 
employment and financial resources for those formerl on the 
verge of poverty. In mental hospitals the increased incidence 
is greater than in ‘the population as a whole 





WARTIME DERMATOLOGY 
WITH A PLEA FOR ECONOMY 
BY 


R. WORKMAN CARSLAW, M.D. 
Surgeon.Lieutenant, R.N.V.R., Assistant Physician for Diseases 
«of the Skin, Victoria Infirmary, Glasgow 


The treatment.of diseases of the skin in peacetime is con- 
sidered of little importance and of no urgency, as the 
sufferers are said never to be, cured nor yet to die. In 
recent years, however, treatment has advanced consider- 
ably and so have teaching and hospital facilities. Only 
when the whole of the available working power of the 
country is mobilized is the crippling effect of diseases of 
the skin fully realized, and their treatment assumes added 
importance in wartime medicine (Vickers, 1940). 


In the Servicts it was soon found that many man-hours 
could be lost through trivial skin complaints. At sea about 
50% of the daily attendances at the sick bay are for skin 
complaints, This takes up tume and space and medical stores, 
of which only a limited stock can be carried. Scabies has 
become rife in the large centres of population, and as a result 
its prevalence has increased in the Navy. Recent experience 
of dermatology in the Naval Medical Service has brought 
several facts forcibly to my attention, and these are expressed 
in the following notes. 

Material 

The survey covers a period of two and a half years, which 
began one month before the opening of hostilities. This period 
falls naturally into three parts—namely, six months at sea, 
eighteen months ashore, and a second period of six months 
at sea. 

The first part is the experience of six months afloat in cold 

/ or extremely cold conditions with a pérsonnel of approximately 
500 men. During this time there was little contact with 
centres of population, and the food was good, with a reasonable 
amount of fresh fruit and vegetables. The accommodation was 
crowded and the hours of darkness long, but the general health 
remained good. The second part is the experience of the skin 
department of a large naval hospital at home. Here there 
was accommodation for 28 in-patients, and out-patients were 
seen by consultation. The cases were drawn from all three 
Services in the area and the ships based on the port. A small 
number of foreign invalids were received. The third part is 
the expérience of six momths afloat in tropical conditions with 
„a personnel of, approximately- 1,600 men. Little contact was 
made with centres of population, and fresh food was inter- 


mittently available. The accommodation was satisfactory and 
the period of daylight 12 hours. The general health was also 
satisfactory. 

Circumstances peculiar to the Service are found to be on 
both the credit and the debit side. The discipline enables the 
medical officer to obtain greater control over treatment, but 
the exigencies of the Service may interfere with it. The popula- 
tion is entirely male afloat, and largely so ashore, while children 
are not included. The standard of physical fitness is above the 
average of the general population. The nursing facilities are 
limited. The number of attendants is small, and their training 
ıs short judged by civil nursing standards. Accommodation 
is limited, and isolation difficult except in the hospitals. At 
sea, facilities for dispensing are often poor and replacement 
of medical stores 1s difficult; rapid changes in climatic con- 
ditions are encountered, and the laundry is often overtaxed. 


Ashore, the personnel are apt to move from one area to another , 


without warning. 

Restiictions imposed by War Conditions—Economy in all 
things is,of paramount importance in wartime. Loss of man- 
hours is a matter for grave concern, and those affected with 
skin lesions must continue their normal work wherever possible 
If it is necessary to take a patient off work his sick period 
must be kept to a minimum. Economy in various drugs is 
an essential part of fhe national economy, and where, an 
alternative exists the inferior drug may have to be employed 
in the national interest. Where alternative treatments are 
possible, that which combines effectiveness with economy 


should be chosen without regard for the personal experience” 


or preference of the medical officer or patient. The nursing 
staff is relatively reduced,in number and the training period 
for probationers is shortened. The standard of physical fitness 
ts lower than in peacetime. The necessity for black-out, with 
impaired ventilation and the wearing of gas masks, must have 
a deleterious effect on skin conditions. 


. The Cases 


First Part.—During this period few skin cases were en- 
countered. These consisted of a number of cases of impetigo 
and scabies and several cases of dermatitis of the hands. 
apparently due to change from civil to Service occupation. 

Second Part-—During this period 1,149 cases were seen— 
652 as in-patients and 497 in consultation. There were a large 
variety of conditions, but only, the more common ones are 
shown in Table I. 








TABLE I. 
Disease In-patient j Out-patient i Total 
Dermatitis from all causes . 31-6% 30 7% 31% 
Seborrhoeic dermatitis - | : 8-5% 8% 8% 
Occupational dermatitis © Ay TE% 535% 
Dermatitis medicamentosa * .. 3 ty, 15% 3% 
Scabies 21%, . 9% 18% 
Impetigo 16% 4%, 10% 
Mycosis* ad A 8% A 84y 





* Including tinea pedis, tinea cruris, and tinea circinata. 


Third Part—During this period 349 cases were treated. As 
these cases were seen afloat, they were kept under observation 
up till the tme of writing—i.e., two months after the end of 
the period. Only those conditions with an incidence of over 
5% are shown. They were: mycosis, 56%., scabies, 15% : 
miliaria rubra, 13.5% , and impetigo, 8% 


Treatment 


Four conditions make up 67.4% of the cases ın Part 2, and 
four conditions make up 92.5% in Part 3. Three conditions 
are common to both—namely, scabies, impetigo, and mycosis— 
the remaining two being dermatitis from all causes and miliaria 
rubra. Briefly, the treatment used in those five conditions 
was as follows: ` 

Scabies—During Part 2 an emulsion of benzyl benzoate was 
employed. The formula and procedure for this emulsion were 
described ın a previous paper (Carslaw and Swenarton, 1941). 
In Part 3 this emulsion was unobtainable, in the early months 
sulphur ointment (B.P.) being used, and later the benzyl 
benzoate mixture with soft soap and spirit. A course of treat- 
ment in each case consisted of three applications in three days, 
with a hot bath before treatment. Disinfestation of all clothing 
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was carried out. The results are shown in Table Il. The 4 
cases which failed to respond to sulphur treatment responded 
dater to a course of benzyl benzoate. The minimum time of 
observation after treatment has been 2 months. 


i 








Treatment | 1 Course 12 Courses | Failures | Toal 
Eis Ba WE: - 
Benzyl benzoate mixture aa. if 27 4 
Sulphur ointment ss fo 3 18 1 i 








impetigo—The treatment for impetigo in Part 2—i.e., in the 

home climate—was sulphanilamide ointment followed by a 
brilliant-green stearate paste. This treatment was described 
‘ina previous paper (Carslaw and Swenarton, 1941), and proved 
successful. In the Tropics the paste was not stiff enough, and 
the sulphanilamide ointment. was contraindicated because of 
the ointment base. The routine treatment in Part 3 was 
swabbing with lotio hydrarg. perchlor. 1 in 1,500, followed 
by the application of lotio calaminae. This treatment was 
carried out twice a day. Firm dry crusts were thus formed 
which on separation left a healed surface. By this means 27 
cases were treated without a failure, and the patients were 
able to carry out their full duties. The cases of impetigo 
occurring in the Tropics were of a mild type. 

Dermatitis.—This term is taken to cover allergic dermatitis, 

seborrhoeic dermatitis, dermatitis venenata, dermatitis medica- 
mentosa, and occupational dermatitis, The treatment varied 
to'a.certain extent with the aetiology, but was chiefly influenced 
by the histology and the need for economy. The dermatitis 
might be exudative, inflammatory, parakeratotic, or lichenified, 
and the treatment was. normally lotio plumbi (B.P.), ichthyol 
10% in. water, aqueous gentian violet 1%, lotio calaminae with 
tar, or tar 5% in zinc ointment. The ointment base was used 

«only if there was considerable scaling. 

Miliaria.Rubra.—This condition was almost universal in the 
Tropics, and only the more severe cases could be given treat- 
ment. This consisted of lotio calaminae 2 parts, spirit 1 part, 
to. which was added carbolic acid 1% and in some cases 
menthol 1%. . i 

Mycasis—ingram (1942) recently drew attention to the in- 
creasing incidence of ringworm infection of groins and toes 
in the Services. This is borne out by the fact that there were 
196 cases of ringworm infection in Part 3—i.e., 56% of all cases. 
Andrews (1938) states that it is not the fungicide but the 
method of application that is of importance, and gives a list 
of fungicides. When it was realized that mycotic infections 
would be numerous the fungicides carried in the ship were 
checked and a plan devised. The first cases were treated with 
tinct. iod. mitis for three days, followed by salicylic acid 5% 
in spirit for four days, this course being repeated as often 
as necessary. Salicylic acid 5% in spirit, increasing up to 20% 
for some cases, was next employed. The limited stock of 
chrysarobin ointment (U.S.P.) was brought into use, and later 
on gentian violet 1% in spirit was pressed into service. The 
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Duration of Treatment in Days Total 
Treatment Failed | Cases 
jo we [s+ | A 
| z% vo % i Fand 
Chrysirobin oint. | Z | ü j 2 ib 36 
Tinc. iod. mitis .. 37 © Bl i 20 12 $1 
Gentian violet 1% 67 : 20 : — 13 15 
Tie iod, mitis and | ; i 
$ ne Fe A2 o 2 o mB 23 
Ac. vali $-20% | e S $ 3 j 33 39 
Thymol H 105 | 105 | 21 58 19 
‘Ac. carbol, 1% and | | | : 
sulphur oint. J. a l 30 i — i 70 10 
Mercuric iodide .. | 100 : = i ~ i 0 3 





last. was found to be impracticable on account of the staining 
‘of clothing, and so thymol 5% in spirit was tried. As thymol 
: proved unsatisfactory a. return was made to tinct. iod. mitis 
‘twice a day without salicylic acid. Carbolic acid 1%, in sulphur 


ointment (B.P) was given a short trial, and mercuric iodide in: 


Spirita ‘was used for 3 cases but was. found to cause second- 
i ruction. of tissue: Table ILE shows. the 
ie various. treatments. Jt. must Þe, 





-Conybeare (1940) and Brain stress that a dry intact stratum. 


i şimplifed to sonform with the national wa 




































remembered that the number of cases in each group wax ‘pat y 
governed by the quantity of the drug catried, 

It will be seen that chrysarobin ointment treatment was he: 
most successful, followed by gentian. violet 1° 
then tinct. iod. mitis. A 5% solution of chrysarebin ay waler 
was found to be at least as efficacious as the ointment. but 
only 2 drachms of dry chrysarobin was available. The tieni 
of the ringworm infection was remarkable, 75 cases having 
lesions on the body in addition to those on the feet or grows: 
In one case large patchés of mycosis extended over almdst 
whole of the bathing-drawers area, and in atiother practically 
the entire back was covered by a single patch. The 38 cases 
of infection of the feet were controlled by the application of 
gentian violet lotion 1%, and occasionally Whitfield’s ointment 
was applied if the dry scaling became marked. This tre A 
was found to be successful, and although it is not. suggested 
that the cases were permanently cured, the mien were alle tooo) 
continue with their work and were free from symptoms. The 
fungus was distributed on the body as follows: finea sc 
and circinata, 68 cases ; tinea cruris only, 62; tinea pedis ont 
40; tinea cruris and pedis, 11; tinea circinata only, 8) timex 
cruris, circinata, and pedis, 6 ; tinea circinata: and pedis, 1 case: 
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Discussion 


1 feel that the treatment of skin diseases has been two 
conservative, shrouded in ‘mystery, and bogged in oletment, 
Textbooks of dermatology are of little use 4o the Service . 
medical officer in wartime, as it is often totally impossible te. 
carry out. the treatment. recommended ; and, furthermore, a 
textbook for temperate climates is useless for the ‘Tropics. E 
think the following are the salient points in Service wa 
dermatology: (1) economy is of national importance; QQ) the 
bulk of medical stores must be kept small ; (3) simplicity and, 
where possible, standardization ease the burden of an over 
taxed nursing staff; (4) early diagnosis and treatment saves 
loss of man-hours. 

Two treatments described in this paper are contrary to thee o 
policy of economy advocated. Chrysarobin ointment was: use: 
not the aqueous solution ; and a mercury lotion was employer 
in the treatment of impetigo. The reason was that the oint- 
ment and the mercury were carriéd in the ship, though it would 
have been an economy if they had been replaced by the powder 
and a larger stock of aniline dyes. 

Economy has been stressed recently in many articles in 
the medical press. Brain (1941) states: “ No mention has been 
made of mercury because, although of value, it is more 
essential to the national:economy in war industries.” This 
statement was made. in discussing the treatment of impetigo. 


Ointments could, it is felt, be largely discarded, partion! 
in summer and in hot climates ; mercury. be replaced beoanitine 
dyes ; and starch poultices be put out of production? Dressings 
are often changed four-hourly, but this may retard healing. 
and a twice-daily dressing is normally sufficient and in marn 
cases not even necessary. -Dressings should always be as light 
as possible, no wool or lint being used. Braio (1941) 
that an ointment in the treatment of impetigo is inadvis A 
as a film of grease retains exudates and sweat, which encourage 
the growth of organisms and irritate the follicles. Both 























corneum is Nature’s defence against skin infection. The saning 
in ointment means a conservation of the all-important fats. 
Those drugs which can be carried in a powder or erystalline 
form save space, as they are commonly used in weak aqueous 
solutions. In this connexion chrysarobin powder atid pë ” 
viplet crystals should always be carried in this form. and 
never as an ointment or in solution. srode coal-tar should 
be substituted for a prepared tar. 

The best results are attained by the use of a comparatively 
small number of. remedies (Conybeare, 1940). and simplicity 
saves the time of nursing. and dispensing staffs Early 
diagnosis, and therefore the early institution of treatment. 
means a smaller area to treat and a saving of stores and time 
Jost. 

Jn- many ways life has been made more sinple by he. 
introduction. of rationing in domestic life, and a plea is mace 
that the treatment of skin conditions could. and should 
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A survey is made of 1,498 skin cases seen in the Royal Navy 
in wartime, 

It is shgwn that five conditions cause the majority of skin 
casualties in the Navy. The treatment used for those five condi- 
tions in two and a half years of wartime dermatology is very 
briefly described. Emphasis is placed on the treatment of 
mycosis—-for which chrysarobin is recommended—as_ those 
cases were unusually severe and numerous. 

The difference between the civil practice of dermatology and 
dermatology in the Service is mentioned and the added difficul- 
ties of war conditions are noted. 

A plea is made for greater economy and simplicity in the 
treatment of skin conditions, a 


-I am indebted to Surg. Cmdr. Patrick for permission to publish 
this paper. 
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LIGATURE OF INNOMINATE ARTERY FOR 
RIGHT SUBCLAVIAN ANEURYSM: 
END-RESULT 


BY 


Sir W. I. de C. WHEELER, M.Ch.(Hon.), 
F.A.C.S.(Hon.), F.R.C.S.I. 


£ Temporary Surgeon Rear-Admiral 


‘In the case of which the end-result is here recorded, the 
. innominate artery was ligatured in Dublin in May, 1932, 

for right subclavian aneurysm. The patient died 8 years 
and 4 months later, in Sept.; 1940, presumably from 
rupture of an aneurysmal sac. No details could be 
obtained. Death was sudden and unexpected. 


are Three previous cases have been reported from Dublin ; these 
occurred in the days before aseptic surgery. Coppinger of 
‘the Mater Misericordiae Hospital was the first surgeon 
in Europe.to tie successfully the innominate artery for sub- 
clavian aneurysm (1893). Sixteen months after operation 
“the aneurysm was represented only by a small movable and 
hard filbert-sized tumour.” in this case the carotid artery 
< was divided between two ligatures. Thomson of the Richmond 

Hospital logy a case from secondary haemorrhage on the forty- 
second day, and O'Grady of Mercer’s Hospital reported a case 
in which the patient died of “ apoplexy ” on the day following 
operation, In this instance the carotid artery also was tied. 
Ligature of the innominate artery remains a rare procedure. 
Up to and including the year 1922 there were 57 cases on record 
with 19 recoveries. (Ballance, 1921). Rundle (1937) adds 5 
subsequent cases. I have been ufiable to obtain the figures 
for recent years, but, judging by the paucity of cases in the 
past, it may be assumed that the total number to date does 
not exceed the round figure of 70. It is not the purpose of this 
communication to discuss the merits. er drawbacks of the various 
surgical procedures. Whatever operation is employed for 
aneurysm of the aorta or any of its main branches the life of 
the patient may be prolonged, but he remains in a condition of 
<- perpetual jeopardy, and seldom survives for many years. The 
longest survival period after ligature of the innominate artery 
which I could find in the records is 10 years (Smyth of New 
: Orleans, quoted by Erichsen, 1895). After ligature of the 
subclavian and. common carotid for innominate aneurysm a 
patient was alive.18 years after operation (Baldwin’s case, 
mentioned by Rundle), I have had one case of abdominal 
aneurysm in which the patient lived for the same period after 
the introduction of Colt’s wires... These cases are, however, 
the exception ; the majority of “cures” and “ successes” are 
récorded «vhen only a few weeks or months have elapsed after 
Operation. Guidance as to prognosis is difficult to obtain from 
published cases’ exaggerated: claims are made long before real 





results could be estimated. Post-mortem specimens obtained 
shortly after operation are not convincing evidence of “cure ” 
unless death can be attributed to a condition neither directly nor 
indirectly concerned with the aneurysm. Even when this can 
be proved, it must be remembered that most of the patients 
who survised for many years eventually died of a secondary 
dilatation of the artery or a recurrence of the original aneursym. 
The fact is, operation is palliative only, although a few 
surprisingly good results are on record. 

In the original report of the case under review it was pointed 
out that the ideal operation for subclavian aneurysm is proximal 
and distal ligature with excision of the sac. As there was an 
apparent “cure” after ligature of the innominate artery, a 
contemplated second-stage operation (i.e., an attempt to ligature 
the distal arteries and excise the sac) was abandoned. 


History of the Case 


The patient, approximately 35 years of age, was wounded in 
France in 1915. On examination in 1932 a portion of a bullet 
could be seen by x rays deep to the insertion of the right sterno- 
mastoid muscle. There was a pulsating swelling the size of a 
duck's egg above the right clavicle. The.right recurrent laryngeal 

erve was paralysed, but, apart from this, there was a striking 
absence of the more usual clinical signs. The radial pulse was 
not affected, the blood pressure was the same on both sides, 
there was no bruit, and expansile pulsation could not be 
detected, The Wassermann reaction was negative. 


It was hoped that ligature of the subclavian artery behind the 
scalenus anticus muscle would be possible and that, later, distal 
ligature and excision of the sac could be accomplished. The 
clavicle was divided in two places so that the central portion 
with its pectoral attachments could be turned downwards on 
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Fic. 1—Subclavian aneurysm. The position of the tumour 
and the line of incision are shown. x marks the position of 
the bullet. 
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Fic. 2.—Subclavian aneurysm treated by ligatire of. the ` 


innominate artery. a, Transversalis colli artery. BB, External 
jugular vein. c, Suprascapular artery. p, -Divided sternum 
and sterno-clavicular. joint retracted upwards. £, Hook retrac- 
tor just above attachment of first rib to sternum. F, 
Innominate artery. Inset shows ligatures applied proximal and 
distal to thyroidea ima branch. 


the chest (Moynihan). The aneurysm in this mariner. was laid 
bare and the bullet removed, The external and internal jugular 
veins were found obstructed and distended. The suprascapular . 
and, transversalis colli arteries were seen lying transversely 
across the tumour. The scalenus anticus muscle, as such, had 
disappeared and the phrenic nerve was not located. The sac.. 
clearly extended to the bifurcation of the innominate artery, © 
and in consequence proximal ligature of the subclavian artery. 


<- was impossible. : 


— -Deaths 









Oct. 10,1942 , 


_ There was ample exposure for exploration in detail, but 
ligature of the innominate artery required more room if rough 


handling of the sac was to be avoided. The portion of the 


manubrium sterni which is closely related ‘to the sterno- 
clavicular joint was cleared back and front and divided with a 
chisel. There was no interference with the first costal cartilage. 
The divided portion of the sternum carrying® the sterno- 
clavicular joint and the inner portion of the clavicle was re- 
tracted upwards and to the left. The innominate artery was 
now seen clearly in its entire length (2 inches). The veins were 
not visible, the pleura caused no embarrassment, and the nerves 
remained hidden. The thyroidea ima branch was present. Two 
No. 2 catgut ligatures were passed round the main artery distal 
to this small branch (Figs. 1 and 2). They were tied slowly 
and gently to avoid, if possible, rupture of the coats. Pulsation 
in the aneurysm ceased and the radial pulse disappeared. Each 
pulsation of the artery now had the appearance of a sledge- 
hammer blow on the point of occlusion. For safety a third 
ligature was placed nearer the-aorta. The thyroidea ima branch 
was ligatured with fine silk. : 


The divided clavicle and portion of sternum were replaced, 
the’former being held in position by sutures through drill-holes 
in the bone. In three days the radial pulse reappeared, and in 
a week it was of normal volume. Six weeks later some faint 
pulsation could be felt in a very small swelling at the site of the 
original sac. Four months after operation there was no pulsa- 
tion. Six years later the case was examined by Mr. R. A. 
Stoney of Dublin. He kindly reported that the patient appeared 
quite well. A small lump could be felt, but there was no 
pulsation. or thrill. 


Comment 


Ligature of the innominate artery is not a difficult operation 
provided the exposure jis adequate. Exploration, and the 
clearing of the deep surface of the manubrium sferni, are 
greatly facilitated by turning down the. middle portion of the 
clavicle. In most cases I think this should be the first major 
step in the operation. 


` If ligature of the innominate is seen to be necessary a portion 
of the sternum should be divided and retracted upwards with 
the inner end of the clavicle. This can be accomplished 
without division of the first costal cartilage. 


The figures are reproduced by kind permission of Messrs. John 
Wright & Sons, Ltd., from the Medical Annual for 1933, p. 73. 
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CEREBROSPINAL FEVER 


A REVIEW OF 500 CASES TREATED BY CHEMO- 
THERAPY WITHOUT INTRATHECAL SERUM 


BY 
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Cardiff; Lecturer 
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For the purpose of comparison of the results of the various 
forms of treatment Table I gives the case-mortality figures 
for cerebrospinal fever patients admitted to this hospital 
during the last 10 years. 
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Only first 20 cases {1 death) are incladed in the present series. : eae 


person aged 70 years. 


deep in the nervous tissue. 


LIGATURE OF INNOMINATE FOR SUBCLAVIAN ANEURYSM „p, 





Within a period of two years and two mònths (lan, 194 
to Feb., 1942) 500 patients admitted to the Cardiff City Isolatie 
Hospital suffering from cerebrospinal fever. were treated 
chemotherapy without intrathecal antimenjngocgeral “Serum 
As this is one of the largest series of cases. of cerebrospinal 
fever ever so treated, a brief analysis, togéther with a few 
observations, may be of general interest. The ages ‘ranged 
from an infant of 6 weeks, who made a complete recovery 
(examined 12 months after discharge), to a fatal case om a 

All cases of cerebrospinal fever which: 
were admitted during the period are included, even: th t 
were moribund and died- within a few minutes of » JOR. 
The total number of deaths was 43, furnishing a gross mo 
rate for the whole series of 8.6%. : 

With a disease such as cerebrospinal fever, which basa 
fulminating form that often kills on the first. day, a totally. 
erroneous case-mortality rate is obtained if cases that end 
fatally within 24 hours of admission are excluded: ‘Were such 
a procedure adopted in this series the case-mortality rate would 
have been recorded as only 4.8%. 









Age and Sex Distribution 
Table II gives the sex distribution and cuse-mortality rates 
of the various age groups. 
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It is noteworthy that in the favourable age group. 10 to 
30 years there were 179 cases with but 4 deaths, giving a caw 
mortality rate of only 2,2%. 
there were 104 cases with but 1 death~~i.¢., a case moral 
of even less than 1% ; whereas among four patiems of over 
65 years there was no instance of recovery: Twom ihis will 
be seen the importance of furnishing the age distfibution Tor 
any case-mortality figures for cerebrospinal fever. There were 
44 non-civilians in this series, all of whom recovered, probably. 
on account of their general fitness, favourable age-grouping. 
and early admission to hospital for treatment. 












Proposed Classification. 
From my experience of cerebrospinal fever 1 believe the 
following classification covers all types of cases. 


1. The Meningococcal Septicaemic T Pp -A0 Acute. Tuh 
minating, exhibiting the Waterhouse-Fridgrichsen syndrome 











2. The Meningitic Type--(ay Acute: (b) subacute; {0 


chronic (including the post-basic variety of Gee and Barlow in 
infants). 

3... The Encephalitic Type—-Though every. case 
gitis is essentially one of meningo-cortico-<nceph 
undoubtedly occur, fortunately rare, in which le 
In fagi, at necrops 
cases meningococci could be demonstrated in 
sule. These cases are difficult of clinical retoge 
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brainstem appears often to be involved with signs of bulbar 
palsy, especially pharyngeal paralysis and severe respiratory 
distress, but at the onset no pulmonary lesions are detectable. 
This type of,case is usually fatal. 


Special Diagnostic Features 

It was observed that slight nuchal rigidity was a far more 
constant and early finding than Kernig’s sign. Photophobia 
was conspicuous mainly by its absence. Contrary to the general 
impression regarding infants, a bulging anterior fontanelle 
was uncommon, but, rather, a depressed fontanelle was often 
present, being probably due to vomiting and consequent de- 
hydration. The abdominal, knee, and plantar reflexes appeared 
to have no diagnostic significance except that the abdominal 
reflexes were almost invariably absent in those cases bordering 
on coma. ` 

In only three instances did more than one case occur in the 
same household, but in one household there were 3 cases. 


Eruptions and Complications 
Purpuric eruptions, generally petechiae which appeared on 


the first or second day of disease, were present in 39% of. 


cases, usually occurring in the more severe ones ; but extensive 
purpuric eruptions were occasionally found in comparatively 
mild cases. Herpes—generally on the face, around the lips, 
though sometimes occurring in unusual situations, such as on 
the digits or palms of the hands—was present in 33% of the 
cases, usually towards the end of the first week of the disease. 
Unlike pneumonia, the presence of herpes was of no prognostic 
import. Both herpes and purpuric eruptions occurred in an 
additional 16% of the cases. The accompanying photograph 
shows an extensive herpetiform eruption in a woman aged 31, 
who had'an attack of but moderate severity. d 





* Severe herpes in a case of cerebrospinal fever of moderate 
severity: complete recovery. 


The following were the main complications: Transient 


strabismus, 77 ; bronchopneumonia, 12 (usually confirmed post 
mortem) ; arthritis, 29 (mainly the larger joints); deafness, 

= temporary and partial 11, total and permaaent 7; transient 
albuminuria, 91 ;- conjunctivitis or iridocyclitis, 17; transient 
paresis of arms, 3; temporary facial paralysis, 10; transient 
ptosis, 8; transient hemiplegia, 1 ; temporary mental derange- 
ment, persisting well into convalescence, 4 ; hydrocephalus, 5 ; 
dysphagia, due to severe neck retraction, 2 ; transient nystagmus, 
2; orchitis, 1. 


we Differential Diagnosis 


wpe be following cases were erroneously admitted as suffer- 


“ing from cerebrospinal fever; Tuberculous meningitis, 25; 
$ ov ~ 


pneumococcal meningitis, 8 ; aseptic meningitis, 10 ; influenzal 
meningitis, 2 ; subarachnoid haemorrhage, 9 ; poliomyelitis, 16 ; 


` polio-encephalitis, 8; influenza, 58; lobar pneumonia, 8; 


bronchopneumonia, 14: miliary tuberculosis, 1; cerebral 
abscess, 1; cerebral tumour, 1; infective endocarditis, 1 ; 
frontal sinusftis, 1 ; tonsillitis, 14; otitis media, 2 ; bronchitis, 
12; glandular fever, 1; tetanus, 1; rheumatic fever, 2; 
dysentery, 2; diphtheria, 1 ; pyelitis, 1; adenitis, 1 ; pleurisy, 
3; gastritis, 1; measles and encephalitis, 1 ; whooping-cough 
and bronchopneumonia, 1; mastoiditis, 1; rubella and rheu- 
matism, 1; paratyphoid B fever, 5; fractured base of skull, 
l; uraemia, 3; catarrhal jaundice,.1; septic arthritis, 1: 
diphtheria, 2. 


‘Conversely, cases notified as the following proved to be 
cerebrospinal fever: Polio-encephalitis, 1; poliomyelitis, 1 ; 
diphtheria, 2; typhoid fever, 1. 


Chemotherapy 


Sulphapyridine was employed in 471 cases and sulphathiazole 
in the remaining 29. Sulphathiazole appeared to be equally 
effective in promoting recovery and was less prone to produce 
nausea and vomiting. 


Two grammes (4 tablets) was given by mouth on admission 
and repeated in 4 hours’ time; then 1 g. 4-hourly for the 
next 72 hours ; then 0.5 g. 6-hourly for a further 3 days. After 
the first 250 cases the dosage was increased to 2 g. 4-hourly 
for 4 doses and then 1 \g. 4-hourly for 96 hours, followed by 
0.5 g. 6-hourly for a further 3 days. The increased dosage 
was found to have a slight effect in diminishing recurrences 
and septic complications such as arthritis. Children under 
12 years received half the adult dosage, and infants under 12 
months a quarter. In all, 1,935 lumbar punctures were performed 
without any untoward effects—an average of 4 for each patient. 
No general anaesthetic was administered.. Apart from relieving 
headache, the reduced intracranial pressure was considered less 
damaging to the nervous tissue. Incidentally, the cerebrospinal 
fluid furnished a -satisfactory guide to the progress of the 
disease. No case was regarded as out of danger if the sugar 
had not returned to normal. Only 6 ventricular and 5 cisternal 
punctures were considered necessary. If the patient was 
comatose the tablets were crushed and given in nasal feeds. 
If vomiting occurred after ingestion of the drug or the patient 
were delirious and nasal feeding were difficult, the sodium salt 
of sulphapyridine was given in the earlier cases by intramuscular 
injections ; but as sloughing often ensued in spite of care, this 
practice was discontinued and the sodium salt in equivalent 
doses was injected intravenously with three times its volume 
of normal saline. In severe cases, or if there were much 
dehydration, the sodium salt of sulphapyridine was given intra- 
venously in about 0.5 to 1 litre or more of normal saline in 
5% glucose solution by the vacoliter drip method. 


Only one patient in the whole series received serum intra- 
thecally. This was a woman aged 40 who had a fatal relapse 
after having been free from symptoms for 6 weeks after the 
cerebrospinal fluid had returned to normal. During her relapse 
chemotherapy appeared to have no effect, and no improvement 
followed the intrathecal serum, but there was slight temporary 
‘improvement after an intrathecal injection of her own blood 
serum. Two children, both aged 1 year, had second attacks 
after intervals of 2 months and 3 months respectively. In one 
instance the organism was of the same’group in both attacks, 


but in the other case the organism could not be cultured’ 


on the first admission. The second attacks responded well 
to chemotherapy. . 


Fluids were pushed in all cases, as, to my mind, dehydration 
can contribute materially to a fatal issue. Furthermore, the 
giving of adequate fluids probably lessens the incidence of 
haematuria due to the depositions of acetyl derivatives in the 
kidneys. One patient who ultimately recovered and had been 
in coma for 10 days was given fluids by nasal feeds ‘at 4-hourly 
intervals during that period. a4 f 


Since extensive haemorrhages are not infrequently found in 
the adrenals, in the acute septicaemic cases, 5% glucose-saline 
(0.5 to 1 litre) was given intravenously as indicated above, 
as sodium chloride and glucose are advocated in case of adrenal 


dana (McCance, . 1936). In addition such cases received | 
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synthetic cortical extract (desoxycorticosterone acetate) intra- 
muscularly, and in order to combat toxaemia 30 to 60 c. 
of meningococcal antitoxin was also given intravenously in = 
glucose-saline. Several patients whose pulses were imperceptible 
on admission made complete recoveries on these lines. In all, 
56 patients received glucose-saline intravenously, 34 serum 
intravenously, and 44 cortical extract intramusculamy. It was 
generally unnecessary to cut down on a vein for intravenous 
therapy. This new method of treating the acute fulminating 
septicaemic type of case was first introduced in this hospital 
early in 1940, and was published (Harries, 1940) in March of 
that year. - 

Patients who developed such complications as arthritis or 
iridocyclitis in convalescence received a second course of 
chemotherapy. 
even in the mildest purpuric cases a little common salt was 
added to the diet. If bromides were given as sedatives the 
sodiunr salt was administered rather than the potassium salt. 
Two patients who had neck retraction of such a degree as to 
prevent deglutition were successfully treated by the injection 
of a few cubic centimetres of novocain into the post-cervical 
muscles (Harries, 1936). 


Sulphonamide Reactions—These in the main were not 
alarming. Skin eruptions developed in 26 cases, jaundice in 4, 
marked cyanosis in 14, and transient haematuria in 3. No 
case developed agranulocytosis. One child, however, died from 
suppression of urine, probably due to renal damage ; but per- 
mission for necropsy was not obtained. 


No person in attendance contracted the disease. No masks 
were worn, as I believe the wearing of these predisposes to 
nasopharyngeal congestion and catarrh, which probably lowers 
the resistance of the mucous membrane. It is likely that infec- 
tion of a healthy nasopharynx produces a temporary carrier 
state, with subsequent immunity. The giving of small pro- 
phylactic doses of sulphonamides in suspected cases had no 
effect on the meningococci except that the organisms appeared 
to be rendered drugfast, and large doses administered later 
were then less effective. 


Bacteriological Investigations—Morphological meningococci 
were found in 465 cases, or 93%. Cultures were obtained in 
214 cases; of these 93% belonged to Group 1 and 3.7% to 
Group 2, while 3.3% were inagglutinable. Clinically, the various 
strains seemed to be of equal virulence. 


Summary 


_A series of 500 cerebrospinal fever cases is recorded, with a 
gross mortality rate of 8.6%. 


An age-distribution table indicates the most favourable age 
group as 15 to 25 years, with 104 cases and a case-mortality 
rate of just under 1%. 


_ A suggested classification of all forms of cerebrospinal fever 
is given. 

A new treatment for the acute fulminating septicaemic type 
is described. 


Of the strains of the meningococci cultured 93% belonged 
to Group 1. 


My thanks are due to Dr. Allison, who confirmed our bacterio- 
logical findings and who typed the organisms; to Prof. Duguid and 
Dr. Boissard for post-mortem examinations; and to Drs. Murphy, 
T. Thomas, Herapath, Lennox, Evans, and Garfield, quondam 
resident medical officers at this 
treatment of the cases. 
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W. L. Downing (J. Iowa State med. Soc., 1941, 31, 538), who 
records 11 cases in persons aged from 24 to 67, 4 of which were 
fatal, states that acute pancreatic necrosis is still an unsolved 
disease. When the diagnosis is doubtful, early exploration 
should be performed to avoid overlooking perforated peptic 
ulcer or other emergencies. If acute pancreatitis is found, and 
disease of the biliary tract is present, cholecystotomy or 
choledochotomy, or occasionally cholecystectomy, is indicated. 
Operation should be avoided in the hyperacute type. If the 
diagnosis is certain, conservative measures should be used. 
Early operation is advisable in all patients with acute or chronic 
cholecystitis to avoid the complication of acute pancreatitis. 


All patients were given glucose freely, and 


ospital, for their assistance in the © 
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= THE MANGLED FOREARM 
TREATMENT IN A SKELETON SPLINT WITH 
_ FIXED SKELETAL TRACTION 
ewes ; 
DAVID BROWN, M.Ch.(Orth.), F.R.C.S.Ed. 


Honorary Orthopaedic Surgeon, Royal Infirmary, and 
Children’s Hospital, Sunderland 


In a compound fracture of the forearm, in which the bones 
are shattered and there are extensive lacerations, a 
complex problem in immobilization results. Given good 
fortune, an ordinary plaster may prove very satisfactory ; 
yet one can remember several cases in which removal of 
a plaster became an urgent necessity to allow further 
surgical treatment. The result? was that redisplacement 
of the bones took place and the sepsis gained nothing from 
the loss of immobilization. 

I have found the following method very useful in these 


severe cases. The advantages are that there is no danger of 
circulatory failure due to a tight plaster and that the wounds 


Specie eee 


Fee 


Fic. 1.—Posterior view. Note that the Kirschner wire which 
transfixes the metacarpal does not interfere with movements of 
the thumb or pierce any of the extensor tendons. 


can be fully inspected without disturbing the immobilization. 
The wound toilet needs no lengthy description except to 
emphasize the importance of excising all non-viable muscle 
and of providing a perfect drainage system if one feels that 
the wound is still contaminated even after excision. - 





Method 

After the wound toilet is complete a fine Kirschner wire is 
inserted obliquely across the back of the radial border of the 
second metacarpal, about an inch proximal to the head of the 
bone. A @econd wire is put through the subcutaneous border 
of the ulna 3 in. distal to the tip of the olecranon. A large 
stirrup is attached to each of these wires. An assistant now 
holds the arm suspended by the distal stirrup; the elbow is 
left at a right-angle. The proximal stirrup is allowed to hang 
down behind the olecranon. The weight of the arm, so 
suspended, is enough to produce full length, though alignment 
and rotations will need to be adjusted. 

While the arm is still held suspended the stirrups are con- 
nected together by two plaster ropes, eacl: made of three 6-in. 
cellona bandages. Further adjustment of the fracture may be 
made while the ropes are drying. These ropes are parallel 





_ Fic. 2.—Lateral view. 


with the forearm, about 2 in. from it, and when dry convert 
the whole structure into a rigid skeleton splint with fixed skeletal 
traction, The dressing of the wounds is completed with a layer 
of wool and a bandage which encircles the side bars of the 
splint. The addition of extra wool anteriorly or posteriorly, 
combined with firm bandaging, will correct any tendency to 
a backward or forward bow. Finally a removable anterior 
plaster cock-up splint may be bandaged on to immobilize the 
fingers. When the patient returns to the ward the forearm is 
suspended vertically, with the elbow at a right-angle, and 
accurately, counterbalanced with a weight: This is the best 
position to allow the swelling to subside, and puts least strain 
on the splint. Inspection of the wound or further surgical 





treatment can be carried out by removing the bandage which 
holds the dressing, and the arm need not be removed from 
its suspended position during the process. 

Directly all active sepsis has disappeared the wires may be 
removed and a plaster applied. This can usually be done in 
two or three weeks. This point needs emphasis, since in the 
absence o definite indications the disadvantages of skeletal 
traction, such as wire-track sepsis and delayed union, will out- 
weigh the advantages of this form of immobilization. 


I am indebted to Dr. Geoffrey Robinson for his photographs of 
the splint. ¢ 
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Notes on a Case of Death by Lightning 


On Aug. 29, 1942, during a severe thunderstorm about 8.30 p.m., 
a farmer aged 54 was sheltering under a large bombing aero- 
plane lying in a grass field. A soldier about 200 yards away 
saw a “thunderbolt” fall, but did not trouble to investigate 
as there was no sign of fire afterwards. On the 30th, about 
5.45 a.m., the corpse of the farmer was found lying supine 
under the wing close to the body of the aeroplane. Some 
camouflage netting, which stretched over the tail of the aero- 
plane, lay under the corpse. Also under the corpse and under 
the netting was a cross-piece of metal tubing about six inches 
long each way. ; 

On the same day about 10.15 a.m. I examined the body, 
which had been taken to an outhouse near by. Rigor mortis 
was complete. The clothes, which were damp but not soaking, 
were removed. The cloth cap had a small hole in it. I could 
not see charring of the edges of the hole, though I looked care- 
fully. Corresponding to the position of the hole in the cap 
there was a small hairless spot in the right parietal region look- 
ing like an abrasion. The face was congested, especially by the 
left cheek and left ear, where dark fluid blood oozed out of the 
pores of the skin. On each buttock over the ischial tuberosity 
there was a circular area about 14 in. in diameter looking like 
a recent superficial burn. I could find no other signs of injury 
on external examination. The boots he was wearing were 
heavily shod with iron at heels and toes. His watch was still 
going. I think perhaps he was squatting or sitting on the ground, 
and the marks on scalp and buttocks show where the electric 
current passed. 

Two fitters in charge of that particular bomber searched 
carefully inside and out, and found-no sign of damage to the 
aeroplane, which is largely composed of metal. The aerial had 
a wire earthing it to a metal rod in the ground some 6 to 8 feet 
from where the corpse was found. 

I do not know if similar deaths have been recorded. It is 
evidently not safe.to shelter under an aeroplane in a thunder- 
storm. Perhaps it would have been quite safe inside the aero- 
plane, which was not damaged. I am a civilian practitioner, 
and record the case hoping it may be helpful to medical officers 


in charge of aerodromes. 
ALFRED V. DuL, M.D. 


Tetanus in the Puerperium — 


Owing to the extreme rarity of cases of tetanus in the puer- 
perium, it has been thought advisable, and important for 
Statistical purposes, to record the following case. t 


CASE HISTORY 

A strong healthy woman aged 40 was delivered of a healthy 
child at a farm-holding on Jan. 21, 1942. Apart from difficulty 
of micturition during the third month, due to an impacted 
retroverted uterus, which was corrected without difficulty, her 
pregnancy ran a perfectly normal course. Her labour, too, 
which was supervised by the district nurse according to arrange- 
ment, was accomplished without any trouble, lasting some six 
hours. There was no tear of the perineum. The puerperium 
proceeded uneventfully until the tenth day, when the patient 


complained of a slight “stiffness of the neck.”. This was re-` 


garded by the nurse as a slight attack of fibrositis, but when, 
next day, the patient complained of stiffness of the jaw muscles 
and of inability to open her mouth properly or to swallow 
food and drink, the patient’s doctor was sent for. On arrival 
he found the woman sitting up in bed in evident distress. 
There was a good deal of pain and stiffness in the neck, and 
trismus was very pronounced. Speech and swallowing had 
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become impossible. At this time there were no spasms of the 


limbs or. general convulsions. Facial symptoms, were fairly 
well marked. Later there was ial intermission of the 
symptoms and the patient could e herself understood. This. 
however, was only temporary, and-she was admitted to hospital 
on Jan. 31, 1942, where she was seen 
Later that same day, while being -fed 


t ugh a nasal tube, she 
developed .severe spasms and died. 


e 


COMMENT g 5 


When it was realized that the case was obviously one of 


fetanus the question that immediately suggested itself was, How 
did the infection occur? Was it via the. skin or the birth pas- 
_ sages? It is perhaps significant, especially when it is remembered 
that the tetanus bacillus is usually present in cultivated ground 
and horse manure, that this case occurred in a farm-holding. 
In regard to the skin, careful inquiry failed to elicit any history 
of recent cuts or external wounds, and examination revealed 
"no evidence of any recent scars. On the other hand one can 


ite conceive how infection would occur by ‘the birth passages. 


Although the district nurse supervised the puerperium, it 


appears that on several occasions the patient “attendéd to- 


herself.” One can easily imagine some member’ of the family 
‘handing the patient the necessary utensils, bowl, wool, etc., and 
there is a temptation to conclude that infection occurred in 
_ this way. Against this potable explanation, h6wever, are 
the post-mortem bacteriological findings. Necropsy showed 
no lesions except in the uterus, from which a s piece of 
adherent- placenta was removed, and a very careful -bacterio- 
logical investigation failed to reveal the presence of tetanus 
bacilli-in any of the birth passages. Some were found in thè 
bowel, -but this, apparently, is not unusual in the adult gut. 
The skin seems the more -probable route of infection, in spite 
of the absence of external evidence, and one can only suggest 
that some tiny prick or scratch may have healed over before 
the illness. é 
The 1940 report of the. Royal College of Obstetricians and 
, Gynaecologists contains the findings of a special committee 
set up to investigate the question of- tetanus in relation to 
childbirth. The conclusion arrived at was that cotton-wool as 
commonly supplied by chemists often contained many organ- 
isms, among which the tetanus bacillus was occasionally found. 
This may provide another possible explanation of the source 
of infection, but in the absence of any definite findings, both 
„in r to the skin and to the birth passages, the mode of 
infection must ‘emain “something of a mystery.” $ 


Dundee A. T. Duncan, M.B., Ch.B. 
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Reaction to Rubber-ended Stethoscope. 


‘The following case is recorded as an example of extreme sensi- 
tivity to rubber. I know of no other‘instance in which reaction 
has occurred after such short contact. 


A power-loom overlooker aged 35 was referred to me by his 
doctor on Sept. 2, 1942. He gave a history of reacting to his 
suspenders—i.c., the small rubber pieces'to which the buttons 
are attached—in the spring of 1941. He was then told to stop 
wearing suspenders, and the eruption gradually cleared. At 


Whitsuntide of this year he went for a holiday to the country, $ 


and took with him a pair of rubber Wellington boots for wa 
ing thro the fields. He noticed as he was tramping along, 
wearing these boots, that his socks kept falling down, leaving 
a gap between socks and breeches. The same night a circular 
band eruption broke out corresponding to this area and, of 
course; he stopped wearing the boots. The reaction was a 
severe one, and it was on account of this that his doctor referred 
him to me. . ae 

The facts up to now merely demonstrate a case of rubber 
sensitivity” After- I. bad examined the affected parts of his 
leg the patient volunteered the information that the previous 
day his doctor had gone over his chést in the course of a general 
examination and listened to his heart. Pulling open his shirt. he 
showed me four perfect rings corresponding to the usual listen- 


ing-sites. I asked: ‘whether the stethoscope was a metal one- 


with’ a rubber-covered end, and the patient told me that that 
was so. I am informed that when the doctor listened to the 
‘heart’ no prolonged application of the stethoscope occurred, 
merely the usual fairly rapid auscultation, and yet the reaction 


provided four clearly marked red rings. j 
` «The above account demonstrates how easily slight contacts 
may be overlooked in cases of skin sensitivity. f 
` ALLAN BioHAM, M.D. . i 
Hon. Dermatologist, Bradtocd Royal Infirmary. 
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ENDOCRINOLOGY 


Endocrinology : Clmcal Apphcation and Treatment. By August A. Werner, 

M D., F:A.C P. Second edition, thoroughly revised. (Pp. 924; illnstrated 

45s.)' London: Henry Kımpton. 1942. 

A Manmal of Endocrine Therapy. By Bernard L. Cinberg, M.D. (@p 178. 
Chemical Publshmg Company, Inc.; London. 


There appears to be no end to the making of books on endo- 
crinology, and it has therefore become our custom to draw 
attention to the special characteristic of each onesrather than 
_ to discuss the details. Dr. Werner’s Endocrinology throughout 
particularly emphasizes the close association between the 
endocrines and the autonomic neryous system, which is often 
insufficiently realized. Nevertheless we feel that the emphasis 
is not placed just where it should We in such statements as that 
the ductless glands act-as governors over the autonomic nervous 
system, and that the present state, of our knowledge of their 
functions is rendering such terms as neurasthenia, hypochondria, 
and nervous breakdown obsolete. Desirable as it is that such 
vague labels should be replaced by more accurate ones, we 
hesitate to believe that endocrinology will provide them. Surely 
of recent years the tendency has been the other way—to 
attribute to the hypothalamus a larger part in the control of 
the endocrines, while recognizing the psychosomatic origin of 
obscure nervous disorders. Once over that objection, the course 
becomes simpler, for we can approve unreservedly the promin- 
ence given by the author to the clinical aspect, while providing 
the reader with just that amount of anatomical, histological, 
and physiological information which will enable him to follow 
the argument without reference to other books. It is interest- 
ing to find Dr. Werner faithfully reporting cases successfully 
treated by preparations now often declared to be practically 
inert. As he states, when these products were used no: better 
ones were available, and they aré not recommended now. But 
it does show that here, as in other instances, the pharmacologist 
is a little too apt to sneer at purely clinical findings. The 
_ varieties of pituitary disorders are well described, and a judicial 
attitude is adopted on the vexed question of the number of 
individual anterior pituitary hormones. On the other band 
the-author has no hesitation in contradicting the ideas which 
have led to so Jamentable a confusion between Simmonds’s 
disease and anorexia nervosa. He is, however, more convinced 
of the existence of a male climacteric and of the hormonal 
origin of involutional melancholia than we should care to be. 
The lesser-known alimentary hormones are fully described, as 
is renin. Mongolism is regarded as an endocrine disturbance 
of pre-natal origin, but among the aetiological factors no refer- 
ence is made to the age of the mother; it does seem clear, 
however, that this condition is particularly frequent jf the mother 
is over 40 at the time of conception. The section on the 
“thymus is judicial'in tone, but the possible—even probable— 
association between hyperthymia and myasthenia gravis is not 
mentioned. Despite these minor points, here 1s a book of real 
usefulness. 


Dr. B. L. Cinberg’s Manual of Endocrine Therapy has a quite 
different purpose, which is to give a brief compendium of the 
subject without any attempt to provide a textbook. After the 
initial súrprise at- being informed that our knowledge (and not 
merely the therapeutics) of the endocrine system was very 
meagre until the discovery of insulin in 1922, we encounter a 
useful abstract of the therapeutic applications of each endocrine, 
briefly but critically stated, followed by a list of the preparations 
in current use, but omitting the polyglandular ones which are 
not biologically assayed. Only-preparations thus standardized 
are recommended. There is also a useful chapter on diagnostic 
procedures, and a summary of therapy. A caution is given 
concerning the liability of desoxycorticosterone acetate to pro- 
duce alarming oedema because of the rapid retention of sodium ; 
-this necessitates avoidance of large sodium dosage in conjunc- 
tion with that synthetic-hormone. It is curious to learn that 
the posterior pituitary- has been used in the U.S.A. for the 
treatment of peptic ulcer, in view of the experimental work 
of Dodds and Noble, which showed gastric lesions could -be 

* induced by the injection of this hormone. The price stems high 
for so short a book. i 3 - 
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MASSAGE, MANIPULATION, AND LOCAL 
ANAESTHESIA a 

Massage, Manipulation, ard Local Anaesthena By James Cynax, M D. 

(Pp. 302; 26 figures 12s. 6d) London. Hamsh Hamilton 
This book is written primarily for “ graduate masseuses and 
the practiti®ners from whom they receive instruction.” A small 
amount of space is devoted to theoretical considerations, but 
the greater part of the work comprises practical instruction 
in dealing with the conditions that the-physiotherapist is com- 
monly called upon to treat. The book is wider in its scope 
than most written on this subject and the method of presenta- 
tion and arrangement of material is good. The conditions in 
each part of the body commonly requiring diagnosis and 
treatment are dealt with, beginning at-the head and neck and 
progressing in an orderly sequence to the ankle and foot. 
Following this are chapters on the use of local anaesthesia 
and on traumatic neurasthenia. “Terms frequently appear which 
indicate the empirical natu% of much of the treatment and 
a lack of precise knowledge of the cause of many chronic pains 
and aches; for example, - “rheumatic inflammation” and 
“ capsulitis.” Some controversial subjects are dealt with in a 
dogmatic fashion, and certain definitions are a little hard to 
accept—for example, “Sciatica is synonymous with pain 
running down the lower limb from above whatever its origin.” 
There is a good chapter on referred pain, and the importance 
is emphasized of the use of local anaesthesia in diagnosis and 
treatment. - 

The chapters that deserve special mention are those on 
the-alimentary tract and on the use of local anaesthesia. ‘In the 
former Dr. James Cyriax deals in considerable detail with 
indicatiéns for abdominal massage and the technique that should 

~be used for the various conditions in which this treatment is 

of value. In the latter he first stresses the difference between 
diagnostic and therapeutic local anaesthesia; then gives the 
indications and contraindications for each, and the merits or 
otherwise of massage in relation to both types of injection. In 
the chapter on referred pain the diagnostic use of local anaes- 
thesia is also emphasized. . : 

The description of methods of examination of various parts 


of the body, particularly the back, is very good. Mlustrations . 


‘are not numerous and consist entirely of diagiams. There is a 
very apt paragraph dealing with the activities of the bonesetter. 
Those for whom this book is written will find it useful and 
stimulating. ? A 
' A NOTEBOOK FOR JUVENILE COURT ‘ 
Í MAGISTRATES - ` 
A Notebook for the Children’s Court By Margery Fry and Champion 
B. Russell. (Pp 24 1s post free.) Oxford: Howard League for Penal 
Reform. 1942. P 
The juvenile courts set up by the Children and Young Persons 
Act, 1933, are a vital part of the nation’s defence against 
adolescent crime. To, be effective they must be staffed by 
magistrates with special knowledge of children, their problems, 
and the ways in which they can be dealt with and assisted. 
Several valuable books have been written on this work, but 
these are mostly large and none too easy to read. This note- 
book is a slim, paper-coveréd volume into which two experts 
have put an amazing amount of legal and practicat knowledge 
for the benefit of magistrates of children’s courts. They sketch 
what they have found to be real requirements in the arrange- 
ment of the court accommodation, such as waiting-rooms and 
lavatories. They mention small and important matters like 
the lighting, which should not dazzle bench or witnesses or 
accused, and the seating arrangements, which should allow 
quiet conversation betweén magistrates, the cletk, the offender, 
‘his parents, and.the probation officer. They give much useful 
advice on the way in which the bench should handle the cases, 
and carefully point out the many pitfalls of law and practice 
that await the unwary, such as the putting of incriminating 
questions to a child who is not giving evidence, the failure to 


warn a child of his right to. go before a jury, or too teady an ` 


acceptance of a plea of guilty. ` Throughout this small volume 
the authors express a constructive and humane spirit ; their 
instruction is all calculated to increase the confidence of 
accused children, their parents, and witnesses in the kindness 


. and justice’ of the magistretes, and’ to help the magistrates 


, amon 


‘published during 1940-2 has been received from 


$ f 
themselves to make the best use of remand, probation, and 1 
other means ‘of disposing of delinquent children. These methc 
are summarized at the end of the pamphlet in a haridy tab 
Of psychological examination they say that magistrates w 
make full use of the professional help that is already availat 
are not only doing wisely for the children but are helpi 
to build up @ co-operation between science and law whi 
is full of h8pe for the future. j T- 





Notes on Books 


A second impression has been published by Edward Arnold a 
Co. at 63s. of Sir H. HAROLD SCOTT'S History of Tropi 
Medicine, based on his Fitzpatrick Lectures delivered before t 
Royal College of Physicians of London in 1937-8. These ty 
learned and comprehensive volumes were reviewed in a leadi 
article in the Journal of October 7, 1939. The second Gre 
Fire of London destroyed in its path some two million bool 
them nearly 500 copies of this work. A reissue h 
therefore become necessary, and in an appendix the auth 
records certam quite recent advances of importance that ha 
taken place in the history of tropical” medicine. 


Dr. Harvie NEL has produced a third edition of a useful liti 
book on Ear, Nose and Throat Nursing (Auckland: Clark al 
Matheson, Ltd.). In the small compass of 126 pages the subje 
is covered as a whole but without that special reference 
nursing which the title suggests, though the after-treatment 
operations is described. The testing of hearing and tl 
vestibular tests are not’ of much interest to nurses, whereas t] 
feeding of patients, which is of great importance, might | 
described with more detail and precision. There: are ali 
various descriptions of surgical technique, such as the autho! 
method of ligaturing bleeding vessels in the tonsillar foss 
matters which do not concern nurses very much. The gener 
survey of the subject will be, and no doubt has been, usef 
to nurses, to whem the complicated illumination required : 
practice renders the subject difficult and a little remote, bi 
the emphasis on nursing is lacking. 


Volume XLI of the Transactions of the O hthalmologic 
Society of the United Kingdom for the session 1941 is publishe 
by J. and A. Churchill at 40s. The contents include Mr. Afflec 
Greeves’s presidential address on macular oedema, and a repo. 
of the discussion on ocular injuries resulting from the war. Or 
of the sections was devoted to wartime ophthalmology, an 
Sir John Parsons read a paper on protection of the eyes froi 
war injuries. > aa 

A copy of the Collected Papers from the Middlesex Hospit 
the cance 
and general research committee of the hospital, and can t 


consulted in the Library of thé British Medical Association. 


The National Institute of Economic and Social Research he 
made arrangements for its publications to be issued by th 
Cambridge University Press. There will be two series 
“Economic and Social Studies,” edited by Prof. A. L. Bowley 
and “ Occasional Papers,” ‘the first of which is The New Popt 
lation Statistics, by R. R. Kuczynski. : 








. Preparations and Appliances 





= 





SYRINGE FOR CONTINUOUS INTRAVENOUS 
ANAESTHESIA ~ : 


Dr. S. C. LEwsen, M.R.C.P., writes: For successful cor 
tinuous intravenous anaesthesia a fairly wide-bore needle intrc 
duced deeply into the lumen of the cubital vein is desirable 
Splints have been devised to hold the syringe, which shoul 
have an eccentric nozzle, in position. I have found a wid 
piece of elastoplast bound firmly to the syringe and round th 
arm very adequate and less cumbersome in the majority c 
cases. It is a simple matter to arrange the direction of th 





needle in the line of the vein by judiciously placed pieces o 
cotton-wool or lint between the arm’ and. syringe. ordei 
however, to overcome the disadvantage of the elastoplast cover 
ing the graduation markings on the syringe, I have had a 21 
ce.cm. Record syringe made with a wide piston which has a fla 
surface -graduated as shown in the sketch. This syringe wa 
made for me by the Medical and Industrial Equipment Co., Ltd 


- 
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A TUBERCULOSIS POLICY 


Soon after the outbreak of war in September, 1939, anxiety 
began to be felt lest history would repeat itself and there 
would occur a reversal of the favourable pre-war trend 
of mortality from tuberculosis. By the autumn of 1941 
vital statistics had amply justified this fear, and on the 
analogy of the war of 1914-18 it seemed likely that the 
death rates from tuberculosis would continue to rise unless 
steps were taken to limit the spread of infection and to 
deal with the determihing factors. At the request of 
the Ministry of Health the Medical Research Council 
appointed a Committee on Tuberculosis in Wartime. Its 
report has just been published, and on page 436 we print 
~ summaries of the findings and main recommendations as 
given in the report. : 

In 1939 and 1940 the increased tuberculosis mortality 
appeared to be mainly in young women. The committee’s 
terms of reference were therefore : “ To assist in promoting 
an investigation of the extent and causes of the wartime 
increase in the incidence of tuberculosis, particularly among 
young women, and also advise the Council regarding pos- 
sible preventive measures.” But a survey of the position 
up to the beginning of 1942 showed that all age groups 
had been involved to some extent in the increased tubercu- 
losis mortality, and that those most affected included not 
only young women but also children and the older male 
age groups. The special experience of London in ‘this 
respect is dealt with in the excellent article by Dr. Allen 
Daley and Mr. B. Benjamin at page 417 of this week’s 
Journal. Furthermore, it was evident that a new pro- 
gramme of statistical, clinical, and pathological researches 
must take a long time to complete. In the committee’s 
view the present situation and the evidence already in hand 
justified administrative action now. Its report therefore 
consists of a statistical analysis of existing data, a critical 
review of the available evidence, and practical recom- 
mendations based upon them. Great public interest has 
been aroused by the increase in tuberculosis, and we are 
therefore glad that technical terms have been avoided when- 
ever possible, so that the reading and understanding of the 
report should offer no difficulty to the intelligent layman, 
while at the same time it will provide a clear account for 
the medical profession. 

A short section on our present knowledge of the types 
and development of tuberculosis is followed by a full 
. ‘analysis of the general trend of tuberculosis deaths, 1939-41, 

and a comparison with the last war. The increase in tuber- 
culous meningitis in England and Wales has so far affected 
all-age groups up to 45. Children up to 10 years show a 
relative increase in mortality of 50%, but young adult 
males-and females aged 15-24 also show a relatively large 
increase (50%), though the actual number of excess deaths 
in this age group is less-than that for the children. In 
the discussion on the many factors that may be responsible 
in wartime for an increase in tuberculosis mortality it is 
` pointed out that these may not apply in the same degree 
to all the age groups among which the increase had been 
observed. ‘Where children are concerned due weight must 
be given to infection of milk, particularly because of the 
evacuation to districts where little or none of the milk 


’ 


supply is pasteurized. But attention must also be focused 
on contact infection in the home and that resulting fiom 
unsuitable billeting. - In connexion with young adults, 
especially women, an age group particularly susceptible 
to environmental factors, nutrition and conditions of 
employment are stressed, and in particular the fatigue 
resulting from the relatively long hours they are now 
working. The increase in tuberculous meningitis, more- 
over, points to the introduction into industry of previously 
non-infected persons under conditions that tend to lower 
resistance. - 

The bulk of the report deals with measures for preventing 
further deterioration in the tuberculosis mortality ; and the 
members of the committee, while indicating full measues 
for the combating of tuberculosis in the light of our present 
knowledge, state that they have €pplied themselves in the 
first instance to what is practicable under existing condi- 
tions. This should make it clear that they regard none 
of their recommendations as hypothetical or “ideal” 
measures. Few will quarrel with the implied sentiment 
that universal and efficient pasteurization is long overdue, 
or with the suggestion that specially skilled workers in 
pasteurization depots should be placed on the list of re- 
served occupations and that workers in this category who 
have already been called up should be returned to their 
posts, and, lastly, with the further suggestion that when 
transport and other difficulties make it impossible for 
pasteurized milk to be delivered to the home the house- 
wife should by suitable propaganda be instructed to boil 
it. To prevent the spread of infection from unsuspected 
cases of pulmonary tuberculosis and to improve the out- 


-look of those suffering from the disease extension of mass 


radiography is strongly advocated. An excellent practical 
exposition of the subject is given, with its division into 
pre-employment, employment, and periodic mass radio- 
graphy. While indirect (or miniature) radiography is 
the method of choice in wartime (the essentials of this 
form of apparatus and the principles to be applied in 
its use are given in an appendix), the committee rightly 
stresses that the miniature method should be undertaken 
in preference to direct radiography, not-merely for reasons 
of cost but rather where reasons of speed plus cost demand 
it, and recommends that, until apparatus for miniature 
radiography becomes available, mass radiography schemes 
should be instituted by means of the ordinary direct method. 
Indeed there are likely to be many instances in which 
full-size direct radiography will be at least as Suitable a 
basis for a mass radiography scheme as the miniature 
method. It is recommended that for the present “ minia- 
ture” apparatus already available or shortly to become 
available should be under the general direction of the 
Ministry of Health in order that the best possible use of 
the limited apparatus is ensured. 

The care of persons discovered by mass radiography to 
have tuberculous lesions is discussed, and it is emphasized 
that the success of both mass radiography schemes and the 
treatment of those found to be suffering from active dis- 
ease are intimately bound up with the removal of certain 
essential difficulties in the way. The first is shortage of 
institutional accommodation. Next, cogent reasons are 
adduced for improving the present financial provision for 


“tuberculous patients. Thirdly, full consideration is given 


to industrial rehabilitation of both the convalescent non- 
infective and the chronic active case. Several possibilities 
in Great Britain are mentioned, involving part-time (ordi- 
nary work but with the number of hours reduced) and 
modified work (work, either full-time or part-time, car- 
ried out under less strenuous conditions than usual), with 
supplement to wages in each case, Insufficient emphasis 
is perhaps laid on the setting up of industries in connexion 
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with sanatoria for both residents and-non-residents, a golu- 
tion for rehabilitation of the tuberculous strongly favoured 
by some authorities ; but probably `t is a method practic- 
able only to a limited extent in wartime. We would point 


out here that the subject of rehabilitation and care of the- 


tuberculous has also been dealt with by a special com- 
mittee of the Joint Tuberculosis Council.’ 

A further section of the report is concerned. with 
measures that should be taken to raise the resistance of 
the population to the tubercle bacillus, particularly in 
susceptible groups, and tribute is paid to measures already 
taken by the Government to maintain in general the 

“ national health under war conditions. But more is indi- 
cated, and stress is laid on nutrition, favourable working 
conditions, fatigue, and domestic overcrowding. Con- 
tinued emphasis is to bè laid on the examination of con- 
tacts, particularly of children under 5 and young adults 
(15-30), and such examination should always include an 
x-ray examination, and tuberculin testing in the case of 
children. It is recommended that billeting authorities 
should be made aware of homes that are unsuitable for 
billeting on account of tuberculosis, and that they should 
be notified of any case of tuberculosis among those to be 
billeted. There is one notable omission. An important 
feature of the antituberculosis campaign should be the 
special care of pregnant women suffering from or sus- 
pected of tuberculosis. A valuable recommendation 
would therefore have-been that a radiograph or screening 

-of the chest should form an essential part of the ante- 
natal examination of every pregnant woman, to be fol- 
lowed by a repetition of such an examination within two 
months of labour. ~ And we would also emphasize, more 
than is done in the report, the need for reorganization of 
the tuberculosis services, whose efficiency varies very widely 
in different parts of the country. Even in wartime certain 
improvements may be possible, and at all events, as is 
pointed out in the report, steps should now be taken to 
study the best methods by which reorganization could be 
accomplished when circumstances permit. 

The committee rightly points out that if its recommenda- 
tions are implemented this should be accompanied by 
information and propaganda both to the medical profes- 
sion and to the public. No one connected with tuberculosis 
work, however remotely, or for that matter with public 
health in general, should miss studying this report. We 
hope that there will be no delay in bringing forward legis- 
lation which will give effect to the important recommenda- 
tions contained in it. i ` 


lurrr 


ANATOMY OF THE BRONCHIAL TREE 


The description of the bronchial tree in the standard text- 
books of anatomy is at present incomplete and largely 
inaccurate. To most students the lobar bronchus is in 
_ uncharted country as soon as it has entered the lung sub- 
stance, and its distribution is described only vaguely by 
the statement that it divides into alternate ventral and 
dorsal branches. In spite of the studies of Aeby (1882) 
and Ewart (1889), and of certain later authors (Nelson,’ 
1934; Kramer and Glass,’ 1932; Neil,“ 1939), a more 
exact knowledge of the segmental distribution of the 
bronchi within the lobes has been limited to but a few 
workers, chiefly those engaged in the special study of 
diseases of the lungs. The remarkable development of 
thoracic surgery during the last, decade has introduced 
more and more people to this`general inadequacy in under- 


e 1 Tubercle, 1942, 1an., Feb., and April. 
1 British Medical Journal, 1934, 2, 251. 
3 Ann Otol., 1932, 41, 1210. 
$ British Medical Journal, 1939, 1, 495. At 
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standing of the anatomy of the bronchial tree, and it is 
no exaggeration to say that the need has become almost 
-urgent for a complete revision both of the details taught 
to students and of the conception held by most practising 
doctors ; and in this are included pathologists and radiolo- 
_ gists as well as clinicians. 

_It should be imperative to the physician or surgeon who 
is specializing in diseases of the chest to acquire this com- 
plete knowledge, for without it an understanding of many 
fundamental aspects of intrapulmonary disease is neces- 
sarily incomplete. Thus, the important condition of lung 
abscess and its associated grades of septic pneumonitis is 
inseparably linked with this segmental anatomy, whether 
‘it be from the causal aspect, radiological interpretation, 
medical treatment, or surgical approach. The day when 
radiologist, physician, and surgeon were all content with a 
single postero-anterior radiograph of the chest and a con- 
clusion that the lesion was situated in the upper, middle, 
or lower “zone” is now, we hope, long past. The first 
essential, therefore, for a proper study of many lung 
lesions is a basic knowledge of the anatomy of the 
bronchial tree, obtained from careful study of good casts 
and preparations, preferably augmented by personal dis- 
section. The study of an actual case demands a lateral 
radiograph of the chest in addition to a postero-anterior, 
usually good bronchograms, and often bronchoscopic 
examination as well. It is surely as illogical to be con- 
tent with an imperfect knowledge of the anatomy of the 
bronchi as to expect a surgeon to do his work efficiently 
elsewhere in the body without that exact anatomical back- 
ground which is accepted as essential in his training. 
Students in both the pre-clinical and clinical ‘subjects 
should be taught this anatomy, and appropriate questions 
should be asked in examinations. 

Among recent papers on bronchial anatomy is one’ by 
Foster-Carter® (1942), which gives a brief and lucid account 
of the most modern studies of the problem, supported by 
a consideration of the comparative anatomy and develop- 
ment of the bronchial tree, by diagrams, actual illustration 
of certain specimens, by bronchograms, and by a celloidin 
cast. Those wishing to improve or refresh their knowledge 
of the bronchial distribution will find much of value in 
this paper. Certain previously confused areas, such’ as 

_that of the distribution of the upper lobe bronchi, are 
described with more accuracy and clarity than in most 
earlier publications. In spite of the excellence of this 
account, it is desirable to draw attention to certain defects, 
more especially since they closely follow ones that appear 
in almost all previous papers. The first of these is the ` 
nomenclature. A certain confusion already exists in ter- 
minology, and many of Foster-Carter’s own suggested 
names do not make for further clarity, as, for instance, 
his insistence on retention of the term “eparterial 
bronchus” for the branch to the right upper lobe and’ 
his introduction of the term “ hyparterial bronchus” for 
the bronchus to the left upper lobe. A new name is worthy 
of acceptance if it either corrects a previous inaccuracy 
or is more clearly descriptive than the old one it seeks to 
supplant. It is difficult to see that the name “ hyparterial 
bronchus ” could by any possibility suggest accurately that 
it refers to the left upper lobe bronchus. Finally, there 
is the misuse of diagrams and drawings. A diagram or 
drawing, even in these days of excellent photography, may 
be desirable in order to express clearly and easily what 
perhaps ‘can be shown only imperfectly by even the most 
skilful photograph. For the demonstration or teaching of 
anatomical features that have been worked out beyond all 
possible doubt they may be excellent; for the portrayal 
of features that have not been so widely ‘investigated and 


5 Brit. J. Tuberc., 1942, 36,19. , 
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checked they are dangerous when unsupported by exact 
evidence ; the author's own impressions or bias tend to 
creep in, and errors appearing in other apparently authori- 
tative papers tend to be perpetuated. In almost all the 
papers on bronchial anatomy published during the last 
ten years this error is most apparent. Faulty ediagrams 
abound. Although the diagrams in Foster-Carter’s paper 
are much more accurate, certain misconceptions have again 
been perpetuated. The arrangement of the segments of 
the lingular process of the left upper lobe is, for instance, 
incorrectly portrayed, and the description of the lower lobe 
segments is lacking in that accuracy and completeness that 
is necessary if it is to be accepted as final. 





A NEW METHOD OF AIR DISINFECTION 


From recent work in England on the chemical dis- 
infection of air two principal methods have emerged, 
both of which are certainly efficient, although neither 
has yet been applied in circumstances and on a scale 
which would prove its-capacity to prevent the spread of 
air-borne infection. One of these is the spraying of 
hypochlorite solutions, which are believed to owe- their 
effect to the liberation of hypochlorous acid gas. The 
other is the production of an “aerosol” or mist of very 
minute fluid particles consisting of or containing a 
germicide ; these minute droplets’ are not intended to 
evaporate, and are believed to act by collision with 
bacteria-laden particles. Both because some of the 
germicides .are poorly soluble in water, and because 
watery solutions evaporate, whereas a good aerosol 
should be persistent, propylene glycol has been used 
as a solvent: C. C. Twort and his colleagues,’ for 
example, found the best of many Teagents they tested 
to be a solution of hexyl resorcinol in propylene glycol. 


It was briefly announced last year by American workers _ 


who had taken up this study that propylene and other 


glycols are themselves air disinfectants of remarkable’ 


efficiency. A fuller account of this work has now been 
published by O. H. Robertson and his colleagues.’ Their 
methods were of a nature now recognized as appropriate 
for this form of study, employing test’ and control 
chambers with adequate air circulation and the means 
of spraying in bacterial suspension and the germicide, 
and a device for obtaining plate cultures from measured 
samples of the contained air. Their chief observation is, 
briefly,.that spraying such an amount of propylene glycol 
as-to give a concentration of 1 g. in 2,000,000 ccm. of 
air kills any of numerous species of bacteria almost 
instantly, even though their concentration be as high as 
500,000 per litre of air. There were a few survivors for 
some minutes when the concentration of propylene glycol 
was 1 in 7,700,000; but even 1 in 50,000,000 had a 
pronounced bactericidal effect. - By various forms of 
experiment, including mouse inoculation with washings 
of air sprayed with virilent pneumococci, it was shown 
that there is a true killing effect, sterile cultures from the 
air treated with propylene glycol not being produced in 
any of several other theoretically possible ways. Ethylene 
and trimethylene glycol were equally effective ; glycerin 
had little -action. 


Droplets of propylene glycol evaporate rapidly, and as” 
similar bactericidal effects are produced by pre-formed’ 


vapour it is concluded for this and other reasons that 
propylene glycol acts bactericidally as a vapour, and not 
in aerosol form. The contrast between its behaviour in air 
and in water is extreme : pneumococci will grow in broth 


1 J. Hyg., Camb., 1940, 40, 253 
„2 J. exp. Med., 1942, 78, 593. 
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containing 5% of it, and staphylococci in 10%. On the 
other hand suspension in 80% to 90% propylene glycol 
is immediately lethal to both. This is evidently bacteri- 
cidal action of a quite unfamiliar kind, and no eight has 
yet been obtained on its mechanism. Apart *from its 
astonishing behaviour as a vapour, the peculiar effect 
of concentration on the behaviour of propylene glycol, 
in liquid form should repay further study. The authors 
have tried Twort’s hexyl resorcinol solution, and found 
it somewhat more effective than propylene glycol alone. 
Atmospheres containing the vapour of pure propylene 
glycol, on the other hand, are odourless and non- 
irritating and, so far as is known, non-toxic; adminis- 
tration of the liquid is without toxic effects. On present 
evidence, this method of disinfecting air seems even 
more promising than those with which work in England 
during- the past- few years has made us familiar. 


ACTION OF DRUGS ON THE COLON 
The drugs in common use for the treatment of post- 
operative distension and paralytic ileus belong to two 
groups—the parasympathomimetic and posterior pituitary. 


-The theoretical basis for employing the former group is 


well established, and its action is explained either by the 
replacement of the natural neuromuscular transmitter by 
synthetic choline derivatives, or its enhancement by 
physostigmine or prostigmine, owing to the inhibition of 
cholinesterase. In practice it has been found that although 
carbamylcholine and acetyl-8-methylcholine are effective 
stimulants of the gastro-intestinal tract, since they are not 
so rapidly destroyed as the natural acetylcholine, yet for 
that very reason they cause in effective doses unwanted 
side-reactions such as flushing, sweating, increased saliva- 
tion and ‘acrimation, and a fall in blood pressure.’ 
Physostigmine, though equally effective in stimulating the 
colon, is open to the same criticism ; but prostigmine, the 
synthetic substitute introduced in 1931, is singularly free 
from these objections and has been used with success in 
the prophylaxis and treatment of post-operative distension 
and paralytic ileus.?* The action of the posterior hormone 
on the large intestine has been strongly disputed, chiefly 
on the basis of exp€riments in dogs, which are not neces- 
sarily applicable to man. The vasopressor fraction can 
be used in the treatment of these conditions, though it is 
contraindicated in the presence of cardiovascuMr disease 
because of the coronary vasoconstriction. It has been 
argued that to be effective a drug should increase the pro- 
pulsive activity of the large intestine rather than its seg- 
menting movements. It is not true that any substance 
which is at all active will stimulate both equally, for 
morphine depresses peristalsis in the colon while increas- 
ing the tone.‘ On this basis physostigmine and prostig- 
mine, which are believed to work by the enhancement of 


` the natural processes (and an enema is an invaluable 


accessory), will be the drugs of choice. 

Adler, Atkinson, and Ivy* have studied the action of 
various combinations of drugs upon 4 trained dogs with 
appendicostomies and 4 “fit” adults with colostomies. 
They used a modified balloon technique by which the pro- 
pulsive force of peristalsis could be directly measured. In 
man, pituitrin, physostigmine, and prostigmine all in- 
creased the “ propulsive motility ” of the colon, but it was 
not possible to grade the dosage of physostigmine so as 
to avoid side-reactions. Oral administration of prostig- 
mine (15 mg.) was effective after several hours’ delay. 








1 British Medical Journal, 1938, 1, 1293 

a Lancet, 1934, 1, 942 hd 
3J Amer. med. Ass , 1938, 10, 1165. 

4 Physiol. Rev., 1937, 17, 618 

š Surg. Gynec. Obstet., foun 74, 809. : 
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Ergotamine given by itself had no discernible effect, but 
greatly increased and prolonged the action of the other 
drugs ; and the authors concluded that a combination of 
ergotamine tartrate (0.25 mg.), prostigmine methylsulphate 


(0.25: mg), and pituitrin (1.25 units) was the most-effective, ` 


and worth trial in the treatment of post-operative disten- 
sion and paralytic ileus. There is as yet no entirely satis- 
factory explanation of the synergistic action of ergotamine, 
though it is’ known that relatively bigger doses may 
stimulate the large intestine in intact animals. But this 
property may be used to increase the activity of the other 
drugs on the colon and so diminish their unwanted side- 
effects. 


MALENESS, FEMALENESS, AND MENTAL DISEASE 
It was noted a good many years ago by Mott in this country 
and by Myerson in the United States that male relatives 
of men suffering from mental disease are more frequently 
affected than are female relatives, and that this tendéncy 
is reversed in the case of women patients. It is difficult 
to devise any plausible explanation for this distinctly 
peculiar form of familial sex limitation. Penrose’ has 
produced an ingenious hypothesis which, though highly 
speculative, does suggest a reasonable basis for the pheno- 
menon. In addition it links together a number of diverse 
facts and also has the great merit of indicating useful lines 
of study for the future. From the psychological point 
of view maleness and femaleness. are not two sharply 
contrasted characteristics. To some extent everyone is 
psychologically bisexual; but in normal persons there is 
a preponderance of instincts concordant with physical sex. 
It is possible to devise interest ratings, etc., which show 
-a continuous gradation from the strongly female to the 
strongly male. Males and females occur in whom devia- 


tions in the normal direction are less marked, and finally: 


there is some overlapping, a proportion of pérsons pos- 
sessing frankly some of the instincts normally displayed 
by the other sex. There is in fact a continuous distribu- 
tion which is clearly bimodal, but which equally clearly 
shows some overlap. It has also been found by observa- 
tion and. experiment with other forms that the underlying 
mechanism of sex determination is quantitative and not 
qualitative. A number of genes make for femaleness, 
a number for maleness; the result depends upon the 
balance. The selective advantage of clear-cut physiological 
division is such, however, that the mechanism has become 
so arranged that one or other balance is nearly always 
_ attained, and physical intersexes are therefore rare. 

In man sex determination depends upon the X-Y 
chromosome mechanism. An individual with two X’s 
is a female; one with an X and one Y is a male. But 
the discovery by Haldane of partially sex-linked characters 
in man, showing that sex determination is probably not 
the sole function of the X-Y pair, has as a corollary the 
possibility that autosomes (chromosomes other than sex 
chromosomes) play some part in sex determination. Sex 
determination may be brought about by some such mechan- 
ism as the following, though rather more elaborate. 
There reside on the X chromosome a concentration of 
genes making for femaleness, which are balanced by genes 
making for maleness situated in the other chromosome 
pairs. Two sets of the female-producing X genes over- 
come 'the complete set of male-producing genes, whereas 
one set alone is overcome by them. Human mental 
development being so recent, it may well be that mental 
sex constitution is inherited in a more primitive way than 
physical sex and is less concerned with the sex-chromosome 
balance. Imagine a gene, situated upon an autosome, 
which fhcreases the quality of femaleness. Such a gene 
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passed on by a man would tend to swing his sons in the 
direction of femaleness and in his daughters would, so to 
say, confirm their femininity. In short, such genes, though 
they-would be transmitted by males or females, could only 
‘affect members of like sex in a family in the same sense ; 
the same type of abnormality would tend to be present 
in father and son-or in mother and daughter. i 

An association between sex inversion and mental dis- 
ease has often been claimed, and so, Penrose argues, a 
hereditary mechanism òf this kind determining psycho- 
logical sex traits should be reflected: in just that way 
observed by Mott and Myerson. Penrose shows that their 
figures when added together do indicate a highly signifi- 
cant tendency for affected relatives of-lundtics to be of 
like sex. He produces further figures of his own, analysed 
in greater detail and based on the family records of 1,000 
mental patients. The correspondence in this series also 
is highly significant. Penrose puts forward one or two 
alternative explanations, but regards the hypothesis out- 
lined above as simpler and more comprehensive. 


LATERALITY DOMINANCE "IN SHAKESPEARE 
‘Considered in-all its implications there is no more fasci- 
nating neurological topic than handedness. The distinction 
between the right- and left-handed is probably as old as 
mankind ; and the contrast between symmetry of structure 
and asymmetry of function must have puzzled men from 
the first. It was natural for primitive man to attribute a 
symbolic meaning to natural occurrences, and here was a 
distinction inherent in his nature and ready, as it were, to 
his hand. To the Roman. augur-the bird on the left was 
sinister indeed. Drs. G. Walsh and R. M. Pool! have 
sought for references to right- and left-handedness, or 
laterality dominance as they call it, in Shakespéare’s plays, 
and found that “he is as positive as were the ancient 
Hebrews in the glorification of the dexter side of the body 
“and the condemnation of the sinistral... . Around the 
left hand and the left side of the body the dramatist 
encounters an aura of evil.” There are not many refer- 
ences to handedness in Shakespeare, and in some the use 
of right and left is no more than conventional. The most 
convincing evidence for a characteristically Shakespearean 
twist to the distinction is to be found in the instance in 

s which disfigurement is placed upon the left side: the mole 
on Imogen’s left breast and the wart on Dromio’s left arm 
are examples. Hand-to-hand fighting in a predominantly 

_Tight-handed world would lead to scars on the Jeft side 
of the body, a fact which is reflected in several quotations. 
The authors do not mention a reference to laterality which 
occurs in King John—“ Slippers, which his nimble haste 
had falsely thrust upon contrary feet.” This drew from 
Dr. Johnson the surprising comment, “ Shakespeare seems 
to have confounded a man’s shoes with his gloves. He that 
is frighted or hurried may put his hand into the wrong 
glove, but either shoe will equally admit either foot.” 
Sir Walter Raleigh infers from this that Johnson “ wore his 
boots indifferently, either on either foot, and further, which 
is yet a stranger thing, believed that all other boot-wearers 
practise the same impartiality.” He adds, “ This is a topic 
which demands, and would well repay, the expert labours 
of academic research. Very little is known about Johnson’s 
boots.” Perhaps this enchanting subject will tempt 
Drs. Walsh and Pool to a new study of literary laterality. 


Sir Wilson Jameson will deliver the Harveian Oration 
‘before the Royal College of Physicians of London on 
Monday, October 19, at 2.30 p.m., at the College. 
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(Concluded from p. 403) 


Diagnosis 
The diagnosis of severe cases. in established. epidemics is easy 
and mistakes are rarely made. On the other:hand sporadic 
cases, especially when they are mild, are often missed. An 
attitude of watchful suspicion and resort to laboratory tests are 
essential if these mistakes are to be avoided. M. D. Mackenzie 
states that 87 groups of cases have occurred in Glasgow between 
- 1901 and 1926: in 36 of’ these the first case was. wrongly 
‘diagnosed. ‘There is ‘reason to suspect that a good- many 
sporadic cases may have occurred in this country without being 
detected. In every case in which there is the ‘slightest’ possi- 
- bility that the disease may be typhus early and repeated Weil- 
Felix tests should be carried out. This test, though not infallible; 
is by far the most reliable method of diagnosis that is generally 
available.. All large laboratories have facilities for carrying 
out the reaction, which in most cases becomes positive before 
the end „of the first week, though it may, exceptionally, be 
delayed till the ninth or tenth day, and in rare cases it remains 
negative. The special-feature of the reaction is that the titré 
of agglutination rises rapidly, usually reaching heights of 1/500 
or over towards the end of the fever or in early convalescence ; 
then it falls to a'` low level, but titres of 1/50 or 1/100 may 
-persist for weeks or even months. A reliable strain of Proteus 
OX 19 is essential; this is best obtained from the Oxford 
Standards Laboratory. In Great Britain complete naked-eye 
agglutination in a dilution of 1/100 is strong evidence of typhus 
fever, but if repeated tests are made` the maximum titre is 
seldom less than 1/500. If the titre remains constant through- 
_ out the illness and convalescence a false positive should be 
suspected even if the reaction is positive in ‘dilutions of 1/200 
„ór more. - The reaction is also positive in rising and falling 
titre in flea-borne typhus, often also in tick-borne typhus, 
_but so rarely in other diseases that mistakes are very unlikely 


~ 


-Ito occur. Recent work in America suggests that agglutination 


. 


tests-in which suspensions of R. prowazeki made from yolk-sac 
cultures are used may prove to be more strictly specific than the 
Weil-Felix reaction: - The same remark applies to complement- 
fixation tests in: which similar cultures are employed as the 
-antigen ; but neither-of these tests has yet come into general 
. use. : 
When laboratory facilities are available an attempt should . 
be made to isolate the virus by intraperitoneal inoculation 


into guinea-pigs of 2 to 5 c.cm. of blood taken from the patient ~ 


at the height of the fever. Isolation of the virus is the one 
method- by -which an absolute diagnosis can be made. - 2 

When persons, who have been -inoculated against fevers of 
the typhoid group are attacked by typhus the Widal reaction 


is often positive in rising and falling titre, so that a mistaken ~ 


diagnosis of typhoid has often been made by_ medical men 
who were not aware of this fallacy in the reaction. When 
inoculated -persons are suspected of- having- typhoid and the 
blood cultures are negative the serum should be tested for typhus 
by the Weil-Felix reaction. The Wassermann reaction also 
may be positive during attacks of typhus. 

“For rapid bedside diagnosis a modification of the Weil-Felix 
reaction is sometimes used. A drop of the patient's serum 
is placed on a-glass slide ; to this is added a drop of suspension 
of Proteus OX-19-whicli has been tinted with methylene blue ; 
‘the mixture is then tilted up and down for two or three minutes. 
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In positive. cases clumping is visible to the. naked eye, but, 


the- standard test. should be carried out in all reactors to find 
the titre of agglutination. Another modification has quite 
recently been described by German workers ; this, called the 
“ dry-blood- agglutination test,” has already proved @its value 
as a means of making large-scale surveys of suspected popula- 


- tions. One or more droplets of each person’s blood are allowed 


-to dry on a labelled glass slide ; suspensions of Proteus OX 19 
are afterwards stirred in over the. dried droplets; the slides 
are tilted up and down, and the results observed at intervals 
up to 10 minutes. In positive cases the clumping can easily 
be seen with a pocket lens. The standard test should be carried 
out in all positive cases. 

Differential Diagnosis—Typhus fever may simulate typhoid, 
meningitis, influenza, bronchitis, pneumonia, febrile catarrh, 
appendicitis, measles, small-pox, dengue and other fevers, 
especially during the first few day? before appearance of the 
rash and development of agglutinins. Differentiation is seldom 
difficult if typhus is suspected ‘and the usual laboratory tests 
are made.- The simultaneous occurrence of other diseases, 
even in the same patient, is not infrequent during epidemics ; 
in such cases serious mistakes may be made if a complete 
examination is not carried out. -Flea-borne typhus can be 
distinguished from louse-borne typhus only by animal inocula- 
tion, though a knowledge of the conditions in which the 
infection has occurred wjll usually prevent difficulties from 
arising. 

‘ os War Typhus 

. Typhus fever is far more common and far more deadly in 
the conditions’ resulting from war than in times of peace. Great 
movements of population often involve the transfer of sus- 
ceptible persons to infected areas or of infected persons to 
places previously free from the disease. In either case the 
virus finds a virgin soil in which it flourishes. Overcrowding 
and lack of facilities for washing cause a great increase in the 
louse population and in the opportunities for migration of the 
insects from one‘host to another. Malnutrition causes lowering 
‘of resistance to infection. These factors lead to an acceleration 
in the rate of transmission from man to man and so to an 
increase in the virulence of the infection. Correspondingly, 
-the incubation stage is shortened to an almost uniform period 
of about 8 days; mild attacks are less common and the death 
rate is higher. Even in areas in which the disease is smouldering 
‘in mild endemic form the risk to troops is great, because the 
soldiers are usually new-comers from non-infected places: and 
so are highly susceptible. 


y - Prevention 


The best method of prevention is to eliminate louse infesta- 
tion. This is a simple matter in normal conditions, but in war 
it may be very difficult or even impossible. The military 
medical authorities are fully alive to the imporfànce of the 
problem ; they have worked out an organization to deal with 
any-conditions that can be foreseen. But no regulations, how- 
ever perfect, can-relieve the medical officers of the responsibility 
for constant vigilance; they must suspect typhus in every 
doubtful case of fever in areas of possible endemicity, and 
they must keep a carefulewatch on the health of the local 
inhabitants as well as of their own personnel. If the troops 
are stationed for any length of time in a suspected locality 
useful information can often be obtained from the local medical 
men; but undue reliance must not be placed on negative 
reports; because infection often smoulders in areas which appear 
to be free from the disease. The “dry-blood agglutination 
test” already mentioned deserves consideration as a rapid 
method of carrying out a survey in suspected localities: it has 
been used with success in German-occupied countries. The 
test can be carried out more rapidly and.easily than the search 
for malaria parasites in blood films. Details of the method 
are given in the Bulletin of War Medicine, May, 1942, p. 397, 
and the Tropical Diseases Bulletin, June, 1942, p. 372. 

The personnel engaged in typhus work of every kind should 
be young because of the great risk to life in the case of elderly 
persons. Preliminary. inoculation should also be carried out 
if possible. In dealing with infected persons disinfection of 
the patient's skin by chemical antiseptics is desirable because 
of the risk of infection from louge faeces. Buxton suggests 
lathering the skin with a mixture of 14 oz, of Jeyes’ fluid, 
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14 Ib. of soft soap, and 10 gallons of water as a preliminary 
to-bathing. For the same reason clothing and bedding should 
be disinfected by heat rather than disinfested with cyanide gas, 
which is of special value in the disinfestation of rooms and 
furniture.* Special louse-proof clothing should be worn by 
persons exposed to risk: if this-is not available a fair degree 


of protection is afforded- by wearing rubber gloves and gum- ' 


boots into which the sleeves and trousers are tucked; the 
arms and legs should be smeared with camphorated oil made 
of 1 part of camphor to 9 parts of Olive oil or liquid paraffin. 
The clothing must be changed frequently, and on each occasion 
a hot bath should be taken after preliminary lathering of the 
skin with a medicated soap of the type suggested by Buxton. 

| Medical men in Great Britain will find useful information 
about preventive measures in‘the Ministry of Health Memo. 
No. 252/Med. The general practitioner must always play a 
leading part in the detectfon of the first cases: he and the 
staff of our hospitals ought to keep a close look-out for 
suspicious cases. There is no" need for an alarmist view of 
the risk of infection in this country ; conditions here are very 
different from those prevailing in great epidemics, in which 
the danger to the medical and nursing personnel is very con- 
siderable. On the other hand the attitude of the medical 
profession should be one of uncompromising hostility to louse 
infestation, which is still far too widespread here. Educational 
propaganda directed towards arousipg feelings of disgust and 
fear against lice must be combined with measures for the 
contro] of the insects. i 


Preventive Inoculation 


Many kinds of protective vaccines have been tried ; these fall 
into two main groups: (1). killed vaccines made from the 
rickettsiae of the disease ; and (2) living vaccines containing the 
rickettsiae of flea-borne typhus, which have antigenic properties 
similar to those of louse-borne typhus. The living “virus, 
attenuated in various ways, has been used on a large scale 
in French North Africa with apparent success: the vaccine 
acts by causing an unapparent or mild attack of the disease; 
but in some cases severe or even fatal attacks have resulted 
owing to an unexplained increase in virulence of the rickettsiae. 
There is a natural reluctance to use a virus whose constancy 
cannot be guaranteed, and, besides, there is some risk of 
introducing infection into places which are free from the 
disease 4 


Killed vaccines are free from risk ; the first of these to be 
used on a large scale was Weigl's vaccine, which undoubtedly 
gives a considerable degree of protection. The preparation of 

` each course of vaccine for one person involves inoculation per 
rectum of about a hundred lice, which have to be fed for some 
days on immunized persons and then dissected to extract their 
infected. gutg. This vaccine is clearly impracticable for everyday 
use. Cox has worked out a method which holds out promise 
of success ; he grows cultures of Rickettsia prowazeki in the 
yolk sacs of developing chick embryos ;_suspensions of these 
cultures contain enormous numbers of rickettsiae, and large 
quantities of killed vaccine can be prepared at a small cost. 
. The vaccine immunizes animals, but the crucial test of, its 
effectiveness on human beings ha$ not yet been completed. 
German workers have naturally been interested in Cox’s 
vaccine ; they are known to have taken up its preparation, and 
there are suggestions that it has already been found effective 
in reducing the severity of attacks which have occurred in 
inoculated persons: Killed rickettsial vaccines have not hitherto 
been found capable of producing complete immunity against 
virulent infection, but there is good evidence that they often 
lessen the risk to life. z 

The cóntrol of typhus fever in war conditions may be 
extremely difficult, as is shown by a report which appeared 
recently in a German medical journal. No fewer than 117 men 
engaged in guarding prisoner-of-war camps in one military 
district in Poland were attacked in November and December, 
1941, ın spite of delousing and orders to avoid close contact 
with the prisoners. The fatality rate was 35% in 82 of these 

` persons who had not been vaccinated, but was nil in 35 who 
had been given one or more doses of a vaccine of unspecified 
type. Inethe same report there is a statement that 104 cases 
of a milder form of the°disease were treated in the same 
hospital in the.’following two months.“ The patients were 


soldiers who had just returned from the eastern front; they 
had evidently become infected on the journey, but the virulence 
of the infection was low and there were no deaths, - 


Treatment - : 

Germar physicians have been trying hard to find a curative | 
drug, but although some of them have made great claims 
for sulphapyridine others are equally emphatic that it is useless 
except, possibly, in complications caused by organisms for 
which it has a specific action. The latest claim is for 
mepacrine hydrochloride (atebrin), preferably combined with 
pamaquin (plasmoquine); detailed evidence is promised, but 
in view of past disappointments it may be best to avoid undue 
optimism. No further reports have appeared about the use of 
intravenous solutions of chlorine which were claimed by 
Danielopolu to give almost miraculous results in the severest 
cases. Convalescent serum or direct transfusions of blood 
from convalescents may have some value if given early, but 
few observers are enthusiastic about their efficacy. 

Good nursing and a light nutritious diet, rich in-all the 
vitamins, form the basis of treatment. The free use of 
subcutaneous injections of normal saline or Ringer’s solution is 
advocated by several physicians. Plenty of liquid should be 
given by the mouth. Chloral hydrate in doses of 15 to 40 gr. 
often relieves headache, joint pains, insomnia; and restlessness: if 
it fails lumbar puncture may be needed. Warm or even hot 
baths have their advocates, Complete rest, attention to the 
toilet of the mouth, and the prevention of bed-sores are other 
important points. Even in mild cases the patient must be kept 
in bed for at least a week after the temperature has fallen: ` 
in severe cases complete rest for periods up to three weeks or 
longer is essential because of the risk of sudden heart failure. 
For anaemia, iron and liver extract are needed. 


In a disease which shows such extreme- variations in the 
severity of different outbreaks, and even at different periods 
during the same outbreak, great caution is needed in estimating 
the effect of any special line of treatment. . With any scheme 
of treatment the case mortality may range from nil to 30% 
or more. 


The Other Fevers of the Typhus Group 


As already stated, these are Primarily diseases of lower 
animals, or “ zootic ” diseases, and are not capable of being 
naturally transmitted from man to man as is the case with® 
louse-borne typhus, which is-primarily a human, or “ demic,” 
disease. This general statement needs qualification in the case 
of flea-borne typhus: this disease is caused by a virus which 
is so closely related to R. prowazeki that many experts regard 
‘it as a variety of that organism rather than a distinct species. 
Some workers hold that the virus of fiea-borne typhus, after 
being transmitted in the first instance from rat to man by the 
rat flea, may at times become capable of being transmitted 

_from man to man by human lice. This is a disputed point, 
but even if the virus should ‘occasionally be transmitted from 
man to man the resultant disease would automatically become 
louse-borne typhus and would have to be handled accordingly. 
Flea-borne typhus may possibly be the ancestor of the human 
disease, whose virus in that case would have originated as a 
modification of the rickettsiae of flea-borne typhus. 

The other “animal” typhus fevers which are conveyed to 
man by ticks and mites, respectively, have never been known 
to be transmitted in natural conditions from man to man ; 
cases of these diseases do not call for special precautions to 
prevent the spread of infection to contacts. On the other hand 
the possibility that flea-borne typhus may be transmissible by 
lice must be borne in mind ; cases in louse-infested persons or 
communities should be handled on the same lines ‘as louge- 
borne typhus, even though the risk of infection is doubtful or 
negligible in most of the affected localities. ; 


: Flea-borne Typhus : 
This is primarily a disease of rats, perhaps also of mice ; it 
is ordinarily conveyed to man by-the rat flea. The usual names 
of the disease are “murine typhus” and “endemic typhus,” 
but neither name is appropriate: mite-borne typhus is also a 
murine disease, and both tick-borne and mite-borne typhus have 
an equal right to be called endemic diseases ; even louse-borne 
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typhus ‘often occurs in endemic form. ` The numerous other 
names that have been given to the disease ate equally unsuit- 
able. Flea-borne typhus was first recognized only-a few years 
ago, but already it is known to be widely distributed in many 
parts of the world; the only condition essential for its occur- 
tence is contact between haman beings and infected rats which 
harbour fleas. This contact is most frequent in houses in urban 
areas, so that the disease is chiefly urban or, at any rate, 
domestic in type, as opposed to tick-borne and mite-borne 
typhus fevers, which are rural in their distribution. 

The virus, called Rickettsia mooseri, :i8 similar in its sero- 
logical and immunological features to ‘that of louse-borne 
typhus, but it causes a milder disease in man and a more 
serious disease in rats than R. prowazeki. Mention has already 
been made of the possibility that the virus may in exceptional 
conditions become modified so as to be transmissible by human 
‘lice from man to man. Some French observers believe that 
the virus can be conveyed by food which has been contaminated 
‘with the faeces or urine of infected rats. 

The clinical features of flea-borne typhus are very similar to 
those of mild louse-borne typhus ; the case-mortality rate is very 


low as a rule, but virulent forms of- the disease have been reported | 


from Mexico and elsewhere. The discase-should be suspected, 
even: in this country, when sporadic- cases of typhus-like fever 
_ occur in persons who are free from louse infestation and who 





” Epidemic Typhus Fever (preferably called “ “ Demie ” Typhus ` 
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The onset and decline of the fever are usually more gradual 
than in louse-borne typhus; the rash is maculo-papular and 
usually extends to the palms, soles, and face. In some localities 
a local sore with lymphangitis often occurs at the gite of the 
tick-bite. The agglutination response to Proteus OX 19 and OXK 

- is very variable, ranging in each case from negative to strongly 
positive. ~Complement-fixation tests or agglutination tests in 
which the specific rickettsiae are employed may prove to be 
reliable methods of differential diagnosis from the other typhus 
fevers. 

Prevention is by frequent examination of the body for ticks 
or by wearing tick-proof clothing when living or travelling in 
affected localities. If the ticks are removed within an hour 
or two after attaching themselves there is little risk of infection. 
A drop of tincture of iodine or kerosene should be applied 
to each tick before it is removed. Killed vaccines made from 
suspensions of laboratory-infected ticks have been used with 
success, and now yolk-sac cultures of the rickettsiae are being 
tried. 


, 


Mite-borne Typhus 


This disease occurs chiefly in the Far East; cases have also 
been reported from India. The disease is rural in distribution ; 
the causal rickettsiae are conveyed from infected rats by larval 
mites, which are microscopic in size. Japan is the home of 
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The Non-opidemic Typhus Fevers (preferably called “ Zootic” Typhus Fevers). 


Primarily diseases of lower animals, transmittzd secondarily to man by fleas, ticks, or mites, 
A human transmitea rom man to man by human Associated with life in the o j 
pen country and forests or with contact with rats, d ete “ Placo” 
$ lice, a E with To with, lone aera Poverty, famine, i diseases and usually sporadic. oe 
_ Names T Tick typhus Mite typhus 
Synonyms _. Rody Mountain spotted fever, | Japanese river fever, tsutsugamushi, 
A pout seer fever, tick-bite scrub tropical typhus, etc. 
Virus ia . Ricketina rickettsi Rickettsia tsutsugamushi 
Vectors. +e Various ticks Larval mites 
Reservoirs of infection Various rodents ; dogs and other | Rats 
$ anımals suspected 
tion-against : 
Proteus OX 19... ~ to-ttt tock 
n Ong Ae Rapes BE - -tot 
so a to ++ to++++ 
ah Often conspicuous ; may be nodu- | Macular ; on face, rare on 
lar. Common on palms, soles, palms and soles 
and face 
Local sore and lymph- Usually absent, but common in | Usually present in Japanese cases : 
adenit! some localities, especially North absent or uncommon in Malayan 
and South Africa - and Dutch East Indian cases 
‘Case mortality 5 to 50% 0 to 4% as a rule 1 to 70% 1 to 60% 
Crogs-immunity in animals Strong asatnsi flea typhus, mul or | Strong agunst louse ty- | Only slight against other forms of | Only s ight against other forms of 
; agamst tick or mite typhus phus, mii or typhus - typhus 
a again st tick or mite s 
; us 
‘Distribution: .| Cosmopolitan, but not common | World-wids, common in Many localities in America, Europe;| Far Eastern tropical and subtro 1 
Be . in the Tropics Š the Tropics Africa, and Asia. Not common countries = 
at x neac the Equator except at high 
" ti os 
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have not bèen in contact with cases of louse-borne typhus. 
In countries where tick-borne or mite-borne typhus occurs there 
_ is often a difficulty in differential diagnosis, but knowledge of 
the epidemiological conditions, and laboratory tests if available, 
will usually be of great help. The rising and falling titre of 
agglutination to Proteus OX 19 is the same as in louse-borne 
typhus, and the reaction to Proteus OXK is negative or weak. 
Prevention is by rat destruction on the same lines as in plague. 


y 


Tick -borne Typhus f 
i. This disease occurs in many areas in North and South 
„America, Asia, North and South Africa, and Southern Europe. 
Cases occur ‘chiefly i in temperate and subtropical climates during 
the sedson of activity of the: vector ticks. The chief risk of 
infection is from bites by ‘ticks which’ have ‘been infected by 
animals in the open country or forests of affected areas, so 
that the disease is rare in urban communities. The handling 
“of ticks which infest dogs has been regarded as the source 
of- infection in some cases. Certain areas in the Rocky 

- Mountains are the home of the classical form of the disease. 
The virulence of the. infection is extremely variable ; in some 
localities it is so great that the case-mortality rate is 70%; 
in others it is only 5%. - 


the historical form of the disease ; in that country a sore with 
lymphangitis is said to be uniformly present at the site of the 
infecting bite, but in other affected countries this is often absent. 


A strongly positive agglutination reaction to Proteus OXK. 
with a negative or weak reaction to Proteus OX 19 is highly 
suggestive of mite typhus: in other respects the disease has 
a general resemblance to tick typhus. The virulence of the 
infection shows the same variability according to locality as is 
seen in tick typhus. 


Refe:ences—The recent contributions to knowledge of the typhus 
fevers are so numerous that detailed references to the literature 
cannot be given in the space available. Abstracts of the important 
articles appear in the Tropical Diseases Bulletin at frequent intervals 
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A case of‘ insulin resistance has recently been described” by 
E. Lozinski and L. I. Frohlich (Canad. med. Ass. J., 1942, 46, 62) 
in which 3,000 to 4,000 units of insulin daily were required to prevent 
hyperglycaemia, acidosis, and coma. Experiment fatled to demon- 
_ Strate any anti-insulin substance in the patient’s serum. The pituitary: 
` gland was thereupon irradiated with x rays. One month after leaving 
hospital (i.c., 34 months after the beginning of irradiation) the 
Tequired insulin dosage was down to®500 units. Approximately 16 
months aftef irradiation fasting blood sugar was 108 mg. per 100 
c.cm. on a dosage of 40 units daily of zinc-protdmine-insulin. 
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THOMAS MANN ON FREUD 
s BY ‘ 


Sir WALTER LANGDON-BROWN, M.D. 


Shortly after the last war Thomas Mann, then undoubtedly the 
greatest literary influence in Germany, produced a striking 
essay entitled Freud’s Position in the, History of Modern 
Thought. It does not appear to have excited much interest 
at the time, but it is so prophetic in tone, so penetrating a study 
of German mentality, and so appreciative of Freud’s value 
as physician to the body politic, that his essay gains fresh 
interest at the present juncture. He starts by adopting 
Nietzsche’s view that theelater part of the 19th century 
was characterized by two leading motifs—reaction mas- 
querading as progress, and subservience of reason to emotion. 
Though not confined to Germany they were specially potent 
there. He elaborates this by maintaining under the first heading 
that reformations by their very nature may have little to do 
with progress, since they tend to re-establish the old in an 
extremely conservative sense, and that at a time when the 
new is already known, while the second arouses sympathy 
with the chthonic and daemonic, with night and death—in 
short, with a primeval and earth-born religion. This recog- 
nition of the feeble control exerted by the reason.and intellect, 
and of their incapacity to condition life, has led to scorn being 
pouréd on reason as an unfruitful illusion, and to the re- 
instatement of the irrational and instinctive. When reaction 
disguises itself as revolution, 1t succeeds best with youth, which 
not being fortified by experience against such tricks can be 
beguiled tnto accepting the most outworn devices as promising 
novelties. The revolutionary freshness of youth has impressed 
upon it the “ principle of mindless nature, the folk soul, hatred, 
war... the great retreat dressed out in the uniform of the 
advance guard. ... Is youth really going to fall victim to 
this crude abuse of the new knowledge? . . . We are no longer 
strangers to the disheartening sight of youthful bodies in gay 
quickstep, songs arising from young life, arms flung'in a 
Roman salute, wasting the fine flight of their youth upon 
hoary ideas.” Since he wrote those words history has 
answered his questions. As Kerr Clarkson expressed it in his 
Europe in Eclipse, Hitler’s “ Youth Moyement was his method 
of harnessing the challenging demands of puberty to the service 
of the State,” while Howard Smith in his vivid Last Train from 
Berlin concluded from study on the spot that the Nazi “ Ship 
of State has ridden the waves, not of the future, but of the 
blackest past.” Hitler-has completed what Wagner began—the 
exploitation of the myth. 7 > 

The recent arrest of the veteran physiologist Prof. Lapicque 
in Paris and the suppression of the Presse Médicale are typical 
of much. Science, literature, and art are to be tolerated only 
in so far as they are within the comprehension of the autocrat. 
Any higher values are met with the retort of Goethe’s 
Mephistopheles—“ I am the spirit that denies,” 

Indeed we must admit that a feactionary element is not 
uncommon in revolutions. The lictors’ rods are suitable symbols 
for Fascism, for the Romans have been the most persistent 
laudatores temporis acti in all history, even in the moments 
of their greatest conquests. The renaissance of Irish nationalism 
gained force from the Celtic twilight, represented poetically 
by W. B. Yeats and pictorially by his brother. ; 

Thomas Mann sees in Freud’s technique a method designed 
to expose reactionary manœuvres. “Long ago, and certainly 
to the surprise of its physician-founder, it outgrew the domain 
of- medicine and became a world-wide movement that has 
penetrated into all possible fields of intellect and science. . . . 
But being by origin a technique of healing, it -has preserved 
in the broader intellectual fields its physicianly character, its 
human and ethical urge . .. which gives it a peculiar status 
within the scientific movement of our time.” While Freud 
recognizes the power of impulse over the mind, he is far from 
giving way to-its superiority, for, as he himself -phrased it, 
“The voe of the intellect, is low, but it rests not until it gets 
a hearing. In the end after countless repulses it gets one after 
all.” When Freud describes the impulses to death and destruc- 


tion as the effort of the living to relax the strain by returning ta 
lifelessness, and then crosses this backward urge with the 
“actual life impulse ”—namely, sex—with which all striving 
towards evolution is bound up, he gives to sexuality a revolu- 
tionary and intellectual significance such as had never before 
been ascribed to it. Extending his views from the. individual 
to the body politic, Freud compares the' unstable equilibrium 
of civilization to the condition in which a neurotic patient, 
without the will to recovery, comes ta-terms with his symptoms. 
This application of the idea of repression, leading to trans-_ 
formation into the neurotic symptom, to the disease of nations 
to-day I ventured to emphasize in my Maudsley Lecture in 
1936. - The modern fanatical outburst of nationalism may. be 
regarded as the pathological outcome of repressing the ‘evolu- 
tionary trend towards internationalism. 


Mann thinks deeply, though perhaps at times almost too 
subtly, and not all will agree with him; nevertheless I feel 
that his diagnosis here is correct, and it is to be hoped that 
his anticipations of the therapeutic benefits to be derived from ` 
Freudian doctrines may be justified. He certainly concludes on 
an optimistic note: “The goal of psycho-analysis is a new life 
order, earned by effort, resting on freedom and security, 
obtained through self-knowledge. . . . It deals with the night, 
the dream, impulse, and the pre-rational . . . but it is far from 
being a tool of the obscurantist, fanatical, backwardly directed 
spirit... . It is, in my. sincere conviction, one of the great 
foundation stones of a structure of the future which shall be 
the dwelling-place of a free and conscious humanity.” Yet 
ene feels impelled to add Crichton-Miller's observation as a 
caveat: “To Freud there are but two goals in life—libidinal 
satisfaction and a return to the inanimate. Jung on the other 
hand seems to see in human behaviour a manifold purpose 
which embraces realization of individual potentialities, mastery 
over circumstances and progressive evolution of the race.” 


—— — 


TUBERCULOSIS IN WARTIME 
We print below a summary of the main findings and recom- 
mendations of the M.R.C. Committee on Tuberculosis in War- 
time. The following are members of the committee: Viscount 
Dawson of Penn (chairman), T. Stenner Evans, Prof: Major 
Greenwood, F. R. G. Heaf, G. Gregory Kayne, Sir Alexander 
Russell, Miss May Smith, Norman F. Smith, Wing-Cdr. R. R. 
Trail, Prof. G. S. Wilson, and P. D’Arcy Hart (Secretary). 
A leading article on this report appears at p. 429. 


Summary of Findings 

1. There has been a real increase in deaths from tuberculosis 
since the beginning of the war. 

2. All age groups have been involved to some extent in the 
increase, and the participants up to the present have not been 
predominantly young women—as seemed likely early in the war 
—but include, particularly recently, children and the older male 
age groups as well. 

3. Although there has been a slackening in the increase of 
tuberculosis .mortality in the second year of the war—e.g., in 
young adult females—the position 1s still unfavourable in rela- 
tion to the pre-war figures. g 

4. In view of the similar, though only temporary, slacken- 
ing in the rise of tuberculosis at a corresponding time in the 
last war, together with what is known of the course of tuber- ’ 
culosis, we must be prepared for a further increase as hostilities 
continue, ' £ 

5. A disquieting feature of the present position is the 
increased mortality of children from tuberculous meningitis. 
Measures have been indicated which should reduce the deaths 
from bovine infection. To reduce human infection it 1s neces- 
sary not only to take special measures with children, but also 
to control pulmo disease ın the adult. The suggestions 
which have been made for the early detection, segregation, and 
adequate treatment of the tuberculous adult should have an 
indirect effect in reducing infection among children. 


Summary of Recommendations 
Mass Radiography.—1. Subject to limitations of apparatus, 
the controlled use of mass radiography before, or as soon as 
possible after, employment should be extended, especially (a) ` 
in the Services, (b) among men and particularly women enter- 
ing the war industries; and (c) among those taking up certain 


other occupations. i 
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2. A single mass x-ray examination should be carried out, 


where practicable, upon. those already employed in certain 
industries—e:g., munition factories. Hs 

3. As an extension of the preceding, but probably practic-~ 
able to a much less extent in wartime, x-ray examinations should 
be repeated, at regular intervals upon certain groups of the 
population, including (a) employees in factories whi&h contain 

arge numbers of young adults, (b) nurses and medical students, 
and (c) merchant seamen. 

4. Where speed and cost dictate, the miniature method is 
the one of choice for mass radiography. In certain circum- 
stances it may be practicable to make use of existing -size 
apparatus. ` 

Institutional Accommodation. —5. Accommodation for in- 
stitutional treatment of tuberculosis is urgently required. A 
good deal is now available, but cannot be used because of lack 
of nursing and domestic staffs. Until these staffing problems 
are solved, no,advance can be made in institutional control of 
the. disease. 

Financial Provision.—6. In view of the be character of 
the-disease and the prolonged treatment usually required, special 
financial provision ` ter than that obtainable under the 
N.H.I. scheme should be made for persons with tuberculosis. 
~ Rehabilitation—7. .Rehabilitation should be considered an 
essential -part of the treatment- of tuberculous persons, and 
arrangements should be made for the gradual return to industry 


of such patients on a basis of -time or modified .work. 
Durin e period ‘of rehabilitation a supplement to wages 
should be provided, in order that an adequate standard of living 


can be maintained by the patient and his family. 

Examination of Contacts—8. The examination of all home 
contacts must be energetically pursued,-a first examination being 
the chief requirement. The re-examination of children under 
5 years of age, and of young adults, is highly desirable. 

Examination in Special Cases —9, X-ray examination, and 
re-examination at intervals, should be undertaken for all cases 
of pleurisy and erythema ‘nodosum in young people, whether 
institutional treatment has been given or not. 

Mental Hospitals—10. The ial conditio prevailing in 
mental hospitals make it desirable that an effort should be 
made as soon as practicable to x-ray periodically all residents 
of such institutions. 

` General Working Conditions—11. It is of the first im- 
portance that continued watchfulness should be maintained upon 
the -working conditions of’ young employees, particularly in 

‘regard to hours of work, transport difficulties, rest periods, 
facto 
to sickness absence. 

`~ Milk.—12.. The- pasteurization of milk should be extended 
throughout the country, and, where this is not practicable, all 
milk consumed by children should be boiled, or dried milk 
should be provided. ~ . 

Propaganda.—13. The i implementing ‘of these recommenda- 
tions should be accompanied by information and propaganda 
both to the -medical profession and to the general pog 








- SURGICAL HONOUR FOR LORD - NUFFIELD 


.A “ceremony was held at the Royal College of Surgeons of 
England on Sept. 30, when Lord Nuffield received at the hands 
of the President, Sir Alfred Webb-Johnson, the Honorary Medal 
of the College, a distinction instituted in 1802 for “liberal acts 
~ or distinguished labours, researches, and discoveries, eminently 


` conducive to-the improvement.of natural knowledge and of the. 


healing art.” This, was the eighteenth award, and earlier recipi- 
ents had been Lord Lister, Sir James Paget, and Sir Richard 
Owen. -The company supporting the President and the Council 
in the College building at Lincoln’s Inn Fields included 
Mrs. Churchill; ‘representing the Prime Minister in his capacity 
as First Lord of the Treasury ‘and Trustee of the Hunterian’ 
Collection ; Mr. Ernest Brown, Minister of Health, and Miss 
Horsbrugh, Parliamentary Secretary to the Ministry; Sir 
Charles Wilson, President of the Royal College of Physicians ; 
Dr. Daniel O’Brien of the Rockefeller Institute ; Sir Farquhar 
Buzzard, Regius Professor of Medicine at- Oxford ; Mr. H. L. 
Eason, President of the’ General Medical Council ; and Sir 
Stanley Woodwark, Master of the Society of Apothecaries.. i 
. The President welcomed the distinguished _ company whom 
the. prestige of the. Royal College of Surgeoris and the romance 
of this occasion had brought together. The prenay duties of 
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‘canteens, and hostel arrangements, and their relation: 
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this corporate body were the same to-day as those of their 
fathers of old—to strive for the improvement of the science 
and art of surgery, and to ensure that those who practised it 
were qualified to doso. It was essential that it should con- 
tinue to be an arbiter of surgery and a centre of independent 
authority. While keeping in the van of progress it had to 


- preserve the broad bases on which the whole edifice of bio- 


logical knowledge was built, thus maintaining it as a great 
staff college of learning. Besides being heirs to these responsi- 
bilities and traditions the Council were trustees of several dis- 
tinctions and awards; one of these was the Honorary Medal. 
Lord Nuffield’s youthful ambition to be a surgeon was not 
to be fulfilled, but they had invited him to the headquarters 
of British Surgery that day to receive their most exclusive 
emblem of merit in recognition | of his greatness in generosity 
and in- wisdom. 

The Senior Vice-Pre:ident, nae Rear-Admiral G. Gordon- 
Taylor, presenting Lord Nuffield for the award, said that it 


was not only the dazzling magnitude of his gifts to medicine 


but also the manner and the.direction of his giving that the 
College wished to honcur—the thought and the deliberation 
that had guided each beneficent act. The whole realm of the 
healing art had attracted Lord Nuffleld’s interest and had come 
within the orbit of his wise munificence. 

Lord Nuffield, in a bricf acknowledgment of the medal, said 
that nothing he had evcr received had given him greater 
pleasure. What he had cone for medicine and surgery was 


- only what he thought he shquld have done, and it would be 


his highest ambition and desire in the future, as in the past, 
to help those less fortunately placed than himself, and to 
encourage others’ to do so. 

Mr. Ernest Brown, at the close of the ceremony, spoke in 
praise of Lord Nuffleld’s gifts, saying that too often givers who 
lavished money on expensive buildings showed little concern 
for the men and women who were to work in them. Lord 
Núffield never made that mistake. Of all his gifts the Minister 
would like to praise him most for two things—the establishment 
of the „Professorships and Readerships at Oxford, and the 
foundation of Chairs of Social Medicine and of Child Health. 


` 





AWARD FOR GALLANTRY 


Dr. RoserT HAMILTON Moyes, deputy medical officer of health, 
Kingston-upon-Hull, has been appointed an M.B.E. (Civil 
Division). The citation in the London Gazette. reads: 


“ Throughout enemy air raids Dr. Moyes has played an important 
part in succouring wounded and trapped people and in encouraging 
the personne] of civil defence services. During one raid he rendered 
assistance to many victims and gave morphine to ease the sufferings 
of those who could not be immediately released. ` This necessitated 
crawling into tunnels at a time when debris was still falling, but he 
carried on regardless of personal risk and displayed a high degree of 
courage. His initiative and skill undoubtedly saved several lives and 
brought comfort to the suffering. Dr. Moyes has been medical 
officer at many incidents and he has always maintained a high 
standard of professional skill and courage. He has worked 
untiringly for the injured victims of enemy air attack and his calm 


_ demeanour ‘has-been an inspixation.” 


A conference of the Nutrition Society will start at 11 a.m. at 
the London School of Hygiene, Keppel Street, London, W.C.1, on 
Saturday, Oct. 17, to discuss “Trace Elements in Relation to 
Health.” Papers-will be read by, Dr. H. H. Green (Significance of 
Tiace Elements in Relation to Diseases’ of Plants and Animals), Dr. 
R. L. Mitchell (Distribution of Trace Elements in Soils and 
Grasses), Prof. D. Keilin and. Dr. T. Mann (Copper, Zinc, and 
other Trace -Elements in Relation to Physiological Function and 
Enzyme Systems), Prot. T. Dalling (Enzootic Ataxia or “ Swayback is 
of Lambs in ‘England in Relation to Copper Feeding of Ewes 
during Pregnancy), Sir Charles Martin (Cobalt and ‘Other Trace 
Elements in Relation to Disease in Australasia), Dr. W. Lyle 
Stewart, (Sheep “ Pining ” in Britain), Dr. M. M. Murray, Dr. D. C. 
Wilson, and Dr. F. H. Kemp (Fluorine in Human Nutrition), Mr. 
F. Blakemore (Industrial Fluorosis of Animals in England), Mr 
W. S. Ferguson (“ Teart ” of Somerset; a, Molybdenosis of Farm 
Animals) Dr. R. A. McCance and Miss E. M. Widdowson 
(Absorption and „Excretion of Trace Elements). Further, details of 
the Nutrition Society can be had fròm the Hon. Secretary, Dr. 


“Leslie Harris, Dunn Nutritional Laboratory, Cambridge. 
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a Dysentery and Diarrhoea in Wartime 


Sin,—Sir Philip Manson-Bahr’s paper concluded in your issue 
of Sept. 26 (p. 374) will be helpful to many medical officers 
in the Services and elsewhere. But in recommending doses 
of 50 to 80 c.cm. of serum in severe cases of Shiga dysentery 
he is not, I think, taking into account the remarkable progress 
achieved during the past few years in refining and standardizing 
these sera. The product issued to the Army contains 50,000 
international units of antitoxin in a volume of less than 10 c.cm. : 
and 50,000 to 100,000 units.js considered sufficient as an initial 
dose, even in fulminating toxic cases, ‘if given intravenously. 
Intravenous injection, as Sir Philip will agree, is preferable to 
intramuscular injection as a means of securing rapid circulation 
of antitoxin; and, thanks to the use of proteolytic enzymes 
in preparing the serum, the risk of anaphylaxis to which he 


refers is now so small that it neet no longer deter us from 


using the most effective route.—I am, etc., 


L. T. Poore, 
Major-General, Director of Pathology 


War Office, S W.1 


~ 


Post-mortem Facilities for All 


Sin,—Prof. G. Grey Turner’s letter (Sept. 26, p. 376) on 
post-mortem facilities -for all seems to be based on a mis- 
understanding. He refers to post-mortems in cases connected 
with workmen’s compensation, but in all such cases where an 
accident has occurred it is the duty of the doctor to notify 
the coroner. A complete necropsy will then be ordered. And, 
again, when persons have died after discharge from hospital 
and where the cause of death is not known, the doctor should 
inform the coroner so that a post mortem can settle the question. 


In other words, the essentials for which Prof. Grey “Turner ’ 


craves are already in existence and in action ; but, admittedly, 
the “ fully equipped institutes ” do not exist. If they did, they 
would be but rarely required because in the great majority 
of the cases to which Prof. Turner refers the simple methods 
of the morbid anatomist (and histologist) suffice ; on the_rare 
accasions when they do not, the hospital laboratory is available 
for complicated invéstigations—I am, etc., ‘ 
London, W.1 


A. PINEY. 


, Antiseptic Technique 


Sir,—We would like to associate ourselves with Prof. R: J. 
Willan’s pleg for an antiseptic technique in surgery (Sept. 5, 
p. 291)., His letter has prompted us to give an account of our 
own experience. After discussions last February, we decided 
to try to eliminate rubber wastage by adopting the following 
technique for scrubbing-up in the theatre, and have used it 
exclusively ever since.” ; 

1, Ordinary toilet of ‘nails, etc.; wgsh hands and forearms and 
dry. A i 
' 7 Put on non-sterile rubber gloves previously inspected and 
patched if necessary. The gloves should be well pulled on to obviate 
wrinkles and the risk of resultant unwashed :aréas 

3. Wash gloved hands in soap and water-for three minutes, 
- 4. Put on sterile gown and fasten the, sleeves at the wrists over 
tho, gloves with’ small rubber, bands previously sterilized in 1 in 50 
lysol, The gown sleeves should be long to avoid exposing areas of 
bare wrist. 

5. Steep hands in 1 in 50 lysol for two minutes. 

‘6. Rinse in saline. $ 

Using this technique more than 2,000 operations have been 
performed in the past eight months, -of which 800 were major 
operations. This number includes some 700 abdominal cases 
of various kinds, but does not include 121 operative obstetric 
cases, for which the above technique has also been used exclu- 
sively. <: No difference.in the wound-healing and post-operative 
‘progress has’ been: observed: between this technique and the 
usual aseptic method using dry-heat-sterilized gloves. 

7 Our. jusfification for bringing-this procedure to your notice 
ais: (a) That it prevents the wastage of rubber gloves caused 
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by heat sterilization. This saving of gloves has been so marked 
that consumption has been reduced to one-eighth of the previous 
quantity. In addition, the gloves fit as perfectly after five weeks’ 
use as when new, the only reason for their final abandonment 
being the impracticability of patching them further. (b) The 
technique is applicable should war conditions ‘abolish the 
sterilizatidh amenities of a modern theatre. 

We agree with Prof. Willan that operations can be performed 
successfully with an antiseptic technique and no gloves at all, 
but gloves afford a necessary protection to the surgeon against 
infection. 

Our experience gives us complete confidence in recommending 
this method to other surgeons, and we regard the marked saving 
of rubber as a definite war economy.—We are, etc., 

N. S. CRAIG. 
5 R. L. Dopps., 
N. C. TANNER. 


London, S W 12. H. K. VERNON. 


Classification of Nerve Injuries 


Sır, —It may cheer Dr. Russell Brain to know that -I -have 
received three other letters of complaint about the terms recently 


introduced for the three types of nerve injury. All the corre- 
spondents have suggested others—some old, some new—but 
with one partial exception the only thing common to their 
terms is that they are not so un-English as “ neurotmesis,’ 
“axonotmesis,” and “ neurapraxia.” In my opinion none of 
them (except, perhaps, “ division ”) is satisfactory. There has, 
in fact, never been agreement on the nomenclature of ‘nerve 
injuries, although I believe that in their own minds most 
neurologists are fairly clear about the three main types. But 
I cannot help being a little doubtful about Dr. Russell Brain. 
In his excellent textbook of neurology (1940) he draws no 
clear distinction between them, and in referring to the second 
type as “division of axis cylinders without division of the 
nerve sheath” (this was not my description) he has failed 
completely to appreciate the importance of the survival of the 
more intimate supporting structures of the nerve. Preservation 
“of the sheath alone is of*little value so far as spontaneous 
Tegeneration (a constant feature of axonotmesis) is concerned, 
as we have demonstrated histologically. And he does not use 
his own or any other terms in his book. . 

It is necessary, first, to ask whether he wishes the terms, 
his or mine, to be used in the widest possible sense or to refer 
only to lesions produced by certain kinds of injury. It seems 
to me that the more comprehensive a term the greater its valye 
Secondly, the term should be more closely related to effect than 
cause, and the effect should, where possible, be ‘indicated in” 
such a way that the‘ reader‘is made aware of the consequent 
anatomical and functional disturbances. I do not suggest for 
a moment that this should be a universal Tule, but it applies _ 
with great force to most local lesions and especially to nerve 
injuries. 4 

` Let us consider Dr. Russell Brain’s contusion, “injury by 
blow without breaking the skin” (O E.D.). This is much more 
a description of the_cause rather than the effect, but, as the 
Table -shows, ‘axonotmesis may be ‘produced in’ at least eight 





-Neurotmesis 



















1. O wounds 
2 


rect blunt injaries 


1. Open wounds 


1. Open wounds 
~2. Duct. blunt injuries 









3. Traction 3 Traction 3. Traction a 
$ 4. Compression, sudden | 4. Compression, sudden 
$ or pra or intermittent 
5. Friction (? 2 combina- 
tion of 3 and 4 as in 
traumatic ulnar neu- 
6, Frei 5. Freezing 
. Freezing . 
4. Local chemical 7. Local chemical polson- | 6. Certain drags 
Poisoning mg (e.g., injection of $ 
phapyrıdine) 
8. Experimental crushing | 7. Experimental! com- 
_” pression z 


~ ~- In other words, there are more ways.of i 


nourotmesjs dividing 
producing { axonoumosis than by< contusing a nervo 
neurapraxia 





different ways, and in each the result is the same. The word 
“axonotmesis ” indicates that the axons have been divided ; a 
little thought brings one to the conclusion that the disturbance 


` 
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of function must'be exactly the same as if the whole nerve 


had been. divided (hence the, .importance of the cognate’ 


neurotmesis); and -a ‘little experience reveals the striking 
difference between the two when recovery occurs—namely, that 
axonotmesis, being predominantly a simple break in the axons, 


is capable of spontaneous regeneration, whereas ngurotmesis * 


is not.- “Contusion” is, therefore, a limited, vague, and 
thoroughly ‘unsatisfactory term. 

And so is “concussion.’: How does “a violent shaking” 
(O.E.D.) fit: the six or seven known causes (see Table) of 
neurapraxia? I admit that.“ neurapraxia” is a little unsatis- 
factory, but not for the reason that Dr. Russell Brain gives. 
The difficulty is that no constant anatomical lesion has’ yet 
been demonstrated, and hence it cannot be described. But we 
do know that the: nerve (or certain fibres in it) stop working, 
and this is precisely what “neurapraxia” means. He is dis- 
turbed because “apraxia ”- is already used in medicine in 
another connexion. Apparently. he takes to himself the privi- 
lege not simply of copyrighting a word (which is legitimate 
and is called definition) but forbidding its use as part of 
a compound. „ Why not-command the anatomists to abandon 
“ aponeurosis ” because “ neurosis” “has for many years been 
the name of a psychic disturbance at the highest level ”? 

I am not fond of new words, and I am especially shy of 
the strange terms, many of them of Greek origin, that have 
come into medicine, during recent years, mòre particularly in 
neurology. But~here there was a real need, and I think 
Prof. Henry Coben has made a successful attempt to meet ıt. 
This-is why my colleagues and I use these words. The fate 
of them will not be decided by their inventor, Dr. Russell 
Brain, or myself.- If they oxpress something that is true, or 
reasonably near the truth, and if. they fill what is clearly an 
awkward gap in neurological nomenclature they will probably 
survive.. If they are found deficient or perhaps just too difficult 
to pronounce then they will almost certainly perish.—I am, etc., 

Headington, Oxford. H. J.: SEDDON. ` 


. f Treatment of Haemophilia A 

Sır, —The paper by Messrs. C. L. Endicott, J. H. Mitchell, 
and G: Qvist (July 11, p. 34), describing a fatal case of bleeding 
in a haemophiliac, has given rise to some subsequent corre- 
‘spondence. While we agree with Prof. G. Grey Turner 
(Aug. 29, p. 258) that suitable local measures should be em- 
ployed when the site of bleeding is accessible, it would appear, 
as-Dr. R. G. Macfarlane and Prof. L, J. Witts have admirably 
pointed out (Aug. 1, p. 140), that the value of general therapy in 
controlling bleeding in haemophilia. is still not sufficiently 
appreciated. From a study of 6 haemophiliacs at the Hospital 
for Sick Children, Great Ormond Street, London, we demon- 
strated (British Medical Journal, June 29, 1929) that the only 
general treatment of any value in haemophilia is the intra- 
venous administration of whole blood or plasma. We showed 
that this. resulted in an immediate fall in the coagulation time 
to a normal figdre, and while the figure rose steadily to its 
original level’ after about one week, the temporary improve- 
‘ment was sufficient to act as a most valuable haemostatic, and 
in our cases resulted in an. immediate cessation of bleeding. 
As Dr. ‘Macfarlane and Prof. Witts mentioned, other workers 
have. confirmed these findings. 


At the time our paper was published dried plasma was not - 


readily available, but there is every reason to hope that it 
would be equally as efficacious as liquid plasma. At that time 
we approached a well-known firm to try to get human plasma 
in’ ampoule form, but we were told that owing to the rarity of 
“haemophilia the demand would not make this possible. 
“that blood and plasma are so feadily available the difficulty 
. has .been rgely overcome. ~We feel, however, that the 
impression may still be held that blood transfusion in- 
haemophilia is simply trying to maintain a blood level which 
will continue to fall unless something further is done. We 
would therefore again point out that blood and plasma act in 
haemophilia as substitution therapy, supplying the- missing 
factor, and analogous, therefore, to insulin, in’ diabetes or 
thyroid in the cretin, except that in haemophilia, the exact 
- nature of the defect has not as yet been fully established.— 
We are, etc., r 
London 


W. W. PAYNE. 
R. E. STEEN: 


‘Now. 


i ; Breast-feeding 

Sm,—Prof. Charles McNeil in his interesting article on this 
subject (Sept. 5, p. 271) says in conclusion: “ Every doctor and 
nurse who has- the responsibility of advising and, assisting 
mothers in breast-feeding ought to -urge its continuation 
wherever possible and as long as possible, and give their best 
thought and effort to overcome any difficulties that may arise.” 
The question at once prompted to my mind is: “ How are 
these difficulties to be overcome? ” 

‘So far as I can see the most difficult and dangerous period 
for the mother and child in this effort to breast-feed is the 
four weeks following the return home from the nursing home 
or after the midwife and/or the doctor have ceased visiting 
the house. The mother, who has received scanty grounding 
in the art of breast-feeding during the short preceding fortnight, 
is now left to her own devices, surrounded by various members 
of her family and her omniscient feighbouis. It may be that 
she has been fortunate, that she has good feeding breasts, 
plenty of milk, and a healthy, normal-sized, tractable, good 
sucking baby. Under these conditions she usually requires and 
seeks no advice-and may be seen neither at the clinic nor by 
her own doctor until the first disturbance of health demands 
advice. 

The mother may, however, fall into the category of those 
who have no wish to feed their babies, upon whom it is not 
worth wasting time, or of those who find difficulties in the 
task: but who, rightly advised, will succeed in overcoming them. 
Very frequently she fails because : (1) she ‘is overridden by 
her friends’ advice, or (2) because she finds bottle-feeding a 
way of escape from what appears, with insufficient practical 
help, an impossible task with its attendant anxiety state. The 
help she requires in this ‘difficult period must be given 
frequently, unhurriedly, and in the home, and it is most likely 
that before the problem is solved there must be opportunity 
for a number of test feeds. It is my opinion that such help, 
in the present state of things, is not and most likely cannot 
ybe given by the infant welfare clinics or the health visitors. 
It- cannot be given by the former, because over an. anxious 
period weekly visits are useless, for in the meantime the fight 
may be lost and submission made to bottle-feeding. It cannot 
‘be given by the latter, because most of their time is taken up 
by shepherding the legions of babies at overcrowded clinics 
whose mothers have come (a) to weigh the baby, (b) to gel 

artificial foods cheaply, or (c) to spend a pleasantly gossipy 
hour. Each of these babies occupies the time in turn of the 
caretaker, the voluntary worker, one or two health visitors. 
and the doctor. Individual attention is impossible and often 
not encouraged by those in ‘authority, and the criterion of 
“success is_ numbers. - Even if the health visitor does find time 
and is allowed to tear herself away from the clinic to do a 
useful bit of follow-up work at the home of a difficult case, 
the length or frequency of the visits is often insufficient to be 
really effective. - 

Could not a great deal of what appears to be wastage of 
time and effort at the clinics be given to home visitation in 
the early days of difficult cases, or could not one health visitor 
at least be available each day at the public health department, 
to whom harassed and anxius mothers could come for advice 
if they, have no doctor to whom they could turn, or if the 
economic factor prevents their doing so? Some babies can 
feed from any mother and some mothers can feed any baby. 
Let all such visit the clinic less often and so allow those 
responsible to concentrate on the doubtful difficult cases. 

Jt may be that in some areas this. problem has been tackled 
and some such arrangements have been made. If so, I- apologize 
for any apparent generalizing aspersions I may have made, 
and ask any who have solved this problem to give others who 
have not the benefit of their knowledge and experience.— - 
I am, etc., ) 
- London, S.W. 


Sm,—With regard to the establishment of- natural feeding, 
it has been my. experience in many different areas that those 
mothers -who - are +attended- by- the district midwives, although 
from much poorer and less well-fed fomes, show far greater 
success than those who are admitted to hospital. I certain 


E. GERARD HOUSDEN. 


_ that this is due to the misguided imterference on the part of 


their medical advisers. Expectant mothers should be taught 


; . 
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that pregnancy, childbirth, and lactation are normal episodes 
in a woman’s life, and should be taken in her stride. So much 
stress is often laid on preparation for breast-feeding that the 
mother comes to think of it as something difficult to achieve 
and literafly “worries the milk away.” Another unfortunate 
mistake is that of the maternity hospital sister who is over- 
anxious to get the baby’s weight up to a prearranged standard 
before its discharge. She frequently tells the mother how much 
it has gained at every feed, and is far too ready with the 
complementary feed. It cannot be too strongly stressed that, 
short of actual starvation; the baby should be left alone in 
its earliest days (except for extra water); as it becomes 
hungrier it will suckle more vigorously and stimulate the breast. 
—I am, etc., 


L. M. M. BEADNELL, 
Assistant Medical Officer, Maternity and 


Š Ctuld Welfare, Barking 


Fair Distribution of Milk . 


Sm,—Last autumn all general practitioners were asked to 
assist the Ministry of Food-in its endeavour to diiect the 
available supplies of liquid milk to those needing it most. On 
the advice of the Special Diets Advisory Committee, the Medical 
Research Council, and the B.M.A., arrangements were then 
made whereby doctors could prescribe ‘quantities up to 2 pints a 
day for certain specified types of invalids: In-a letter I received 
-on this subject from the Ministry of Food last autumn I was 
informed that if the maximum allowance be prescribed in‘every 
case of illness qualifying for priority milk the total amount 
consumed in this way would seriously curtail the supply avail- 


- able for able-bodied adults, and even prejudice the quantities 


needed by mothers, children, and adolescents. 

The Ministry of Food asked for and readily obtained our 
co-operation in maintaining a proper balance between the claims 
of the healthy and the sick upon our milk supply. However, 

„a new form of milk certificate has now been issued (R.G. 50) 
and been in use for at least a month, and we are now not 


asked to prescribe any definite quantity of milk for our invalid ` 


patients. The question of quantity. is governed entirely by the 
class or category in which the patient is placed. Thus, a patient 
suffering from an acute form of gastric ulcer, confined to bed, 
and living almost entirely on milk, receives a certificate that 
he should be granted “such supplies as are at present 
authorized.” In this case he is placed quite rightly in Class I 
of the schedule of diseases, and the local food control office 
will give him automatically an authority to obtain the maximum 
of 2 pints a day. However, a patient suffering from a chronic 
form of the same disease, not confined to bed, and able to take 
a varied diet, yet needing extra milk, receives under the 
regulations exactly the same certificate, since he has to be 
placed in the same class and consequently obtains an authority 
for the maximum quantity. As the need for milk in the-acute 
and chronic cases is very different, it Would seem that unless 
something is done to amend speedily the present form of 
certificate, the available supplies will not be directed fairly to 
those needing it most.—I am, etc., £ 


J. D. BORHAM, 
Medical Officer of Health, Southwold 


' Rickets on the Increase x 


Sm,—In recent months during the clinic -sessions -of an 
extremely widespread and well-supported orthopaedic service 
I have been convinced that there is a definite increase in the 
evidences of rickets. This has been thoroughly investigated 
and the results are as follows: (1) there is a 50% increase in 

_ the number of -rachitic patients seen; (2) a 15% increase in 
the number of cases of acute tickets: these have been- of a 
much ‘more severe type than formerly; (3) very many cases 
are in babies of 4 to 8 months of age. In the majority of 
these cases vitamin therapy has been used, and with regard 
to the babies, all of whom were breast-fed, the mothers had 
not been taking vitamin D: . 

May I submit my conclusiéns; they aie: (1) the present 
standard of dosage of vitamin D is inadequate ; (2) more care 
should be taken of nursing mothers ; (3) there should be some 
form ‘of Notification “of: every ‘case of acute rachitis; (4) a 
thorough, ‘widespread invéstigdtion should be carried out if 
other centres réport similar findings. ° `> - ' 





My period of investigation has been from March to 
September for the years 1941-2. It has‘ in most cases been 
impossible to ascertain when symptoms first began, so sunlight 
estimations have not been practical, but in the gross majority 
the parents have assured me their children get plenty of 
fresh air. , Z 

With regard to notification, I feel it is only -in this way 
that rickets can be placed in its rightful category of seriousness. 
Certainly notification ‘should make possible investigation by the 
local health service. Rickets, with its distressing sequelae, is 
a preventable disease, and in my opinion every case is a 
responsibility, if not a disgrace, on our medical organization. 
—I am, etc., , 

Manfield Hospital, Northampton. Nog. SMITH. 

Tenosynovitis in Untrained Farm-workers 

Sir,—It'is with great interest that 1 read the report of 
Colonel Flowerdew and Dr. Bode on this condition (Sept. 26, 
p. 367). At this time of the year, here in Kent, we all go to 
the hop-gardens, joining those who come to spend their 
holidays hop-picking. For the uninitiated, hops are about the 
size of a rose-byd and the texture of tissue paper, and a good 
picker might gather 30 to 35 bushels a day. Every year, a 
few days after picking has started one sees at least half-a dozen 
cases of tenosynovitis, always affecting the extensor tendons, 


‘usually the extensor ossis metacarpi pollicis and _ the extensor 


digitorum communis. For these patients hop-picking is finished 
for that year. Treatment has always consisted of strapping 
with elastoplast and complete rest for a week and restrapping 
for a further week. Recovery is the rule at the end of this 
time, ‘and these workers are able to pick the following year, 
usually without recurrence. l 

I beleve that it is the repetition of exactly the same move- 
ment many hundreds of times a day that induces the inflamma- 
tion, for it is often the experienced picker, “out to do a little 
better this year,” who is affected, and not the novice Picking 
but a few bushels a day.—I am, etc., 

Tenterden: Taos. H. E. TayLor-Jongs. 


The Demand on the Blood Donor 


Sm,—Your leading article on the demand on the blood donor 
(Sept. 19, p. 342) interested me. When, ten days ago, a donor 
previously bled 5 months before presented herself to me for 
bleeding and on investigation I found her to have only 60% 
haemoglobin (Sahli), instead of bleeding her 1 gave a prescrip- 
tion for iron on a hospital form; I told her to continue with 
iron therapy for 6 or 8 weeks, assuming that she would quite’ 
cheaply obtain the iron in the form prescribed from a local 
chemist, there being no out-patient facilities within 10) miles 
of her home. She, however, went to her family doctor, who 
upbraided me on the telephone for not referring her in the 
first place directly to him. I thought he had reason for com- 
plaint ‘on ethical grounds, though from the donor’s point of 
view—i.e.> convenience and expense—and from the point of 


_ view of preventive medicine in general, I considered that I may 


have done rightly. 

T then ascertained the official view of my own transfusion 
service, and it was that enrolled donors should be at liberty 
to accept free advice and if necessary prescription of iron from 
the transfusion officer attached to the service in which the donor 
is enrolled—this has been its custom from inception 18 years 
ago. In the leading article there appear the following 
passages: (1) “Transfusion officers are beginning to realize 
the need for checking the haemoglobin level before bleeding 
and for prescribing iron for the prevention and treatment of 
anaemia in blood donors.” (2) “It seems unwise to bleed a 
donor whose haemoglobin is below 11.7 g. per 100 c.cm., or. 
85% on ‘the Haldane scale. Such volunteers should bé advised 
to take iron and be seen again after an interval. For adminis- 
trative reasons, it may be simpler to ‘prescribe iron for all 
donors after bleeding.” F 

There -is no doubt in my mind which of these methods is 
likely to be most’ efféctive in preventing anaemia, especially 
as moderately anaemic subjects are virtually symptomless very 
often, and are, therefore, unlikely to seek professional ¢dvice 
in more than a percentage of cases, even when this “course is 
suggested to them.—I am, etc., x 


Sutton Coldfield Guy R. BASHFORD. 
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Sir,—With reference to your leading article (Sept. 19, p. 342), 
I think the following case will be of interest. 

A patient, a woman of 26, has been acting as a blood donor 
for the last 3 years. She has been called upon every 3 months 
up to April, 1942, during that period. The last time she was 
called upon, in July, 1942, she did not attend. She®was sent 
to me by her private doctor in August, 1942, There was 
evidence of chronic disease in the left lung and the sputum 
test was positive. She gave a history of having had a cough 
for the last 3 years. There was no history of tuberculosis in 
the family, and considering the factors that lead to the mani- 
festation of tuberculosis importance can be attached to the 
fact that she has been a regular blood donor. Further study, 
however, of her dietetic habits revealed the fact that she was 
the type of individual who disliked meat and fat, cabbage, and 
green salads. The lack of these elements in her diet would 
cause a state of malnutrition, and this condition would be 
intensified by the regular withdrawals of blood. 

The advice given in the article, that volunteers should take 
iron, is good, but it also seems necessary that inquiry should 
be made-into the habitual diet of these volunteers, and that they 
should be investigated by miniature radiography.—I am, etc., 


Plaistow, E.13 P. A. GALPIN, 
Tuberculosis Officer. 


“ Silent ” Sinusitis 

Sir,—I wish to confirm Mr. Terence Cawthorne’s statement 
(Sept. 26, p. 379) that sinus disease as a cause of visual dis- 
turbance is very rare. It has been and is my privilege to see 
a number of cases of retrobulbar neuritis and loss of sight 
referred to my clinic by one of our largest ophthalmic hospitals. 
In 1923 I studied my notes of 54 cases of retrobulbar neuritis ; 
after a careful and thorough examination of the nasal sinuses, 
in only 5 of the 54 cases was the retrobulbar neuritis due to 
nasal disease (British Medical Journal, Nov. 10, 1923). Many 
of these 54 cases were followed up, and at a meeting of the 
Sections of Ophthalmology and of Laryngology in 1926 (Proc. 
roy. Soc. Med., 1926, vol. 19, Sect. Ophthalmol., p. 90) I 
gave details of the review of 76 cases of optic neuritis, and in 
only 5 of these was the neuritis caused by nasal disease. In 
all these 5 cases the sinusitis was manifest and obvious. 

Modern methods of examination and improved x-ray 
photography have abolished latent, hidden, or silent sinusitis, 
and to the honest rhinologist “ silent sinusitis ” does not exist. 

My experience since the above publications in 1926 has shown 
that-the number of cases of loss of sight of nasal origin are 
considerably fewer than the above figures indicate.—I am, etc., 


London, W.1. Epwarp D. D. Davis. 


t 


Sır, —It is only right to be sceptical about a condition which 
«is difficult to diagnose except by a specialized x-ray technique 
not always available. I felt sceptical myself when first intro- 
duced nearly 3 years ago to the Proetz technique of ephedrine 
replacements as a means of curing asthmatics, epileptics, and 

“ migraines,” 25 proof of the pudding, however, is in the 
eating. 

A boy of 14 was seen in May, 1940. He had had asthma 
since an attack of measles in 1936. .He was deaf and “ bunged 
up ” with catarrh. He had 12 replacements over about 3 weeks. 
‘His catarrh and deafness cleared up completely, and he has 
had no asthma since. 


A youth aged 19 suffered from petit mal, having had an 


attack about once a fortnight since childhood. He had a stuffy, 
blocked-up nose. He had 10 replacements in June, 1940, and 
has not had a single fit since. 

These two cases are selected from a large number, all of 
which have shown remarkable improvement by relieving this 
allergic condition of the sinus linings.—I am, etc., 

Ashtead, Surrey. W. EDWARDS. 


Sir,—Mr. Terence Cawthorne (Sept. 26, p. 379) writes of the 
custom to regard the sinuses as healthy in the absence of radio- 
logical or clinical evidence. In the face of the evidence given 
in the two cases I reported in the Journal of Aug. 1 (p. 128), 
is it not time that we changed our custom?—I am, etc., 


London, W.1. Rosa FORD. 
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A. B. MITCHELL, O.B.E., F.R.C.S.I., M.P 


The recent death of Arthur Brownlow Mitchell (familiarly 
known to all old Queensmen as “A. B.”) has severed a link 
which securely bound successive generations of medical 
graduates to Belfast for half a century. 

Entering the old Queen’s College as a medical student in 
1885, he graduated in the Royal University of Ireland in 1890. 
By winning the Coulter Exhibition he had already proved 
himself the first man of his year and had given an indication 


-of that ability, industry, and practigal knowledge of medicine 


and surgery which in later years 
placed him in the forefront of 
the surgeons of his time. After 
graduation he held the post of 
house-surgeon to the Royal 
Hospital at a time when there 
were but two resident medical 
officers. At once he showed 
his dexterity and quickness in 
the performance of minor 
operations and in the treatment 
of fractures, and by conducting 
a surgical “grind” for final- 
year students gave promise of 
the capable and attractive 
teacher which remained one 
of his chief characteristics 
throughout his surgical career. 
In 1893 the Ulster Hospital for 
Children and Women gave him 
his first staff appointment, and 
by his election as assistant surgeon to the Royal. In both 
these institutions he had for a colleague William Whitla, for 
many years his chief medical friend. At this time both hospitals 
had become antiquated and ill fitted for the great advances 
which were to be made within the next few years. In the 
rebuilding of each Mitchell took a prominent part and showed 
that he possessed other qualifications for leadership besides 
those of a professional nature. 

The time was opportune for the young surgeon. 
era had just been opened by the discoveries of Lister. These 
inaugurated the study of pathology in the living subject. The 
abdomen lent itself to this experimental stage both by reason. 
of the extent of the field and by the relative ease with which 
abdominal explorations could be carried out. Mitchell was 
immediately attracted by its problems. His enthusiasm, manual 
dexterity, gentleness, and quickness gave him initial successes 
in gastric and‘ duodenal perforations. Operations for acute 
appendicitis followed and afforded facilities for studying the 
varied pathology to which this organ gives rise. In a brief 
period Mitchell obtained æ wide experience of abdominal 
diseases generally, and by papers on abdominal! subjects to the 
various societies played a great part in the medical education 
of the Province. These papers established the position of the 
rising young surgeon throughout the whole country, notably 
enhancing the reputation of the Belfast Medical School. At 
the Belfast Meeting of the B.M.A. in 1909 he read a paper 
on 23 consecutive operations for perforations of the duodenum, 
with two deaths—a record performance at the time. The 
treatment of the “acute abdomen” by surgical methods was 
soon followed by the operative treatment of less urgent con- 
ditions. As pathological knowledge increased attempts were 
made to anticipate perforations of the stomach, duodenum, and 
appendix. This opened up a wide field both in diagnosis and 
treatment when x-ray diagnosis was still in its infancy. Gastro- 
enterostomy for pyloric obstruction is an obvious example of 
this, and few’ operators in the country equalled him in the 
performance of this operation. While the upper abdomen 
absorbed much of Mitchell's attention his technical skill gave 
him experience in all abdominal diseases, so that before [909 
he had contributed important papers on intussusception, intes- 
tinal obstruction, and cancer of the rectum. 
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.Mitchell’s outstanding position in the surgery of the abdomen 
in the early years of the century brought with it a rapid increase 
in his work as a consultant. His advice was sought not only 
by the general practitioners all over the country but by the 
surgeons to the county and district hospitals, most of whom 
were brought up on pre-Listerian principles and were eager 
for him to demonstrate his methods in the country. The advent 
of the motor car made this possible, and during the ten years 
before the last war Mitchell’s country work was enormous. 
The outbreak of war showed, however, that he was a general 
surgeon of. wide capabilities. He was nominated by the Royal 
College of Surgeons in Ireland for the post of consulting 
surgeon to the, Forces in France. When the invitation arrived, 
however, he was in a nursing home, having himself undergone 
an abdominal operation. He had therefore most unwillingly 
to decline the offer. Lateg on, in 1916, Sir Robert Jones put 
him in charge of the Military Orthopaedic Hospital in Belfast. 
In this post he proved himself a first-rate administrator as 
well as an expert on the problems presented by the wounded 
soldiers who were arriving in great and increasing numbers. 
At this time his daily list included nerve sutures, bone grafting, 
and amputations. During the war the hospital dealt with over 
3,000 cases, and this work gained for him the O.B.E. 

But Mitchell's interests were not confined to his professional 
work, When Queen’s College became Queen’s University in 
1908 he was appointed to the Senate. From the first he was 
a member of the Standing and Finance Committees, which 
determine the policy and carry out much of the administrative 
work of the university. > For several years he was chairman 
of the Athletic Field Committee, and the spacious and attractive 
grounds at Cherryvale are a permanent memorial to his fore- 
sight and knowledge of the value of physical health to the 
student. In 1935 he became M.P. for the university in the 
Northern Ireland Parliament. He greatly appreciated the con- 
fidence of. his medical friends which this honour conveyed, for 
he had never had time in his very busy professional life for 
political activities. In Parliament he often spoke on public 
health problems, especially when these entailed the improve- 
ment and extension of medical services. Whatever Mitchell's 
activities may have been, and they were widespread, he allowed 
nothing to interfere with his work for the Royal Victoria 
Hospital, At his retirement from the active staff he joined 
the board of management, and for twelve years up to the end 
`- held the office of chairman. Under his direction recent exten- 
sions were made to the wards, and the new fracture department 
now in process of building had his constant support. 

Mitchell’s greatest asset was the charm of his personality. 
His rapid success in his early surgical career did not fail to 
cause some- jealousy. Most of this, however, was ill founded, 
and he lived to gain the undivided esteem and affection of his 
colleagues eon the staff of the hospital and its board of 
management, He had.many friends, too, among the leading 
surgeons’ of his time. Two of his most cherished possessions 
were letters of appreciation from Lord Moynihan and 
, Sir Robert Jones. 


Dr. Epwin Lancecor Hopkins died suddenly on Sept. 10 at 
the age of 53: He had been medical superintendent of the 
Derbyshire County Mental Hospital since June, 1931. E. L. 
Hopkins was a Somerset man, lived for some time in Southern 
Treland, and studied medicine at the London Hospital, qualifying 
M.R.CS., L.R.C.P. in 1916, after which he at once joined the 
R.A.M.C. and saw service first with the 39th Field Ambulance, 
and Jater with the 6th Battalion South Lancashire Regiment in 
Mesopotamia, being awarded the M.C. for conspicuous gallantry 
and devotion to duty while attending the wounded under fire. 
Upon the termination of his military service he secured an 
"appointment in the Ministry of Pensions and took the D.P.H. 
in 1921, after which he joined the L.C.C. Mental Hospitals Ser- 
vice, and was A.M.O, at Bexley and Hanwell Hospitals, and 
deputy medical superintendent at the Ewell and West Park 
Hospitals at the time of his appointment to the Derbyshire 
County Mental Hospital at Mickleover. . He was a man. of 
charming personality, and displayed a kindly sympathy which 
endeared him to his patients and to those with whom he came 
in contact in his various outside activities. During his term 
of officegat Mickleover he added much to the amenities of the 
patients, improving thei? living conditions and methods of 
treatment, and creating a fuller sense of security and freedom 
in the outlook of the mental sufferer. He inaugurated 


psychiatric clinics at Derby and Chesterfield and helped many 
neurotic subjects by his calm, kind, and tolerant attitude. He 
avoided hasty decisions and proved himself a man of sound 
judgment. 


On Sept. 16 there passed away Judge DicBy COTES-PREEDY, 
one of tle few medical men who have forsaken medicine and 
thereafter attained distinction at the Bar. The outstanding 
instance in our time is the late. Lord Finlay. He was born in 
1875, and after taking his degree at Cambridge, from Emmanuel 
College, he studied at St. George’s Hospital; but he always 
had one eye on the law, and this delayed his qualifying 
as L.S.A., about which he appeared to be in-no great hurry. 
He held a house appointment at his own hospital” however, 
and was “called” not long after. Always aman characterized 
more by knowledge of the world than by aptitude for academic 
distinction, he applied himself to his second profession with 
great energy. He became law’ reporter for the daily press 
(actually, for the Daily Mail, if memory serves) and attended 
the Courts most assiduously. This, together with his natural 
shrewdness and native wit, with which he: was well endowed, 
presently led him to adopt the Divorce Division as his province, 
and there he soon obtained a very considerable practice 
as a junior. Jn 1925 he took silk, and continued to enjoy even 
greater success, becoming a Bencher of the Inner Temple in , 
1932. He was promoted to a County Court Judgeship in 1936, 
but had to resign owing to ill-health in 1941. He had been a 
member of the Coroners Committee in 1935 and served 
on two select committees during the war of 1914-18. He was 
also Chancellor of the Diocese of Worcester. Cotes-Preedy was 
an interesting and amusing raconteur; and the County Court 
Bench was exactly his right milieu. He married in 1908 
Margaret, younger daughter of the late Mr. S; Bradley of 
Blakedown, and had one son. His father was the late Rev. 
D. H. Cotes-Preedy, minor canon of Worcester Cathedral. 








The Services 
C 


The M.C. has been awarded to Capts. A. `A. Byrne, C. R. 
Tilly, E. Townsend, and J. Watt, R.A.M.C., and to Capt. R, B. 
Sule, I.M.S., for gallant and distinguished services in the Middle 

ast. 


Capts. J. H. Annan, A. C. D. Parsons, and L McD. G. 
Stewart, R.A.M.C., have been mentioned in dispatches in 
recognition of gallant and distinguished services in the Middle 

ast. j 


CASUALTIES IN THE MEDICAL SERVICES 


Temp. Major JoHN MACMILLAN, R.A.M.C., died on. active 
service in July. He was born on May 18, 1912, and. was 
educated at Aberdeen Grammar School and at the University 
of Aberdeen, where he graduated M.B., Ch.B. in 1936.) He 
held house posts at Walsall and Kettering hospitals and was in | 
general practice for eighteen months before being appointed 
A.R.P. assistant medical officer for. Southgate. He entered: the 
R.A.M.CT.A.) in Aug., 1937, was promoted capt. a year later,” 
and was called up immediately war broke out.. He was posted 
to the Middle East early in 1940 and served in Palestine, Iraq, 
and Syria. In April, 1941, he was mentioned in dispatches for 
distinguished services. He leaves a widow. He was a member. 
of the B.M.A. : 


Temp. Major THomas GERALD Martin, R.A.M.C.,, is in- 
cluded as “ died’? in an Army Council Casualty List published 
on Sept. 25. He was born on Aug. 24, 1906, and graduated 
M.B., B.Ch., B.A.O. (with honours) at the National University: 
of Ireland, and gained the Blayney prize and the Pearson gold 
medal in 1931. He also took the D.P.H.Lond. He had held 
house posts at Sheffield Royal Hospital, and in 1937 settled in 
practice in London. He entered the R.A.M.C. in Nov., 1939, 
and was promoted capt. a year later. 


An India Office Casualty List announces the death of Lieut,- 
Col. BISHAMBHAR Sanat, LM.S. He was born on Oct. 17, 1888,” 
and was educated at the University of Calcutta and at Charing 
Cross Hospital, qualifying M.R.C.S., L.R.CP. in’ 1916. ` He 
immediately took a temp. commission in the ILM.S., and in 
1920 received a permanent commission, being ranked as capt. 
from 1919. He became lieut-col. in 1931. He served “in 
France and Flanders during the war of 1914-18, receiving the 
medals. mR 
_ Prisoners of War—Major J. A. G. Carmichael, R.A.M.C., War 
Subs. Capt. H. D. Fleming, R.A.M.C., War Subs. Capt. C. D. 
Holdstock, R.A.M.C., Capt. W. O. James, R.A.M.C., War Subs. 
Capt. J. C: Mustardé, R. .M.C., Capt. P. Turner, RA.MC. 


Missing —Capt. C. V--Lewis, R.A.M.C. 
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EPIDEMIOLOGICAL NOTES 


Discussion of Table ` 


In England and Wales the seasonal rise in the . incidence of 
infectious diseases which is expected in early autumn appears 
to have begun. A rise, ın some cases substantial, oecurred in 
the number of notifications of every disease excepting typhoid 
fever, which fell by 17 cases. 3 

There was a small rise, 23 cases, in the incidence of diphtheria, 
the notifications of which are now 36% larger than four weeks 
ago. No marked contrasts exist between the area totals of last 
week and this week. 3 

' The notifications of scarlet fever have also shown a con- 
tinuous rise durmg the past four weeks and are 264 more than 
last week. The rise was fairly general throughout the country, 
the record increase being 75 in Yorks West Riding. 

The notifications of whooping-cough were 76 more than last 
week. The trend of the incidence within the counties fluctuates 
from week. to week, the largest variations during the week 
reviewed being a rise of 26 in Yorks West Riding and a fall of 
23 in Middlesex. 

The incidence of measles, which had been continuously de- 
clining for eleven weeks, during which the weekly totals fell 
from 7,581 to 2,644, rose by 354 cases. The additional cases 
came from the North Country. The increases were Yorks West 
Riding 116, Lancashire 60, Cheshire 58, Cumberland 49, 
Northumberland 42. In the southern part of the country thé 
incidence continued to decline, except in London and Middlesex, 
where 38 and 30 cases more than last week were recorded. 

Although .the notifications of dysentery rose by 38 there was 
no new outbreak of any size. Small numbers of cases occurred 
more frequently than usual and ten more counties reported 
cases than during the preceding week. The outbreak in Oxford- 
shire fell from 41 to 14 (Oxford C.B. 5, Bullingdon R.D. 9), 
while in Norfolk there was a rise from 16 to 36 (Norwich C.B. 
13, Swaffham R.D. 18, St. Faiths and Aylesham R.D. 5). The 
largest of the other county totals were Lancashire 20, London 
16, Surrey 10. ` 

In Scotland there was little change during the week. The 
only noteworthy variation was an increase of 33 cases in the 
notifications of scarlet fever. The chief centres of infection 
of this disease were Glasgow 76, and Edinburgh 68. 

In Eire there was a relatively large increase, from 15 to 31 
cases, in the incidence of poliomyelitis. The cases were widely 
distributed, and involved fifteen districts. The largest centre 
of infection was in the county of Louth (Drogheda U.D. 5 and 
Louth R.D. 5); 5 cases were also reported in Dublin. 


Quarterly Return for Eire 


The report of the Registrar-General for the second quarter 
of 1942 shows that the zeneral position was better than in the 
corresponding quarter of 1941. 

The birth rate was 24.5 per 1,000, being 4.5 above the rate 
for the June quarter of 1941 and the largest recorded in any 
quarter during recent years. The infant mortality was 62 per 
1,000 registered births. This fate was 9 below that of the 
second quarter of 1941 and 5 below the average of the June 
quarter of 1937-41. s 

The general death rate was 14.6 per 1,000. Although this 
was 0.5 below the rate for the corresponding quarter of 1941, 
it was slightly higher, 0.2, than the average for 1937-41. Deaths 
from puerperal causes were 2.2 per 1,000 births, an increase of 
0.2 on the value for the second quarter of 1941 but consider- 
ably lower than the rates for the corresponding quarters of 
1937-40, when the rate varied from 2.3 to 4.3. The death rate 
from tuberculosis was 1.7 per 1,000 compared with 1.3 in the 
previous year, and was the largest rate recorded in a June 
quarter during recent years. The increase was mainly due to 
pulmonary tuberculosis with 1,011 deaths compared with 738 
in the second quarter of 1941. 5 


i : 
Returns for the Week Ending September 26 
The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 1,963, whooping-cough 
938, diphtheria 807, measles 3,356, acute pneumonia 459, 
cerebrospinal fever 70, acute poliomyelitis 32, dysentery 237, 
paratyphoid 13, typhoid 9. 








Helen Wyandt and her colleagues (Arch. intern. Med., 1941, 68, 
1043) report 86 new cases of elliptic erythrocytes in three large 
families of German extraction. In this series elliptic red cells were 


found in one member of each of two pairs of twins, in the other ' 


member of which the cells were round. In one family both the 
mother and the father had large numbers of elliptic red cells. The 
authors state that their investigation lends support to the opinion that 
the anomaly has no definite relation to disease. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Sept. 19. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last , for: (a) d and Wales (London included). (b, 
London (administra county). (c) tland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in En d and Wales (including London 

) London (admurustrative county}. (c) 16 principal towns in Scotland. (d) 

o 13 princrpal towns ın Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 
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eaths year 
Infant mortality rate 
(per 1,000 live births) 




















1a 
Deaths (excluding still- | _ i 
births, is . | 3,422} 461| 503| 188) 111| 3,436) 419) 535| 173; 113 
Annual death rate (per 
1,000 persons Li 11 3112-6) t 116,115) t 
Live births ` š 5,861] 675 833| 443) 253| 4,910, 423| 828 452) 235 
Annual rate per 1,000 
persons living .. 172) 296) t 16 8] 300; T 
-S irths a ‘ 206| 21| 28 185| 16] 35 
"Rato per 1,000 total 
births = (ancluding 
stillborn) .. ke 33 41 























— 
*Tnclüdos. primiry form for England and Wales, London (administrative 
county), and Northern Ireland. 


+ Ownmg to evacuation schemes ard other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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e. > 
At a meeting of the Royal Sanitary Institute to be held at 90, 
Buckingham Palace Road, S.W., on Wednesday, Oct. 21, at 2.30 
p-m., a discussion on “ Scabies "will be opened by Dr. Henry 
MacCormac, Dr. Thomas Standring, and Major C. G. Johnson, 
R:A.M.C. 


- A meeting of the Therapy Section of the Faculty of Radiologists 
will be held at 32, Welbeck Street, W., on “Saturday, Oct. 17, at 
10.30 am., when there will be a discussion on beam direction in 
radiotherapy. a . T 
A Christie pension of £89 per annum will in November be 
awarded to a necessitous medical man fully 55 years of age, who 
~ has been registered for 5 years, and who is in need of help.” Forms 
of. application may .be hadefrom the Secretary’s Office, Epsom 
College, Surrey, and must: be completed and returned by Oct. 26. 


The address of the Drugs Branch, Home Office, ıs now Cornwall 
House, Stamford Street, London, S.E1. Telephone number 
Waterloo 8070. 


After a trial lasting eight days at the Central Criminal Court Dr. 
Francis Percival de Caux of Green Street; W., and with a country 
house at Marden, Kent, was found guilty on eight of nine counts 
charging him with performing illegal operations to procure the mis- 
carriage of women. The jury were at first unable to agree upon a 
verdict, but after a second retirement they recorded their verdict and 
also found Dr. de Caux guilty of conspiring with another woman to 
attempt to procure her miscarriage. - Supt. Smeed of the Kent 
County Police said that 75 women had been seen by the police in 
the course of their inquiries, and 35 admitted they had undergone 
an operation; 47 women had been treated and the fees paid 
amounted to £2,698. Mr. Justice Hallett, passing sentence of five 
years’ penal servitude, and two years’ imprisonment on the second 
charge, the two sentences to run concurrently, said, “ You must have 
known all through the penalties that would follow such a practice, 
and you did your best to cover up your activities.” i 


‘The Medical! Research -Council has received a bequest of- the 
residuary estate of the late Mrs. Emily Inston of Sandbach, Cheshire, 
to be applied to the furtherance of research work on arthritis. 

Dr. H. D. Clementi-Smith and Dr. M. H. Watney have been 
elected wardens of the Mercers’ Company. 








Letters, Notes, and Answers 








All communications in regard to editorial business ‘should be 
addressed to THE EDITOR, British MepicaL Journdt, B.M.A. 
House, Tavistock SQU. Lonpon, W.C.1 A 

ORIGINAL ARTICLES LETTERS forwarded for publication 
are undergtood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
dif reprints are required, as proofs are not sent abroad. ~ 

ADVERTISEMENTS, should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 

` Journal and subscriptions should be sent to the Secretary 

TRLEPHONE No.—BM A. and B.MJ.: EUSTON 2111. 

TELEGRAPHIC ADDRESSES.—EDITOR, A:tiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. ‘ E 

B.M.A. ScoTTISH OFFIce: 7, Drumsheugh Gardens, Edinburgh. ` 


QUERIES AND ANSWERS 
Post-mortem Lividity - _ z: 


Dr W. W. MackINLay writes: In my textbook (Glaister) the time 
of earliest appearance of post-mortem` lvidity is stated to be 
8 to 14 hours and in exceptional cases 5 hours. Recently this 
phenomenon was observed when I examined a body at 1 p.m. 
where death undoubtedly took place after 10 am; the time 
elapsing being thus certainly less than 3 hours. I should be glad 
to have the comments of those of extensive medico-legal experience. 

~ I may say that the case was a cardiac one—probably aortic. This, 
of course, may have had considerable influence on time of 


appearance. A 
Itching of Limbs 


Dr. F. M. PurceLL writes in reply to Dr. W. A. Milligan (Aug. 5, ` 


p. 208: During recent months I have been treating a bed-ridden 
man, aged 72, suffering from chronic heart disease and paresis of 
the limbs. He has been under medical treatment for many years, 


and during the last year or so has suffered from severe generalized 
pruritus. Already he had tried various antipruritics without relief A 
I fared -no better than -my predecessors until July, when, in 
curiosity, I prescribed 1,000 B units of oestrone twice daily by 
mouth. Prompt relief followed, and has been maintained on two 
three-weeks- courses. The itching had been persistent and. 
intractabfe, the skin scratched and pigmented; the poor old wife- 
wes in great distress as the husband’s sleep was so upset: He has 
not complained of the itching again since July. Last month J 
prescribed 1,000 B units for another elderly man, who was also 
complaining of chronic generalized itching. Each week he has 
admitted improvement under this treatment, not complete relief, 
- but considerable: ‘he is not an enthusiastic patient. Neither of 
these patients was diabetic. i 


pt 


LETTERS, NOTES, ETC. 
x Fly Pest 


Dr. J. B. WraTHALL Rowe (Harrow) writes: I have noticed a-con- 
sicerable increase in the numbers of the common bouse and’ other 
flies during the past summer compaied with previous years, and 
attribute this to the greater use of garbage bins which are now 
dotted about the streets for the reception of pig food. While 
realizing the necessity for collecting pig food in this way, I feel 
that attention should be drawn to the need for destroying as many 
flies as possible next spring and summer if we are not to be faced 
with outbreaks of fly-borne diseasés such as summer diarrhoea. 
Steps should be taken now to begin the manufacture of fly-traps 
and other means of killing them. The ordinary fly “ swatter ” 
is practically unobtainable and in any case is an inefficient and 
messy instrument. I have been experimenting lately with a de 
Vilbiss atomizer, and find that if ordinary commercial paraffin is ` 
used in it and the spray directed on to the fly the latter rolls over 
and dies with astonishing rapidity The corpses can then be 
collected and burnt. I believe the cause of death is asphyxia 
resulting from blockage of the air ducts by the paraffin. Inci- 
dentally, ordinary paraffin is very much cheaper than the pro- 
prietary insecticides on the market—about 4d. a quart compared 
with ‘2s. 6d. a pint—and is just as efficacious It ‘does not stain 
and evaporates in time from walls and ceilings. Jt should not, of 
course, be used in proximity to food or open flames, 


Bureaucracy in Rubber Gloves - ni 


Mr. A. J. BLaxtanp (Norwich) writes: On July 22 I applied to the 
Regional Office of the Ministry of Health for a supplementary 
ration of rubber operating gloves. I stated that my practice was 
entirely a surgical one and gave an estimate of my average yearly 
consumption. After an interval of six weeks I received a letter 
asking what my basic ration had been. I replied, by retum of 
post, that it had been the usual three pairs of gloves, and I 
requested that I might be allowed a supplementary ration as soon 

- as possible, as my reserve stock was nearly exhausted. I received 

a‘ certificate for extra gloves this morning—ie., nearly ten weeks 

after my application. I grant that this may be considered’ a some- 

what trivial affair. but it seems_to me to be typical of the duatory 

methods ‘that one may expect of the bureaucratic ‘control in a 

Gcvernment Department. It would not be tolerated in any 

ordinary business concern; and it is one illustrative portent to 

our profession of what to expect in a State Medical Service. - 


Ë Bleeding Tooth Sockets 


Dr. S. June (Heworth, York) writes with reference to Dr. J. T 
Maclachlan’s note (Sept. 19, p. 356): May I draw attention to 
a simple method to stop bleeding tooth sockets. Once when I 
faied to stop the persistent weliing-up of blood into the mouth 

- by use of silver nitrate, and attempts to plug the socket of the 


` bleeding tooth with small strips of gauze also proved unsuccessful, 


I inserted a cork of a small bottle into the socket. I had 
sterilized the cork by boiling it in water for ten minutes, and -I 
removed it after 24 hours ‘Since then I have used this method 
3 or 4 times, always with success. 

“ The Pleuro-subpleural Zone ” 

Dr. J. SKLADAL writes from 26, Trinity Street, Cambridge: I was 
rather surprised by the review of my monograph in the British 
Medical Journal of Sept. 5, made under the heading “An 
Auscultatory. Method.” Regretting very much indeed that the 
reviewer did not attend the meetings of the Royal Society of 
Medicine and of the Physiological Society in November last year, 
‘at which both occasions I demonstrated the method of sudden 
expiration and one patient with cortico-pleural lésions, as also the 
mechanism of the reduplicate sound on the physical model, I 
would stress my readiness and, as I think, my duty, too, to 
endeavour to convince everyone who doubts about ths findirigs 
and‘conclusions given in my monograph. 7 ž 
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Blood iansfusion cannot to-day be regarded merely: as-a 

substituté method of ‘medical treatment. It should really. 
be designated by the ferm “ haemotherapy.”-—ie., treat- 
‘ment with blood—as, in ‘addition to the infusion- of fresh 


1 


blood, elements which stimulate and alter its reactions,. 
mainly ‘in a beneficial direction, are likewise introduced. 
into the organism. This is usually followed by, restoration, 


' of ‘the, functions of various diseased organs. 


Blood is distinguished from all the tissues and organs by. 

. virtue of its: extraordinarily wide range! of functions. Besides 
its own life, it reflects in itself that of all the organs and 
> systems. Not! only does:the blood distribute the oxygen ‘it 
obtains from the lungs but it also serves as a universal medium 


in metabolism and carries within itself the products of nutrition ; 
and disassimilation: The chemical stimulators of vital processes, 
fragments of hormones, as.well as catalysers—ferments and ` 


protective substances—are all ‘concentrated in jthe blood. These 
_ factors are no doubt of fundamental significance in rendering 
blood transfusion one of ‘the_most effective measures known in 
medical practice. - ` ‘ 
Jf Hits Wide ‘Application 
The’ wide, application of blood transfusion in the USSR. 
was preceded by research work by a number of Soviet scientists 


(among them, Academician A. A: Bogomoletz and Academician ` 
S. I. Spasokukotsky), who' sought to establish the mechanical .. 
basis ofthe effect of blood transfusion: and to determine .. 


indications ‘and contraindications in applying this means of 


‘treatment. p ‘ 


: The application of blood. -transfusion has -greatly developed: , 


“since 1926, | when a special institution -was founded in Moscow 


—the Central Institute for Blood Transfusion (L.P.K.}—under © 
> the auspices ofthe People’s-Commissariat for Health of the: 


U.S.S.R. (Narkomzdrav); and parallel with this development 
there proceeded research work which resulted in the scientific 


establishment of several” points touching upon this method. - 


, Blood transfusion i is to-day performed in all medical institutions 
throughout' the U.S.S.R., and: the number of such transfusions 
has grown rapidly year by year. 


. this-figure had mounted to 200 ,000, excluding transfusions given 
con the Finhish front in that year. 

With us; blood transfusion always had a definite ultimate 
. aim—the utmost possible use of this prepotent medical treat- 
ment in wartime. And this urged'us to solve the problem of 


organization, to train’ all, physicians’in the giving of blood: 


transfusions, and to set up special institutes and stations—future 


blood- -purveying depots—in all regional centres and large towns. . 


- This work-has made great progress during recent years. Whereas 

in 

USS.R., by 1941 their number had reached 1,500; and, `of 
, course, there has been a corresponding. growth in the number of 


donors. Soviet scientists; too, demonstrated their theoretical - 


and practical achievements in: ‘the sphere of blood transfusion 
at, the 1935 and 1937 International Congresses on, Blood 
Transfusion. . 


1 ah 


Blood Cinai f ; ' 


At: -the outsét blood ‘transfusion in- general acae was ` 
i resorted tò mainly as an emergency measure. There then arose 


` 


v=; ` 


Whereas in 1935 the officially ` 
‘registered cases of blood transfasion numbered 22,000, by.1940. 


1932 there were only about 80 such institutions in” the’ 


deserts of the ‘south-east regions of the Soviet Union. 


“BLOOD mansion IN: = U.S:S.R.- 


‘Prof. A. BAGDASAROV 
Duector of the Central ‘Blood Transfusion Institute, Mosċow e 


ibe task of fiùding preservative NE whıch would allow blood 
to' be conserved and retain its biological qualities for consider- 
able periods of time. The solution of this problem facilitated 
the urgent transfusion of blood in times of peace, and particu- 
larly- so. in wartime. ‘Nowadays Wwe consider it an ordinary 
matter to ship, conserved blood by aeroplane over distances 
of hundreds ‘and even thousands of miles into the most distant 
corners of the.tundra and taiga, and into the steppes and 
No 
small number of’ human lives have already been saved, thanks 
to the speedy transportation of conserved blood by aeroplane 
to the front lines from far inland. And in this connexion 
the utility of various isothermic containers for shipping blood 
over long distances is worthy of special attention. 

Hundreds of thousands of transfusions of conserved donors’ 
blood have- been made’ in the U,S.S.R., and this source ranks 
first among- all sources of blood for transfusion. Only a few 

„ years ago’ conserved blood could be stored for not longer than 
15 days, and ‘under conditions of transportation, when the 
blood ‘was subject to being shaken and jolted, this was reduced 
“to’ 10 days." In recent years, however, great success has been 
attained in’ lengthening the period over which conserved blood 
can be kept: the addition of a small quantity of glucose to 
the sodium Citrate solution substantially improves the storage 
properties. Blood conserved with a glucdse-citrate solution 
can’ be successfully kept in a condition suitable for transfusion 
for-25 days, and for 20 days when transported. Experience 
in the war-has shown transport by aeroplane to be the main, 
and the most preferable, method of shipping conserved blood 
to the front, even from distances of thousands of miles. 


Soviet physicians have paid particular attention to designing 


` appliances for taking blood and for the transfusion, storage, 


and “shipping of conserved blood. Practice ‘has shown that 
standard rectangular jars which fit into an isothermic container 
best answer the purpose of uniting in one vessel both the 


. taking and the. transfusion of blood; they are also very con- 


venient for transport. These jars, which are produced on a 
mass scale, are placed inside the insulated containers, in which 
the blood keeps irrespective of external heat or cold. The 
ampoule type of appliance for blood transfusion is also 
eminently suited to the purpése, being easily portable and simple 
in use. 7) 

' Utilization of the blood of “ universal ” donors acquires great 
significance under wartime conditions. Soviet scientists have 


: ‘accomplished a great deal. of work in solving this problem 


Without any complications whatever, massive doses of group O 
(IV) blood are now transfused to recipients of other groups 


‘, who have lost a-great deal of-blood. And this is done actually 


at the front. - Here the blood of universal donors is of particular 


` value to, active service medical stations, for there is often no 


opportunity for blood grouping. 

Another matter of much importance for ensuring supplies 
of conserved blood at the front, and for its transfusion, is the 
efficient organization of stores of blood and their shipment. 
Our main supply base for conserved blood is the network of 
blood. transfusion institutes and stations of the Narkomzdrav 
-which have been established all over the country. When war 


. broke. out; ‘many of these institutes and’ stations swiftly and 


efficiently ‘readapted their work ang became main Pases for 
the mass purveyance of conserved donors’ blood for dispatch 
- att 7 4267 
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to the front and to hospitals in the rear. During twelve months 
' of war literally hundreds of tons of blood have been thus 

applied to wounded men in all stages ‘of evacuation, and with 
truly tremendous success. 

Narkomgdrav regularly ‘sends out groups of experienced 
specialists—scientific collaborators from the institutes and 
stationé—who give practical assistance in ensuring the adequate 
supply of conserved blood at the front. Thus, thanks to timely 
blood transfusion, we can indeed say that hundreds of thousands 
of human lives have been saved. 


The Plasma Method 


The most diverse methods of haemotherapy have been ex: 
tensively used—the drip method of blood transfusion, the 
transfusion of plasma and serum, immunotransfusion, the 
injection of small doses of blood of incompatible groups, and 
heterohaemotherapy. Among these the plasma method has a 
_ particularly wide scope in present wartime conditions. If, is 
known that blood plasma is the main substratum of metabolism ; 
and its most striking feature is that, despite the constant inflow 
of matter and energy, its composition remains unaltered. Soviet 
scientists are in complete accord with the conclusions of British 
and American scientists that, as a medium impregnated with 
plastic substances and containing a large quantity of ferments 
exerting a haemostatic action on the organism, as well as a 
medium in which viscosity and osmotic pressure are almost 
at the same level as in whole blood, plasma beyond a doubt 
possesses unqualified advantages as a blood substitute. ` 

With the object of establishing the most favourable conditions 
for preserving plasma over long periods we have had recourse to 
freezing it.’ As did M. Struma and S. M‘Graw in their investi- 
gations, the Central Institute for Blood Transfusion has found 
that when plasma is frozen and afterwards quickly thawed 
at a temperature of 37° C.—immediately preceding transfusion 
or a short while before—it preserves intact such labile elements 
as prothrombin, fibrinogen, and complement. Recently we 
have introduced into practice desiccated plasma and setum 
preparations. Under front-line conditions plasma finds wide 
scope as a highly active haemostatic agent in cases of protracted 
loss of blood in which the transfusion of ‘massive doses of 
blood is contraindicated. As a substitute for blood, plasma is 
employed in cases -of shock accompanied by a moderate blood 
loss, when the organism still retains an adequate reserve of 
erythrocytes. In cases of burns we have found plasma of great 


service. When introduced in large volume, following heavy loss . 


of blood, it usually has a most striking detoxicating effect. 
We employ various balanced physiological solutions for 


preserving the erythrocyte mass remaining after the plasma , 


has been separated. We have recently been using the following 
solution: MeSO,, 0.04 gr. ; KCI, 0.2 gr.; NaCl, 8.5 gr. per litre 
of double-distilled water. It has been termed the. modified 
LP.K. fluid®™ This fluid is mixed with the erythrocyte mass 
in different ratios. After’the plasma has been separated from 
them and replaced with the modified P.K. fluid, the conserved 
. blood erythrocytes are preserved in an external temperature 
of 4° to 6° C. Under these conditions they show no marked 
change up to 12 days, including the day the blood was taken 
from the donor. The transfusion of conserved blood 
erythrocytes containing this plasma substitute was found most 
effective in those cases of anaemia in’ which the aim of medica] 
treatment is preferably to obtain a substitutive effect—that is, 
cases of much loss of blood, regenerative forms of post- 


haemorrhagic anaemia, etc. Naturally, the erythrocyte mass . 


method is of service mainly in hospitals situated not far from 
the institute or station preparing these erythrocytes. 

Plasma Substitutes—The wide application of blood trans- 
fusion in the U.S.S.R. and the generous manner in which donors 
give blood for the needs of the Army and civil medical institu- 
tions have not relegated the question of blood substitutes, or, 
rather, plasma substitutes, that can be employed in all cases 
in which the main object is that of augmenting the volume 
of circulating blood. From our point of view, any physiological 
solution containing only salt ingredients, without colloids to 
maintain the viscosity and osmotic pressure of the solution 
on a level approaching that of plasma, is useless as such a 


* LP.Ke#—initial letters of, the Russian for “ Blood Transfusion 
Institute.” 








substitute. Balanced solutions containing a small volume 
of blood or plasma have recently been finding a practical use 
as isotonic fluids with a natural colloid. Other solutions also 
serving this end are those in which the colloidal properties 
are ensured by adding casein that has been specially processed, 


_ with the object of eliminating the antigenic properties‘ inherent 


in this preparation. The complicated circumstances existing 
in the front line sometimes preclude the possibility of utilizing 
conserved’ blood within its period of serviceahility, and these 
are the conditions under which plasma, as well as synthesized 
substitutes for the latter, is of chief use. From a fairly wide 
experiefice we may draw the conclusion that in cases of acute . 
loss of blood and shock, when infusion of plasma substitutes 
is carried out in conjunction with haemotherapy, a favourable 
influence on the condition of the patients’ haemodynamics is 
usually obtained by the use of small doses of blood or plasma 

Side by side with colloidal substitutes for plasma we have 
recently introduced on a wide scale so-called physiological 
balanced solutions containing alcohol and glucose. These 


» solutions,. which mainly reinforce .the vital processes, are 


administered in cases in which the wounded patient suffers 
from disturbed haemodynamics not associated with heavy blood 
loss, and also in septic cases. 

It is no matter for surprise that since the seca of war 
a tremendous number of Soviet patriots have streamed, into 
the numerous blood transfusion institutes and stations. From 
early morning till Iate at night these institutions seethe with 
activity. New donors undergo medical examination, their blood 
groups are checked, blood is taken and conserved, and jars 
and ampoules are packed for urgent dispatch to the front 
And these donors are not only the donors—so to say, “ cadre ™ 
donors—who used to give blood for transfusion before the war. 
They largely consist of the huge number of those who declared 
their desire to giye blood for transfusion to the wounded when 
necessity arose. This great‘army is held in reserve, and’ at 
the very first call they flock to the transfusion centres to give 
their blood. And this reserve army has been augmented to-day 
by a great number of people in all walks of life. Even the 
briefest of informative talks on the important part which blood 
transfusion and the. donor play in the Soviet army medical 


` services suffices to bring to the institutes and stations groups 


of workers, students, militiamen, housewives. and the wives 
of those on active service, expressly to join the ranks 
of donors. | 





COMMENTS ON AN EPIDEMIC OF 
HEPATITIS 


BY 


PHILIP EVANS, M.D., M.Sc, M.R.C.P. 
Assistant Physician for Children, King’s College Hospital 


The hospital in which the epidemic occurred was formed 
in Sept, 1939, and has catered for up to 120 children at | 
a time, as well as for a variable number of adults. The ~ 
children have been nursed mainly by children’s nurses 
in training, and these young women have been chiefly 
affected. .. . wet 

History of the Outbreak 
‘In March, 1940, a nurse became jaundiced (Table I), and 
a second case occurred 35 days later. Shortly afterwards 2 
nurses were transferred from another hospital, where the 
infection was rife, and they soon developed the illness. In 
August another nurse was affected, and in October another. 
Thus in 7 months 4 nurses probably acquired the disease in 
the hospital, and this epidemic perigd was followed by an 
outbreak in one ward affecting in a month 5 children and 
5 nurses who worked in that ward, while 2 nurses and a ward- 
maid were probably infected in the nurses’ sick-rooms. The 
outbreak later declined, but during the final 17 months’ 
observation a further 8 children and‘ 30 nurses became 
jaundiced. . Ten children who had acquired the disease else- 
where were also admitted during this time. 


i 


"Oct. 17, 1942 





Table I shows, the ramifications of the epidemic. “From its 
study certain opie be picked out for comment. 


Taste I—Cases of 
f ct., 1939, and June, 1942 





Nurse | Whoere'-| Where 
No. or _ | Probab] at 
1 | Nurse 2 C2 |NS.R.} .21/340| 25/3, 
2/-, for] CL [NSR |_ 25/4/40 Zalan, 
3 ‘a, | Away CA |NSR.|~ 6/5/40] ` 
4 os Away C1 ‘|NS.R.| “16/5/40 
5 wat Et - C3 |NS.R.| 19/8/40 | 19/9/40 
6 a Kes) C3, | N.S.R.| 22/10/40 | 24/10/40 
7 | Child] ‘C4 C4 C4 | 18/12/40 | 27/12/40 
8 in 14 C4 C4 | 20/12/40 12/40 
9 |Nure}] C4 C4 | N.S.R.4 28/12/40 1/41 
10 is \CA', | C3 | Away | 29/12/40 2 40 
11 C4 C4, |N 30/12/40 J141 
12 | cha! Cc Cc Cå T14L} 12/1/41 
13 | Numo | C4 C4 INS.R.| 8/1/41 | 8/1/41 
14 | Child] C4, C4 C4 8/1/41 12/14 
15 | Ward NER. C3 | Away] 9/1/41] 9/14 
16 | Nurse | N.S.R. | Away'| Away | 11/1/41 ~ 
17 i C4 Away | Away |° ital 
18 |. NSR. | Away | Away | 12/1/41 h 
19” | Chid CA C4 C4 16/1/41 | 20/1/41 i 
20 | Nurse NSR Away | Away/| 20/1/41 
or . 
pe ees 2M. Away | Away 1/41 | 30/1/41 
22 | Child | Away | Away| C4. iota k FN ite 
23 | Nurse ‘cr C1 Awa 41, 
A| n Kos) cS |NS 17/3/41 | 25/3/41 
225 cA CA |NS.R.} 26/3/41 44 ` 
% | chla| ‘cs cs | CS ‘| 26/4/41 5/41 
127 cS ‘C5 c5 cs 1/5/41 5/41 
28 | Nume] :CS ‘C5 | Away | 3/51 5/41 
29 | chia] cs |-c c5 4/5/41 | 3/5/41 
30 | ics c5 cs 5/41 3/41 
31 | Nurse ‘C3 Away | Away 5/41 6/41 
32 on. C33 C4 Away: 30/5/41 | 30/5/41 
33 ” io C4, C1 | N.S. 4/6/41 7/6/41 
4] E te C3 |NSR | 8/6/41 | 13/6/41 
35 m foc) C3 .S.R.| 10/6/41] 13/6/41 
. 36 5 Rex! Cc | C3 | 14/6/41 6/41 
37 Kf ec} C3 |N.SR.| 17/6/41 | 17/6/41 
38 Sister | N.S.R. | Away, | Away 11 : ' 
39 | Cud | Away | Away | C4 | 20/7/41 | 21/7/41 Adee 
40 |M’scusy |? 2 N.S.R. | 23/7/41 | 28/7/41 |. i 
41 | Nurse | NIS.R., Al |N.S.R.| 28/7/41 N.S.R.8-28/5/41 
C4, or C4 3/6-3/7/41 
42 ot a | A = 2/8/41) 5/8/41 i pi 
» 
43 ica |.Away-| Away | 711/8741 
44 | Calla Away | Away | C3), | 21/8/41 | 21/8/41 uimita 
45, > Away | Away c2 25/8/41 | 26/8/41 T 
4 i 
46 we fel c4 | c4 1/9/41 | 4/9/41 
47 KS ? Away | C4 C4 7/9/41 | 12/9/41 a 
48 | Nurs} :C4 | C2 |NGR.| 11/9/41 | 12/9/41 ` 
49 | Child | Away | Away | C3 ? i 
i i, 16/9/41 
50 à Away | Away | C2 ? g A rm 
$1, | Nore | N.S.R. | C3 [NSR | 18/9/41 : Case 41 
52 | Child | C4” C4 C4 |- 23/9/41 | 30/9/41} 7 i 
53 | Nurso| .C3 CG |NSR. J41 BPA 
54 | Child | Away | C4- | C4 | 29/10/41 { 29/10/41 
55 | Nume |, C4. |NSR.| A 14/12/41 | 19/12/41 
56 * ‘C3 C3, |N. 15/12/41 | 20/12/41 
ST c NS.RD | M. |N.S.R.| 18/1/42] 18/1/42 
58 4 2C5 C5 AG | ? 8/3/42 | 13/3/42 
i ? Away. i es 
59 | Chid | Away |'C2.| C2 ? 10/3/42 | , Adoutted' 
60 | Nurse] 105 cs A6 445/42 | 6/5/42 
61 | Child Away aia ? 28/3/42 Admitted 
62 | Nurse| C2 c2 A6 11/4/42 | 18/4/42 a 
63 » |.2A6 |. C4 A6 4/5/42 | 6/5/42 | C4 17/2-17/4/42. 
i ? C4 i A6 
Re t ‘ 
64 | Child CA. | CA | C4 11/5/42 | 18/5/42 
65 | Nurso C4 way | Away yaa SSi 
C1, C2, C3, C4" and C5 are children’s wards. M. isthe maternity ward. Al 
and A6 aro adult medical wards. N.S.R. .means nurses’ sick-rooms (attached 
to C3). “ Away ” means outside the hospital. I 
SH : 
The endemic stage, in ‘which single cases appeared at 


intervals of 1, 2, and 3 months, shows that infection was 
smouldering in the hospital for some time before: conditions 
were ripe for an epidemic. It suggests, too, that the incubation 
period varies widély and may be longer than 3 months, that 
there are iers, or that subclinical infection may occur. 
Subclinical. infection here means infection without jaundice, 
but not necessarily without symptoms. No proof of the exis- 
tence of‘ such; infection was found, but several observations 
suggest that it-does exist. .No direct source of the outbreak 
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. in ward C4 was discovered, but a: nurse in that ward had an 
attack of frequent vomiting, without pyrexia, diarrhoea, or 
jaundice, on Dec, 1 and 2. She was admitted to a nurses’ stck- 
: room (attached to-C3 ward). Jaundice followed in patients 


~* in C4-from Dec. 22 onwards, and in the sick-room attendants 


from Jan. 9. ` 


‘Late in 1941 another nurse was in C4 when a boy developed 
jaundice for one day (Oct. 29). The nurse had an attack 
. bf severe vomiting for which she was “ warded” from Nov. 21 
_ to 28; she was nursed by patient No. 56, who was not in 
contact with any known patient with jaundice but who 
_ developed the disease on Dec. 15. 
, Young chidren usually have mild attacks, often consisting 
only of a pale stool or two, faint jaundice, bile in the urine 
‘for a day or so, and a rise of temperature to 99°-100°. It is 
easy to imagine yet milder attacks in which jaundice is not 
noticeable. For instance, a boy ved 2 in ward C5 seemed 
out of sorts and Jost his appetite for one day. He passed 
one pale stool, but had no jaundice of conjunctiva or urine, 
and the occurrence would have attracted little notice if 4 
; children and a nurse had not developed hepatitis in that ward 
.during the preceding 11 days. No one who reads Newman’s 
(1942) persuasive paper is likely to doubt the existence of 
abortive cases. Cullinan: (1939) has described a patient seen 
by A. W. Franklin who had: biliuria in the morning but not 
„in the-afternoon. Case 54 had only a trace of jaundice of 
the conjunctiva, and had biliuria for one day. 
Incidence of Hepatitis 
That age affects the development of hepatitis even in children 
- ıs a clinical impression: children from 1 to 4 years old seem 


to: have brief- mild attacks with slight jaundice, and often 
negligible prodromata. Table I bears out the contention that 


Taste [l.—Age of Children admitted to Hospital, and Number 
getting Jaundice, between April 25, 1940, and May 31, 1942 


No. with Jaundice 





CORP HOMUHNROOMS 











„young children are relatively insusceptible. Babies are almost 
‘immune, though instances have been recorded (Cockayne, 
1912-13). It is notable, too, that junior nurses wert more likely 

to acquire the infection than senior: many of the latter had 

_ already had attacks. The regulations which permit, and thus 
ensure, that girls training as sick children’s nurses shall be 

` younger than those doing general training are partly responsible 
~ for the prevalence of infectious fevers in children’s hospitals. 
Studies of the seasonal tncidence (cf. Wallgren, 1930) show 

. infectious ,hepatitis to be- chiefly a disease of autumn and 
winter, though there are many exceptions. In the present 


and from i 7 1763 TABLE UI.— Quarterly Incidence of Cases of Jaundice developing 


ın Hospital x 
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outbreak ‘the epidemic wave developed in the winter and spring 
of 1940-1, but’ there was no second wave the following winter 
., (Table I).’ The -ventilation the *blacked-out wards at night 
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was better in the second than im the first winter, but this is 
probably irrelevant, for day and night nurses“ were affected 
ın proportion to their numbers. š 


The Incubation Period ` 


- The inctfbation period has been variously estimated. Glover 
and Wilson (1931) and Glover (1939) considered that the abrupt 


, character of the outbreak they studied suggested a short in- 
cubation period, probably of 3 to 4 days. . The majority of: 


recent authors favour a longer period, and the -conclusions 
of Glover and Wilson have been criticized by Pickles (1939b). 


Booth (1928) put it at 20 to 40 days, Pickles (1939a) at 23. 
‘ to,35 days in three outbreaks. -Most calculations have. been 


based on case-to-Case intervals, and, there are few records of 


‘single exposures. Booth (1928) records’ one which indicates 


an incubation _ period of 31 days. Newman (1942) had 
instances of 29, 30, and 31 days, In one of Bashford’s (1934) 
adult patients the period w& apparently only 8 to 10 days. 
Wallgren (1930) observed hepatitis 15,'21, 20 to 22, 22 to 25, 
25 to 28, 23 to 29, 8 to 15, and 31 to 40 days after exposure. 
Pickles (1939b) has good examples of 27, 27, 28, 28, 29, 31, and 
34 days. ; e 

A few observations were made in the, present outbreak. 
Case 24 was “warded” on March 17 and became jaundiced 
8 days later. Children in her ward developed the disease 40, 


7 


45, 48, arid 50 days after the last contact with her, and another | 


nurse in the ward developed hepatitis after 47 days. These 
are long periods, but no trace of an intermediate infection 
could be found, and to postulate one would merely substitute 
two unusually short periods for one unusually long one. 


` Gase: 48 was exposed to infection 53 to 40 days before be- 


coming ill, and not at any other time so far as was known. 
Case 57 was ill and was nursed by Case 56 (who developed 
hepatitis on. Dec. 15) from Dec. 8 to 14, and developed jaundice 
on Jan. 18, an interval of 35 to 41 days. In Cases 2, 46, and 
47 incubation took more than 34, 29, and 35 days respectively ; 
in Case 53 less than 35 days; in Case 38 it was probably 
exactly 38 days. Me 

It seems ‘that infection usually ‘takes about a month, but 
that longer or shorter periods‘are possible. The size of the 
infecting dose may well be important, as in enteric fever. 
There may also be differences between strains of the unidentified 
hepatotoxic’ agent ; perhaps different routes of infection may 
also produce different _ incubation periods. Propert (1938) 
observed that jaundice developed 78 to 83 days after the injec- 
tion of human serum which was probably contaminated with 
a virus causing hepatitis, and two contacts of the original 
patients developed jaundice two months later. This batch of 
serum produced cases elsewhere (MacNalty; 1938; Findlay, 
1940). According to Findlay (1940), yellow fever vaccine, 
similarly contaminated, produced jaundice 2 to 3’ months after 
injection.’ - œ, - 7 

Duration and Degree of Infectivity 

The duration of infectivity is thought by Pickles (1939a, 
1939b) to be short, chiefly: because not all the ` susceptible 
members in a family epidemic develop jaundice-in one batch 
after exposure, but instead become ill in succession at intervals 
of about a month. This curious sequence has been equally 
plausibly explained by Newman (1942), who postulates’a phasic 
or intermittent susceptibility to the infection. Pickles has 
actually noted transmission 8 days before the development of 
symptoms, and on the fifth and seventh days of the disease. 
Bates (1936) suggested that infection could.still be transmitted 
a month ‘after jaundice appeared; but this is not a common 
experience, and other explanations of his observation are 
Possible. The epidemic described here did not provide informa- 
tion about the limits of the infectious period, although it was 
clear that infection might be transmitted some time before 
jaundice showed—e.g., Case 24 infected 5 people on or before 
March 17, when she became ill, although she was not jaundiced 
until March 25, `N 

The degree-of infectivity is difficult to estımädte, but a rough 
idea may be obtained from Table IV, in which the number 
of times a patient or a ‘nurse developed an acute infectious 
fever in an apparently uninfected ward is compared with the 
number gf times a: secondary case followed the occurrence. 
It will be-Seen that in this computation (which does not include 


‘ between the more and the less infectious fevers. 


1 $ ; 
children admitted. to hospital after jaundice had appeared or 
abortive cases) infectious jaundice occupies ‘a middle Position 


TABLE IV.—Number of Times a Secondary Case followed the 
Development of an Infectious Disease in Four Similar 
Children’s Wards EA 3 











o— 
No. of Times 
Disease dary Case! Infectivity 
followed (B) (B/A) 
Chicken-pox 9 09 
measks 3 0:8 
Mum ca 3 0-6' 
Infectious Jaundice 6 06 
Whoopmg-cough 3 os 
or ; 





; without rash following scarlet fever and abortive hepatitis are not 
included $ aes : i 


Transmission of Infection 

‘The mode of transmission of infection in this epidemic, as 
ın most, appeared to be aerial, and perhaps also by contagion. 
The frequency with which nurses became’ infected by nursing 
patients is striking when compared with the rarity with which 
patients in bed infected other patients, and suggests the possi- 
bility of the acquisition of the virus from faeces or urine 
This is certainly not the usual route, for patients may infect 
one another by close proximity in out-patient waiting-rooms 
(Graham, 1938 ; Cullinan, 1939 ; Barber, 1937). A head master 
infected some pupils by merely walking through the. rooms 
they were in (Newman, 1942): a rent collector visited infected 
houses and was himself stricken (Nicol, 1942). In one curious 
case (No. 38 in Table I) a sister spent a day in the next room 
to a nurse, who had just developed jaundice, and came down 


-with it herself 38 days later. There was no direct communica- 
: tion between the rooms, but the two doors opened side by 


side into a common corridor, and the two patients were nursed 
by the same staff. . Apparently contact need not be very close, ° 
although it undoubtedly usually is. Wider spacing in a hospital 
waiting-room has been followed by the ending of an outbreak 
(Barber, 1937). yl : D 

Usually a direct communication can be traced from case 
to case, while at times an abortive case seems to be the.cause 
I doubt if healthy carriers played much (ar any) part in this 
epidemic, ‘although their, existence has been suggested by _ 
Cockayne (1912-13) and Newman (1942). 


Some Further Points. 


Relapse 18 uncommon, but has been’ recorded (Cockayne, 
1912-13 ; Bates, 1936; Newman, 1942): I have seen’ it once. 
in a man aged 53. Second attacks are rare, but are mentioned 
by Findlay, Dunlop, and Brown (1931) and Newman (1942) 
Convalescence is long. Many non-medical people do not think 
“the yellow jaunhdice ” is catching, nor do they realize that 
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Chart showing the blood sedimentation rate (Payne’s method) 
m in ° 


5 children who had mild attacks. 


it may make a patient feel ill. and exhausted for weeks. It is 
often treated as an “ambulant illness,” but it is in fact an 
important cause of loss of health: few nurses at this hospital 
were well enough to work in as short-a time as a month. Blood 
sedimentation rates may remain elevated for several weeks 
(see Chart). - vis : z 
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. Finally, the role of a children’s hospital as a reservoir of 
infection is obvious. There is a long incubation period, and 
many nurses happened to be on holiday when. they became 
ii, and thus ‘carried infection into parts’ of: Berkshire, - 
Hampshire, Kent, Lancashire, Middlesex, Oxfordshire, Stafford- 
shire, and Sussex. There seems no reason why the thread of 
infection should die out of the hospital while it qxists in its 
present form, for its population is continually being refreshed 
by the influx of susceptible children and young nurses. If this 
should not be enough, another outbreak could be started by 
the admission of a patient incubating the disease—a fairly 
common event. d > 

Infectious hepatitis became endemic in a hospital early in 
1940, and in following winter an epidemic s It 
gradually subsided in the next year and a half, but the frequent 
introduction of young nurses and children into the community 
is likely to maintain the infection and form a reservoir from 


- which the disease can be distributed to other places. 


` Glover, J. A. (1939). 
¢ 


- Pickles, W. 


“offered in-patient treatment. 


+ 


_ Infection is usually transmitted from case to case, but abor- 
tive cases are probably important links in the chain of infection. 
= Young children and senior nurses are, less susceptible than 
older, children and junior nurses. ' : 
The incubation period is usually about a month, but shorter 
and considerably longer periods are possible. The duration of 
infectivity is uncertain. Hepatitis is easily transmitted, but- is 
probably less infectious than varicella or rubella. ` 
- The disease often produces several weeks of invalidism. The 
blood sedimentation rate may remain elevated for some weeks 
after a mild attack., a pi . 
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'IN-PATIENT TREATMENT OF. CIVILIAN 
- -' . NEUROTIC CASUALTIES 
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REPORT ON 100 CASES TREATED. IN AN E.M.S. 
NE .. BY 
w. S. MACLAY, M.D., M.R.C.P. D.P.M. . . 
Medical Superintendent, Mill. Hill Emergency Hospital 
AND 
. J. WHITBY, M.D. MRCP., D.P.M. í 
` Psychiatrist at Mill Hill Emergency Hospital 


’ 


The Emergency: Medical Service is responsible’ for the 
‘care: of civilian casualties. As a result of “enemy, action, 
particularly after the severe ‘air raids-in the autumn of 


“ 1940, some of the neurotic cases continued for a pro- 


Jonged period to'be unfit for work, and it was decided 
that specialized investigation was required to determine 
whether their condition was in fact due to “ war injury ”. 
and whether they could be benefited by in-patient treat- 


ment at a neurosis hospital. Gases of long standing were i: 


therefore seen by.a psychiatrist, and those suitable were 
“This paper is based on a study of the first hundred patients 
«who passed through the hospital between July, 1941, when.the 
scheme. came into operation, .and January, 1942. - The total 
number réferred was very little more, andʻas, this hospital serves 


1 S g \ 


. “worrying,” “irritable,” or 


a large area, including London, there would appear to have been 
but few neurotic casualties in. the country at that time. The 
paper is not intended. to be a statistical one, but to point to 
factors of interest in the aetiology of the illness, and to the 
results of treatment. X 

The material investigated çonsisted of 70 men (of whom 20 
came from Services such as Fire, Police, or Merchant Navy, 
the remainder being civilians) and 30 women, none of whom 
were in these Services. Their average age was 45 years, which 
is significantly higher than the average age of the usual patients 
attending practitioners at this period, and. indicates that the 


- special stresses fell more heavily on the older-age groups. All 


had been closely exposed to bombing, which constituted the 
precipitating factor and which was followed by incapacity for 
work. They'may therefore be considered in chronological 
periods before and after this incident. 


A Before, the Ancident , 

Family history may be disregarded, as, although information 
concerning neurosis or psychosis in close relatives was inquired 
for, a positive history was rarely obtained. Significant physical 
illness occurred in 11 instances. ong these were physical 
disorders such as cerebral arteriosclerosis and Parkinsonism now 
masquerading as neurotic illnesses. Other physical disorders, 
although contributing to the total picture, did not affect the 
prognosis of the neurosis. Definite neurotic illness had 
occurred in 13 patients and psychosis in 3. These figures are 


` high for the general population but low for neurosis cases in 


pre-war practice, and would indicate that many, but not all, 
of the illnesses arose in people who do not easily break down. 
The diagnosis of the previous illness was not necessarily the 
same as the present one, hysteria being the only condition that 


- , recurred relatively often. 


Personality characteristics of a kind which are usually 
regarded as predisposing to illness, such as “ timid,” “ nervous,” 
i r “ obsessional,” and which were 
sufficiently marked to be apparent, occurred in 24. They 
coloured’ the content and contributed to the total picture of 
the illness, but they were not correlated with the diagnosis, 


’ and bore no relation to the outcome of the illness. Although 


it may be argued that predisposition could have been found 
in 100% if enough trouble had been taken, the fact remains 
that by ordinary standards a large proportion of these patients 
had had a good previous personality. This is one reason why 
the results of treatment were good. These cases are not com- 
parable to the compensation neuroses of peacetime or to 
the soldiers who are unable to adapt to Army training ; rather 
should they be compared to soldiers. of good personality who 
broke down after such exceptional stress as Dunkirk and 
who tended to make a quick recovery in hospital. That a 


_ lagge number had stable personalities is confirmed by the fact 


that 90% of the men had steady work records, unlike the work 
histories so often obtained among peacetime neurotics. 

In the period immediately preceding the incident 30 cases 
had been subjected to prolonged ‘stress, beyond that of the 
average civilian, by virtue of their special occupations, including 
those in -the Firc, Police, and A.R-P. services or in the 
Merchant Navy. Of these, 19 had begun to show symptoms 
but had not been off work. Nevertheless in these cases the 
results of treatment as regards symptoms were no different from 
the others. - 

, The Precipitating Incident 

The comparison with the Dunkirk cases is apt in that our 
patients were not those who broke down through a bomb 
merely dropping somewhere in the neighbourhood. On the 
contrary, 86 as a result of bombing had endured severe mental 
stress, such as loss of husband, wife, or children, loss of home 
or business, or being buried for hours. The severity of the 
incident is borne out by the fact that 50 sustained physical 
injury also, excluding minor bruising. It is interesting to note 
that among soldiers in the last war neurotic illness rarely 
coexisted with physical injury. Presumably anxiety in a soldier 
is relieved by a wound which will remove him from the battle 
area ;'but this does not happen to the bombed civilian, and 
other factors become more important. 

Another common finding in these patients was that the 
majority had previously heard bombs exploding in the vicinity 
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without developing any more anxiety than is usual, but once 
they were actually blown up they tended to become afraid 


of a repetition of the ex ience. Feeling a bomb is quite 
different from hearing one. 


. After the Incident 

of those who got acutely anxious, 
recovered in a short time—e.g., 
after a few hours in hospital—but in our group the average 
duration of incapacity before admission to hospital was 7 
months. What, then, were the factors responsible for the 
persistence of symptoms? 

In 39 cases a main factor appeared to be fear of fresh 
exposure to another severe experience. Many of the cases with 
previous neurotic breakdown occurred in this group, but it 
included others—e.g., a merchant sea-captain’ who had behaved 
in an exemplary fashion under attacks until actually sunk on 
one occasion, after which h® could not bring himself to face 
the sea again. As one woman, with a previously good record 
put it, “It is too much to. bear; no one could be expected 
to stand it.” In some of these a hysterical symptom maintained 
the patient’s self-respect, as he believed he had been physically 
injured and there was no need to acknowledge fear. 

Domestic and financial factors were important in 42 and 
the main factor in 17. Thus in Many cases the loss of loved 
ones, home, possessions, and a lifetime's savings which might 
be represented by the house and its contents, proved too much 
against which to struggle: and understandable reactive de- 
pression carried on into a chronic depressive illness, the effort 
to make a fresh start proving too great. Such cases occurred 
especially among the more elderly patients ; usually the:form 
of illness was depression, but sometimes conversion hysteria 
coexisted or was the main symptom, and protected the patient 


from being called upon to make such an effort. Thus an’ 


elderly farmer whose wife had been killed and whose house, 
which he had built with his own hands, had been destroyed, 
‘ developed a hysterical paralysis of the arm, which had only 

_ been bruised. The paralysis persisted until he had been brought 

to the point of really determining to start again. 

Pensions considerations were important in only. 13 cases. The 

sual attityde among these patients was one of resentment 
against the world, and they felt they were entitled to some 
compensation for their sufferings or to have security in the 
future. Although ` exaggeration of their experiences was 
. especially common, only one of them could be considered a 
conscious out-and-out Malingerer. In some instances the 
desire for compensation appeared to be motivated by loss 
of possessions or loss: of self-respect, and could be met only 
by a pension for a hysterical illness masquerading as a physical 
injury. - } 

Numerous other psychological considerations were respon- 
sible for theepersistence of the illness in different cases. Thus 
in one case anxiety lest he be called up for the Army helped 
to maintain a neurotic illness after the physical injuries had 
healed ; in another it was fear that he might have to go 
on with an unwanted engagement; in another it was guilt 
over the death of a friend whom he had not Telieved at his 
post of duty at the proper time. Often it was a pre-existing 
problem that the illness helped to solve.:. 

In 24 cases physical factors were considered to be of im- 
portance, and in 11 the’ final diagnosis was one of physical 
illness. These patients were sent into hospital for investigation, 
report on how far the illness had been caused or aggravated 
by the incident, and assessment of the permanent disability. 
Examples would be cases of cerebral arteriosclerosis, aggrava- 
tion of Parkinsonism, or nerve injury. 

Such factors as have been described were rarely single. A 
debilitating physical illness might coexist with domestic stress 
and fear of air raids in a complicated causal chain in which 
any such factor could be analysed into a result of some and 
a cause of others, but all had to be considered in treatment. 
A study of the factors concerned showed once again the minor 
importance of the actual blast in persistence of the illness. 
The: bad cases prognostically were not those which had been 
the worst-bombed, but those in which some other factor such 
as Pensions considerations or early senility played a major 
Part. > . 


‘ Hospital Treatment } 
A3 has been pointed out, the diagnosis was often mixed, 
_ and cases could be considered under more than ‘one’ heading. 
Taking the most important symptoms as criteria, they were 
classified as: anxiety states 37, hysteria 25, depression 22, 
physical 11, schizophrenia 2, left before fully investigated 3. 
~ Of these ces, one-third had left hospital by the end of a month, 
ane-half by two months, and two-thirds by three months. 
. The best results were obtained in those able to recover quickly 
enovgh to leave hospital in a short time. In view of the fact 
that these patients had been ill for an average of 7 months 
before admission to hospital, the period of hospital treatment 
required was short. When the cases were considered in two 
groups—one consisting of those who had been ill less than 
7 months, and another of an equal number of those who had 
been ill more than 7 months—the results of treatment were 
numerically identical’ This would suggest either that the 
illness had a natural’ period of recovery of some such length 
or that the cases had been awaiting specialized treatment such 
as a hospital could give them and could not recover without 
it. The evidence would appear to show that the latter was 
true in many instances, and would indicate that in the absence 
of other factors chronicity itself does not militate against 
recovery. . i 
An attempt was made to determine how far the onset of the 
illness was wholly due to the precipitating incident. In 57 
cases it was considered to be wholly attributable, and in a 
further 18 to be due! to the incident but with previous pre- 
disposing personality characteristics not amounting to neurotic 
illness. The others were regarded as cases of neurotic relapse 
or aggravation of pre-existing physical illness. = 
The methods of ‘treatment adopted were those ordinarily 
used in psychiatric practice. Persuasion, explanation, Te- 
ucation, removal of symptoms by suggestion, occupational, 
and physical therapy, were all employed in suitable cases, but 
the important feature in this group of patients was an assess- 
ment of the factors responsible for the persistence of the illness 
and the removal of these wherever practicable. Psychiatric 
social workers were freely employed in all their three main 
functions—namely, to obtain reliable information not available 
to the doctor, to advise and give aid in dealing with current 
problems, and to help patients on discharge. 
The immediate results of treatment were considered in rela- 
tion to symptoms (Table I) and to estimated capacity for work 


TABLE I 

















(Table I). . Under the first heading a case was classified as 
recovered if symptom-free on leaving hospital, irrespective of 
the possible effect of future stress. Under the second heading, 
“same work” is defined as work of the same socio-economic 


Unknown Total 
3 70 
» 2 30 
| 100 


TABLE II 





Same Work | Light Work | No Work 





g 








13 
3 6 
, 19 3. 





level as before the illness, though not of necessity the same 
occupation. “Light work” refers to an occupation of less 
stress for the patient, though. not necessarily physically lighter. 
Occasionally, to. minimize risk of relapse, patients returned 
to worx in a different locality, the classification then depending 
on the kind of work which they did. In most cases specific 
arrangements for return to work were made with the help of 
social workers and the Ministry of Labour before discharge | 
from hospital. 

Of the patients who showed no change, 2 suffered from 
schizophrenia and 5 from physical illness of a kind which could 


~ 
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not be expected to: improve, leaving orily 12: 
benefited by treatment. 

In the case of the women the figurés often refer to estimated’ - 
work capacity, as many had previously been a in 
domestic duties only. 

t fi 


Follow-up K hele 
When those with irremediable organic and mental diseasé 
(e.g., cerebral arteriosclerosis and chronic schizophrenia) were 
-excluded the immediate results were so surprisingly good for 
neurotic illnesses of such duration that it was felt desirable 
to follow up as many as possible. Practical difficulties allowed 
of this being done for only 29 -patients, who were- interviewed 
by a trained. psychiatric social worker; and 7 about whom 
information ‘was received from other sources.: The average 
length of time betwech ‘disthnirge from tospita and the follow- 
up was over 6‘months. - > ` 
The follow-up enabled the 
that at time of discharge and the actual work record to. be 
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who were not” 
E . THE CURE OF SCABIES, AND A. 
"NEW REMEDY. . 
a s . 


‘G. H. PERCIVAL, M.D. Ph.D., F.R.C.P.Ed., D.P.H. 
Physician to the Skin Department, Royal Infirmary, Edinburgh 


The time required to destroy an acarus infestation may 
not be long enough to allow the structural disorganization 
of the epidermis' caused by the parasite to have righted 
itself entirely, by the end of the treatment period. A treated 
_case of scabies may be free from acari—that is .to 8ay, 
“cured of scabies—but need not present a skin entirely’ free 
from lesions. Immediately after successful treatment with 
any of the’recognized remedies ¢tratch marks and pin-head 


condition to: be compared. with blood crusts, subsiding pustules, crusts, and scaly tags.may+ 


still be seen on ‘the abdomen, buttocks, thighs, and anterior 


compared with that anticipated when leaving hospital. In axillary-. folds. Such residues are less pronounced after 
both these respects the condition after this interval agreed -the use of’ ointment preparations than, when the remedy 
very closely with the estimated prognosis: Of the 36 cases has been, employed in the form of a liquid to be painted 


„followed up, 26 corresponded exactly, 5 did somewhat better 
than anticipated, and 5 not so well. They appeared to bé 
a fair sample of the whole, and if this is 50 the policy of 
arranging for specialized in-patient treatment of -neurotic 
casualties would ‘appear to be well justifled by, the results. 


i ; Summary 
' Investigation was made of 100, patients referred by. the 
Ministry of Pensions because | for a’ prolonged period they had 
been receiving “war injury” allowances for neurotic illness 


caused by enemy action. Over and above this total very few - 


were referred. This suggests that the number of severe neurotic 
casualties in the country was small. 

The average age was higher than the average age of other 
‘patients attending practitioners. , 


on the skin. While the presence of lesions following treat- 
ment does not mean’ that the object has not been attained, 
‘the absence of itching may not indicate a cure, for this 


: . symptom may disappear temporarily in a case in which 


treatment has failed, only to return in about ten days, 
during which time the surviving parasites have increased 
sufficiently to cause symptoms. The discovery of live acari 
at the end of a period of treatment proves its failure at 
once, but failure to find the acarus immediately is no proof 
of cure. It can only be regarded: as‘ such if repeated 
examinations over a period of two weeks are negative. By 
this time, however, if-cure is not complete, lesions and 
symptoms will have developed which will be visible -to. the 
naked eye ‘and obvious to the patient, except in the very 


Judged by. ordinary standards a largë proportion had good rare instances -of latent scabies, if.such’ a state exists. 


_ personalities prior to the incident, which in most cases was 
| severe, | 
Coincident physical -injury did not prevent a ‘neurotic idness, 
as it often does” in soldiers on active service. : 
Feeling a bomb was 4 much more severe Pyekolosieal trauma 
than hearing oùe. 
The factors which prolonged the Hentotte: illness were. 


numerous and had to be analysed in ‘each instance. They - 


«were ‘often unrelated to ‘the war. 


The bad cases prognostically were not those patients who 


had been most bombed, but those in which some other factor - 
played an important part. . 


In spite of prolonged illness and allowances these en 
‘responded, quickly and. satisfactorily to hospital treatment, established with certainty. 


‘unlike patients with compensation néuroses in peacétime. 
76% were able to returh to -work of some: kind. 

_ A&A follow-up showed . that , the symptomatic recov or 

improvement was maintained. and that they were usually able 

to continue at the work to which they went when discharged. 
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ÙN Care of the: feet is‘ an ea aes part of the medical services 
‘of the A.T.S. Certain’ foot ‘complaints, ‘due to: different shoes, 
unaccustomed standing, and, in some instances, to ‘drill, occur. within 
a few weeks of ‘enrolment, and regular examination is necessary if 
the feet are to be kept in a good condition and such disorders to 
- receive early treatment. v An appeal is. therefore being made for 
women, ‘chiropodists up to the age of 43 (50 for ex-Service women) 
tor the A.T.S. They will be sent to a basic training centre ‘for one 
month and afterwards posted, with the rank of corporal, to A.T.S. 


groups or training centres and will receive pay at the rate of 3s./8d ment with 


ot Observation Period after Treatment 


‘ The majority of. cases of scabies to which one or other of 
the Known efficient remedies are adequately applied are cured, 


‘and in them no acari would be discovered. In a few uncured 


cases, and perhaps in a given series in all uncured cases, 
no acari might be found immediately after treatment, and , 
a period of observation would be necessary to demonstrate 
their continued presence. Only in a very few cases can the 
discovery of acari immediately following treatment, and not 
the failure to demonstrate their presence, at once give the 
desired information as to the result. It follows, therefore, 
that only in an extremely small proportion of cases can the 
observation period be dispensed with if the result is to be 


“This observatipn period subsequent to treatment of scabies 
is necessary and of practical importance only when the value 
of a new drug is first being assessed. If it is then established 
that a drug’ in,a definite concentration is capable of curing ° 
the disease ‘when tested on a reasonable number of cases and 
following a definite routine, the criterion of cure, for practical 
purposes, when the drug is used in conditions where known 
new ‘cases are numbered monthly by the thousand in a single 
community, is the efficiency with which the prescribed routine 
of application is carried out. In a large treatment centre it 
ig not possible: either to examine.for acari closely enough 
for the examination to be of any practical value or to multiply 
visits by insisting on-the period of observation, Apart.from 
staff shortage, it is difficult to obtain regular attendance during 
the treatment period. 

It cannot be asserted that the prescribed technique of treat- 
any remedy is capable of success in every case, but 


a day. They will be supplied with a.complete set of instruments. failures following the correct application of sulphur ointment 


and all ‘felts, pads, and lotions required for treatments. All are extremely rare (Mellanby et al., 1942). 


chiropodists work' under the.direction of a medical officer, and cases 


which do not-respond adequately to treatment are referred to.an depends on his intelligence, 


When the patient 


personally carries out the instructions the percentage of failures 
home surroundings, and, the care 


orthopaedic surgeon in a hospital. It is‘intended to have a corporal with which the instructions have béen explained to? shim. A 


'chiropodist for every 600 auxiliaries, : r: ‘ 


S ý 
x 


patient may reasonably be expected to be able to take a 


.. 
` 
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teaspoonful of cough mixture, three’ times daily, and failures 
in the technique of this procedure must be few indeed. ' Similar 
„success in the carrying out of instructions is ‘not’ met with 
“in the treatment of scabies or, for that matter, in the treatrnent 
of skin disease in general. j 


Choice of R i o 

The technique of the commonly used remedies is more or 
less similar and the choice has up to the present been governed 
by cost, cleanliness, time, and freedom from irritant properties. 
It may be, „however, that the availability of the remedy will 
become the deciding factor. 

Sulphur is the oldest remedy for scabfes, and according to 
` Hebra its indirect use dates back to the cute of Naaman’s 
presumed attack of the disease. Its outstanding worth as an 

v agent lethal to the mites and eggs of the acarus has been 
demonstrated ‘recently by Mellanby, Johnson, and’ Bartley 
(1942). It should be notéd,“however, that the standard treat- 
ment for scabies is not three applications of sulphur ointment 
as stated by them. Authors differ slightly in the technique 
advised. That laid down by Walker and Percival (1939) is six 


applications of 5%, sulphur ointment over a period of three - 


days, preceded’ and ‘followed by a bath, no bath being taken 
during the period. of application. Sulphur is cheap and can 
be incorporated in a more elegant base thap lard or soft 
paraffin if so desired, but to be efficient it must be applied 
in the form of an ointment to be rubbed in. This necessary 
use of fats and oils in conjunction with sulphur at a time 
when these substances are in short supply justifies the trial 
of possible substitutes which do not require fats and oils m 
their application or which need a less amount. 


Tetraethylthiuram Monosulphide 

Another substance has recently suggested itself as possibly 
being of use. ' There is no reason -to anticipate a shortage in 
its supply, and this fact. alone should recommend its trial 
on a large scale. This substance is, tetraethylthiuram mono- 
sulphide, and since 1940 I have used it in the treatment of 
human scabies. Because of unavoidable delays it has been 
employed, in only a small number of cases. It was found to 
be non-irritant to the human skin when applied in the form 
‘of the pure powder, and no case of cutaneous idiosyncrasy 
to it has been encountered. It has proved curative in a strength 
of 5% in the form of a liquid preparation in 50 consecutive 
cases, 21 of which were treated as in-patients in the ward 
of the skin department of the Edinburgh Royal. Infirmary, 
and 29 as out-patients at scabies treatment centres. Of 25 
cases tredted with a 0.25% solution 4 were .cured; ‘1 case 
was treated with 5% tetraethylthiuram monosulphide in- a 
vanishing cream and was cured ; 3 were treated with a prepared 
tetraethylthiuram monosulphide powder mixed with water to 
form a paste, which was.then smeared on the skin, and 1 was 
cured. Thé liquid preparation used was an emulsifiable oil 
having the composition: tetraethylthiuram monosulphide 25%, 
polyglycerol ricinoleate 10%, industrial methylated spirit 65%. 
One part of this oil was added to four parts of water im- 

` . mediately before use. While the 25% coticentration remained 
stable at room temperature it tended to crystallize out if kept 
at lower temperature, but gentle heating sufficed to redissolve 
- the crystals. Pnfortunately the diluted oil separated, ‘giving 
a layer of pasty consistency ‘which did not redissolve. , This 
necessitated preparing the required 5% dilution immediately 
before use. The 25% solution may stain material yellow, but 
this discoloration washes out easily. The mixture has a slight 
odour, not noticeable, however, in the 5% dilution. 

The .liquid preparation was rubbed over the whole body, 
with the exception of the head, face, and neck, twice daily 
for three days, as in the case of sulphur ointment. The duration 
of treatment is an important point in the cure of scabies with 
any remedy, and repetition reduces the. possibility of inadequate 
application. If staffed by a trained personnel, the scabies 
treatment centre can be relied on to ensure at least one adequate 
application even if there are difficulties in enforcing the neces- 
sary return visits (Percival, 1941). es 

‘| Observations by Gordon and Seaton (1941) on the lethal proper- 
ties of tetraethylthiuram monosulphide-for acari in animal scabies 
have shqwn that it is more toxic for the mites and eggs and 
more rapid in its action than either benzyl benzoate or 
dimethylthianthrene (mitigal). During their experiments they 


eee 





were ‘also able to prove conclusively that mites, especially 
larvae, can migrate from their burrows and infect surrounding 
clothing, which is capable of reproducing the disease if applied 
to another animal. These experiments on the possible trans- 


. mission of animal scabies cast some doubt on the advisability 


of omitting to disinfest clothing in the case of human scabies, - 

a view originally advocated by Mellanby (1941), although later 

modified by him. | , i 
Summary <“ 


` Tetraethylthiuram monosulphide in a concentration of 5% 


is capable of curing human scabies. So far it has been found 
to be non-irritant to the human skin, and no instance of 
cutaneous idiosyncrasy to it has been encountered. It is cheap, 
clean, easily available, and economizes in fats and oils. Its 
trial on a more extensive scale by independent observers, is 
suggested. 


The author thanks Imperial Chemical Industries 


Ltd., Manchester, for preparations of tetraethylthiuram mono- 
sulphide. 
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BENZYL BENZOATE IN TREATMENT 
` OF SCABIES. 
A COMPARISON OF THE EFFECTS OF 
AND SPIRIT EMULSIONS 
` BY , , 
K. C. MALLEN, M.B.: 
Major, R.A.M.C. 


AQUEOUS 


At the request of the A.D.M.S. a series of cases of scabies 


was treated during a three-months period to ascertain the 
value of an aqueous emulsion of benzyl benzoate. During 
the previous, 12 months many cases of scabies had been 
treated in this camp reception station by various methods, 
and it was evident that the benzyl benzoate one was the 
best. 


The cases were not selected, every» second admissiofi being 
treated with the aqueous emulsion, regardless of the extent 
of the lesions present.: The control group was treated with 
the spirit emulsion. The emulsions used contained equal parts 
of benzyl benzoate, soap, and spirit or water. The number 
of cases upon which these figures are based was 1,000, and 
the slight discrepancy in the, final figure is due to the fact 
that benzyl benzoate was at times difficult to obtain. As a 


+ 1¢suli more cases were treated with the spirit emulsion and 


a few with ‘sodium thiosulphate and hydrochloric acid. The 
latter treatment was used to a considerable extent in the earlier - 
part of the year, but was discentinued because of the numper 
of cases of dermatitis that resulted. 


, Method 


The number of beds available was 39; but at times room 
had to be found for more cases, and these were accommodated 
on stretchers. There were only two baths to be had, and ,these 
were in constant use for the bathing and scrubbing of the 
patients. During the three months under review the number 
of baths given averaged 25 per day. 7 

On admission the patient’s clothes were checked and sent 
to, the pack „store, where the: articles, which included the 
bedding, were disinfested in a hot-air disinfestor of the Millbank 
type. The clothes were then stored away until the patient 
was ready for discharge. The patient was given a bath and 
scrubbed by an orderly, and was treated with either type of 
emulsion. He was then dressed in pyjamas and put to bed. 
On the following day hé received the same treatment. On 
the third morning he was seen by.the medical officer, and if 
there was no active lesion he was given a treatment of calamine 
lotion and discharged the next morning. In the cases in which 
there was a secondary infection, such as impetigo, he was 
transferred to the main block of the camp reception station 
for further treatment. These cases with another infection are 


` 


harmaceuticals) 7 















wot included inthis series. Some of the cases were. not 
completely cleared by two baths, and these had to have a third 
pplication of the ‘treatment, a few had four applications. 
fhe numbers, however, were Very, small: in 28 cases three baths 
were required, and in 3 cases four baths. 

Owing to the possibility that dermatitis, present as the result of 
‘reatment, might persist, it was necessary to adopt some kind 
of follow-up, and the following form was forwarded to the 
‘egimental medical officer for completion seven days after the 
nan’s return to his unit. 


Supsect: Scapies'“ FoLLow-up ” 





To: M.O. ijc osse’ PLE OTE SET ee ee EA Cams 
Reg, .No........- AME... eee eae Rank..... £3 
The a/m man was discharged from the Camp Reception 
Station, .... Kae bears EEA ea ia e na lace , on 
E E EN , having been treated for scabies, I should 
be very grateful if you would examine him on ........ 
ree TORNER and return the attached proforma. -Jt is 
recommended that one week's treatment of calamine lotion 
given. 
Lieut.-Col., R.A.M.C., O.C., Field Ambulance. 
To: Camp Reception Station, ..............-. Tel..... z 
L Numbers 2070 Rank. 


Excellent co-operation was given by the R.M.O.'s concerned, 
and in only: a few instances was it necessary to send out 
reminders. 





| sase | 6(12%) 
024 | 4GA 
40%) | 1 40) 








Conclusions and Summary 


One thousand cases of scabies were treated, half with an 


aqueous and half with a spirit emulsion of benzyl benzoate. 
It would appear from the results that the aqueous is as efficient 
as the spirit emulsion’ The advantages, as regard cost are 
obvious. ; 

"The amount of dermatitis is slightly higher and the incidence 
of recurrence very much lower, There are a few general points 
worth noting about the cases sent in for treatment. The 
incidence of penile, abdominal, and thigh lesions is amazingly 
high--79%—and the fact that only one case had the lesion 
confined to the interdigital spaces bears out the theory that 
most people consider that the disease is due to close body 
contact. This is also borne out by the fact that the majority 
of these men gave a history of having returned from leave 
during the previous 7 or 8 days or admitted recent venereal 
contact. à 
"OK: Mellanby (British Medical Journal, 1941, 2, 405) states 
that the possibility of the spread of scabies by means of 
blankets: was very remote and that the spread by underclothes 
was possible under conditions which appear to offer the maxi- 
mum chance of infection.” It is hoped that these conclusions 
will be further tested, so that this point can be cleared’ up. 
If what he states is true then surely the amount of time, labour, 
and money spent on the disinfestation of clothes is useless. 

i1 should like to thank all the medical officers who have helped in 
this: sevestigation’ for their assistance, and also to pay tribute to the 
nursing orderties whose work made the above results possible: 








“oe WON, Warvi and R. W. Rawson (Arch. int. Med., 1942, 69, 90) 
record a case of torula meningitis in a man aged 39 in whom the 
characteristic symptoms were the insidious onset and the intermittent 
but: progressive. course, going on to a fatal termination. The 
increasing intracranial involvement caused the following symptoms: 


severe headache, visual, sensory, and motor. disturbances ; weakness ; 
projectile: vomiting; disorientation ; coma; and respiratory failure. ~ 


The case is the eighth reported example of the association of 
Hodgkin’s disease with torula meningitis. 5 i 
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The treatment of varicose veins by injec! 
many difficulties when it is applied to n 
the first place, itis common for the aff 
the condition of ectasia rather than 


veins of this type do not respond at a 


only temporary—a fact tha 
notice and encourages hi 
injection treatment. 
Any form of operative treatment recommended mu 
‘sg afc 


injection, is frequently most 
little.or no diminution in the size 
any improvement noted may be only temporary, 
veins dilate again, owing to the opening up of cal 
anastomoses with the deeper channels. When combi 
injection, the Trendelenburg operation has many advaca 
a 90% cure has been claimed (Oldham, 1941) for (his 
of treatment. Many workers, however, incl i 
have not been so successful jn the results obtaine 


Furthermore, a formal Trend ẹ g ; 
undertaken lightly, and there is no question that 
must be admitted to hospital. 


F D. se R ies 
SubcutaneosisLigature combined with Injection 
The accompanying photographs: illustrate this me oe 
the case treated the varicosity involved the whole of 1 
saphenous system and had been present for 12 years, 
thrombosis of all the dilated veins was obtained 





Com 
from one 
treatment. — 

In the method of subcutaneous ligature, a stitch i 
round the vein, and is tied over a swab placed: 
surface. Except in cases where the varicosity extends” 
to the saphenous opening (ee below), the vein is] 
at its highest visible or palpable point. This may be sin 
in the thigh (often at the junction of the upper ando 
thirds) or at the medial side of the knee. In the former case 
a second ligature is applied at knee level Very ocousiong iy 
a third ligature is required. a 

An injection of sclerosing. solution: is made. inte: the vein 
immediately below each ligature. . The injected uid lakes 
effect in. a “closed” and relatively small segment of ve 
where the blood is almost completely stagnant and there: is. m0 
dilution from backflow. As. the result an effective’ 5 
is invariably obtained. 

Technique of Ligature. 
with the patient standing up. | Silkwor 
fairly fine curved skin needle, is empio 
passed round the vein, transfixing 
each side of it, and the gut is tie 
‘the thickness of a finger. A focal anaesthetic i 
necessary. A EE a 































-The ligatures ate most exsily apple 











* 


YONLWYVOL YOLND LIN SULUVIEKS 





Injection.—On the suggestion of Lieut.-Col. S. Sokolowski of 
the Polish Army Medical Corps, 20% saline solution has 
been used. This has the great advantage of being readily 
obtainable, and it has been most effective. Up to 50 c.cm. 
can safely be injected at one treatment, so that a widespread 





Fic, 1.—Showing the extent of the varicosity. 





The first injection 


Fic. 2.—Subcutaneous ligatures at A and B. 


was bee as shown, and the second at the point marked c. 


20 c.c. of 20% saline was injected in each situation. 
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thrombosis can usually be obtained. Ten to 20 c.cm. i 
injected below each ligature, the amount depending. upon th 
extent and varicosity of the veins under treatment. Crampin, 
pain is felt in the limb about $5 seconds after injection ; i 
may be fairly severe for 30 seconds, but usually passes of 
completely within 2 minutes. 


If the dilatation extends right up to the saphenous opening 
subcutaneous ligature is impracticable; an open ligature i 
therefore carried out, but no widespread dissection is attempted 
The vein is exposed by a 1/2-in. incision at its highest point, anc 
is divided. Ten to 20 c.cm. of saline solution is injected inte 
the cut lower end before this is ligatured. 


A fter-treatment.—The presence of the ligatures in situ cause: 
comparatively little discomfort, and, considering the extent oj 
the thrombosis produced, the reaction is not severe. It i 
customary, therefore, to return the patient to his unit, witt 
a recommendation that he be excused all duties for 48 hours 
and that he be kept on light duty until he reports back foi 
removal of the ligatures in 7. days’ time. Patients whose veins 
are very dilated are detained in hospital for one or two nights 
During this time the limbs are firmly bandaged to compress 
the veins and to reduce the size of the ultimate thrombosis. 
Open ligature of the vein at the saphenous opening does not 
necessitate hospitalization provided that, in contrast to a formal 
Trendelenburg operation, it is*done through a small incision 
and no extensive dissection is attempted. After removal of 
the ligatures a further period of light duty may be required, 
depending upon the reaction present, but most patients can 
return to full duty within two weeks of the original treatment. 

Results of Treatment.—The immediate results are excellent. 
Of 150 soldiers treated by this method the great majority 
required only one treatment for each affected limb. About 
half the patients had two ligatures applied—one in the thigh 
and one at knee level. The rest, in whom the varicosity or 
ectasia did not extend above the knee, were treated by a single 
ligature at this level. As already stated, most of the patients 
returned to full duty within 2 weeks of the original treatment. 
The late results cannot at present be assessed, owing to the 
difficulties of follow-up in Service patients. It has not been 
possible to re-examine more than 30 patients, and these at 


_ intervals of from only 2 to 9 months after treatment. In 


these, however, the affected veins had all contracted down to 
hard slender cords, in which any possibility of re-canalization 
seemed to be quite out of the question. 


Discussion 

It is maintained that the method of subcutaneous ligature 
combined with injection is particularly suitable to the treatment 
of military patients, in whom injections alone are unsatis- 
factory and all forms of radical operation are contraindicated. 

The method is not, of course, a new one (Russell, 1941 ; 
McCurrich, 1941), and I am aware that it has been extensively 
criticized (Eckhoff, 1941; McAusland, 1941; Schick, 1941; 
Oldham, 1941), mainly on the grounds that the saphenous 
vein cannot be ligatured at its highest point. Treatment by 
ligation at any lower level is stated (Schick, 1941) to be followed 
eventually by as high a percentage of recurrences as after 
simple injections alone, and it has suffered the sweeping con- 
demnation (Oldham, 1941) that it is as futile as would be the 
removal of the distal half of a hernial sac. The first assertion 
is at least open to question; the second can be categorically 
denied. Complete thrombosis of all dilated veins in the great 
saphenous system can usually be obtained at one treatment 
by two well-placed ligatures with an injection below each. 
Most patients return to full duty within two weeks of treatment, 
and hospitalization is rarely necessary. No claims are made 
regarding the late results. Fresh varices may undoubtedly 
develop in the years to come, as they may with any form 
of treatment. It is suggested that this, like other post-war 
problems, does not require serious consideration at the present 
time. i 
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- Primary Cerebral Sinus Thrombosis 
in view of the interest recently shown in this. subjett, especially 


„~in this Journal (see bibliography), the following non-puerperal 


case of “ primary ” cerebral sinus thrombosis seems to merit 
publication. A 
; CASE REPORT 

- The patient, a.single woman aged 30, of asthenic build, was 
admitted to hospital suffering from. restlessness and mental 
confusion. She had been in-bed for2 to 3 weeks at home with 
“bronchitis.” Whilst in bed she developed left and; subse- 
quently, right femoral thrombophlebitis. Mental symptoms 
were present during the last few days. There had been no 
vomiting and no previous illness. She had recently changed her 
occupation, and was depressed and “run down” owing to 
unhappiness at work. 

On examination her condition was'as follows: conscious but 
confused; headache severe; temperature 101°, pulse , 106, 
respirations 28; slight residual swelling of ankles; no acute 
phlebitis ; both knee-jerks slightly exaggerated ; blood pressure 
115/70; ears and fundi normal. Nothing else abnormal was 
observed in any system. Investigations on June 11, 1942, 
showed :—Lumbar puncture: pressure increased, Queckenstedt’s 
test normal, C.S.F. examination normal in every respect. 
Nothing abnormal in urine. Non-protein nitrogen 26 mg. per 
100 c.cm. Blood Wassermann reaction negative. Blood cul- 
ture, coliform bacilli. All agglutination reactions negative. By 
June 15 she had developed a positive Kernig’s sign, slight neck 
rigidity, and left extensor plantar response. Limb movements 
were apparently completely normal. Radiographs revealed 
skull and chest to be normal. A differential’ white count dis- 
closed marked lymphocytosis. Pyrexia , continued despite 
sulphonamide therapy. On June 17 lumbar puincture showed: 
pressure increased ; C.S.F. contained numerous red cells, but 
otherwise was completely nérmal. Blood film, normal. Faeces, 
nothing abnormal. “eves 

The persistent normality of the majority of the investigations 
was puzzling, especially in view of the complete absence of any 
sign of paralysis or convulsions, but the possibility of throm- 
bosis of the superior longitudinal sinus was entertained. The 
patient, however, became very considerably weaker and more 
drowsy, and sbe died ‘on June 24. 

Post-mortem Examination—CS.F. yellowish, not turbid ; no 
evidence of meningitis ; massive thrombosis of superior longi- 
tudinal and both lateral sinuses (apparently an aseptic throm- 
bosis); bilateral thrombosis of superficial cerebral veins; no 
changes elsewhere in the brain; no necrosis, no hydrocephalus. 
The thromboses gave a definite impression of having originated 
in the superior longitudinal sinus, and of having spread thence 
to the lateral sinuses and to the superficial cerebral veins. Ears, 
nose, and throat, normal. Chest: purulent bronchitis, lungs 
normal. Abdomen: bilateral thromboses of common , and 
external iliac veins, continuous with clot in both femoral veins ; 
kidneys somewhat fibrosed; spleen normal; liver contained 
focal necroses. Bone marrow somewhat hypoplastic. Other 
organs normal. 
É DISCUSSION 

“This case seems to bear out the interesting suggestion of 
Martin (1941), arising out of the work of Batson (1940): the 


possibility of “ metastatic ” thrombosis of the cerebral sinuses, - 


via the vertebral .veins, arising from the pelvic veins. Batson 
specifically mentions that this would be apt to occur during 
coughing—it is noteworthy that the initial complaint in this 
case was “ bronchitis.” e absence both of convulsions and 
of paralysis is distinctly unusual; this may perhaps conform 
to the impression gained at necropsy that the venous throm- 
bosis developed subsequently to the superior longitudinal sim 


thrombosis, possibly only immediately before death. \ 
I should like to express my thanks to Dr. H. C. Haslam-Fox, 


medical superintendent, for permission to publish this case, and to` 


Dr. R. Y. Dawktarn, who performed the necropsy, for the patho- 


logical reports. - 
: . R. H. M. Stewart, M.B., Ch.B., 
Resident Medical- Officer, Ormskirk County Emergency Hospital. 
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WAR INJURIES OF THE CHEST 


War Injuries of the Chest. Edited by H Morriston Davies, MCh, 
-F.RCS, and Robert Coope, MD, FRCP. (Pp. 131. 6s plus 6d 

postage) Edmburgh: E. and S. Ltyngstone, 1942. 

In the literature on war wounds in general there has been 
a gap covering the, treatment of chest injuries which could only 
be filled, and that incompletely, by reference to scattered articles 
and papers. The editors of this book have attempted to remedy 
the situation and to produce a concise account of the treatment 
of chest injuries for the use of officers in the field and at 
casualty hospitals. In this they have partially succeeded. 

The book is well arranged ang begins with a useful account 
of the special anatomy, physiology, and pathology of chest 
injuries, but this is somewhat marred by inaccurate diagrams 
of the bronchial tree and the broncho-pulmonary segments. 
Later chapters are concerned with the treatment of special 
injuries and contain much that will be disputed by those who 
have had practical experience of chest casualties. For instance, 
the statement that “ so long as a patient is in need of resuscita- 
tion he is not fit to be x-rayed ” is not confirmed by experience, 
for an essential x-ray examination causes little disturbance if 
a portable machine is used. Again, the authors are unduly 
afraid of operating on a shocked patient and, in consequence, 
their indications for primary operation are too few; but ex- 
perience has shown that with skilled anaesthesia and continuous 
resuscitation the patient’s condition improves steadily during 
any operation which relieves his circulatory ard respiratory 
embarrassment. The chapters on haemothorax leave much to 
be desired: few would agree that a sterile haemothorax should 
be washed out with saline, that a general anaesthetic is necessary 
for the first aspiration, or even that the aspiration of a haemo- 
thorax is “ comparatively simple.” No clear directions are given 
for the treatment of an infected haemothorax ; instead a series 
of possibilities are presented which may confuse the inexperi- 
enced. The authors state that a blocked intercostal tube should 
be cleared by the injection of saline, without mentioning the 
danger of air embolism if the pleural spacé is at all rigid. 
They also advocate the use of atropine in the treatment of 
crush injuries and in pulmonary oedema, but in the former 
case it is dangerous owing to the production of sticky sputum 
while-in the latter it is surely unphysiological. Finally there 
is a chapter on anaesthesia, which condemns nitrous oxide, 
although this gas is extensively used in chest surgery, and mis- 
represents the properties of trichlorethylene. 

The great disadvantage of this book is that it fails to give 
dogmatic instructions. The medical officer dealing with chest 
casualties needs “0 be told as simply as possibla what to do, 
and it is usciess to present him with a number of alternatives 
unless the indications for each are given clearly and concisely. 
If these defects could be remedied in future editions this little 


~ book, which contains much useful information and which is 
. a handy size for the pocket, would be a helpful companion to 


the casualty officer s d 


SCIENCE AND HUMANITY 


The Values of Scaence to Humanity By A. G. Tamsicy, F.R S 
Herbert Spencer Lecture, Oxford University, June, 1942 (Pp. 31. 
London : George Alien and Unwin 1942. 


Prof. A. G. Tansley’s Herbert Spencer Lecture delivered on 
June 2 would have been approved by the sturdy individualist 
in whose honour the lecture was founded and, in these times, 
when the maxim fas est ab hoste doceri is reiterated with angry 
vehemence, brings to the discussion of a controversial topic 
a welcome urbanity. The concluding sentence of the lecture 
is the lecturer’s inference from the evidence he has presented: 
“If we desire to keep alive and vigorous the ultimate springs 
of our material welfare, and—not less important—to maintain 
and extend the place of science in our culture, we must 
jealously guard its freedom and its independence.” 

Those who have emphasized the importance of scientific 
planning and organized research have, of course, many excuses 
for anger. It is only too obvious hat few, if any,$Ministers 
of State in this country know anything of science, pure or 
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applied. Recently a Minister answered the rhetorical question 





whether it would not be better to teach boys the principle ` 


of an internal combustion, engine rather than the elements 
òf Latin grammar, with the bland remark that it might be 
hoped that a boy who had studied Latin would be able to 
take knowlédge of the internal combustion engine in his stride. 
Also the historical fact that down to the end ‘of the 18th 
century most fundamental scientific: discoveries were made by 
gifted amateurs is subject to Macaulay’s reply to the complaint 
that 19th century women knew less Latin and Greek than 
Lady Jane Grey. If Lady Jane Grey had not read the classics 
what was there for her to read? In the 18th century scientific 
research could be the pursuit only of wealthy amateurs or 
of men with courage to endure privations. 

But it remains true that it is no more possible to plan or 
organize the work of a Newton, a de Moivre, or a Helmholtz 
than that of a Wordsworth or a Beethoven; that when we 
recognize or even suspect th existence of original power in 
‘scientific research, nothing should be done to divert the in- 
‘quirer from the train of thought or work to, which his curiosity 
attracts him. A great palacobotanist or pure mathematician 
‘contributes more to the stock of humanity than a second-rate 
engineer. . í ; 

The medical profession recognized this more than a genera- 
tion ago. Men still living remember the time when the teaching 
of what are now called the fundamental sciences was mainly 
technological. Now the laboratories of medical schoals con- 
tribute as actively to the output of “ pure”. research .as those 
in which no medical students at all are ‘taught. No’ great 
change is a wholly, unmixed benefit; some may hold that the 
movement, „ha gone too far; but’ all would agree that the 
good has predominated over the evil. 

Prof. Tansley remarks that the statement “curiosity is a 
sublimation of the desire for power” is “just psychological 
nonsense.” Curiosity is a primary instinct and tends ın common 
speech to be depreciated because of the secondary meaning— 
“ inquisitiveness in reference to trifles or matters which do 
not concern one.” ‘There lies the danger. It is so very easy 
for the eminent A to believe that his curiosity is of service 
to humanity while ‘B’s curiosity is mere inquisitiveness, and 
so we reach within the circle of science that childish arrogance 
which inspired the Minister’s remark concerning Latin men- 
tioned above. Our profession will be alive to the danger. 


ELECTROCARDIOGRAPHY 


Essentials of Electrocardiography. For the Student and Practitioner of 

Medicine By Richard Ashman, PhD, and Edgar Hull, M.D. Second 

ediuon (Pp. 373. 21s.) New York and London: The Macmillan Company. 
The second edition of Essentials of Electrocardiography, by 
Drs. R. Ashman and E. Hull, makes its appearance four years 
after the first publication. Most of the chapters have been 
rewritten am the volume is considerably enlarged.” These 
changes and additions have resulted in the presentation of 
anup-to-date review of this branch of cardiology. For a volume 
which is not an exhaustive treatise there is perhaps undue 
emphasis on the physiological basis of the electrocardiogram ; 
much of the third and fourth chapters will be outside the 


range of beginners in the subject and, indeed, of most general - 


clinicians, and yet this book is specifically addressed to students 
and practitioners of medicine. The arrangement of the later 
sections. of the book might be modified: discussions on the 
electrocardiogram ‘in many and various non-cardiac maladies 
have been grouped together in three chapters on the electro- 
cardiogram in diseases of the heart. More space might have 
been allocated to these aspects of the subject, since they 
represent an important part of the “ growing edge” of electro- 
cardiography. 
too sectional and not representative of the shares which have 
been contributed by many important sources to the sum of 
electrocardiographic knowledge. Much of the pioneer work 
has been done on the Continent, particularly on the metabolic 
background of cardiographic abnormalities; scarcely any 
teferences:are made to these sources, while an unduly high 
proportion of the bibliography relates to American publications. 
Reproductions of 122 electrocardiograms show uniform ex- 
cellence and they illustrate well the principles expounded in 
the text. $ ve 
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The bibliography must receive criticism: it is ~ 
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Notes on Books 


There is much to be said for making the industrial Worker 
aware of the general health problems in industry and for 
instructing him in elementary rules of hygiene, so that he may 
keep himself fit.in both his own interests and those of the 
country. The same, of course, applies to other sections of the 
community among whom -on the whole there is a gross 
ignorance of rules of hygiene and no very great enthusiasm to. 
apply what lessons have already been learnt. Nevertheless 
those who believe in health education must “ plug” their story 
for all they are worth, hoping that in time a real health- 
consciousness in the public will be aroused. Health of the War 
Worker—a handbook prepared in co-operation with the 
Socialist Medical Association by the Labour Research Depart- 
ment (6, High Holborn, London, W.C.1; ‘6d.}—has one 
advantage in that the medical advice tendered is obviously 
that. of someone who knows industry from the inside. The 
-booklet acquaints the worker with those parts.of the Factory 
Act relating to health, both personal and institutional. Never- 
theless it is marred in places by an unpleasant nagging tone. 
The workers, for example, are frequently adjured not to be 
“put off by glib assurances,” and there is one slightly comic 
distortion of fact when the wnter says, in the section under 
heating, “fans are very plentifully distributed in West End 
clubs, but are much too rare in factories . . .” It ‘is difficult to 
see how the puzzled worker will profit from a disquisition on 
the factory medical service, in which, he is, told, “ since doctors 
are liable to be called up for .the-armed services but not for 
industry, it is often the left-overs who find their way into 
factory jobs.” And, again, tq remark that the, appointment 
of'a doctor by the management often leads to a feeling among 
the workers that the doctor. is the management's ,* yes-man,’” 
and,to, leave the worker aeu any assurance Ho this is in 
fact not the case, is hardly likely to help forward that co-opera- 
tion :between’ worker, and’ doctor which ‘the writer of this 
pamphlet considers to be desirable. In fact, if he had given a 
little more ,infermation about health, and first.aid and a little 
less space xto airing his views the value of the pamphlet would 
have been, much enhanced. ; 


Der Eisenstoffwechsel und Seine Klinische Bedeutung, by A. 
VaNNoTTI and A. DELACHAUX; 18 published at 12.50 Swiss francs 
by Benno Schwabe of Basle. This: monograph on-the metabo- 
lism of iron and its clinical significance is an account of the 
researches of the Lausanne School’ and a review of the litera- 
ture. ` It has been carried out with the support of the J. Macy. 
Jr. Foundation of New York and will be of special value to 
biochemists -dnd haematologists: who are engaged in the study 
of this difficult problem. The authors have used a more com- 
prehensive technique than other workers, estimating the iron 
in the serumin four different fractions. They stress the hi 
iron content of the nuclear chromatin, and relate this to the 
manufacture of haemoglobin in the erythroblasts, of myoglobin 
in the muscles,'and of cytochrome, oxidase, and catalase in 
the parenchymatous cells. We are now well informed .about 
anaemia of the blood due to deficiency of haemoglobin, but 
anaemia of the tissues and deficiency of cytochrome and 
myoglobin due to lack of iron constitute a further possibility. 
‘In this way some of the epithelial and neurological symptoms 
of anaemia may be better explained and correlated with the 
similar effects of avitaminosis. 

Lewis’s Medical and Scientific Lending Library has issued a 
new Supplement to its main Catalogue, covering the period 
1938-41. It may be obtained from 136, Gower Street, W.C 1. 
The price is 4s. (to subscribers 2s.). , 








Preparations and Appliances 











PREPARATIONS OF VITAMIN B, 
Vitamin B,-Boots conforms to the specification for aneurine hydro- 
chloride described in the Third Addendum to the British Pharma- 
copoeia and is identical with, and has tbe same biological activities 
as, the natural vitamin. Vitamin B, is specific in the treatment of 
beriberi and has been recommended for a wide variety of con- 
ditions, including alcoholic neuritis and nutritional neuritis.’ Partial 
deficiency is likely to occur in patients on special diets—e.g., a. 
diet for gastric and duodenal ulcers, high carbohydrate diets 
employed in nephritis, and restricted diets for obesity. Conditions 
of increased metabolism such as pregnancy and lactation increase 
the requirement for this vitamin» Vitamin B,-Boots is supplied in 
tablets of 1 or 3 mg. for administration by mouth, and as a sterile 
solution in ampoules containing 5 or 25- mg. for intramuscular 
injection in cases of achlorhydria associated with vitamin ~ B, 
deficiency. ° ie 
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PHYSIOLOGY OF THE VOCAL CORDS 


` The study of the manner in which the vocal cords act and ` 


move to produce the voice, was first made possible by the 
introduction of the laryngeal’ mirror by Garcia in 1854. 
Dr. Thomas French of Brooklyn made a notable contribu- 
tion to this study by, photographing the vocal cords. in 


© action, and published his results in 1886 in a paper entitled 
! “The Laryngeal Image Photographed during the Produc- 


tion of Tones in the Singing Voice.” French noted that 
different individuals often employ different mechanisms in 
the production of the voice and that the appearances of 


the larynx in similar circumstances are often very different. ` 


Therefore no single description of the position of the vocal 
cords, for the production of any given tone can apply to 


« every larynx or even to the same larynx in varying circum- 


* stances. There’ is, however, a general scheme, in the study 
_ of which .Dr. L I. Pressman’ has made further great 
" advances by the application of ultra-slow-motion photo- 
© graphy, the pictures being taken during phonation at the 
. rate of 4,000 frames a second, which represents a slowing 


to 1: 250 in the normal rate of vibration. 

It is pointed out that ‘two persons with exactly the same 
range and with voices strikingly similar are not likely to 
produce the same tone in exactly the same way. If one 
uses less expiratory force than the other in producing an 
exactly equivalent tone the diminished air -pressure must 
be compensated by a closer' approximation or increased 
tension of the vocal cords. It may, be necessary to bring 
the posterior ends of the cords-into contact for damping, 


which was not necessary’ for the person using a greater ` 


force of expired air. Equivalent ‘tones are thus accom- 
panied by- a, different laryngeal appearance in .one as 
compared with another, and a particular laryngeal picture 
cannot ,be ascribed to the production of any given tone. 
Nevertheless certain changes take place as an ‘ascent 
is made to its highest possible, tone from the lowest which 


a particular larynx can produce. The cords are adducted- 


by the crico-arytenoideus lateralis on either side, the 
antagonistic posticus muscles relaxing ‘reciprocally. The 
closure is partial, leaving a broad longitudinal opening ; 


» the tension of the cords is not increased. Further closure 


.snéedifirther rotation for, complete closure. 
formed by the thyro-arytenoideus muscles, which rotate. 


is. caused by contraction of the interarytenoid muscles, 


the posterior commissure.’ The vocal processes of the 
arytengid cartilages, however, remain still splayed out and 
This is per- 


the muscular processes inwards so that the vocal pro- 
cesses approximate, this. movement completing the closure 
of the vocal cords- with the exception of a chink remaining 
an{eriorly. At the same time the tension of the cords is 
increased. Complete closure is produced by the action of 
the cricothyroid muscles, which, tilting the cricoid and 
thyroid cartilages in opposite directions, further increases 
the tension, closes the anterior. chink, and elongates the 


. cords. The. moving-picture -photographs ‘of the larynx 


le 
No 


taken at the Bell Telephone Company Laboratories show 
-this elongation quite clearly. To produce these effects both 


1 Arch, Otolaryng., Chicago, 1942 ,38, 355. 
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the arytenoid and cricoid cartilages must be fixed. The 
arytenoids are fixed against the cricoid by the crico-aty- 
tenoideus posticus muscles, so ihat the cords can become 


tense and elongated. The cricoid itself is fixed against the 


. spinal column by the inferior constrictor of the pharynx. 


e anterior fixation of the thyroid cartilage to maintain 
je tension is accomplished by the cricothyroid muscles. 
The moving pictures show that, contrary to the older teach- 
ing, a preliminary complete adduction occurs before the 
vibratory movements in the cords are initiated. In this 
Position of adduction fine intrinsic movements of the cords 
occur independently of any arytenoid movements. These 
are movements of segments of the cords as contrasted with 
movements of the whole cord and are produced by selected 
fibres’ of the thyro-arytenoideus muscles, which pull apart 
equal lengths of each cord against tension to establish a 
final glottic pattern in which the vibrations will take place. 
| Thus the final position assumed by the vocal cords in 
producing a tone, in preparation for vibration, is the pro- 
duct of two muscular forces, one of which causes adduc- 


‘tion and tension, and the other counters this over a varying 


length of cord, exerting a damping effect. The lowest tone, 
not ordinarily in use, is produced by a general relaxation 
of the cords, which are foreshortened, leaving a relatively 
wide gap, which is not so wide or definitely triangular 
as in inspiration. This gap extends from the anterior 
commissure but is much wider behind. In the ascent of 
the scale there is a gradual transition in which the cords 
become straighter and more tense. As the cords elongate 
the tension increases and the edges of the cords lie almost 
parallel, and finally exactly parallel. When the cords have 


become as taut and elongated as possible, a break occurs 


‘and the damping process comes into action to yield still 


higher tones. A varying length of the posterior part of 
each cord is damped and prevented from vibrating by 
being brought into apposition with the corresponding part 


-of its fellow.’ The anterior segment is then foreshortened 


functionally and a higher tone is produced, for only these 
portions anterior to the damped segments can vibrate. 


- Finally, the cords approximate for so much of their length 


that the glottic chink is only a tiny orifice anteriorly. 
!On mirror examination the vocal.cords seem to move 
from the lateral to the median adducted position as rigid 
bands, but the moving pictures show that this is not the 
case. . The movement is‘ undulating, beginning anteriorly 
and passing as a wave to the posterior segments; the 
anterior segments approximate first, followed by the middle 
and ‘then the posterior segments. The air escaping under 
pressure between the cords everts the free margins of the 
cords, which spring back by their own elasticity, thus pro- 
ducing vibrations apart from any gross movements of 


adduction and abduction. ` The ultra-slow-motion pictures 


l 1 , Show that at a low pitch the vibrations. of the cords are 
which slide the arytenoid cartilages together and close °* yè 


very complex, becoming less so as the pitch is raised. The 
cords become firmer and longer during the ascent of the 
scale. They open from below, the opening continuing 
upwards and outwards. Closure likewise begins from 
below, and ‘as the cords open and close a ripple passes 
laterally over the upper surface. At extremely high pitches 
only the edges close to the glottis are seen to vibrate, and 
ag the pitch rises the vibrations are confined more and more 
to a diminishing anterior segment, while the posterior seg- 
ments remain firmly in contact. In whispering the sliding 
movement of the arytenoid cartilage on the cricoid towards 
the median line does not take place, because the inter- 


- arytenoid muscles do not contract. A wide triangular gap 


is| therefore left in the postetior part of the glottis, and a 


pronounced ‘Jeak of air results. The anterior segments~of: - 


the vocal cords act as in ordinary speech. ‘If the pitch of 
7 whisper is raised the anterior oral hiatus becomes 
: , : 3 


. plants. 
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narrower aid the--cords touch at about-the middle third, 
but the triangular chink posteriorly persists. This has a 
aean application, because it is apparent that whispering 

ee harmful as shouting, for the vocal cords can 
meee and injure -each: other during whispering as well as 
during ordinary speech. Yet often whispering is allowed 
when ordinary speech is forbidden. 





PASTEURIZATION OF MILK 


Pasteurization began to be used on a commercial scale in 


‘the large towns of this country about the beginning of 


the present century. Its object was to improve the keeping 
quality of milk, not to prevent milk-borne disease. It con- 
sisted usually of heating milk quickly to about 170° F: and 
immediate cooling—the “flash” process—and its product 
had the characteristic. flavour of heated milk and a 
diminished cream-line. From the aesthetic point of view, 
therefore, it was unattractive, and rapid souring was not 
uncommon as the result of defects in many commercial 
It soon became evident, however, that milk sub- 
mitted to even this imperfect process was more seldom 


„associated with the occurrence of epidemics than raw milk. 


The processes were under no Government control, and 
the first moves made by the Ministry of Food in 1918 
toward the encouragement of high-quality milk—apart 
from the rather ineffective measures exercised by local 
authorities under the Diseases of Animals Acts, Milk and 
Dairies Regulations, the Public Health Acts, the Infectious 
Disease (Prevention) Act, and various local powers—aimed 
at the sale of clean and tubercle-free raw milk under: 
special licence. The’ farming interests, backed by such, 
disinterested enthusiasts as*the late Dr. Stenhouse Williams 
of the National Institute for Research in Dairying, 
Reading, were strongly opposed to any statutory recogni- 
tion of pasteurized milk. Nevertheless, when the movement 
passed to the Ministry’ of Health, pasteurized milk was 
included as one of the special designations in thé Milk 
and Dairies (Amendment) Act of 1922. By this time the 
more fool-proof methods of “retarding” and “holding” 
had come into vogue, and pasteurized milk not only was a 
more elegant product but also gave reasonable assurance 
of freedom from pathogenic micro-organisms. Still’ the 
bitter opposition of dairy farmers and their supporters con- 
tinued, so that when the British Medical Association began 
an experfSive advertising campaign a few, years before the 
present war, advocating safe milk in the public interest, 
it had the greatest difficulty in overcoming the reluctance 
of the daily press to accept the advertisements. During 
the present war the operations of the Ministry of Food, 

the Ministry of Agriculture, and the Milk Marketing Board 
have removed the economic motive behind the opposition 
of farmers, and, for the: present, pasteurization is being: 
rapidly extended without controversy. Perhaps these or 
similar purchasing arrangements will survive the war, but 
if they do not it is possible that the resistance will be 
resumed, ; 

This prolonged controversy has presented an outstanding 
example of the disingenuous manipulation of scientific dis- 
covery to support a losing cause, and it has not been,.easy 
for medical practitioners and others who believe in pasteur- 
ization to put their finger ` on the flaws in the pseudo- 


a ‘scientific arguments used against it, with which the farmers 


and legislators -have been well primed. ‘This difficulty no 
longer exists. A most complete compilation and analysis 
of our knowledge of milk, its composition, and the effects 
of heat on it has been made by Prof. G. S. Wilson? The 
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: contentions that pasteurization, reduces the nutritive value 
of.mılk, that it reduces, resistance to disease, that it pre- 
disposes to dental caries, that it removes an immunizing 
influence by destroying bovine tubercle bacilli, that pasteur- 
ized milk is unpalatable, that pasteurization fails to destroy 
pathogemic micro-organisms, that it removes the incentive 
to produce clean milk or eradicate disease in herds, that 
milk may become infected after pasteurization, and that 
pasteurizing processes are uncontrolled, are fully dealt 
with. The examination of all reliable, and some unreliable, 
scientific work on the various aspects of the subject 1s 
exhaustive. The number of articles referred to in the 
text runs to 333, and many of the facts they record are 
very fully discussed and criticized. Among the diseases 
which may be conveyed by milk- Wilson makes no men- 
tion of poliomyelitis. Epidemics caused by milk have 
been recorded by American workers, and recent bacterio- 
logical and epidemiological investigations as to the general 
mode of-infection in this disease add to the probability 
that these records are authentic. Apart from this there 
is practically nothing left that could be said on the sub- 
ject, and what is said is most admirably expressed. 











BLOOD- TRANSFUSION IN THE U.S.S.R. 


In watching, through the medium of communiqués and 
radio, the gigantic struggle between our Russian ally and 
the common enemy of’ mankind, medical. men in Great 
Britain have a double concern. First, they share with the 
ordinary citizen a boundless admiration for the heroism 
of the ordinary Russian soldier and those who lead him. 
Secondly, medical men have a special concern in the suffer- 
ing of Russian men and women and in the ways and means 
Russian medicine adopts to meet its Herculean task of 
caring for the sick and the wounded under conditions 
almost unparalleled} in the history of civilization. We 
hope to be able, fiom time to time, to make British readers 
more fully acquainted with the aims and achievements of 
Russian medicine and Russian doctors, because we believe 
that one of the surest’ foundations of trust and friendship 
between our two great countries will be a close under-’ 
standing between like professional groups. Understand- 
ing does not necessarily imply agreement. In this, country 
doctors on the whole share the view of the brilliant group 
of men who met in London in 1645 to form the “ Invisible 


- College ” that later became the Royal Society. , At, the 


height of our revolution in the seventeenth century they 
decided to bar “all Discourses of Divinity and State 
Affairs ” and to confine themselves to “ Physick, Anatomy 
, .. and Natural Experiments.” The modern Russian 
doctor would probably not agree with this view of the 
men who contributed so much to knowledge under the 
guiding influence of John Wilkins, the Warden of Wadham 
College, Oxford. But we may be sure that there is much 
for us to’learn from Russian’ organization of medical ser- 
vices, and that we in our turn also have much knowledge 
The one firm 
common ground we both share is the fundamentals of the 
science of medicine—‘ Physick, Anatomy, “Natural Experi- 
ments,” and on tee can we enlarge the Caru of 
interest. 

On another page in this week’s Journal we are privileged 
to print an article on blood transfusion in the U.S.S.R. 
by Prof. A. Bagdasarov, Director of the Central Blood 
‘Transfusion Institute in Moscow. This Institute was 
founded in 1926, and from that date organization and 
research have proceeded hand tn hand. In 1935, for- 
example, the officially registered. cases of blood trans- 
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fusion numbered 22, 000, and by 1940 this ‘figure had risen 
to 200,000, exclusive of, transfusions given on the Finnish 
front. In 1932 there were only` 80 regional institutes, but 
by` 1941' these had increased in number- to 1,500. In a 
-country that covers about a ‘sixth of the land area of the 
world problems of collection, preservation, and trans- 
port of blood are indissolubly* linked, and to find an 
answer to these was an urgent matter for scientists in 
the U.S.S.R. “Nowadays,” Prof. Bagdasarov writes, “ we 
consider jt an ordinary matter to ship conserved blood by 
aeroplane over distances of hundreds and even thousands 


of miles into the most distant corners of: the tundra and; 


taiga, and into the steppes and deserts of the south-east 
regions of the Soviet Union.” These, too, are matters of 
urgency for the British Empire, with its armed Forces 
spread over the surface of the globe, and a corresponding 
complexity of medical organization. For us the sea is 
what land is to the U.S.S.R., and for us the problem of 
sea transport is added to that of transport, by aeroplane. 

‘Prof. Bagdasarov: brings forward a number of interest- 
ing technical points. He finds that blood conserved in a 
glucose-citrate solution is suitable for transfusion up to 
25 days, or 20 days when transported. There appear to 
have been no complications in the transfusion of large 
quantities of group O blood. “During the twelve months 
of war,” he writes, “literally hundreds of tons of blood 
have been thus applied to wounded men in all stages of 
evacuation, and with truly tremendous success.” Prof. 
Bagdasarov speaks enthusiastically of plasma as a trans- 
fusion agent, stating that it is used in the front line 
especially in cases of shock and in the treatment of burn 
cases. The red corpuscles left after the separation of the 
‘plasma are, so to say, refloated in a physiological fluid, and 
in this “ modified LP.K, ‘fluid ” erythrocytes stored at 4° 
to 6° C. show no marked change up to 12 days. Such 
‘conserved red cells are transfused to cases of anaemia. 
Prof. Bagdasarov concludes with some interesting observa- 
tions on plasma substitutes, and a note on the great army 
of donors ‘who “have streamed into the numerous blood 
transfusion institutes and stations.” His article will, we 
are confident, be widely read and with high appreciation 
of the great service réndered by the organization he directs. 





' 
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EPIDEMIOLOGY OF THE COUNTRYSIDE 


The - Milroy Lectures of 1942 add another chapter' to 
those, annals of the countryside which Dr. W. N. Pickles 
iis writing for our instruction and enjoyment. Dr. Pickles 
has much of the literary charm of Austin Dobson, and uses 
his skill. with equal felicity in making a vignette of happy 
country folk travelling in a motor omnibus to the market 
town or a graphic story of an epidemiological event. 


“I do not think the country doctor, possibly'in his igiordnce, 
has any doubt about a true influenza epidemic. Our last 
visitation was in 1937. Its ferocity - lasted but three weeks 
‘and the busy life we all expect in a scattered country practice 
was transformed into a nightmare. There has been no similar ~ 
epidemic since, but the first three months of most years produce’ 
a number of cases of feverish colds, The spread of the 
epidemic in 1937 suggested a much more infectious disorder. 
Ten per cent. of the population were sufferers, and all in the 
short: space. of three weeks. “Two per cent. only were sufferers 
‘in 1940 and these were spread over three months. In the 
epidemic of 1937 the onset of the illness was abrupt. Some 
will remember the influenza of the early ‘nineties when people 
collapsed in the streets»and had to be carried home, and 'I, 
myself, saw collapses of this sort at ‘divisions’ in a ship of 
the Royal Navy in 1918. Without these dramatic incidents 
the patients in 1937 ‘did become ill and unfit for work with 


a 
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‘and epistaxis is common. 
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very little warning. In the illness of 1940 and similar years, 


‘the patients tell us that they have been battling for several 


days but have had to give up at last. As I have seen it, ın 
true influenza there is great uniformity in the symptoms, the 
patient is prostrate, there is a short unproductivegcough, the 
tongue is foul and coated, the aching in the limbs-intolerable, 
The febrile catarrhs of 1940 and 
other years I should summarize by, saying that the chest 
symptoms were a great deal more and the generál symptoms 
less alarming.” 

Dr. Pickles raises the interesting question whether 
“true” influenza may not be a genuine exotic and 
our recent immunity due to the closure of the Conti- 
nent. There was an irifluenza in England in 1803, after 
the resumption of the war against Bonaparte, but none 
again, during the war, indeed until 1831, but there was 
no European pandemic eithér. Dr. Pickles has seen 


. 202 sufferers from chicken-pox and 87 from shingles in 


ten years, and contributes interesting examples of the 
interrelation.. On May 6, 1937, a young woman began 
with herpes, and on May 7 a farmer in a distant village. 
The young woman, a friend of the farmer’s wife, was at 
a sale a fortnight before and invited to tea ; probably the 
farmer was present. On May 12 (Coronation Day) the 
farmer was present at the village celebrations ; two children 
sickened on May 26 and 27, and a small epidemic of 


‘chicken-pox followed, including one sufferer from herpes. 


Dr. Pickles could trace two cases of diphtheria to an 
evacuee, but no other major infectious disease ; impetigo, 
vermin, and scabies were the chief enemies. There were 
several instances of scabies in native children in homes 
where there were no evacuees ; he thinks common towels 
in the schools were responsible. One is tempted to go 
on quoting from this charming paper. Dr. Pickles is 
happy in his work and his opportunities of contributing 
new and exact observations on the natural history of 
disease. 


` 


HEPARIN IN PRACTICE 
The Scandinavian school of ‘medicine has consistently 


‘pioneered the use of! heparin, and a symposium’ on 


heparin and thrombosis was held in Stockholm in 
December, 1940. Heparin must be given intravenously. 


. The dosage by intravenous drip to maintain the coagula- 


tion time at’three times the normal, which is the desirable 
level for most surgical purposes, is approximately 20 mg. 
„per Hour. The dose varies, however,’ with the condition 
of the patient, and more heparin will be necessary to raise 
‘the coagulation time to a given level after operation than 
before. To avoid the inconvenience of an intravenous drip 
and the danger of overloading the heart and the kidneys 
with eXcess fluid, some workers have preferred to give 
four separate intravenous injections of heparin a day, a 

typical dosage being 75+75+754+125 mg. daily. A 
further development is Olovson’s heparin needle, which is 
designed to remain in the vein. It has a detachable cap 
with a rubber membrane, through which the injections 
can be repeated every four to six hours. Although heparin 
-prolongs the coagulation time, it does not affect the bleed- 
ing time, and it can safely be given before or during opera- 
tions in vascular surgery, such as embolectomy, without 
increasing the bleeding at operation. On the other hand, 
there is a very real risk of reactionary bleeding after 
heparin, and, with the exception of a few special cases, 
heparin should rarely be administered earlier than four 
hours after operation. These findings support the hypo- 
thesis. of Macfarlane’ that the immediate cessation of 


1 Acta med. scand., 1944 107, 107. z 
2 Quart. J. Med., 1941, 10, 
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bleeding is -brought about by capillary contraction, and 
that, coagulation then seals the wound so that bleeding 
does not recur when the capillaries relax. Heparin has 
been used, chiefly as a Prophylactic against thrombosis 
after operétion. The minimum duration for effective treat- 


ment is probably until normal temperature and power of _ 


movement have returned and the patient can leave his 
bed. Forty-eight hours has been proved to be too short, 
and it is doubtful whether the four days recommended 
by other workers is long enough. Results have been 
encouraging, though, on the one hand, heparin has been 
confined to special cases and, on the other, there has been 
a fall in the incidence of thrombosis even in untreated 
cases. Emboli large enough to endanger life can form 
only in the lower limbs, and Bauer has developed a 
technique to visualize the veins in the leg by radiographs 
after the injection of perabrodil. Absence of contrast in 
the deep veins provides evidence of the presence of a 
thrombus, and measures can be taken to deal with it before 
embolism occurs. In established embolism and thrombosis 
heparin treatment is on a less secure basis, though favour- 
able results have been attributed to it in preventing the 
extension of the clot. Owing to the large amount of kinase 
released at the lesion, the ‘therapeutic or medical dosage 
of heparin is very much greater than the prophylactic or 
surgical dosage, and the risk of accidents is: proportionately 
increased. Haemorrhage and, cardiac’ tamponade have 
occurred when heparin was administered in pericarditis, 
and for this reason the physician may well hesitate to use 
heparin in coronary thrombosis. In fact, a good deal of 
careful and controlled work remain to’ be done before 
we can assess the value of heparin in treatment. At present 
a manifest post- operative thrombosis meaiis -five to six 
weeks longer in hospital, and a reduction would be wel- 
comed not only by the surgeon but also by the patient, 
who usually finds this unexpected setback so tedious and 
hard to bear. ‘ 


THE STEROLS, THEIR STRUCTURE 
AND ACTION 
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subordinate’ ones: for instance, all folliculoid hormones 
can stimulate the development of female secondary sex 
characteristics,, causing enlargement of the uterus and 
breasts, and hypertrophy of the adrenal cortex’ as well 
as vaginal cornification. ‘But any one of the six 
independent activities may -be exhibited by a com- 
pound, irrespective of its other hormonal properties. 
Thus pregnanedione ha§ the highest anaesthetic potency 
yet found, but is devoid of other activity. AH sterols 
with a side-chain of two or less C atoms have some 
activity, either anaesthetf% or hormonal, but the long side- 


.chain derivatives are inert, so far as they have been 


A study of the correlation between the chemical structure . 


and the pharrhacological action of a group of compounds 
may suggest further modifications by which the potency 
may be enBanced or unwanted side-actions eliminated. 
Experience has emphasized the wisdom of a cautious 
estimate of the value of such correlations unless they 
are made on a very large number of similar compounds, 
and perhaps in no other field has the relation between 
structure and function been more obscure than among 
the sterols. Hans Selye? has ‘endeavoured to produce 
some order out of this chaos by a study of 75 of the 
hormonally active sterols and their synthetic analogues, 
together with a very. considerable survey of the litera- 
ture. The importance of the phenanthrene derivatives 
is shown by the fact that ‘narcotics of the morphine 
group, bile acids and cholesterol, vitamin D, ‘the sterot 
hormones, and many carcinogenic hydrocarbons have a 
phenanthrene nucleus. The subgroup which comprises 

the sterols consists of modifica- 

tions of the cholane ring. Selye 

observed the effect of these modi- 
Phenanthrene fications upon six different types 
of action, which he calls. folli- 
culoid, A luteoid, testoid, gonadotrophic, and 
anaesthetic, and which are independent of one another 
He distinguishes between such independent actions and 

1 Endocrindtogy, 1942, 30, 437. 
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studied. The commonest pharmacological actions are 
the anaesthetic and folliculoid, and in fact all but three 
of the sterols investigated showed some degree of ‘folli- 
culoid activity provided there was not a Jong side-chain. 


„So the folliculoid and anaesthetic activities do not depend 


on any great specialization of structure. But the 
anaesthetic activity may be modified by .changes in 
structure. In the simplest instance this may be due to 
changes in solubility. Oestradiol has some anaesthetic 


potency, but its esters, 
re 


which are more slowly 
absorbed, have none. 
Pranie Progesterone PP 


Oxygenation, if at 
either end of-the mole- 
cule only, increases the 
anaesthetic effect, but 
further oxygenation is detrimental., “Thus desoxycortico- 
sterone acetate is more active ‘than dehydrocortico- 


“Gigs Res -cmon Sterone. . A single double 

ae Cm0 bond in- ring A or B 

- 9 does not seriously inter- 

fere with -the anaesthetic 

R ‘ activity, but two or more 

Desoxycorticosterone _ Dehydro- double bonds in these 
acetate ‘corticosterone 


rings or a double bond in 
ring D are detrimental. Thus pregnanedione, which is- 
fully saturated, is slightly more active’ than progesterone, 
while oestradiol, which has an unsaturated A ring, is 
inactive. Two chrysopregnene derivatives, with a 6- 
membered D mng, were also studied, and were found 
to have both anaesthetic and follicular activity; so 
evidently the sterol nucleus may be modified slightly 
without interference with its characteristic properties. 
But it is more disturbing 


to find that  stilboestrol, bY , CH5 CH 
which bears no: immediate g 
relationship to the phen- OEO a 
anthrene group, -has an Chrysopregnene Stulboestrol 
nng ' 


anaesthetic as well as’ its 
well-known folliculoid property. It may be that we are 
dealing here with a member of an entirely different series 
of compounds, and it would therefore be illogical to apply 
to it the general laws which have been deduced from a 
study of the sterols. Further investigation of the stilbene 
series as well of the sterols may well repay the labour, 
and emphasize the close association that is now required 


between the pharmacologist and.the organic chemist. - 


At the invitation of the Managers of the Royal Institu- 
tion, Sir Henry Dale, P.R.S., has accepted the Directorship 
of the Laboratories of the Institution, with the Fullerian 
Professorship, in succession to the late Sir William: Bragg. 
Sir Henry has expressed the wish that his appointment 
should be limited to a period of three years, so that 
the Managers may. then be free to consider their future 
policy: ; 
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The paper printed below is based on a lecture which was 
one of a series recéntly given at the British Postgraduate 
Medical School, Hammersmith 
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MALARIA IN WARTIME o 


BY ` 
Sir P. H. MANSON-BAHR, .CM.G., DS.O., 
i M.D. F.R.C.P. 
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Malaria in wartime is a large subject, and may be a serious 
problem. It was so in the war.of 1914-18 and probably it 
will play a part in the present conflict. Then, in the. “side 
shows ”—Iraq, Salonika, East Africa, and Palestine—malaria 
may be said to have been decisive—much more so than enemy 
‘action. The admission rates to hospitals which were published 
in the Medical History of the War give impressive figures. In 
the East African Expeditionary Force there were annually more 
hospital ‘admissions than troops in the field; that for Salonika 
was 500 or 600 per thousand troops. Therefore it behoves 
us more than ever-to try to keep in mind what 
be like in a war of movement. ; ‘ 

There are four different species of intra¢orpuscular parasites 
causing malaria, but'only two are really important in war; 
the others do not really matter, just being curiosities. The 
first causes benign tertian; the second, which may be pre- 


dominantly important, causes subtertian or malignant malaria. _ 


Unfortunately, scientists have given these parasites many 
names. I need not bother you with the scientific terms, but 
I’should like to point out how the parasites differ; and how 
‘the fevers which they produce also can be distinguished from 
one another, for there is no doubt that differént parasites 
produce different clinical types of disease. It ıs of no use 
at the present time saying that someone has got malaria, and 
leaving it at that. Research has shown that these fevers differ 
‘considerably not only ın their clinical appearances but in their 
treatment also. ' 


: The Benign Tertian Parasite 

‘First we have ‘the benign tertian parasité. The ring form 
becomes attached to the blood corpuscles and then enters them, 
gradually occupying the’ whole; but the host cell enlarges 
when the parasite attains its maximum development as the 
sporulating form. Moreover, within the substance of the red 
cell there is produced a degeneration of the protoplasm known 
aas Schuffner’s dots, which are peculiar to this and to the 
ovale parasite alone. ` 


Multiple infections of the corpuscle by more than one, 
parasite are rare in benign tertian, although common in sub- ‘ 


tertian malaria. The sporulating body consists of eighteen 
to twenty-four spores, and breaks up and sheds the spores 
(merozoites) into the plasma. It is at this stage that the malaria 
rigor, or fever, takes place.’ In the case of the benign tertian 
parasite ‘this recurs every forty-eight hours. There is another 
stage, the gametocyte or sexual-form, in which the development 
runs parallel with the former, or asexual, cycle. 

There is nothing. else quite like a chart showing the-classical 
appearances of the fever. Rigors recur on alternate days at 
exactly the same tıme. If*the rigor began at 2 p.m. on one 
day the second rigor will also take place at the same time 
within forty-eight hours. It was Manson who suggested that 
any fever which began in the forenoon or early afternoon 
was more likely to ‘be malaria than anything, more especially 
if it started with explostve. suddenness. The classical features 
of a malaria attack are the cold, the hot, and the sweating 
stage, the. last taking place when the -temperature begins to 


fall. It is possible to get temperatures of considerable height— ` 
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104°, 105°, or even sometimes 106° F. When a temperature 
suddenly shoots upwards 80 as to cause alarm it is much more 
likely to be benign tertian malaria than any other kind of 
fever. Moreover, it falls as abruptly, and afterwards drops to 
subnormal. The reaction to quinine given intramuscularly may 
be dramatic, but a subsequent attack cannot be prevented or 
aborted by one injection of this specific. It just depends upon 
„the stage of development the parasites have attained when the 
quinine is given whether any further rigors take place. 

The classical tertian periodicity is not observed in every 
case of benign tertian. One must expect fevers, especially in 
primary infections, which are atypical, resembling tuberculosis 
or typhoid. Quotidian rigors were formerly held to be due 
to two generations of parasites running concurrently, but that 
1s not really the case. Rather they are due to the response of 
the body. to a primary infection, because we now know that 
in experimentally producd malaria we do not get the typical 


~ ‘tertian periodicity till the fever has lasted several weeks. 


Subtertian Malaria : 
“ Benign tertian malaria may be likened to the ordinary rifle 
bullet, whereas subtertian (Plasmodium falciparum) may be 
likened to a high-explosive shell. The illness the latter produces 
is different; that is why it is musleading to use the term 
“ malaria ” as embracing all these diseases. This parasite does 
not enlarge the red blood corpuscle in which it lives; and, 
again, owing to, some adhesive properties in the infected 
corpuscles, they tend to agglomerate, so that development 
mostly proceeds in the capillaries of the internal organs, and 
, thus the parasite does not freely circulate ın the peripheral 
blood as does the benign tertian. By taking blood slides from - 
the finger one cannot see the complete cycle of development: - 
of this parasite in human blood, because a number of stages 
develop in the sinuses of the spleen, pancreas, brain, intestinal 
capillaries, and other internal organs of the body. The clinical 
appearances of the fever depend upon in which organ the 
maximum multiplication takes place. There is no more protean 
infection than subtertian malaria. It is a sort of conjurer, 
continually producing new tricks out of the hat. The parasite 
at the start somewhat resembles a very small flattened signet 
ring ; next we'find it plastered on to the edge of the blood 
corpuscle,. and multiple infections of the cell are common. 
Irregularity in outline of the corpuscle will be observed, and 
there are differences in the staining properties of its protoplasm. 
The sporulating stage takes place almost entirely within the 
internal capillary vessels; the affected corpuscles agglutinate, 
-forming thrombi, and in the security of their retreat the 
sporulating form develops. When this last stage is seen in the 
peripheral blood prognosis is grave, because it means that the 
- patient has been overwhelmed with this parasite. = 

I will now describe what a ‘blood film looks lke in fatal 
cases such as were frequently encountered during the last war. 
We see here rapid multiplication of the parasite inside the red 

: cell, and the two bifid nodules of chromatin which usually 

indicate a severe infection. We can see also large hyaline 
mononuclear cells .which devour defunct malaria parasites. 
Thus one often finds in subterttan malaria pigmented corpuscles, 
and nearly always they are mononuclears. ` ‘ 

With the subtertian parasite we do not get any dots in the 
protoplasm of the red cells, but little fissures or holes, which 
are known as Maurer’s dots, or clefts, and they are distinctive. 

With regard to the fever, subtertian malaria usually has a 
quotidian periodicity, but may produce almost any variety of 
temperature chart: Every now and again there is a sudden 
drop in temperature, and then it rises once again. In the 
benign tertian one may see what may be termed a “ Salisbury 
Cathedral” type of chart, but in this case one frequently 
observes a double rise of temperature—that is, with a dicrotic 
notch. That is a very important point, and when you see 
a temperature chart of this description you should always 
think of this kind of malaria. 

I mention this because many years ago I was summoned 
to a nursing home in London to see a young official who had 
travelled from West Africa via Barcelona and Paris. There 
he had partaken of oysters, and was, overcome by. vagniting 
and diarrhoea with grave weakness which had been diagnosed 
as “ food-potsoning.” ,With this diagnosis he arrived in London, 
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and there, every day for three weeks, he produced rigors with 
a‘double crisis. He had been examined by several doctors and 
as many diagnoses had been suggested, till a blood culture 
was taken, and on a streptococcus being, isolated he was -given 
the' appropriate serum ; but still he did not improve. When 
I was called in J suggested that he must have malaria, to which 
the objection was raised that he had no enlarged spleen (but 
many cases of subtertian malaria do not exhibit this) and that 
no malaria parasites had been found in his blood. I was 
informed that thirteén blood examinations had been made 
already and therefore it was no help to suggest malaria. But in 
the first blood film I was’able to demonstrate three parasites 
within one corpuscle. He took quinine and atebrin that night, 
and the fever defervesced and soon’ he was quite well. 
Another curious feature of the subtertian malaria chart is 
that you may not get any fever at all. It is possible to find 
people in apparent perfect health walking about with this 


parasite in their blood, and many return from West Africa. 


with this parasite lying dormant, ready to spring into activity 
and produce the most, dire symptoms at the first opportunity 
on exposure to cold or exertion. ` 


The Mosquito Problem 


Now we come to the mosquito problem. What is an 
Anopheles, and what are you to do when you see one? The 
first: characteristic of the Anopheles mosquito is its posture ; 
it is said to stand on its head: Actually it does appear to stand 
in this uncomfortable position with abdomen raised in the air, 
while all other kinds of mosquito carry it in a horizontal 
position. This mosquito is usually found in nooks and 
crannies of the wall and ceiling. In wartime it can be dis- 
covered inside canvas tents, and whenever you see an 
Anopheles: mosquito the best thing to do is to “swat” it. 
There are all sorts of minor marks jof differentiation between 
this and other species. The egg of ‘the Anopheles is one of 
the wonders of Nature. It resembles a primitive float, and, 
unlike -those of other species, is ‘laid singly. The larva on 
emerging lies with: its body parallel to the surface of the 
water and has a short respiratory siphon. The Anopheles 
also has spotted wings, whereas other species generally have 
not, as exemplified by Ross’s provisional description, “ the 
dappled-wing mosquito.” Several species of Anopheles in 
Great Britain have been described ; indeed, there are probably 
just about as many individuals of this genus in Great Britain 
at the present time as ever, so that it is difficult to know why 
endemic malana disappeared from this country. But there are 

' different races even ‘of ‘the same species. Some prefer feeding 
on cattle or horses, ‘others on humans ; and it is only those 
which: prefer biting human beings to. biting cattle that are 
dangerous, to-man. <, : : 

Next the elaborate cycle inside the mosquito’s stomach must 
be considered ; this, as is well known, was worked out by 
Ross-at the instigation of Patrick Manson. It must always 
be insisted that had it not been for Manson’s original hypo- 
thesis this would probably not have been worked out at that 
time. The copulation of the sexual forms of. the parasite takes 
place inside the stomach cavity df the mosquito, and is known 
as the sexifal cycle. Manson’s ‘original hypothesis was that 
there must be one particular type of mosquito, ın which this 
took place ; so that time and further work have not upset that 
original idea—that is, it is only in the genus Aviopheles that this 
development may occur. 

We have drugs which act upon this parasite in various stages. 
There are drugs which act upon the sporozoites from the 
salivary glands and others which act upon the sexual cycle, so 
that ıt is becoming more and more important that we should 
know of these researches because we may in that way eventually 
find the ideal malaria prophylactic. It is quite’ obvious that 
quinine does not fulfil this ideal, because it has been found 
to have: no effect on the sexual cycle and has no influence 
on the sporozoites. On the other hand, there is plasmoquine, 
which, although it may not produce such startling results in 
man, can knock out sporozoites and destroy the sexual stages 
-of the parasites. ` Then there is atebrin (quinacrine è or 
mepagrine), which acts mainly upon one species (the subtertian), 
so that we have selecti%e drugs for different stages of malaria 
parasites. , 


` e. 


The Incubation Period 


One of the great difficulties in studying malaria is the varying 
length of the incubation period. In benign tertian malaria it is 
not unusual for this fever,to commence one year to fifteen 
months, after the primary infection; therefore, one commonly 
meets patients who have been in India and have not had fever 
there, yet‘who a year or fifteen months after their return fall 
sick with an abrupt attack which proves to be malaria. ° 

How long can the malaria parasite persist in the body? The 
old soldier will assert that he can feel malaria “in his bones.” 
His colonel avers that the only thing is to “drown” it with 
whisky ; he is convinced that he still has malaria thirty or 
forty years after quitting the Tropics. Are we to believe these 
stories? I say distinctly they are not true. The parasites have 
their limited cycle in the body of man. They have their life 
span just as any other creature. The shortest for subtertian 


- malaria is one year: that of benign tertian is from three to 


three and a half years at the maximum. The statistics of the 
Ministry of Pensions show that the benign tertian malaria 
parasit disappeared within three years from the end of the 
last war. The quartan parasite is the toughest, becduse 
apparently it can hang about in the blood for a very long 


` time. A fatal case was recently reported in London in a child 


_ in 1897 saw the free flagellum impregnating the female. 


s 


_ Cross Road, London, W C.2. 


transfused with blood from its father, who had quitted Ceylon 


„twelve years previously. One German observer has even dis-' 


coveréd it ın the blood nineteen years after primary infection. , 
How are we to explain these long latent periods? . x 

The theory has been developed, backed up by some evidence, 
that sporozoites do not, all immediately enter red blood 
corpuscles, but lie dormant in the skin, and then infiltrate into 
the blood stream from time to time, causing malaria. That 
is a plausible explanation, and may indeed be true. 


The Sexual Stage 


Next we must briefly consider the sexual stage of the sub- 
tertian parasite, or ‘crescent. This looks like a miniature ~ 
Zeppelin developing inside the red cell, the free edge of which 
may be clearly visible. It is the “black pigment within the 
parasite that attracts attention, and it was really due to this 
that the malaria parasite was discovered by Laveran in 1880. 
While watching one of these parasites, then thought to be dead 
pigmented cells, he found that when the crescent was abstracted 
from the blood stream arid chilled it underwent an amazing 
transformation known as exflagellation. This is really-a sexual 
process, and it was due to Manson’s explanation of this 
phenomenon that it was discovered to be a vital process in the i 
life of the parasite. It is not, indeed, as formerly“ thought, 
a sort of swan-song of the malaria parasite, but from this 
amazing act the whole scheme of development of the malaria 
parasite in the mosquito was formulated. e : 

There are two varieties of crescent—male and female. The ; 
latter simply becomés rounded off into a sphere, but the former 
becomes transformed into this flagellated body. It was Manson, 
too, who first demonstrated that the flagella broke away, 
abandoning the defunct body of the parasite, and that each 
flagellum had a definite structure ; but it' was McCallum who 
Thus 
was a vital stage in the elucidation of the life history of the 
malaria parasite demonstrated. , 3 


(This paper will be concluded in next week’s issue.) 
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The National A.R.P. Co-ordinating Committee is arranging a 
one-day conference at Caxton Hall, Westminster, S.W., ‘on Sunday, 
Oct. 25, starting at 10 a.m. There. will be two parallel sets of 
lectures—one on organizational topics, including post-raid welfare 
and war damage, and one on more technical subjects, including 
anti-gas measures, fire defence, casualty services, and industrial 
defence. There will also be a show of the latest civil defence films 
trom the Ministry of Information The ‘speakers include Prof. 
J B. S. Haldane, F.R.S., Prof. J. R. Marrack, M.D., and Dr. 
K. W.-C. Sinclair Loutit, former A.R.P. medical officer for Finsbury. 
Inquiries and applications should be sent to the Conference Secre- 
tary, A.R.P. Co-ordinating Committee, Faraday House, 8, Charing 
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i - TOWARDS CO-ORDINATION -OF HOSPITAL 


i The Nuffield Provincial Hospitals Trust and the’ Ministry of 
‘ Health’ are collaborating, i in surveys, region by region, of the.: 
| hospital services of England and Wales, and in due course ‘the 
whole country will be covered. For some months past a survey 
' in London and the!surrounding area has been in the hands of ’ 
ìi Dr. A. M. H. Gray, president of the Royal Sociéty of Medicine, 
and Dr. A. Topping, deputy medical officer of health of the 
London County, Council, and.another in North-West England 
and North Wales, for which Mr. Rock Carling, senior surgeon 
to Westminster Hospital, and Dr. T. S. McIntosh, one of the 
. principal regional medical officers of the Ministry of Health, 
» are responsible. More recently Prof. J. A. Ryle, Regius 
Professor of Physic at Cambridge, and Dr. A. E. Quine, another 
principal regional medical officer, were appointed to undertake 
a survey im North-East England. The announcement is now 
made that a fourth survey, to embrace‘ the greater part of 
» the three Ridings, is to be carried out by Mr. H. L. Eason, 
' president of the General Medical Council, Dr. Veitch Clark, . 
. lately medical officer of health for Manchester, and Mr. W. H. ` 
` Harper, house governor of Wolverhampton Royal Hospital. 
The survey of yet ‘another large region is expected to begin 
© shortly. 
In a recent ieh at Oxford, made under the auspices of 
* the Nuffield Trust, the Minister of Health, Mr. Ernest Brown, 
' discussed these surveys and the part they will play in the 
, future co-ordination of hospital services. Inquiries of the kind 
now proceeding, he ‘said, in the hands of experts of such 
distinction and experience, and based upon free and informal 
‘ discussions ‘with those who were tackling in different areas 
the problem “of hospital organization, were more promising 
' than any other course which could have suggested itself. They 
were designed to ‘promote local consideration of problems 
having more than a local bearing and to encourage friendly 
co-operation in their solution.. The object of the surveys was 
{ not to provide working drawings, but to set up a rich fund 
“ of knowledge and experience of which those who would. 
presently have the task, of producing fuch drawings might 
freely make use. ; 
, Object of the Surveys aan 
The surveys will be directed in the first place toward; 
“, obtaining information about existing ‘facilities, their adequacy 
" and efficiency. The starting-point of all inquiries and 
planning, said Mr. Brown, must‘be the needs of the patient. 
« Inquiry will‘ be made into the number and types of: beds, 
' the adequacy of the consultative out-patient departments, the 
, Tange of equipment available, the nature and number of the 
medical and other professional staff, and the service 
- of the hospitals. Other questions, such as methods of adminis- 
tration and accounting, purchase: of supplies,.record keeping, 
č social work, and; most important of all, finance, will also call 
" for consideration, but-these are not relevant to ‘the immediate 
objects in view. 
The facts having, been „ascertained, those ‘responsible for’ the 
| gurveys’ will formulate their opinions arid advice. In the 
: Minister’s view the facts which had been elicited should have 
. general -publicity, but the conclusions based upon them, the 
, recommendations issuing from them, should be treated as strictly 
` confidential to the Ministry and the Nuffield Trust, What both 
,.the Ministry and the Trust desired was a full and frank report; 
not a report, written with the constraint which was necessarily 
imposed in the case of a public document. Mr. Brown was 
ų explicit as to the procedure to be followed after the reports 
of. the experts had been received by the Ministry and by the 
‘, special committee of the: Trust. Certain general conclusions 
would be formulated, together with the facts upon which they 
were based, and these would be laid before local authorities ` 
and the. governing bodies of voluntary hospitals in each area 
for their full consideration, both separately and jointly. There 
“would be no question of imposing a ready-made plan or of 
a Tequiring local action to be taken in accordance with the ' 
` conclusions emerging from the Mie consideration of the 
u reports. .. 
The Minister anticipated, howevéi, that in due course legis- 
lation would be.necessary to give effect to the Government's 
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policy of laying upon the major, local authorities, in ‘full con- 
sultation with the voluntary bodies concerned, a statutory duty 
to provide an adequate hospital service. In his speech at 
‘Oxford he promised, in the most categorical terms, that that 
projected legislation would be' the subject of the fullest con- 
sultation with “all interested parties ” before it waseintroduced’ 
into Parliament. The medical profession will welcome and 
bear in mind‘ Mr. Brown’s undertaking. It is to be assumed 
that it means that the results of the consultation will be avail- 


' able, not merely to amend any measure during its passage 


through Parliament, but to influence the preliminary drafting 
of it. It would also be desirable that, sufficient time should 
be given for this consultation to enable representative bodies 
concerned to gather as wide an opinion as possible from their 
‘constituents, so that this legislation, which will be of the first 
importance to the health of the country, may go forward with 
the fullest measure of agreement. ' 

















Reports of Societies 





EARLY DIAGNOSIS OF PHTHISIS 
The first Varrier-J ones Memorial Lecture; ‘on the early diagnosis 


‘.of pulmonary tuberculosis, was delivered under the auspices 


of the Halton Medical Society by Wing-Commander R. R. 
TRAL at Princess Mary’s R.A.F. Hospital, Halton, on Sept. 25. 
Air-Marshal Sir HaRoLD WHITTINGHAM, Director-General of 
Medical Seryices, R.A.F., presided, and, before the lecture 
was given, Sir WALTER LANGDON-BROWN’ spoke on “ Varrier- 
Jones: the Man and the Idea.” The late Sir Pendrill Varrier- 
Jones was Medical Director of Papworth Village Settlement 
from its inception until his death in January, 1941. Concluding 
his tribute Sir Walter said: “Rehabilitation is a word on all 


‘our lips to-day, and here it is in being. All honour to the 


man who achieved this and converted occupational therapy 
into therapeutic occupation. With tuberculosis again increasing 
‘its inroads we may well reflect on this vision that became fact.” 

*Wing-Commander Tra said that except in a disappointingly 
small percentage of cases we were a very long way from the, 
diagnosis of early pulmonary tuberculosis, and had no cause 
for complacency. Progress in combating the disease had been 
made in certain directions during the past 20 years, but detailed 
analysis of the position to-day in respect of the number of 
sufferers and the extent of the disease at diagnosis was not 
so pleasant. Tuberculosis now claimed half the total deaths 
from all causes at ages between 15 and 24,'an age group 
particularly important in national economy and the one in 
which the decline in mortality had continued at a slower rate 
than in any other. The lecturer then quoted L.C.C. figures 
showing that the best possible tuberculosis services with every 
modern equipment made no improvement towards earlier 
diagnosis in ten years, and added that by the extent of disease 
at diagnosis the majority of these unfortunates were unsuitable 
for modern methods ‘of treatment and but few survived for’ 
5 years following discharge from sanatorium. They showed 
a poor economic return and a minimal gain in social happiness 
for the-care and expense afforded them. He attributed this 


_ State of affairs to the fact that it was-‘only with the arrival 


of ‘symptoms, and not always then, that‘the patient would seek 
advice. To ask the general practitioner,. therefore, to diagnose 
at a stage prior to the symptoms for which his advice was 
eventually sought was to ask the impossible. Experience 
showed that by no means all cases of established phthisis had 
symptoms, and doctors had perforce to'wait until the patient 
sought advice. Even. then diagnosis was often too long delayed. 


oe Mass Radiographs : : Figures from the R.A.F. 

After reviewing clinical : methods ' whereby indications of 
ttuberculosis could be detected, the lecturer referred to the value 
of x rays. “We have in x-ray examination something quite 
definite to the expert eye, something which, even at its lowest 
valuation, is a visual indication of abnormality calling for 
immediate and strict investigation. In other words we have 
to hand a method of approach to diagnosis which can reverse 
the present one. The doctor can seek out the patient. He 
.need not wait until the patient seeks him.” He then, quoted 


ao 
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- figures derived from the examination of 40,119 R.A.F. and 


W.A.A.F. personnel by mass radiography. While the miniature 


‘film could weed the abnormal from the normal, for ultimate 


diggnosis a large film and full clinical and pathological 
examination were necessary whenever an abnormality was 


. Noted, This procedure had been followed in all the cases 
. Teported upon, and no case -had been consjdgred tuberculous 


where there was any reasonable doubt “of the diagnosis as 
judged by accepted modern criteria. “Despite this, and notwith- 
standing that all these 40,119 persons had been examined by 
National Service Boards some six to twelve months preceding 
mass radiography, and that all the men concerned had had a 
stricter medical examination within the previous six months 
with a view to selection for special duties, the-results of the 
examination of these unusually: “ fit” subjects showed that 65 
(or 2.2 per mille) of the 30,130 men exhibited signs of active 
disease, and that 108 (or 3.6 per mille) showed signs of inactive 
disease. In the case of the 9,989 women the figures were even 
worse: 38 (or 3.8 per mille were in the active disease class, 
and 56 (or 5.6 per mille) in the inactive disease class. The 
highest figures per mille occurred in the age groups up to 
25-29; the incidence in-women being considerably higher than 
in men. “While the incidence of active disease is practically 
1 per 1,000 more for women at the age group 20-24, the 
incidence for women under 20 is more than double that for 
men. ... Similatly among inactive cases, the incidence of 
disease in women under ‘20 is four times as great as among 


+ 


, nfen, and one and a half times as great in the age group 20-24, 


while the percentages approximate to equal in the age group 
25-29.” 
The figures also showed that among the supposedly healthy 


“adolescent and young adult population between 18 and 24 


there were some 3 per mille who had unsuspected active 
tuberculosis and that more than 1 per mille was a potential 
source of infection- because he had, unknown to himself, a 
positive sputum. The number of the population in these age 
groups by the last Census, corrected according to birth rates 
at the end of the last war, was, for~England, Scotland, and 
Wales together, some five millions. The implication was 
obvious. In these age groups at the present tıme there were 
some 15,000 with unsuspected tuberculosis; all of them re- 
quired at least expert supervision and advice, and many were 
in need of treatment, for a period that could -be determined 
only by close observation. These figures all related to patients 
without admitted symptoms, and it was a legitimate conclusion 
that some 25% more cases were found in the early stages of 
disease by mass radiography as against the present civilian 
methods of diagnosis. ‘ 


Nuua Safeguards i 

.The lecturer gave a warning that before any extension of 
mass radiography could take place much preparatory work 
must be dene, because the adult worker associated x-ray 
examination with disease, and disease was economic disaster. 
It would be difficult to impress on him the benefits of early 
diagnosis. Legislation would have to protect ‘him against 
victimization, loss of employment, and reduced standards of 
life for himself and for his family. Present circumstances 
worked against both the patient and the tuberculosis services ; 
they hindered immediate treatment by worry and they militated i 
against good end- results by compelling the quiescent case to 


“return to employment, before arrest of the lesion was attained. 


Wing-Commander Trail concluded that: immediate hopes for‘ 
the future control and treatment of pulmonary tuberculosis 
must be based on periodic mass radiography of the adolescent 
population ; anything less comprehensive would fall short of 
the lessons indicated by the experience he had analysed. If ` 
they began now on a scheme of examination at school-leaving 
age and followed. by annual review to the age of 30, those `. 
age groups on which morbidity and mortality fall most heavily 
would be covered. Initial cost would soon be offset by the 
saving of vast sums of money now spent on hospitalization ‘of 


` advanced cases. 








“A new medical centre’for the United States Navy has been 


tounded at Bethesda, Maryland, at a cost of seven million dollars, 
and will gonsist of a hospital. medical and dental’ schools, and a 
dispensary. e 


, 


- death.” 


- infected flies were fed on them.. 


Correspondence: 


Pore R.M.B.¥. ‘Christmas Gifts 3 ‘ 

Sirn—It.is always with a feeling of hesitation, perhaps of 
fear, that Y address this letter to you at this time ‘of the year; 
hesitation and fear lest I- should fail to state the cause 
effectively to your readers. But in my 25th year of office 
as President of the Fund’ and as an old man myself, may 
I once more appeal on behalf of old doctors and their loved 
ones that the Christmas Gifts Fund be continued-in 1942. 
A gift of £2 to each of .our beneficiaries on Christmas Day 
to bring some enjoyment, perhaps warmth or an unaccustomed 
comfort, to homes where every penny has to be considered, 
ig my desire. Will all friends who have helped me in the past 
do what they can again this year, and will others come forward 
as contributors to take the place of those who have had to 
drop out? 

All contributions should be addressed to the Hon. Treasurer, 
Royal Medical Benevolent Fund, 1, Balliol House, Manor 
Fields, Putney, London, S.W.15, and cheques should be made 
payable to the Christmas Gifts Fund.—I am, etc., 

THOMAS BARLOW, 


President. 
Working for a Salary 


Sir,—In bhis: récent ‘presidential address to the B.M.A. 
(Sept. 26, p. 357) Sir Beckwith Whitehouse is reported to have 
said that working for a fixed salary eliminates competition, 
‘stultifies individual effort, and therefore is a bar to progress. 
If Sir Beckwith had contented himself with saying that working 
for a fixed salary had always been distasteful~to him there 
would have been nothing more to say about it, for de gustibus 
non est disputandum, but he went on to~generalize in terms 
which the facts do not support, and I shall, if you allow me, 
call evidence to controvert hım and to prove that the glitter 
of gold and the size of one’s practice are not the only incentives 
to honest effort, and that working for a fixed salary need 
only eliminate competition whose results are as likely to be 
harmfu: as beneficial, need not stultify individual effort, and 
need nat be a bar to progress. 

Many years ago in a pathology class my fellow carer 
-and'I sat enthralled while our professor told us the story— 
and what a story it is—of the four American army doctors, 
Agramonte, Lazear, Carroll, and Reed, whose courageous and 
self-sactificing experiments ‘proved the mosquito transmission 
of yellow fever and led’ to a great victory over that disease. 
These men were working for a fixed salary and were without 
Sir Beckwith’s stimulus of competition, but will he ‘say that’ 
their effort was stultified? A few years earlier Major Ronald 
Ross of the Indian Medical Service, encouraged: only by’ 
Sir Patrick Manson and spurred on not by the hope ofa. 
fatter bank balance but rather by whatever it is that not 
rarely 








“ the clear spirit doth raise 

_ to scorn delights and live laborious days,” 

was fighting a hard battle against official obstruction, the heat 
of an Indian summer, and other difficulties such as a lack 
of literature and unfamiliarity with the technique of mosquito 
dissection, "and he’ did. not cease to fight until he had shown 
Ahat malaria is transmitted by the anopheline mosquito and 
had: charted yet another of the ways of “ million-murdering 
Stultification of effort indeed! 

A colleague of my own has had sleeping-sickness ‘four times. 


4 


` I shall not name him here as he is a modest man. He had it 
. first as the result of a natural infection contracted in the 


African bush in the course of his work. It was in the days 
when treatment was not so sure as it is now, but he made a 
good recovery. Of the three subsequent infections one was 
contracted accidentally in the laboratory while handling 
infected tsetse flies, and the other two were the results of 
experiments in which he used himself as the laboratory animal 
in order to find out if certain strains’ of trypanosomes were 
pathogenic to man. They were. Three other colleagues allowed - 
themselves to be the subjects of similar experiments; and ' 
Infection followed in one 
case. All these men had reached the maximum salary-in the 
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service to which' they belonged,, but pace Sir Beckwith they 
. were still men of active clinical and inquiring minds, and 
there is no evidence that their effort was stultified in any way 
„unless someone will say that it was great foolishness to play 
; the part of a rat or a guinea-pig). 


Spae¢.will only allow me. ¿to mention Sir David Brice \(Malta*' If artificial feedińg' were such a second-rate thi 


“fever and sleeping-sickness); Sir Wiliam Leishman -(kala-azar), 


„Sir Robert McCarrison (gòitre and nutrition), and SÌ Leonard - 


' Rogers (cholera, amoebiasis, leprosy), all of whom have added 
oo to the sum of medical knowledge in oo of: the 
“handicap ” of working for a fixed salary. 
1 shall call no more evidence in support of my case, though 
“I could summon a host of witnesses from unnamed thousands 
‘of members of the salatied medical services, whose daily work 
‘and achievement would confound’ Sir. Beckwith ` . Whitehouse 
‘even more than the evidence I have already called. Hippocrates 
ronce said that. where there is a love.of mankind there’ also 
is a love of the art (of medicine), and I contend that both 
‘of these are to be found in at least as. great a degree among 
those members of our profession who work for a fixed; salary 
“ag among those whose work is' stimulated by that spirit of ' 
competition which Sir Beckwith Whitehouse says is ‘necessary 
‘for. the best work. —I am, etc., : 
| London, W.C 1. ' H: G. CALWELL: 


poets “ss .The Non-touch Technique 
i Sir,—All surgeons, and- in particular those of the’ present 


“ older generation,” will be grateful to Mr> H.-A. T: Fairbank ~ 


Oat 3, p. 388) for his timely article in especial, relation to 
n the making of an incision down’ on to a ues bone. It” 
‘is nothing short of a tragedy to.“ open” a-“ closed ” fracture 
‘and allow infection to occur.“ 
‘still less likely it would be well to drop the archaic, in fact | 
(Silly, expression “ simple ” fracture as used, in the title of and ` 
‘throughout the paper, except once, when Mr. Fajrbank, uses 
-'the accurate and modern term: “ closed ` » fracture; ` It is more : 
than a quarter of a century since “simple ” becamé “closed ” 
and u compound ” became’ “open” in official, nomenclature. 
All “will agree that a “simple complicated ” “fracture ‘redds us 
a contradiction of terms, but_it is just,as wrong .to state that ` 
/ a “non-touch” operation on a closed fracture makes it a 
« compound” one when the fracture merely. becomes an ‘open 
one, Dr. Robert Anderson in his letter in the, ‘same issue 
(p. 406) has fallen into a. similar error —I am, etc, ` 
' London, W.1. ; _ Ww. McADAM EccLes. 


ia Breast-feeding ” 
i ‘sm, a4, it not time that breast-feeding should be considered 
dispassionately? Breast milk .is no doubt: good, ‘clean, and 
cheap. Its perfection depends on the mother’s health. It is 
the best. milk for the baby if the mother is passive, calm, and 
į Patient, qualities which are.not always present and Jess so now 
than in peacetime. I ae Dr. Violet Russell’s psychological 
approach .(Sept. 26,p. -377).- Surely the feed should, not be 
a sensuous orgy for the infant and a sexual-experience for the 
‘mother? In Nature, the lamb for instance, with ‘its almost 
„brutal butting of. the udder, soon makes one realize that he 
is going for the food supply pure, and simple. We are told, 
‘by our psychological brethren that.the. i impressions and experi- 
‘ences of infancy may last and; colour one’s neuroses~in later 
‘years. Is not keeping- ac baby suckling at a large- pendulous 
‘breast up to nine months,‘ when the father may be away on 
Service during the whole of this time, setting the foundation 
for a ‘type of child or parental ‘fixation ‘of a not too healthy 
kind? This is only a randém ‘thought, and ‘psychotherapists 
Imay be- able. to tellus whether or ;not some abnormal 
behaviours have been’ modified. by breast-feeding. $ 


a $ 


To ‘say, as Dr. David: Gilmour’ does (p: 378), that breast milk - 
1s . 


“js: “far and away -the best food. he 'can- ‘possibly have” 
surely an overstatement. If anything, Prof.’ McNeil’s article 
(Sept. 5; p. 271) „proves: «tœ me that doctors: in general: know 
80 -little Ta infant feeding. How many: can work out at 
once -the - caloric’ requirement and scheme of feeHing for the 
classical ten-pound infant?’ If Nature ‘intended. women .’ to 
feed their young successfully, then-they should.adopt a, more - 
reagonable attitude and go‘ on all fours! -Could ‘there`~be' a 
more awkward position’ for the: -suckling . babe than the arm 
lof. its mother- to sit on and a ‘large breast to hold’ on‘ to? 
“I would plead -for common- sense. Always advocate. breast- 
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` feeding and be ready, fortified if necessary with the 
“alphabet,” to talk intelligently about it. But if the doctor 
' considers that from some local or general physical or psycho- 
logical reason the baby and the mother would fare better on 
artificial feeding then he should be equally competent to advise. 
g why are there 
not more miserable children in doctors’ families —I am, etc., 
Towyn. J. GORDON MATHIAS. 


4 


Circulatory Overloading after Rapid Intravenous 
Injections 

Sm—The letter from Mr. Oswald-Tubbs on this subject in 
your issue of Oct. 3 (p. 406) indicates that Prof. Duval’s teaching 
during the last war has been overlooked. 

Mr. Tubbs relates the case of a patient who during an 
operation’ for ‘lobectomy was given intravenously a pint of 
normal saline. and 34 pints of blood. Duval in his advice 
on -the treatment of shock in cheat, wounds is explicit: “One 
must’ always avoid, especially ‘in a case of pulmonary haemor- 
' rhage,-lowering the head and giving subcutaneous or intravenous 
injections.” He does not in his book Les Plaies de Guerre du 
’ Poumon’ explain ‘his reasons. But in conversation he pointed 
out that the reasons were obvious. The object of an intra- 
venous injection is to improve the systemic circulation. In 
order that the fluid may reach the left ventricle it must pass 
through the lungs. If the.pulmonary -circulation is seriously 
interfered with.by injury the right side ‘6f,thexheart will be 
overloaded and harm rather than good will result. Duval did ` 
not distinguish between a slow and a rapid intravenous 
injection. ‘ Mr. Tubbs has described in detail the ill results which 
Duval assumed that every surgeon would anticipate.—I am, etc., 
1 Bnstol. J. A. NIXON. 


Loneliness in Infancy 


Sm,—Your annotation on loneliness in infancy (Sept. 19, 
‘p. 345) is, to my mind, the most important you have published 
over. a long period. “In infancy loneliness may be not only 
undesirable but lethal.” Doctors who are specifically con- 
cerned with physical diseases may think it odd that this 
particular leader should ‘be picked out for emphasis, but if 
medicine is to interest itself in the emotional as well as the 
physical roots of health, simple facts such as those that are 
stated, in this article are fundamental. 

The value of long unhurried analyses of a few patients by 
highly trained psycho-analysts is, sociologically, only in the 


» scientific results obtained, but the application of the advances 
. of our knowledge of. human emotional development has direct 
<- sociological value. 


No advance, in this knowledge is more 
‘significant to-day than the recognition of the strength of the 
_ Telationship between mother and infant,’even newly born. 

` The sort. of experience which Dr. Bakwin describes in the 
‘article which forms the stimulus for the leader indeed ‘makes 
one shudder, and it is a matter for regret that it is afan indirect 
result of gioss human error that your comments appear, instead _ 
of as a direct result of good understanding. , Nevertheless, these , 
comments are welcome, and the strength of the word “lethal ” 
may perhaps draw attention to the fact that we cannot take 
mothers from their babies (for war work) without killing infants. 
The truth is worse'thanithis We cannot take mothers from 
infants without seriously increasing the psychological burdens 
which the néxt generation will have to bear. We even know 
that it is the psychotic defectives and the ‘delinquents of the 
next decade who are being recruited by this, perhaps the worst 
of the many silly things Hitler is making us do.—I-am, etc.. 
- ‘London, W.1. D. W. WinnicoTT. 


Š . Enuresis in Children ` 


Sm, —Dr. J. J. Walls wonders if the aboriginal ‘races are 
normally enuretic (May 16, p. 622). Recently a Zulu woman 
brought her child to me for treatment for enuresis. She looked 
upon it as something abnormal. I quote the following from 
the section on infancy in a book (O. F. Raum, Chaga Childhood, 
p. 109) which describes a tribe living in Tanganyika Territory: 

“ Enuresis calls forth.a variety of measures. e steps ‘taken 
with. “smaller children are magical. ‘When a baby is about 
Tar Plates de Guerre du Poumon, par Pierre Duval,- Paris- 


et Cie, ‘1917; War Wounds of the Lung, 
Wright and Sons, 1918.’ 
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9 months old its mother collects drops of rain in the hoof 
of a goat or the involutions of a colocasia leaf. This she gives 
to, the child as a medicine, saying, ‘Take and ‘drink this drug. 
It will keep you from wetting the bed!’ A bigger child is 
shown the puddle and scolded. ... Boys are warned that 
unless they mend their ways they will not be allowed to sleep’ 
in their father’s hut...’ But some ‘children never learn to 
control urination, though they are scorned for their deficiency 
and told that this will be an obstacle to their marriage (enuresis 
is a ground for divorce).”—I am, etc, 
Pietermaritzburg 


_ HELEN F. H. RauM, 
ee Lister’s Antiseptic Technique 

Sır, —I think it was in’ 1867 that Lister introduced the anti- 
septic method of dealing with wounds in the wards of the 
Glasgow Royal Infirmary. He,used.carbolic acid as his-anti- 
septic. Later, I believe, he tried the bichloride of mercury, 
but reverted to carbolic acit after, his colleague, Prof. Crook- 
shanks of King’s College, London, reported more favourably 
on the use of carbolic acid. : 

Lister reduced the technique of a surgical, operation to the 
utmost simplicity. He taught that a solution of 1 in 20 of 
carbolic acid, if used for the hands, the sutures and ligatures, 


` the skin of the patient, and for the wound itself, would make 


the operation safe so far as sepsis is concerned. He, even 
taught that for scalp wounds it was not necessary to remove 


the hair if carbolic acid was employed, as the hair had a strong © 


affinity for the carbolic acid and became itself an antiseptic 
dressing. Lister went so far as to say that the solution (1 in 
20) of carbolic acid could be made when the surgeon arrived 
at the operating room, that sutures, knives, etc., could be 
immersed in ‘the solution, and that they would be then quite 
safe to use after a matter of 10 to 15 minutes. 

Carbolic acid was the antiseptic used in the Western 
Infirmary, Glasgow, when I was a student in 1885-8. It must 
' be confessed that the results there were not so good as Lister's, 
chiefly, I believe, because the eminent surgeons (except perhaps 
Hector Cameron, who had been assistant to Lister in Glasgow) 
did not whole-heartedly believe in the germ theory of sepsis, - 
and taught in my time that even pus might,-be laudable, or 
not. laudable, according to its colour, etc. Twice only in the 
three years I was a student at the Western Infirmary did I see 
the abdomen opened. ` One patient, who was operated on, for 
a tubal pregnancy by Hector Cameron (later Sir Hector), 
recovered ; 
opening the abdomen was not a justifiable operation. 

I believe the surgeons of the future will be forced to employ 

, both methods in 'operation—the aseptic and .the antiseptic: 
technique—the aseptic to. disinfect dressings and instruments: 
and the antiseptic to disinfect the skin of the patient, the 
sutures and ligatures, and the wound itself before closing it 
to prevent what I ‘consider a serious defect in aseptic surgery— 
namely, aerial infection—which, I fancy, is responsible for 
-many of those mysterious deaths that occur two or three weeks 
after a so-called ‘successful operation. 

I may say that, ‘as a G.P., I have used during the last 50 
years the bichloride of mercury (1 in 1,000 or 2,000) solution, 
and it has ‘never let me down. It'is the custom now to 
“ débride ” all ragged wounds. vA boy ripped his foreleg with 
a bicycle pedal from the knee to:the ankle. Having no one 
to give him chloroform, I swabbed out the wound thoroughly 
with bichloride of mercury solution (1 in 1,000), and, placing 


the sutures for several minutes in the solution, I put 12 sutures | 


in the leg. Not a single drop of pus formed around the stitches. 


This was Lister’s method, but with the bichloride of mercury | 


solution instead of carbolic acid. -I am, etc., . 
Dornoch. J. T. MACLACHLAN 


Fallacies anai Rehabilitation 


Sir,—Rehabilitation is fast becoming the popular tag in 
medical circles in this ‘war, but, like similar tags on previous 
occasions, it is only tod apt to become encrusted: with mis- 
conceptions. Two such misconceptions are already gaining | 
ground. The first is that rehabilitation represents some new 
method of treatment hitherto confined to a limited selection 
of mental and orthopaedic patients. The second is that it is 
essentially a post-hospital problem. best tackled\in specially 
‘equipped rehabilitatione centres. I. think it is of the utmost / 
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the other died. The surgeons'then believed that , 


importance that both these misconceptions should be dri 
countered. 

Rehabilitation is not a new metħod of treatment at all. It 
is the application to all types of recent disability of those 
varied methods of supervised exercise which exponents of 
physical medicine have advocated for years. What is new 


about it—at any rate in some circles—is the discovery that these _ 


methods are best applied and with greatest hope of success 
during the very first days after injury or operation instead of 
following a long period of immobilization; that remedial 
exercises, muscular drill, weight and pulley tests, occupational 


therapy, and organized games can all make specific contribu-: 
tions towards the recovery of muscular tone and the restoration ° 


of painless joint movement; and the rehabilitation should be, 
conceived as a single process in which all these various methods’ 
act.in combination and do not follow ‘one another in order 
of time. $ 

The other fallacy, that rehabilitation should best be carried 
out at specially equipped centres after the patient’s discharge 
from hospital, is dangerous, as it tends to obscure the essential 
fact that rehabilitation is as much part of the proper treatment 
of an-injury or illness as is the setting’ of a fracture, the repair 

of a hernia, or the dressing of an empyema, and that adequate 
steps ought to be taken from the very outset, not merely to, 
treat the complaint but:also to anticipate and prevent any ` 
subsequent disability. ' i 

We have now had some months’ experience of rehabilitation 
methods in’ this emergency hospital, and the advantages of 
carrying out such measures on the spot instead of waiting 
for transfer to a-separate rehabilitation céntre havé been-most 
striking. It has. meant that supervised physical exercises have 


-been ‘planned for every type of patient and adapted ‘to the 


particular disability to be overcome; that suitable muscular, | 
drill has been carried out in on thoracic and abdominal ` 
patients, cartilage operations, fractures, and the like; that 
results are, already showing earlier and better union of: fractures 
and more rapid restoration of muscular power. and joint 
flexibility, all. varying with the Tapidity with which such 
exercises can be started after the injury ; that the whole morale 
and spirits of the patients have been” raised, as they have 
watched -their own progress from day: to day and kept their 
own graphs ; ; and that patients have, been leaving the hospital 
and rejoining their units at an earlier date and in far fitter 
condition than was previously the case. It is time that rehabilita- 
tion methods were accorded a place in‘the routine treatment 
of all hospital patients whose illness or injury predisposes to' 
subsequent weakness or disability——I am, etc., 


HAROLD BALME, 
Medical Supermtendent, 
‘ Pinderfields Emergency Hospital. 


Splenectomy in Purpura Haemorthagica 
Sirn.—My comment on Dr. Bruce Williamson’s letter (Oct. 3, 
p. 407) must be that if a manual worker is unable to follow 

his employment or a young woman’s life is jeopardized by 
menorrhagia because ‘of chronic thrombocytopenic purpura, I 
should feel I had failed in my duty if I did not recommend 
splenectomy. This'is not a question of clinical experiment 
but of orthodox ‘haematology and therapeutics. Recent data 


‘and referencés are given by N. Rosenthal (J. Amer. med. ASS., 
_ 1939, 112, 101). 


It is true that the results of operation are 
sometimes disappointing, but Dr. Bruce Williamson, paints far 
too gloomy a picture.—I am, etc., - 

The Radcliffe Infirmary, Oxford : L.. J. Writs. 


Str.—Under the above heading Dr. Bruce Williamson (Oct. 3, 

p. 407) refers to an article in the Journal of Sept. 12 (p. 309) by 
Prof. ‘Witts. My experience of what is called “ essential purpura 
haemorrhagica ” ‘and the effect of splenectomy as a curative 
measure does not agree with that of Dr. Williamson, as I have 
previously expressed at meetings of the Clinical Section of the 
Royal Society of Medicine, and more particularly in an article 
in your columns on Sept. 7, 1935 (p. 445). In the series of cases 
which are therein mentioned no’case was accepted unless the 
chpillary resistance test was positive, and Mr. Rodney Maingot, 
who collaborated with me; never regretted .this attitude, for, 
so far aS we can ascertain at present, all-our cases in which 


splenectomy has been performed by Mr. Maingot have had no © 


recurrence of symptoms, and it is Js years since the first 3 were 
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operated on. We can, however, only give this assurance up Two of the 5 cases previously mentioned were ‘in children, 


to the beginning of the war, but all the patients had promised 
to write to me if any further symptoms occurred. .If one of 


our patients should show recurrence I.should suspect the _ 


% presence of a splenculus which had. -grown to full size and advise 


. an operation to verify this statement and to capinove the, 


|, accessory spleen. ' 


. a norma! coagulation: time, and a flat blood clot. 


ıı Under the heading of “ Diagnosis,” in the article referred to, 
‘ I wrote: 


+ as an idiopathic diséase, which may be acute or chronic and, 


“One might describe essential purpura haemorrhagica 


“ intermittent. It is characterized by the appearance, of purpuric 
4 spots on the skin and spontaneous haemorrhages from one’or 
„ More mucous surfaces—often resulting in apaemia—in which 


" there are prolonged bleeding time, distinct diminution in the - 


‘ number of platelets, a positive capillary resistance test, generally 
The dif- 


vii ferential diagnosis, has to be made from haemophilia, aplastic 


' London, W.1. 


. anaemia, lymphatic leukaemia, scurvy, hereditary haemorrhagic 
‘telangiectasis, and also’from symptomatic’ purpura and heredi- 


tary thrombasthenic purpura. The points of importance are the- 


personal and family history, the clinical history of the case, 
ithe performance of careful clinical examination, complete blood 
‘investigation, and the various tests mentioned above, such as 
' bleeding time, .coagulation time, etc. A proper appreciation 
of the information afforded should determine the diagnosis.” 


. I publish this in full for I feel that some reporters of cases may 


‘be alluding’ to a different condition with certain similarities to 
the genuine cases.—I am, etc., 


BERNARD MYERS. 
ia ‘ Foreign Bodies. in the Alimentar? Tract 

. SR,—I have read Mr. G. O. Chambers’s article (Sept. '26, 
p. 362) with great interest, ‘for he has given details of ‘a most 
remarkable series of cases, but I trust that his experience is 
unusual. - 
who have swallowed foreign bodies and have been frequently 
responsible for -their treatment, but I have known only 5 
cases which were followed by perforation, and in all 5 perfora- 


~ tion could be attributed to an error in diagnosis or treatment. 


« Any person who is suspected of swallowing a foreign body 
should be examined as soon as ‘possible and the exact’ position 
of the foreign body determined. If it is held up in the pharynx’ 
or oesophagus’ it should be removed, for though it may pass 


naturally, the patient is in imminent danger of perforation. The ’ 


patient should never be given an emetic, for stich actions as 
vomiting, retching, or swallowing may cause further impaction. 
Once the foreign body is shown to be in the stomach there is 
no immediate cause for anxiety, for the majority of foreign 
, bodies, which are swallowed accidentally will pass naturally, 
as! will, many of those swallowed by mental defectives. So 
far as is possible the patient should live under natural con- 
ditions. Generally he can be allowed to go home, providing 
he, is kept under daily observation and. ‘there is’ éasy access to 
a ‘hospital. -His diet should’ be unrestricted, for‘ food is the 
natural s 
„should he be given a. purgative, for the irritation so caused 
‘may excite spasm -and lead’ to’ impaction -or perforation. In 


most cases the. foreign body will pass through the alimentary - 


canal within a week, but occasionally it may be held up. 

i ' Sometimes the foreign body. is retained in the stomach. If 
it is quite free the hold-up is due to inability of the musculature 
to ‘lift the body towards the pylorus, and this difficulty is 
usually overcome by keeping ‘the patient lying on his right 


- side, or by total starvation for 24 hours. A hold-up in the 


antral region of the stomach, the pyloric canal, the duodenum, 
or the proximal coils of the small bowel ‘for 24 hours suggests 


impaction, for ‘in these situations the bowel is normally. 


vigorously , active. 


Such a case should be kept under observa- 
tion, by a surgeon. 


A persistent hold-up in the terminal ileum 


is unusual, and is most apt to occur if the patient is starved’ 


or very constipated, and may be relieved by adjusting the diet 
or by a small enema. If the body is small enough to. enter 


the appendix it may be retained there for years, but fortunately . 
this: complication seldom arises. “A hold-up in ‘the colon is _ 


usually due to starvation ôr constipation. The patient should 
take liberal quantities of vegetable foods but on _no- account 


' be-given a purgative or enema, for so long as the.foreign body . 


moves slowly along the bowel the patient is in no danger. 


vin comparing, them with my own. 


I have made` many, x-ray examinations on persons . 


‘adequacy of stereotyped methods. 


timulant of alimentary movements, and on no account - 


in whom perforation of the oesophagus. occurred, the foreign 
bodies having been missed owing to the x-ray examinations 
being confined to films of the abdomen. In one case there 
was perforation of the stomach, the patient having been given 
a purgative which made him sick; one was due to radium 
necrosis of tbe appendix 3 days after. hold-up of a 1 mg. radium 
needle ; and one patient had an ischio-rectal abscess from pene- 
tration ‘of the rectum after an enema had been given.—I am, etc., 


u Radcliffe Infirmary, Oxford. F. H. Kemp. 


Narco-analysis for War Neuroses 

Sr,—I have been very much interested in Dr. J. L. Clegg’s 
experiences with pentothal narco-analysis (Aug. 1, p. 140) and 
J am happy to ‘find myself 
almost ` in complete agreement with his conclusions, though 
I “hand him the palm” for enthusiasm, as ‘he has employed 
the technique in four times the number of my cases over a 
similar period. 

Narco-analysis has, of course, a very limited application. 


. and is to a large extent a confession that other psychothera- 


peutic efforts, quickly applied, have failed. I only use it or 


‘advocate its use in cases where a definite impasse has been 


reached in endeavouring to overcome a patient's resistance. A 
therapist’s value to a psychological unit depends on his ability 


‘to overcome resistance. Dr. Clegg has probably found,.as I 


have, that this ability on the part of. his assistants and 


“collaborators, whether as the result of inherent gifts of healing 


or of extensive postgraduate training, or both, is very unevenly 
distributed. It is extremely valuable in suitable patients to 
be able to fall back on a more objective method, by which 
results are, then, achieved and much time saved. 

Hypno-analysis I have found extremely useful in many cases, 
particularly in hysterical subjects. My experience with acute 
and chronic anxiety states, which form a large proportion of 
our- war neuroses, has been identical with Dr. Clegg’s. These 
patients cannot give the concentration necessary, for the induc- 
tion of hypnosis, and are, therefore, more suitable for other 
techniques, including narco-analysis. 

Narco-analysis i is not in itself a means of producing'‘a positive 

transference ; it may often produce a negative one. If, however. 
a positive transference has already been established in early 
interviews it is not necessarily disturbed by the technique. 
Patients who have benefited often ask for repeated doses, and 
persuade their, comrades to submit to the treatment. 
_ It has been gratifying in this discussion to have the support 
of Dr. J. S..Horsley (Aug. 22, p. 230), who originated the 
term for this technique and was its pioneer in these islands. 
I share his hope that real progress will be made in the Services 
towards petfecting it, so that we may advance from the in- 
To Dr. H. Crichton-Miller 
(Aug. 22, p. 230) I am obliged for stressing the saving of time 
effected by this method’ and for illustrating by case histories 
how relatively unimportant’ it is whether hidden material is 
repressed or merely withheld. From, the ‘therapeutic point 
of view it does not matter whether the patient’s amnesia is 
true or false. The important thing is to achieve “ abreaction ” 
and liberate pent-up emotiqns, be the suppressing or repressing 
forces conscious, semi-conscious, or unconscious.—I am, etc., 


: ‘ J. F. WILDE, 
$ : » Mayor, R.AMC. 


r ` 


` Anaemia in Young Adults—Dietetic ? 

Sin,—May I, “a surgeon, with all humility air a medical 
observation in your columns. During the past year I have 
had several cases among my out-patients of a fairly severe 
anaemia arising in otherwise healthy young adults. Most of 
the subjects were the victims of small accidents—a sprained 
ankle or cut finger—which brought them to my clinics. ‘Two 
at least had, had a simple appendicectomy: "The complaints 
made were identical in all the cases: dizziness with weakness 
and aching of the legs. On examination the patients were 
pale with pallor of the mucous membranes, had a well-marked - 
“bruit de diable” at ‘the root of the neck, and had a blood 
picture showing an anaemia with a deficit of red cells of one 
to two and.a half millions, a colour index well below 1, 
and no other significant changes. A short course of iron rapidly 
cured them all. Although my hospitals are situated in fairly 
poor ae all the patients were, above me e poverty line. 


ae . 
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With the exception of two housewives, all were in good jobs 
and all were on the young side of 40. : k 
I should like to know whether this apparently dietetic anaemia 
has been goticed elsewhere, and would also like confirmation 
from the experts of my view that it is a lineal descendant of 
the old-fashioned “chlorosis” of our fathers. If this ıs so, 
and the condition proves to be at all widespread, might I suggest 
that it arises from the cutting down of our meat ration with 
a consequent shortage of organic iron of the right chemical 
constitution in our diet? Further, I would suggest that the 
Ministry of Food might‘well consider the rationing of such 
articles as liver and the starting of a campaign to popularize 
the consumption of “ black pudding” and other blood foods.— 
I am, etc., i 
Wimbledon, S.W 20. 


y 


A. J.'HpBson, F.R.C.S. 


Blood Donors 


Sm,—I have read with interest Dr. L. ‘W.' Proger’s article 
“(Aug. 29, p. 252). '` In it he fails to acknowledge the help this 
scheme has had and still has from the large number of 
voluntary workers throughout the country. It was not until 
the war had continuéd for over a year that the Provinces at 
any rate received any help in their individual and unco- 
ordinated endeavours to maintain an adequate, transfusion 
service. Up to that time most of us had spent much time, 
trouble, and-money in training ourselves and obtaining equip- 
ment for our own needs. Since then we have had in this area 
much help from our regional transfusion centre, but the 
assistance received from the Ministry in the way of money 
for expenses and publicity is pathetic. The maximum financial 
aid allowed is 6d. per donor per annum. This is said to cover. 
clerical expenses. Nothing is received for travelling expenses 
of donors, refreshment, apparatus, and iron therapy. The work 
of the medical officers and their helpers has always been 
voluntary. : f 

It is probably a common experience of us all, as Dr. Proger 
mentions in his article, that frequently 50% of donors who 
are asked to attend fail to appear. Such apathy could be 
counteracted by some full-blooded propaganda by the Govern- 
ment. So far this propaganda'has been limited to the issue 
of a few very indifferent posters. ' Finally, I would appeal to 
the medical branches of the Services for the provision of 
donors. If the giving of blood incapacitates the fit soldier, it 
surely must have a more adverse. effect on the hard-pressed 
munition worker. . Personally, I can see no reason at all why 
the Forces who have so much interest in this service should 
not provide a large part of the raw material.—I am, etc., , 

, E. BDDLE, 


f N Transfysion Officer, ~ 
‘ East Suffolk and Ipswich Hospital. 


‘)  Sulphonamide Sunlight Eruptions. 

Sm,—With reference to the article on sulphonamide sunlight 
eruptions by Capts. R. G..Park and W. M. Platts (Sept. 12, 
p, 308), I should like’ to submit to you the following con- 
siderations. i 

Because of structural similarities, sulphonamides are sub- 
stituted for p-aminobenzoic acid, an essential metabolite of 
micro-organisms, and become germicides consequently. But 

. p-aminobenzoic acid is an-important constituent of the host’s 
organism as well, especially of the vitamin B complex. Thus 
sulphonamides belong to the group of poisonous -substances 
interfering with the activity of B complex—e.g., indole, nicotine, 
and extract of ground fresh fish. Park and Platts emphasize: 
“ In their, power; to, cause an eruption in parts previously ex- 
posed~to” the’ sun ‘sulplidnamides resemble pellagra.”. 

Impairment òf. B^ complex is dangerous because parts of 
the complex are ‘components of enzymes and ferments ; 
nicotinamide is part of cozymase of v. Euler and of the co- 
ferment of Warburg; thiamine pyrophosphate (cocarboxylase) 
1s another ‘important coenzyme; riboflavin phosphorylate 
attached to a specific protein is the yellow enzyme of Warburg- 
Christian. fees 

We see that the components of B complex control respira- 
tion, metabolism, cell repair, cell reproduction, cell prolifera- 

tion ; they may be the pathogenetic source of many diseases of 
well-known: and unknown aetiology, even of psychoses—e.g., 

' schizophi'enia—and cancer? That we may become able to turn 
the wrong cell.metabolism to the right way is a hope, but 


bd .. i i E 
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partly a fact, aş the reports of Spies (J. Amer. med. Ass., 1939, 
113, 931), Sydenstricker (ibid., p. 1697), Cleckley (ibid., 112, 
210), and many other authors show.—I am, etc., ` 

Cambridge. Í G. Brock, M.D. 


e Tenosynovitis in Industrial Workers 
. Sir,—In their ‘article on tenosynovitis (Sept. -26, p. 367) 
Lieut.-Col. R. E. Flowerdew and Dr. O. B. Bode bring out 
several points that can bear emphasis. ,As a works medical 
officer I see a fair number of these cases every year, and J 
have noticed the following points which may be of interest 
to others. With the influx of new workers into my industry 
tenosynovitis has increased, and I saw 50%~more cases in 194] . 
than in 1940; the number of employees was approximately 
the same and the processes were unaltered. The tendons 
affected. are usually the extensor ossis metacarpi pollicis and ° 


the extensor brevis pollicis, and the movements which produce ! 


the complaint appear ‘to be a combination ‘of grasping an 

object by thumb and fingers, followed by quick pronation, 

as in closing the lid of a~box. if 
Newcomers to a repetitive, stereotyped job involving these 


movements are particularly vulnerable, but it is to be-noticed ` ` 


that cases crop up among employees who have had years of 
experience at these jobs, particularly after returning to work 
following a holiday or sick leave. It is decidedly rare in my 
experience for a. patient who has fully recovered to ‘relapse 
on returning to the same job. The period of disability in my 
cases is approximately the same—namely, 7 to 10 days—but 
it js essential, if the period is to be kept at this figure, to insist 


_on the patient ceasing. work as soon as the diagnosis is made. 


I have never seen a patient recover if kept at the same job 
that . produced the condition, whatever the local treatment 
adopted! ei i aie 

In my early days I saw many patients get worse, and they 
had to be put off work; in these cases the recovery period 
was nearly always much greater. I have no reason to change 
the opinion expressed by me in the Practitioner. in 1938— 
namely, that whatever local treatment is used rest is essential. 
The treatment I use is to strap the affected wrist with elastoplast 
starting with, a couple of turns round the hand and working 


up the wrist until the swelling is covered. . This strapping is `, 


left on for 1 week after the patient has returned to work. The 
condition appears to be an inflammatory response to èxcessive , 
fatigue of various groups of muscles, particularly those crossing 

‘the dorsum of the wrists. It also occurs in the anterior tibial 
group and the tendo Achillis—I am, etc., 
Cadby Hall, W 14. 2 W. BLoop. > 

` d $ 

` What is a Closed, Profession ? ‘ 
Sir,—Apropos of the very welcome recommendation that 
nursing should be made a “ closed profession,” what, exactly, 
is a “closed profession”? Since any unqualified and un-' 
registered persons are free to practise medicine, surgery, and 
midwifery provided, they do not represent themselves as 
qualified medical practitioners, sign death certificates, attempt 
to recover fees in the courts, etc., is there anything to prevent 
a class of unqualified, unregistered women from “ tending sick 
persons for rewards ”—whether under thè- direction of a 
medical practitioner or. not—notwithstanding the passing of a 


‘ “Nursing Act”: in other words, of standing in the same 


relationship to the nursing profession as chemists, herbalists, 
“health practitioners,” and the rest, do to the medical pro- 
fession? Is medicine a “closed profession”? If so, it: seems 
to leak badly. 

If the Government takes over all medical practitioners, lock, ' 
stock, and barrel, as some seem'‘to hope, will unqualified 


: practice still be permitted or will it be regarded as an infringe- 


ment? Has the individual any common law tight to be treated 


by ‘an unqualified practitioner if he desires it?—I am, etc., 
\ H. M. STANLEY TURNER. | , 


Brookwood, Surrey. ' 


Operations, and Workmen’s Compensation 
. Sir,—In reply to Prof. H. Levy’s letter (Sept. 26, p. 380) 
I think all I need say is that I am fully aware of the nature 
of the evidence given by the British"Medical ‘Association before ' 


‘the Royal Commission on ‘the Workmen’s Compensation Act ;"", 


that,I had read the report of the combined medical and legal: 
méeting at the Royal Society of Medicine some months ago ;.. 


yw * 


Oct. 17,1942, 
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ha I have had practical experience of the interpretation and 
pplication - of the W.C.A. for the last twenty-five years, not 
only in the county ‘courts but for twenty years‘as chief medical 
officer in London for the South-Eastern and Chatham’ add 
ater the Southern Railway ; that I am‘ fully aware of the:great 
jalue of the special methods employed i in rehabilitation centres ; 


hat I hold no brief (as explained in my first’ letter)*for the- 


W.C.A. ; and that my sole object i ijn my last letter was to correct 
what I believe’ to’ be rather widespread misapprehensions as 
o the provisions of the Act—I am, etc, -` 


_ London, W.1. 2? H. GARDINER. 


Tan This correspondence is now closed.—ED., “BMJ. 


1 'Sctentific Journals for Enemy Prisoners of War 
Sr,—I was interested to note the facilities given to prisoners 
of war in Germany to submit an“article on typhus to the British 
Medical Journal. It may not be generally known that in order to 
prevent mental stagnation among enemy prisoner scientists in 
this country some efforts are being made to send them unwanted 
reprints of scientific articles. The authorities have welcomed 
the scheme, realizing that when world law ‘and “order are 


restored some of these very able men may, by their skill, ~pldy © 


some part by scientific discovery to mitigate the physical ills 
of-mankind. J. R. Baker, in acknowledging copies, of the 
B.MJ. sent to the Department of Zoology and Comparative 
Anatomy, University Museum, Oxford; writes: 
particularly welcome, because most of the _ People concerned 
are medical men.”—I am, etc., 


‘Kelly College, Tavistock. + A. ADAR. 


KZ * ‘Dr. John R. Baker, writing from Burnt Oak, Kidlington, 
or. “Oxford, to Nature (Oct. 3), appeals for reprints of articles 
or copies of scientific journals: to be sent to him at that 
address. “Donors. should give their names. and addresses, so 
that they may receive acknowledgment and a Teport on` the 
progress of the scheme. —Eb., BMJ. 

; ` Tongue Sign in. Louse-borne Typhus Fever ; 

‘SI,—The symptomatology of -louse-borne typhus’ fever 
described by Capts. C. Donald and P. B. Barker Sept. ‘19, 
p.'333); embodying their experiences in a German prison camp 
during February, 1942, recalled to my mind a sign to, which_ 
we in Poland attached some significance. It is the tongue 


sign, first described by Sterling-Okuniewski ` in his monograph | 


on typhus. The patient is‘unable to put out his tongue when 
ordered to do so, especially in cases where the central nervous 
system is involved. The reason: is perivascular infiltration in 
the region of the nucleus of the hypoglossal’ nerve. We fo 
this simple clinical tést of’ great help in differential pie 
especially since epidemics of typhus and enteric fever aa 
occur: simultaneously in Poland.—I'am, etc., 

London, W 1. . H. Kryszex, M.D Cracow. 
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M. BODLEY ‘SCOTT, O.BE., F.R.CS.Ep.' | 


The sudden death of Maitland Bodley Scott on Sept. 29, at” 


the age of 64, came as a great shock to his many medical 
friends ; 3. he had seemed perfectly well When operating at 
.Blandford Cottage Hospital two hours before. He was a native 
of. Bournemouth and hadian extensive surgical practice in “his 
‘home town and in the surrounding districts; particularly in the_ 
Blandford area. From Marlborough he Went to St. Bartholo- < 
mew’s ‘Hospital, where his father -and ‘grandfather had been 
and to which he sent his eldest son. „Scott served on the active 


staff of the Royal Victoria and- West Hants Hospital from ' 
1907 until 1938, when, on reaching the'age limit, he was elected ` 


consulting’ surgeon. While ‘assistant surgeon he organized, and 
was placed in charge of, the orthopaedic department, and 
while seniér surgeon he initiated and’ supervised the’ fracture 
department. He was also honorary surgeon to Blandford 
Cottage Hospital, in which he took, a, deep interest ; it was 
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largely “due to his devoted work snd organizing skill. that this ` 


hospital rose to its- present high standard of efficiency. When 
the, pst war started, he went to St. Malo to organize a Red Cross 


1 


hospital for the French wounded. When it was taken over by 
the French he joined the Royal Navy and spent two years ia 
Russia, serving under Commander Locker-Lampson; on his 
return he transferred to the R.A.M.C. with the rank of major 
and served in Mesopotamia as surgical specialist*in the 
For the work he did there he was awarded 
the O.B.E. (Military). At the outbreak of the present war 
he resumed. active work at the R.V. and W.H. Hospital. 
His organizing ability and unstinted energy played a major 
‘part in the “Emergency Hospital arrangements, not only in 
‘Bournemouth but at Blandford and Fairmile Hospital, Christ- 
, church, where he did excellent-work. Despite all these activities 
he was a regular attendant at the local medical war committee 
meetings. 

Scott, a man of few ‘words, never courted publicity, but the 
obvious wisdom of his concise observations carried much weight 
at the many committees on which he,sat. He had great manual 
dexterity and a highly developed mechanical sense ; his main 
hobbies were carpentry and architecture: it is therefore not 
surprising that it was a pure joy to watch his bone surgery. 
He never hesitated during an operation; never handled the 


tissues: roughly ; never scamped detail or appeared to hurry; 


yet he was a remarkably quick operator. His loss will be 
deeply felt by all who came in contact with him; he pulled’ 
his full weight to the day of his death. He leaves a widow 
and “six sons, five of whom are on active service with the 
Forces.: A. B. R. 
G. A. EWART, F.R.C.S. 


We have to announce with regret the sudden death’ on Oct. 2 


‘at Weybridge of ‘Mr. George Arthur Ewart, surgeon to St. 


George’s Hospital. He was the only son of the late James 
-Cossar Ewart, M.D., F.R.S., for 45 years regius professor of 
natural history at Edinburgh, and was born on June 1, 1886. 
He was educated at Cargilfield, Clifton College, Edinburgh 
University, and Christ’s College, Cambridge (of which he was 
a Scholar), and took his B.A. with first-elass honours in the 
Natural Sciences Tripos of 1909. At, Edinburgh he had been 
awarded the Vans Dunlop scholarship in 1905. Coming to 
«London for the clinical course he soon made a name for 
himself at St. George’s Hospital, and eventually won the 
„Brackenbury prize in surgery, the William Brown' scholarship, 
and the Herbert Allingham surgical scholarship. He qualified 
with the English Conjoint Diplomas in 1912, and, after holding 
house appointments, obtained the F.R.CS.Eng. in 1914. During 
the last war he served in France with the temporary rank of 
Major R.A.M.C.(T.) in the surgical division of the 54th (London) 
General Hospital, B.E.F.,.and in England at the 4th London 
General Hospital. 

Ewart had been surgical registrar at St. George’s before his 
election to the visiting staff, and in due course became lecturer 
„in operative and practical surgery. During the pasg 20 years 
he contributed a number of papers on abdominal disease to 
the British Medical Journal and the British Journal of Surgery. . 
He leaves a widow (the younger daughter of the late Sir George 
„Turner, K.C.B., consulting surgeon to St. George’s), and one 
tzon and two daughters. Shooting was his favourite outdoor 
pursuit in middle-tife, but he had been a good long-distance 
runner and ran cross-country for Cambridge in 1909. 


~ 


Dr. ANDREw Lowry McCuLLY, one of the oldest medical 
practitioners in Huddersfield, died on Sept. 17 in his 71st 
After a very distinguished career at Queen’s College, Be ast, 
' he graduated M.B., BCh, B.A.O., ın 1897, with first place in 
the first-class . honours list at the Old Royal University of 
‘Treland.. After settling in practice-at Huddersfield he was 
appointed to the honorary staff of the Royal Infirmary as 
surgeon, and later medical officer in charge of the male venereal 
clinic; and on his retirement became consulting surgeon; he 
had also been obstetric consultant to the Huddersfield Corpora- 
tion and lecturer for the Central Midwives Board. During the 
last war Dr. McCully‘served with a commission in the R.A.M.C. 
as medical officer of the 1/5th Duke of Wellington’s Regiment 
and Specialist surgeon at No. 56 C.C.S. He was a life member 
of the St. John Ambulance Association and had been corps 
surgeon to its Huddersfield Division. He joined the B.M.A. 
in 1906, was chairman © of the Huddersfield Division in 1922, 
and president of the Yorkshire Branch in 1925-6. He was‘ 
also’a past-president of the Huddersfield' Medica] Society and 


“the West ee Irish Medical Society. cant 
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- Medical Notes in Parliament 








Medical Services for Miners: Committee’s Report 


Speaking during a,debate on coal supply on Oct. 1, Mr. Tom 
SMITH said an interdepartmental committee had been set up, 
with himself as chairman, to examine the suggestion in a recent 
White Paper on coal policy that there should be a medical 
service for the miners, not merely to deal with the certificates 
of those who wished to leave the industry, but to deal with 
rehabilitation and remedial treatment. The report of that com- 
mittee had been prepared, and he would outline it to the House. 
. It suggested that in each miming region there should be ap- 
pointed a full-tume medical officer, making 8 in the regions and 
with an additional 1 at headquarters, making 10 in all. At 
present there was only one full-time medical officer, who had 
done well but had had an ype Seanad task of surveying 1,900 to 
2,000 pits. Each regional o 
first-aid treatment and ambulance services. Then there were 
the investigating and preventive measures concerning occupa- 
tional diseases and fitness. Nystagmus was on the decline 
largely because of extra illumination. Of silicosis the House 
was to hear more in a few weeks. As a result of an inquiry 
in South Wales, it was to be called pneumoconiosis. In certain 
pits men ‘suffered more on the average from carbuncles and 
boils than in other pits. That should be investigated. There 
was evidence of dermatitis—not limited to one district. The 
regional medical officer should be a man, able to go down the 
pits and ascertain both causes and necessary preventive 
measures. , 


The interdepartmental committee recommended medical in- ` 


spection of juveniles in accordance with the recommendations 
of the Forster Committee. At present it would be impossible to 
carry out the annual inspection of youths in pits up to the 19th 
year.” The committee suggested that at the moment any youth 
entering the industry should be examined ‘as to fitness for the 
work. The question of an annual inspection would be discussed 
with the Mineworkers’ Federation. As regards fractures and 
allied injuries, it was proposed that where a miner, on medical 
advice, went for out-patient treatment the whole of his expenses 
should be paid on request. They desired so far as possible to 
use existing facilities for rehabilitation. They had the offer 
of one of the best places in Scotland. Where there were no 
facilities they aimed at rehabilitation centres. These existed at 
Mansfield, Wigan, and Lanark. They wished this rehabilitation 
work to be initiated by the Miners’ Welfare Commission, whose 
chairman was convinced it would be pleased to do the work. 
‘Mr: Smith said the figures for medical certificates showed 
that ın one quarter just under 20,000 applications to leave the 
industry were based on these certificates. About 25% came 
from men at work and who had remained at work in the in- 
dustry Roughly half the cases were from four districts—South 
Wales and Monmouth; Durham, Lanark, and Lancashire and 
Cheshire. When a man presented a certificate with an applica- 
tion to leave the industry on medical grounds it was first 
scrutinize@ by the lay staff of the Ministry of Labour. If vague 


it was then submitted ‘to a medical referee, whose decision was’ 


‘final. The interdepartmental committee suggested that certi- 
ficates relating to miners should be lodged with the regional 
medical officer, who would scrutinize them and, if need be, get 
into contact with the man’s own doctor or the medical referee. 
This might deter some doctors from lightly giving certificates. 
‘He believed that under the proposed medical sefvice cases 
could be brought under review where men, while not ill, needed 
certain treatment to prevent them from having to stay away 
from work. The report’ generally would check wastage and 
Prove of permanent benefit to those engaged in the mining 
industry. Mr. Smith said there was at present a gradual 
decrease in the accident rate,in the mines In the rush for 
increased production there must be no weakening in anything 
which made the mines safer S 

The debate was adjourned. 


Committee on Medical Schools 


On Sept. 29 ‘Sir E. GRAHAM-LITTLE asked the Minister of 
Health who were the members of the Interdepartmental Com- 
mittee on Medical Schools, what was-its reference, and whether 
the universities and medical licensing bodies were consulted 
about its composition and subjects of inquiry before the-com- 
mittee was formed. Mr. ERNEST BROWN pointed out’ that 
names were given in his reply on March 26 to Mr. Jewson. 
The reply to the second part of the question was “ No.” 

Chuopodists for the Army.—Sir James Grice, replying to Mr. J. 


Dugd le, on Sept. 29, said that in the early part of the war regimental 
00 


adequate, especially in view of the increasing mechanization of the 
t 


` 


cer would survey such things as ` 


rderlies were provided for field units and were thought 


1 


Army.- In view, however, of experience, which suggested that more 
skilled treatment might be desirable, he was now considering the 
attachment of fully qualified chiropodists to field medical unit» 
Diphtheria Immunization —The returns regarding diphtheria 
immunization from local authorities at Sept. 30, 1941, showed 
that between Jan. 1, 1940, and that date the number of notifi- 
cations in England of diphtheria-in children under 15 was approxi- 
mately Sd,700, and that approximately 2,380 of these children had 
received’ a course of immunization. In the same period the total 
number of children immunized under local authority arrangements 
in England was approximately 1,889,000. By the end of June, 1942, 


` this number had increased to close on 3,000,000. 


Price of Insulin—On Oct. 1 Mr. Tinker alleged that hard- 
ship was caused to diabetic patients by the increased prices of insulin 
aid needles. Mr. Brown replied that prices had increased, but 
having regard to the free provision of insulin and the necessary 


` appliances for admunistering it under the National Health Insurance 


and Public Assistance schemes, he did not think there was a case 
for any special measures to prevent any increases warranted by the 
conditions of production. 
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Temp. Surg. Lieut. M. P. Martin, R.N.V.R., has been awarded 
the D.S.O., and Prob. Temp. Surg. Lieut. T. P. Storey, 
R.N.V.R., the D.S.C., for gallantry, daring, and skill in -fhe 
combined attack on Dieppe, and Acting Temp. Surg. Cmdr. 
W. B. D. Miller, D.S.C., Prob. Temp. Surg. Lieut. J. G. C. 
Murray, and Temp. Surg. Lieut. R. Wadia, R.N.V.R., have 
been mentioned in dispatches. 

Capts. L. G. Alexander and F. W. Hayter, R.C.A.M.C., have 
been awarded the M.C. in recognition of gallant and distin- 
guished services in the combined attack on Dieppe, and Lieut.- 
Cols. K. A. Hunter and G. L. M. Smith and Capt. B. Brachman, 
R.C.A.M.C., have been mentioned in dispatches.” - 

.The King has awarded the R.N.V.R. Officers’ Decoration to 
Acting Surg. Cmdrs. J. B. Hutchison and D. W. -Bawtree, 
R.N.V.R. . 

The King has conferred the Efficiency Decoration of the 
Territorial Army on Col. (Acting Brigadier) D. S. Middleton ; 
Lieut.-Col. J. R. McDonald, M.C. ; Majors (Temp. Lieut.-Cols.) 
A. L. Crockford, M.C., F. N. Foster, E. G. R. Grant, P. J.. 
Stokes, and M. L. Sutcliffe; Major (Acting Lieut.-Col.) K. S. 
Roden ; Majors A. O'Hanlon and H. R. Paterson; and Capt. 
(Temp. Major) S. P. Wilson, R.A.M.C.(T.A.). Í 


, CASUALTIES IN 'THE MEDICAL SERVICES 


The University of London Gazette dated July 24 contained 
a Roll of Honour. Among the medical officers listed there are 
three whose deaths have not'been recorded in this column— 
namely, Surg. Lieut.-Cmdr. J. G. Slmon, R.N., Surg. Lieut. 
G. L. Cutts, R.N.V.R., and Lieut-Col. J. J. Rooney, I.M.S., 
all of whom had been students of Guy’s Hospital. ' 

Surg. Lieut.-Cmdr. JAMES GILLESPIE SLIMON was killed by a 
train in Dec., 1939, while on leave. He graduated M.B., Ch.B. 
at the University of Glasgow in 1929. ‘After holding the post 
of health officer at Kuala Lumpur in the Federated Malay 
States he entered the Royal Navy as surg. lieut. early in 1934 
and was promoted in Jan., 1939. 

Surg. Lieut. GEORGE LAMBERT Cutts died, following an 
operation, on June 6, 1940. He took the L.D.S. in 1914 and 
qualified M.R.C.S., L.R.C.P. in 1919, after which he was house- 
surgeon at Guy’s and at the Queen’s Hospital for Facial Injuries 
at Sidcup. He obtained the D.P.M. in 1925 and entered the- 
L.C.C.’s Mental Hospitals Service, becoming successively 
A.M.O. at Bexley and at Long Grove, Epsom, and deputy 
medical superintendent of Friern Hospital. He rejoined the 
R.N.V.R.} in which he served as surgeon-probationer in the 
war of 1914-18, soon after the outbreak’ of the present war. 

Lieut.-Col. JoHN Josera Rooney, LM.S., who died on ek 

h 


‘5, 1941, was born on Jan. 27, 1890, and graduated M.B., B. 


B.A.O. of the National University of Ireland in 1920. He 
entered the I.M.S. soon afterwards, and was promoted capt. in 
1923, major in 1929, and lieut.-col. in 1937. ‘The earlier years 
of his service were spent at Lahore. i 
Wounded—Capt. J. L. M. Whitbread, I.M.S. ; 
Prisoners of War —Col., R. D. Davy, M.C, Capt. D Foskett, 
R.A.M.C., Capt. J. Gendle, R.A M.C., Capt. R. G. Main, R.A.M.C., 
War Subs. Capt H. J McPherson, R.A.M.C,, War Subs. Capt. 
A. P. Norman, R.A.M.C., Lieut. L W. Ashton Rose, LMS, War 
Subs. Capt. N. C. Rogers, R.A.M.C, Lieut. A. W. B. Strahan, 
I.M.S., Capt. J. J. Woodward, I.M S. i 
Missing —Lieut. D. Christison, R.A.M.C. gmetad announce- 
ment), Surg. Lieut.-Cmdr. D. N. Ryalls, RN.V.R. 
Missing. Believed Prisoners of War——Temp. Lieut.-Col. G. F. A. 
Condon, I.M.S., Temp. Major S. G. O’Neill, I.M.S. 
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“UNIVERSITY OF OXFORD ‘ 


The King has approved that Arthur W. M. Ellis, M.D.Toronto, : ; 


'F.R.C.P.Lond., be appointed Regius Professor of Medicine in the 
, University of Oxford on the retirement of Sir E. Farquhar Buzzard, ` 
, Bt. Dr. Ellis until -lately held a professorship of medicine in the 
' University of London as Director of the Medical Unit of the London 
Hospital. He was appointed in March last by the Medical Research 
Council to a whole-time position on its scientific staff as Director of - 
‘Research in Industrial Medicine. 


UNIVERSITY OF CAMBRIDGE 


The following candidates have been ' approved at the examination 


„indicated : 
DIPLOMA IN MEDICAL RADIOLOGY AND AND BLectTroLOGY.—Part IT: RADI 
Bernhardt, A. B. Donald, H. R. Holmes, B. Kounme, A. Prens, R. A. 

! Wiliams, H. Wormald i 


` 
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7 |.) , Discussion ‘of Table 
‘In England and Wales substantial increases were recorded in 
ithe incidence of measles 358, scarlet fever 81, acute pneumonia 
'58, and dysentery 53 cases ; for whooping- -cough ‘and diphtheria 
the notifications were 212 and 71 fewer. 
i Generally, the variation in the incidence within the counties 
‘was small. London and the south-eastern counties were 
‘responsible for the rise in scarlet fever. Lancashire, with 35 
‘fewer cases, was the onl 
ence in the incidence of iphtheria ; Yorks West Riding supplied - 
the only local noteworthy change’ in the incidence of. acute 
pager ‘a rise of 37,-and for whooping-cough 79 fewer 
cases, 
| The trend. of measles to increase is not yet general through- . 
‘-out the country, -bein mainly in the northern section of the 
' country ; in the south the fall has not been checked. The 
st increases‘ during the week were recorded in Yorks West 
ing 154, Leicestershire 92, Lancashire 83, and Warwickshire 


a 

: toa duplication i in the returns for enteric fever during 
‘the week en ‘Sept. 12 the published return was incorrect. 
The figure should! have been 19 and:not 37. 


In Scotland the notifications of both measles and scarlet fever 
were '43 more than last week’s total. While the higher incidence ` 
was due to a small general rise in the case ‘of scarlet fever, the 

: ‘trend of measles was affected by only a few areas. The largest 
of the local increases in measles were, those of the city of 
Aberdeen and the town of Paisley. ae l 
S ‘ Dysentery š - 
The number of cases of dysentery in Fngiand and Wales has 
increased for six consecutive, weeks, and the 237 cases ‘recorded 
during the week was the largest weekly total since the spring 
of 1938. No fresh ‘outbreaks of any size occurred, and the 
*increase of 53 cases this week was mainly due to an extension 
of the outbreaks which. began last week in Essex and Yorks 
North Riding. In the former county notifications rose from 
3 to 39, and in the latter from’ 8 to 25: 15 cases were reported 
: from Hants, Droxford R.D., where the -outbreak also began 
last week. In Oxfordshire and Norfolk, where. the outbreaks 
have persisted for, a month, thete were 11 and 40 cases Teepee 
i tively- during the week ? 


5. Small-pox in Fife Bee tk 


_!| Small-pox has appeared” in Fife. The cases were at first 
„thought to be chicken-pox, and in view of this a warning has 
been -issued by tho Department of Health for Scotland to the 
local ‘authoritiés that a thorough examination of all cases of 
chicken-pox should -be made and any doubtful cases brought 
to the notice of the local medical officer of health. According 
to Press reports 10 cases have occurred in Methilhill and there 
have been 2 deaths. 7 


-, Returns for the Week Ending. October 3 


» The notifications of infectious diseases in England: and Wales 

included the following: scarlet fever 2,423, whooping-cough 
845, diphtheria 860, measles 3,801, acute . pneumonia 508, 
cerebrospinal fever 61, aente poliomyelitis 33, dysentery. 232, 
paratyphoid 5, typhoid 6. i ‘ 
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county that showed a notable differ- , 


, Scarlet fover .. 
Deaths ' 


COR 
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‘INFECTIOUS. DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended §ept. 26. 
Figures of Principal Notifiable le Diseases for the week and those for the corre- 


‘spondmg week last year, for: (a) Bngland and Wales (London included). (b) 


London (administratrve county). (c) tland. (d) Eire. (e) Northem Ireland 
pg ey Shino y nd of Denthi racorded under Sore infectious disease, 
are a Boglend end ass (anclaoding London): 
trative county). e principal towns ın tlan 
G) Lendon (adminna, cn 2s &i 10 principal towns in Northern Ireland 
| A dash — denotes no cases; A bini apais deatet disease not notifiable or no 
retum available. 





` 1942 1941 (Corresponding Week) 
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Cerebrospinal fever š 3} 13 2| — 121, 34’ 5 
Deaths bs ae 1 
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Diphtheria eee 7 40 
Deaths bah oo 88 2j —] 4 3) — 23) 1 
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diarrhoea under 2 | , 
Deaths .. a 1 15 38 1| 13| 17) 11 














spars pucks fever is 13 1| — 


Pneumonia, influenzal* 
Deaths (from mius ' 
enza) —|—-—|— 1 8} — 


Pneumonia, primary .. 


Polio-encephalitis, acute 
Death. 


Poliomyelitis, acuto oe y— | 24 — 28 1 8 3 1 
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Deaths uss. z i 
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1 year 
Infant mortality rate, 
(per 1,000 lve births) 


Deaths (excluding stii- 
births) 3,549) 461 
Annual death rate (per = 
, 1,000 persons living) 


Live births 
Annual rate p 
persons Li 


SR i 
K te total 
bare (ochding 































. | 5,901| 673 
er 1 00 




















* Includes primary form fi England and W; London administrative 
county), and Northern Ireland. nia, ( 


t Includes paratyphoid A and B for Northern. Ireland. 


t Owing to evacuation schemes and other enovements af poputatfon, birth aad 
death rates for Northern Ireland are no longer available. ; 
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Medical News 


The second Moynihan Memorial Lecture will be given by Sir 
Hugh Lett, Bt., ex-President of the Royal College of Surgeons of 

_ England, ® the Riley-Smith Hall of the Students’ Union building, 
' University of Leeds, on Thursday, Oct. 29, at 3 p.m. Subject: 








“WwW Hey and After.” Members of the medical profession are 


cordially invited to attend. $ 

The first Bacot Memorial Lecture of the Lister Institute of Pre- 
ventive Medicine, entitled “ Bacot’s Work on the Louse and Some 
of its Recent Developments,” will be given by Prof. P. A. Buxton 
at the London School of Hygiene and Tropical Medicine, Keppel 
Street, W.C 1, on Friday, Oct. 30, at 3 p.m 

At the meeting of the Royal Medico-Psychological Association to 
be held at 11, ‘Chandos Street, W., on Wednesday, Oct. 21, at 
10.30. a.m., there will be a symposium on the incidence of tubercu- 

` losis and dysentery in mental hospitals. , . 
A meeting of the South Yorkshire Section of the Institute of 
~ Chemistry will be held at Sheffield City Hall on Thursday, Oct. 22, 
‘at 2.45 p.m., when there will be a discussion on ‘The Chemist and 
Industrial Health,” to be opened by Dr. F. S. Fowweather and 
Dr. M. W. Goldblatt. ‘ 

A meeting of the Medico-Legal Society will be held at 26, Port- 
land Place, W., on Thursday, Oct. 22, at 4.30 p.m., when Lieut -Col. 
W. W. Mansfield will read a paper on “ Disguise jn Handwniting.” 

The next meeting of the North-Western Tuberculosis Society will 
be held at the Tuberculosis Offices, 352, Oxford Road, Manchester, 
on Thursday, Oct. 22; at 3 p.m., when, Wing Cmdr. R. R. Trail 

. yill. give an address on “ Mass Miniature Radiography,” illustrated 
by lantern slides. 

The National Association of Maternity and’ Child Welfare Centres 
and for the Prevention of Infant Mortality is arranging a conference 
on mothercraft teaching and education for parenthood, to be held 
on Thursday, Oct. 22, at 2 p.m., at Carnegie House, 177, Picca- 
dilly, W. so \ 


A special x-ray unit of the most modern type and costing £3,000 - 


is to be sent to Leningrad by the Joint Committee for Soviet Aid, 

a at Madame Maisky’s request. The honour of presenting this unit 
to Leningrad has been given to the Crvil Service Clerical Association, 
who have sent £6,000 to the Joint Committee for its mobile x-ray 
unit campaign. i 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THs EDITOR, BrrrisH MepicaL Journa, B.M.A. 
House, Tavistock SQUARE, LONDON, W.C.1. . ae 

ORIGINAL ARTICLES LETTERS forwarded for publication 
are understood to be offered to the British Medical Jounal alone 
unless the contrary be stated. ’ i 

Authors desiring REPRINTS should: communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Squarc, W.C.1, on 
receipt of proofs. Authors ,over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad =. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TeLernone No.—B.M.A, and B.M.J.: EUSTON 2111. 

‘TELEGRAPHIC ADDRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. f 4 
B.M.A. ScotrisH OFFIc8: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND : ANSWERS 
- Infra-red Radiation for Migraine - 

„Dr. E. VENN CLaYDON writes: A patient of mine some' time ago 
had a motor accident, one result of which was a marked increase 
in frequency and severity of attacks of migraine;which had dogged 
him for 20 years. I have recently been giving him imfra-red 

` radiation to the back of the neck ‘for “ fibrositis.” The patent 
reports a renewed feeling of well-being, absence of attacks, and 
is able to .do strenuous brain work with far less fatigue than 
formerly, Is this a’ known treatment for migraine and would it 
be safe to irradiate the head also? ; : 
; Aspirin for Asthma - 

Dr. B. Baneru (Worthington) writes: In your issue of Sept. 19 
there was an inquiry about the curative: properties of aspirin in 
asthma. Aspirin is well known as an anti-allergic drug and was 
included in one of Prof. Lichtwitz’s prescriptions for all kinds 
of allergic diseases, especially for asthma. There are quite a 
number of authors who consider: that the well-known curative 
effects of aspirin are due to its anti-allergic properties only. In 
fact; to, my knowledge aspirin alone is not frequently used as a 
remedy gfor asthma, as ine some allergic patients it may act as 
a powelfal allergin with severe consequences; I remember a very 








unpleasant and persistent urticaria after its use. But the same 
may happen with other drugs efficacious in asthma. The good 
effect of aspirin in an attack of asthma is no surprise for the 
student of allergy. 2 š r : 


ea LETTERS, NOTES, ETC. 
ë A Maternity Service Scheme 
Dr. RoBERrT SANDERSON writes: May I briefly call attention to a 
suggestion in Dame Louise Mcllroy’s address (Aug. 15, p. 184) 
that efficient voluntary maternity services should be subsidized. 
Take, for instance,. the Brighton and Sussex Maternity and 
Women's Hospital. This is an old charity. William IV was the first 
subscriber. As to its efficiency the rough figures for the year 1941 
are as follows: 1,400 deliveries (600 in hospital: 800 in the 
various districts of Brighton and Hove). There were 60 Caesarean 
` sections. There was one maternal death. That this charity is in 
a chronic condition of insolvency, is a reproach to the com- 
munity and the country. ù : 7 


Diagnostic Sign in Ruptured Peptic Ulcer 

Dr. V. E. B M.C. (Cornhill-on-Tweed), writes: In the 
British Medical Journal of Feb. 2, 1918, Prof. R. J. Willan drew 
attention to a helpful diagnostic sign in ruptured digestive ulcers. 
This sign, though not always present, does not appear to occur 
in any other acute abdominal condition and is particularly useful 

. in an atypical case, It is of such diagnostic value that I feel it 
deserves to be better known than it is. The sign consists of 
a transverse ring or band of constriction acrogs the abdomen at 
the level of the lower margin of the ribs and extending into the 
flanks at either side.- It is-just as if an invisible string was stretched 
tightly round the abdomen, dividing it into an upper and a lower 
Portion. Prof. Willan described two cases of ruptured pyloric 
and gastric ulcers where this sign was prominent, and I have now 
seen it in my last three consecutive cases of ruptured - duodenal 
ulcers. 


MEDICINE: 100 YEARS AGO 


Extract from a leading article im the Provincial Medical Journal 
for Qctober 15, 1842: . , 

“To one of the most salubrious and delightful spots in England 
—the village of Malvern—has lately repaired one of the advocates 
of the water system, where he conducts an establishment upon the 
same plan as that of Priessnitz, in Germany; and, attracted by the 
reports of wonderful cures, thither flock ‘ the halt, the maimed, and 
the blind.’ The same assurances of success are alike held out to 
all—to the gouty and well-fed alderman—to the Poor, wan, and 
dejected creature, rapidly sinking beneath the strides of consump- 
tion—to the little infant, ‘ mewling and puking in the nurse’s arms ’ 
—t6 him who has attained ‘ second childishness and mere oblivion ’ 
—to the unfortunate being who has never heard from his birth the 
sweet and varied sounds of nature, or whose heart has never been 
gladdened by the blessed light of day. ‘That this“water doctor 
performs many cures we do not for a moment doubt. But, on the 
other hand, we do not hesitate to affirm that the wholesale adoption 
of this remedy in indiscriminate cases has and will continue to be 
productive of the most serious and extensive mischief. And, in the 
first place, if we look to the instances in which hydropathy makes its 
most frequent cures, they will be found to be old chronic cases, for 
which the medical man previously in attendance recommended strong 
exercise, fresh air, bathing, nourishing and wholesome diet, with 
eatire abstinence from all beverages of an exciting or inflammatory 
nature. But, the fact is, a physician finds it a very difficult thing 
to get his patients to do this. It causes too much trouble or expense, 
and they think that, in all probability, they ‘shall recover without 
the adoption of such rigorous measures. The disease, however, is 
of a nature which will not admit of this; and so, if they do not 
get worse, at least they make no advances towdrds recovery. Then 
they hear of the wonderful cures of the water doctor, and away 
they go to his establishment. Here they are compelled to do that 
which was before recommended, for it is,part of the system which 
builds its success solely upon’a rigorous application. They rise 
early, walk the Malvern hills before breakfast, return hore with 
the skin in a warm, healthy glow, eat sparingly, and drink nothing 
but water, Can anything be more. beneficial than this-to a person 
who has been a martyr to the gout, or to one'who, from imprudence 
and intemperance, is frequently- suffering from indigestion? Cer- 
tainly not. But from its efficacy in one class of diseases is not to 
be assumed its efficacy in all.” 


*, At the time the article from which the:above extract is taken 
was -published.- hydropathy was very, much in vogue. -In the 
Provincial Medical Journal of September 24 and later, Dr. Charles 
Hastings, who was secfttary’of the Provincial Medical and Surgical 
Association ‘(forerunner of the B M.A.), was strong in his condem- ' 
nation of the indiscriminate use of “ the water cure,” beginning 
one of his-articles as follows: “ It may well be doubted whether 
there is any country on the face of the earth in which quackery is - 
so‘successfully followed as in rich and credulous England.” - 
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I shall describe in thig paper certain symptoms and ‘signs 
which have helped me in the management and treatment 
of patients, particularly children, with ' rheumatic heart 
disease. J have also some observations to make on 
prognosis, based on’ the after-history records~of children 
over a 10-years period. g 


The symptom-complex of rheumatic fever does ‘not present 
a uniform clinical picture. There is a monocyclic type with 
pyrexia, toxaemia, sweating, leucocytosis, and migrating poly- 
arthritis; the heart may, not ‘be affected, and recovery is 
complete after a week or ten days of acute illness and three 
weeks of convalescence. In some these acute symptoms develop 
after a throat infection and two or three weeks of low-grade 
fever. There may be a second similar cycle of symptoms without 

_ cardiac involvement. Soine have a persistent irregular tempera- 
ture not rising above 100° or 101°, and there are rare cases 
with hyperpyrexia (Coburn, 1931). : 

- Fever isthe most constant of rheumatic phenomena. , There 
may be no arthritis and rio ‘cardiac or other visceral manifesta- 
tions of infection. Tachycardia, like pyrexia, is evidence of a 
general infection, and not necessarily due to the cardiac lesion ; 
its relation to active carditis, except in advanced disease, may 
not be that of infection of heart muscle or valve, but the 
indirect effect of toxaemia on heart rate. 


l 
Temperature and Pulse 

The temperature and pulse chart is an index of active rheu- 
matic infection; it is not a record of the degree of, cardiac 
damage. There are rare cases of hyperpyrexia in children, 
it is true, with severe carditis, and rapid heart action is common 
in heart failure; but high fever and a ‘much-accelerated pulse 
with slight or no structural disease of the heart are not uncom- 
monly ‘associated. The case history of a boy of 6 illustrates 
this lack of parallelism between pulse rate and structural change. 
Three weeks after scarlet’ fever he developed pyrexia and a 


1 
1 


tachycardia of an unusually high rate with sınus rhythm ; the ` 
` heart was not enlarged, a systolic murmur audible over the - 


mitral area was heard for the first time, and there was 'a 
profuse growth ‘of haemolytic streptococci from septic tonsils. 
He was given sulphanilamide, and the temperature was normal 
in two days.' He was discharged from hospital a week later 
with ‘no abnormal heart signs.. This was probably not a 
_theumatic infection, but will serve as an illustration of disturbed 
, heart action of infective origin without structural disease. It 


is common knowledge that sino-auricular tachycardia is a, 


reaction .to infection ; with a rise in. temperature there is a 
corresponding increase in the pulse rate. When it is a reaction 


to heart failure there are always other .signs of serious heart. 


disease. In cardiac rheumatism active infection is more’ often 
the cause of a persistent rapid ‘regular heart action at rest over 
a long period than myocardial insufficiency. 

The sleeping pulse rate’ may be'a ‘guide to infection, but 
cannot be used to distinguish infection from heart failure as 
wae of the St. Cyres Lecture for 1942, delivered on June 16, 





T. F. COTTON, MD., C.M.McGiL F.R.CP. 
Physician to ‘the National Heart Hospital 
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a cause of tachycardia, for in both conditions the sleeping pulse 
rdte is raised, and Approaches more closely the alert rate than 
in patients not actively infected or in failure. The pulse rate 
after exercise is increased by infection and by heart failure ; 
this exaggerated reaction of heart rate may continue after the 
infection is quiescent and after recovery from heart failure. 
There ure,other factors involved in the response to effort which 
make the pulse rate after exercise an uncertain guide to infection 
or cardiac reserves. In early mitral stenosis, early aortic 
incompetence, and effort syndrome the rise in pulse rate after 
exercise may be the.same, and is of little value in differential 
diagnosis. Tachycardia may be caused by nervous influences, 
infection, and heart failure ; as an isolated sign it is unreliable 
evidence. . ; 
Dyspnoea 

Dyspnea after effort may be a symptom of infection, struc- 
tural disease, debility, an abnormal nervous system, or some 
other quite different pathological process. Active rheumatic 
infection is usually absent when there 1s a valve lesion without 
enlargement of the heart. Few patients with either active or 
quiescent rheumatism complain of breathlessness at rest unless 
they have signs of heart failure. When these signs are absent, 
and the respiratory rate is raised, a heart lesion is not the cause. 

When the heart with mitral or aortic diséase i$ much enlarged, 
undue breathlessness after exercise, if there is no other known 
‘ cause, is of cardiac origin. There is some difficulty in assessing 

this symptom when the valve lesion is not associated with 
an increase in ‘the size of the heart; the myocardium has 
suffered slight injury, and carries an extra burden from the 
valve defects, but its reserve force is sufficient to meet the 
demands imposed on it by moderate exercisg. Neurogenic 
influences may be the cause of the breathlessness, and not 
infrequently exercise tolerance is normal when these have been 
removed. The difficulties in dissociating breathlessness from 
the heart are much less when the valvular signs are of an 
equivocal nature ; the systolic murmur as an isolated sign can 
be placed in this category. 

Precordial pain is a common complaint of the patient with 
an inflammatory lesion of the heart; it is felt at rest, occurs 
more often after effort, and closely resembles the pain of effort 
syndrome. It is not anginal in character or distribution, and 
can easily ‘be distinguished from the pleuropericardial pain of 
pericarditis by the cardiac signs. The precordial ache is a 
‘symptom of minor value in the diagnosis of structural disease. 


‘ 


, Toxaemic Signs 
There are signs of toxaémia which are not peculiar to a 
rheumatic infection but should nevertheless be treated with 
the greatest respect, for they serve as indirect evidence of 
structural change which’ may not be revealed by the heart 
signs. Pallor may be regarded as an important sign of infection 
in a rheumatic subject. A secondary anaemia of slight or 
‘Umoderate’ degree with a low-grade leucocytosis is the blood 
"picture one expects to see in the active phases of carditis. It 
may develop rapidly, and the percentage of haempglobin and 
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the ‘number of red corpuscles may reach extremely low leVels, 
with anisocytosis and poikilocytosis, and with the colour index 
in most cases below unity 


A girl aged 10 was admitted to hospital under my care 11 
years ago in congestive failure, with moderate enlargement of 
the heart, aortic regurgitation, mitral stenosis, pericarditis, fever, 
and otheresigns of a rheumatic infection. The blood counts 
revealed a severe and Progressive anaemia. The red blood 
cells fell to 2 millions, and the haemoglobin to 30%, with a 
colour index of 0.75; there were alisocytosis, poikilocytosis, 
and nucleated red cells. She wag given liver by mouth in large 
quantities; she liked it and may owe her recovery to this 
strange taste. The red cell count rose to 5 millions and the 
haemoglobin to 90%. The tonsils were enucleated a year later. 
She now leads an active life, works in a munition factory, can 
walk four miles comfortably, and was married last year. 


There may be rapid wasting, gradual but steady loss of weight, 
or failure to gain weight. This reaction of the body weight 
to infection will be influenced by the virulence of the infection 
or resistance to it, or such other factors as exercise, vomiting, 
diet, conditions of Test, and the age of the patient. The weight 
chart ıs a more accurate record of infection in children than 
in adults. The sedimentation rate is raised ip active rheumatism, 
as in other infections, and may remain high when other signs 
of activity can no longer be detected. A very high rate ts 
evidence of a severe infection. A low rate may be expected 
in the non-active phases of rheumatism. The rate falls with the 
onset of congestive failure, and 1s affected by the degree of 
anaemia ; it 1s raised in thyrotoxicosis and in other diseases. 
It is a less reliable sign ‘of infection in chorea than ın other 
forms of rheumatism ; it is comparable to the pulse rate, 
temperature, and weight charts in distinguishing between active 
and non-active carditis ; it bears a close relation to the develop- 
ment and disappearance of nodules. Subcutaneous nodules and 
arthritis are characteristic phenomena of rheumatic activity, but 
they arp also tissue reactions of rheumatoid arthntis, and can- 
not therefore always be accepted as unequivocal evidence of 
juvenile rheumatism The absence of these signs does not 
exclude active infection. ‘ E 


Diagnosis of Active Carditis 

I have so far described some important signs of rheumatic 
activity without reference to cardiac signs. It has been my 
object to'show that it is Possible, from a study of the reaction 
of the body as a whole to infection, to distinguish between 
the active and the quiescent phases of carditis. The correlation 
of these signs with those of Structural disease of the heart 
is essential as a basis for Prognosis and treatment. The 
diagnosis of. active carditis from the cardiac signs alone is one 
not easily made. The disease may progress from recurring 
infection without any change in the quality of the endocardial 
murmurs. It is difficult to recognize reactivation of à chronic 
valve lesion from an acute infection, whether the signs are 
those of mitral stenosis, aortic incompetence, or mitral regurgita- 
tion. The development of a diastolic murmur not hitherto 
audible is an indication that inflammatory changes are taking 
Place in the valve. The development of an apical systolic 
murmur has less pathological significance. It may be a sign 
of endocarditis, or a functional reaction to infection. The 
loud harsh murmur with slow heart rate is more often organic, 
but the soft bruit accompanying an overacting heart may be 
due to structural damage. The endocardial murmurs are un- 
reliable signs of active carditis, The friction rub of pericarditis 
in the course of a rheumatic infection is unequivocal evidence 
of active structural damage to the myocardium. A wrong 
diagnosis of aortic incompetence is a not uncommon error, 
occasionally with grave consequences. 

One expects to find some cardiac. enlargement in acute rheu- 
‘matic myocarditis; a close Parallelism undoubtedly exists 
between acute rheumatic infection and an increase in the size 
of the heart. Ina fair number of cases there is no enlargement, 
and other signs must be found before cardiac involvement can 
be diagnosed. Those who maintain that the heart is always 
enlarged when it has been attacked by rheumatism may have 
been misled by placing too much reliance on the uncertain 
palpable and percussion outline of an overacting heart. Even 
an x-ray examination has its limitations in determining slight 
changes in the shape and size of the heart. 
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The development of enlargement of-the different chambers 
of the heart, of the aorta, and of the pulmonary artery can 
be determined by the radiological method, now regarded as 
part of a systematic examination of the cardiovascular system. 
Enlargement of the heart in the course of a rheumatic infection 
is a sign of myocardial injury ; it is an early response to this 
infection, and is likely to be progressive when the tHeumatic 
process is active. The size of the heart is related to the type 
of the initial infection. One expects to find the earliest increase 
in size, and the largest heart, among those who have had 
a severe attack of rheumatic fever. A mild infection may cause 
a valve lesion with httle or no enlargement, and remain 
stationary in a long quiescent period of the disease, Enlarge- 
ment is also a reaction to the extra load which the heart has 
to carry as a result of a valve defect. Changes in .the shape 
and size of the auricles and ventricles may be a quick résponse 
to rapidly developing aortic regurgitation, or the gradual effect, 
from strain, of the slow sclerosing process of mitral stenosis 
The degree of enlargement is a more reliable index of the 
virulence of the infection than 1s the valve deformity. Pro- 
gressive enlargement is a more valuable sign of active infection 
than is a change ın the character of the murmur 


Heart-block 


Electrocardiographic studies have demonstrated that. in a‘ 
large proportion of patients with active carditis there ts a 
lengthening of the auriculo-ventricular conduction time. Cohn 
and Swift (1924) found that 84% of their cases with rheumatic 
heart disease showed some increase 1n the P-R interval. Keith’s 
figures are approximately the same in those with carditis, and 
more than 50% ın cases with chorea or arthritis without other 
signs of carditis (Keith, 1938). He concludes from his observa- 
tions on the effect of atropine on the P-R interval that the 
mechanism responsible for the delay ın conduction in all degrees 
up to complete heart-block is overstimulation of the vagus, and 
suggests that the exciting cause is the overactivity of the vagal 
nerve endings in the heart. Lengthened conduction may outlast 
all other manifestations of active infection for months. It is 
difficult to assess the significance of varying grades of heart- 
block in these circumstances. An arrhythmia of this type may 
be evidence of a localized pathological process in the region 
of the bundle, and a sign of active carditis ; or it may be the 
residual effect of past rheumatism, a static situation not neces- 
sarily changing, like a murmur or enlargement of the heart 
Transient partial heart-block can occur in association with 
vasovagal syncope ; ıt may be a vagal effect without anatomical 
changes in the myocardium The following two case records 
will illustrate how difficult ıt sometimes is to distinguish between 
active infection and residual myocardial damage on the evidence - 
of heart-block. i 


Miss H., aged 20, bad tonsillitis in July, 1939, and m: August 
had well-developed symptoms and signs of rheumatic fever. 
In November there were no abnormal heart signs. In Decem- ` 
ber the electrocardiogram showed heart-block with dropped 
beats, with no delay in conduction time after an exercise test 
and after atropine ; the leucocytes were 11,200 per c.mm. and 
the sedimentation rate 5 mm. an hour. A diagnosis of active 
carditis was made on the evidence of heart-block and the history 
of recent rheumatism. 

The other case is that of a young man aged 22. He had 
fdinted in the past but had no return of this symptom for three 
years. His complaint at the time of examination was epigastric 
pain before meals. There was no history of rheumatism or 
sore throat. The heart was not enlarged-and there were no 
murmurs. The electrocardiograms while in hospital showed 
partial heart-block with dropped beats and no delay mm con- 
duction after exercise and atropine ; right axis deviation was 
Present There was no leucocytosis, and the sedimentation rate 
was not raised. Was heart-block in this case an isolated sign 
of active infection or residual damage from past infection? J 
did not think he had active carditis. 


The development of auricular fibrillation is‘of great clinical 
importance, for it influences the course of rheumatic heart 
disease in the direction of heart failure and is therefore in close 
relation to the cause of death. It is a late manifestation- of the 
rheumatic process, with an incidence of more than 40% among 
those who die, and the duration of life after its onset is less 
than three years in a large Proportion of cases (De Graff and 
Lingg, 1935). Nutritional changes in the myocardium may be 
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the cause of this disturbance of rhythm ;~the part played by 
‘ active infection as a causative factor in its production has not 
been demonstrated. There are some who hold the view that 
‘ auricular fibrillation 1s sometimes an effect and not the cause 
' of heart failure (Luten, 1936). 


pa e 
v Interrelation of Heart Failure and Rheumatism 
When we consider heart failure in relation to ‘rheumatic 
' infection there is a general recognition that these two ‘conditions 
“are interlocked. Acute or subacute rheumatic activity must be 
„regarded as the.chief cause of myocardial failure in rheumatic 
heart disease. Progressive enlargement is a constant feature of 
vheart failure ; active infection may be responsible for progres- 
sive increase in size and failure. 
contributory factors involved in these changes, a progressive 
‘valve lesion and auricular fibrillation ; both impose an extra 


“burden on the heart and are closely linked with activity of 


‘infection. The heart failure of bacterjal endocarditis is good 

evidence in support of the view that active infection plays a 

‘more important part in heart failure than mechanical strain. 
Bacterial.endocarditis is not evidence of rheumatic activity ; 


‘its relation to the phenomena of rheumatic disease is accidental _ 


(Coburn, 1931). It is á blood-stream infection which may 
present symptoms and signs easily distinguished from those 
of cardiac rheumatism. The temperature, pulse rate, and blood 
picture are not always distinguishing features of the two types 
‘of infection ; embolic phenomena may be absent, the fingers 
‘not clubbed,’ the ‘spleen not palpable, and the blood sterile. 
Jn children, bacterial endocarditis is extremely rare, and con- 
‘sequently the difficulties of differential diagnosis do not often 
‘arise. 
Prognosis of Carditis x 

I have some observations, to make about prognosis, based 
on: ‘the after-history records of 200 boys with carditis, average 
age 11. years, Over a 10-year period. These children were under 
my care in a special ‘convalescent home, and the basis of 
‘ treatment was rest in bed when there were symptoms’ or signs 
‘of active infection ; those without active infection were allowed 
to play games regulated to dvoid undue breathlessness and 
over-fatigue. There are two consecutive groups of 100; in 
one group {Table T) the average stay in the home was four 
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j TABLE I.—Results-of 100 Cases under Observation for 10, Years 











g 





























Tann m Tables I and II combined) —Results of 200 Cases 
under Observation for 10 Years 
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TABLE IV. .—Degree of Enlai gement 
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and a half months, sidi in the other (Table U), six months. 
The 200 cases are also dealt with’ as one group (T able UI) by 
combining Tables I and I. They are classified aS valve lesions 
in Tables, I to I; Table IV gives the degree of enlargement 
~of cases in Table IL In -Tables I to IV the numbers known 
to be alive or dead at the end of the tenth year are recorded. 

The figures in Table I show that 54% are living, 40% dead, 
and 6% untraced. In Table II 49% are living, 34% dead, and 
17% untraced. In Table I 52% survive, 37% died, and 11% 
are untraced in this 10-year period. 

In Table I 63% with mitral systolic murmurs are living and 
32% dead ; 35% with mitral stenosis are liying and 61% dead ; 
50% with aortic regurgitation and mitral stenosis are living 
and 43% dead ; with aortic regurgitation alone 50% are living 
and 50% dead. 

In Table O 56% are living and 25% dead in the systolic 
murmur group ; 47% with mitral stenosis are living and 35% 
dead; with aortic regurgitation and mitral stenosis 37% are 
living and 54% dead; with aortic regurgitation alone 50% 
-are living and 17% dead. 

Table IN shows 60% living and 29% deadewith mitral 
systolic murmurs; 42% living and 46% dead with mitral 
stenosis ; 42% living and 50% dead with aortic regurgitation and’ 

50% living and 30% dead with aortic 
regurgitation. y 

In Table IV it will be seen that 57% with slight or no 
enlargement are living and 35% are dead at the end of 10 years. 

Table V shows that 21 died within 5 years and 18 died in 
the second 5-year period.. i 


` Summary and Conclusions 

" Observations ‘are made on the prognosis in carditis, based 
on the after-histories ‘of 200 boys, average age 11 years. 

Rather more than one-half of the children with carditis are 
alive and slightly more than one-third are dead 10 years after 
from 44 to 6 months’ treatment in a special convalescent home. 
The -larger number of untrated cases in Table IL (17% as 
against 6% in Table I) prevents one from concluding that the 
prognosis is more favourable when the stay in a convdlescent 
home is increased from 44 to 6 months. 

Rather less than half of those: who die within 10 yeais 
live longer than 5 years after treatment in a special convalescent 
home. 

The death rate in children with mitral stenosis and aortic 
regurgitation is much higher than in*those with mitraXsystolic 
murmurs, over a 10-year period. - aes 
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Children with moderate or considerable enlargement of the 


heart are less likely to live 10 years than those with slight or 
no enlargement 
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REACTIONS FOLLOWING TRANSFUSIONS 
OF STORED BLOOD 


BY 


y e 
R. ARDEN JONES, M.B., B.S. 
White Lodge E.M.S. Hospital, Newmarket 


Two cases of blood transfusion reaction not due to incom: 
patibility are here recorded. Though there is a lack of 
pathological data, they present such unusual features as 
to justify detailed clinical notes. The therapy: employed 
in these cases invites criticism from many aspects. It is 
described rather fully, however, since the reaction to these 
measures involves interesting physiological considerations. 


Case I 


Woman aged 30. Six children. Rheumatic fever ın June, 1940. 
Admitted for colpoperineorrhaphy. Haemoglobin 66%. Group A 
(I). Blood transfusion with Group O (IV) blood 4 days old, which 
was directly matched with the patient’s serum and found to be 
suitable. s 

Nov - 19—10.45 a.m.: Transfusion drip started. 11 a.m.: 'Com- 
plained of headache and vomited a little ; chest felt ‘tight. 
11.30 a.m.: Felt cold and,was a little shtvery. At 12 noon, when 
3/4 pint had been grven, she complained of pain in the chest * The 
transfusion was stopped. Shortly afterwards colour was poor and 
pulse rapid and thready, 140 a minute. Resuscitation measures ; 
omnopon gr. 1/3, heat cradle, and warm drinks were given, but 
vomiting became troublesome. Temperature rose to 102° at 2 p.m. 
and condition did not improve, the pulse remaining rapıd and 
thready. The bed was blocked and rectal fluids were given. 
Coramme, was administered repeatedly. Blood taken from a vein 
was sterile after 5 days’ culture At 10 p.m. there was still‘no im- 
provement. Lips cyanosed, eyes sunken, extremities icy, tongue dry, 
mentality clear, exposed veins empty, pulse almost imperceptible. 
Heart rate 140 regular: B.P. 40 systolic. Lungs clear. At 11.30 p.m 
intravenous saline was started, 2 pints bemg given rapidly. 

Nov. 20—After the saline the B.P. rose to 75/55 at 12.25 a.m. 
and pulse wag ‘countable at 126. A third pint was run in more 
slowly, and at 4 a m. the B.P. had fallen to 60/45 and later to 50/35 
One pint of plasma was then given rapidly (20 minutes), and at 
'5 a.m. the B.P. was 55/35. Further intravenous salme was given 
more slowly. Digoxin 0.5 mg. was injected „intravenously, and 
D.O.C.A. 5 mg. was given Five hours later, at 10 a.m, the 
patient’s condition was still that of profound collapse ; T. 99°, 
P. 120, R. 20, B.P. 50/35. She was restless, sunken-eyed, and a 
little cyanosed ; veins empty, a few crepitations at right base, no 
icterus. No urine had been passed since the transfusion reaction 
had occyrred, nearly 24 hours previously Total intravenous fluid : 
4 pints saline, 1 pint plasma. At 3.30 pm. 0.25 c.cm. pituitrin was 
given, and repeated in half an hour; the pulse, which had remained 
steady at 120 though poor in) volume, fell to 100; but had risen 
to 120 by 6 p.m. Catheterization produced 7 oz. of highly coloured 
urine: albumin—moderate cloud; no blood, haemoglobin, or bile; 
pus, B. coli, and an occasional R.B.C. This urine may have been in 
the bladder since the transfusion was started. W.B.C. 23,000, 
R.B.C. 3,950,000, Hb 70%, blood urea 80 mg./100 ccm. At 12 
midnight, 24 hours after the intravenous saline had been started 
and over 36 hours since the reaction occurred, B.P. was still 35/35. 
T. 100°, P. 120, R. 28 ; hiccup, retching, very restless, neck veins 
not filled above the angle of Louis, lungs clear, no oedema. Eucor- 
tone had been given without improvement. - 

Nov. 21.—At 2.30 a.m. 0.25 ccm. Pituitrin was given, and repeated 
in half an hour as before ; again the pulse fell promptly to 100. 
Respirations at this time had returned to 20. , At 10 a.m., after a 
restless night, patient was slightly delirious. Hiccup persistent ; 

„P. 90, Rg 30, BP. 60/30. eSlight dyspnoea, rhythm intermittent. 
Venous pAllsdtion at root of neck but veins, not filled above the level 
of the angle gf»Louis. Few basal rales. No oedema. Marked 


rigidity of all the limbs. Two pints: of saline had been given in the 
previous 12 hours, making 11 pints in about 36 hours since the drip 
was started. Intravenous drip was discontinued. Urine, 4 oz., 
passed spontaneously at 6 a.m. (The first urine definitely secreted 
since the reaction had occurred—44"hours.) It contained albumin 


‘ (heavy cloud); no blood or haemoglobin; pus cells but no casts 


in centrifug&l deposit. Ephedrine gr. 1/2 was given by injection 3 
times between 10.30 a.m. and 2 p.m., and thereafter gr. 1/4 every four 
hours. Urine, 6 oz., was passed spontanepusly at3 pm: At6p.m 
there was definite clinical improvement Pulse had remained 
between 88 and 100 all day; B.P. 60/35, R. 24. At 12 p.m. pulse 
rate rose to 120, dyspnoea’ increased, patient became restless and 
delirious; BP. 75/40, R 30. Neck veins were not filled above the 
level of the angle of Louis. No oedema. Early failure was suspected, 
but ephedrine gr. 1/4 was continued 4-hourly, digoxin being given, 


- 0.5 mg. b.d. 


Nov. 22.—At 12 noon, 72 hours after the trarisfusion, patient was 
restless and wandering mentally. T 99°, P. 120, R.:30. Extensive 
herpes of lips, mouth sore, mucosa ulcerated, tongue dry and furred 
No icterus. Urine, 14 oz., was passed during the night. Casts, 
blood, and haemoglobin were absent During the day the pulse 
rate tell to 80 at 2 pm. and 66 at midnight, becoming grossly 
irregular, B.P., however, rose i1om 64/40 at 12 noon to 75/45 at 
3'p.m. and 90/60 at 12 midnight. Definite congestive failure was 
now present, with 14 in. of venous filling in the neck. Respirations 
36-40; slight oedema of ankles and sacrum. The cardiac irregu- 
larity was considered to be due to aurjcular fibrillation in a fully 
digitalized patient. Ephedrine and digoxin were stopped. Urine 
passed during day measured 21 oz. ; ` 

‘Nov. 23.—Duarrhoea with incontinence of faeces now occurred. 
Urine was being passed freely—65 oz. ın 24 hours. Slow fibrillation 
continued, but sıgis of congestion had cleared. Hiccup was per- 
sistent. There was marked bruising of the skin at' the site of injec- 
tions and very slight icterus was thought to be present. Van den 
Bergh’s reaction gave a very weak indirect positive. Blood urea 
180 mg./100 c.cm. and urine urea 1.2% R.B.C. 4,610,000, Hb 
80%, W.BC. 12,300, polys. 85% 

Nov. 25.—Diarrhoea was still persistent though fluids alone were 
being given by mouth. Marked dehydration was present and fibrilla-: 
tion at 80 a minute continued. B.P 100/50 No icterus. At mid- 
night dehydration ‘was still pronounced, and patient was very 
reluctant to take fluids because of vomiting and ulceration of mouth 
and throat. I.V. saline was started. 

Nov. 26 and 27.—Intravenous ‘saline was continued, 16 pints 
bemg given in 48 hours. Urine passed during this period was 94 
pints in addition to that voided during a period of faecal incon- 
tinence. No sign of congestion or oedema developed, and on the 
27th the pulse was regular at 90. Thereafter the patient recovered 
rapidly, and on the 29th B.P. was 115/75 and blood urea 50 mg./ 
100 c.cm. Urine showed trace of albumin; pus cells and B. coh 
still present. No casts. i 

On Dec. 8 urea clearancé was 70% of normal maximum clear- 
ance. Blood urea 36 mg./100 c.cm 


Case II 


Soldier aged 27. Admitted Dec 25, 1941, with gunshot wound 
of left thigh. During the week after admission repeated secondary 
haemorrhages occurred, which were treated by packing of the wound 
and compression bandages. Blood pressure ranged between 110/70 
and 135/80. Temperature up to 1005 

On Jan. 1, 1942, R B.C. 2,750,000, W.B.C 
50%. Group O (IV). ` 

Jan 2—At 5.45 p.m. drp blood transfusion was started with 
Group O blood (citrated)—three days old—which had been directly 
matched with the patient’s serum. No. 1 bottle (2/3 pint of whole 
blood) was given at a fast drip 60-100 a minute. At 6.10 p.m. | 
severe rigor after about 1/3 pint Pulse 120. Blood drip reduced 
to 10-15 a minute. Adrenaline 5 minims and morphine gr. 1/4 given 
At 6.30 p.m. patient was shivery and complained of headache and 
pain in back of neck and chest. Vomited twice. No. 1 bottle was 
replaced by No. 2 bottle (though 1/2 pint still remained in No. 1), 
and this had run in by 8 p.m. without further reaction. Pulse 
remained at 120, but condition seemed better. The remainder of 
No 1 bottle was then given at 40-60 a minute and the transfusion 
was completed by about 9.30 p.m. without further incident. At 
10 p.m.: Temperature 105°, pulse 160 and thready. Sweating pro- 
fusely, vomiting at intervals and complaining of intense thirst 
Coramine was given and rectal saline started. á 


Jan. 3—During the night he was restless and slept for short’ 
intervals only. He took large quantities of water by mouth and 
vomited repeatedly. Pulse fell to 100 at 5 am. ; volume improved 
slightly. Temperature 99° From 5 a.m. pulse rose gradually ; at 
9 am. he was pale, grey, and the pulse was imperceptible. He was 
again given coramine. At 10 a.m.: T.,97°, P. 104, R. 28; pale and 
restless; pulse volume poor; BP. 50 systolic; no dehydration: 


26,000, polys 80%, Hb 
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no icterus There had been no bleeding from the wound. At 11.30 
a.m. 4 oz. of unne was passed spontaneously, the first sınce`onset 
of reaction 18 hours previously (16 oz. had been passed 24 hours 
before the reaction occurred); S.G.. 1020, trace of albumin; no 
blood or haemoglobin. At 2.30 p.m. condition unchanged; P. 120, 
B.P. 50 systolic, R. 26. Intravenous saline with 5% glucose 
started by a drıp adjusted to 40 a minute. At 6 p.m. patient was 
still restless and was vomiting ; T. 99°, P. 130, R. 36, B.P. 62/40. 
A little’ over a pint,ot salneʻ`had been given, but no further urine 
Had been passed, though 85 oz. of fluid had been taken by mouth 
in the preceding 12 hours-and only 18 oz. bad been vomited. There 
was no sign of congestion despite slight dyspnoea and raised respira- 
tion rate. At 10 p.m. his condition had deteriorated further: BP. 
60/40, T. 98°, P. 140, R. 40. 36 oz. of I.V. saline had been absorbed 
since the onset. 1 pint of. fresh blood (group IV) Was then sub- 
stituted tor the saline and run in slowly at 10 drops a minute. 

Jan 4 —During the night pulse fell to 106 though respirations 
remained at 40. Patient was delirious at times and very restless 
Temperature 99°, 
oz. of urine passed. It contained albumin (moderate cloud) ; no 
haemoglobin; no R.B.C.s, occasional W.B.C.; fair number of 
granular casts. At 10 a.m. 1 pint of hJood had been absorbed and 
the’ remainder of the original 2 pints of saline was given slowly. 
Intake for preceding 12 hours, 60 oz. by mouth; urine 14 0z.; 
vomit nil. 
T. 98°, P. 120, R. 44, B.P. 80/60. At 12 noon a second pint of 
fresh blood was given at 15 drops a minute. At 4.30 p.m. B.P. 
80/60; P. at 120 all day; R. 36-40; T. 99°. General condition 
slightly improved. Patient, however; looked extremely ill, pale. 
sunken-eyed, but not dehydrated. Persistent cough. Intake (12 


honrs) 58 oz.; output of urine 16 oz. At 10 p.m. signs of con-, 


solidation were detected at the right base and sulphapyridipe was 
given. At 12 midnight the šecond pint of fresh blood had been 
absorbed and the drip was continued at 10 a minute with saline. 
Jan. 5.—At 10 a.m.—64 hours since onset of reaction—intravenous 
saline was discontinued Only 10 oz. had been given in the 
preceding 10 hours. (Total fluid given by this route in 44 
hours was 2 pints, blood: and 24 pints saline.) Intake by mouth 
36 oz., urine output 19 oz, T. 100°, `P 116, R. 40, B.P. 105/70. 
Radiograph of chest confirmed consolidation at right base. Blood 
urea 130 mg./100. c.cm. W.B.C. 38,000—85% polys. Urine con- 
tained albumin and casts but no red cells or baemoglobin. At 
5 p.m., T. 100°, P. 120, R. 40. Congestive cardiac failure was 
present with 2 in. of venous filling in the neck., B.P. 115/80. Liver 
just palpable; slight oedema. Extensive herpes of lips. Dry sore 
tongue, heavily furred. No icterus. Purulent sputum and signs of 
pneumonia at right base also noted. Diuresis had begun during 
the day, and 82 oz. of urine was passed during the 12 hours. 
Jan 6.—Thë patient’s condition had materially improved. Signs 
of congestion were fewer and diuresis continued. Sulphapyridine 
` was continued up to a total of 25 g. Blood urea 130 mg./100 c.cm. 
The. patient thereafter proceeded to make an uneventful recovery. 
‘On Jan. 12 blood urea was 45 mg./100 c.cm., and concentration of 
urea in morning specimen of urine 1.7%. On Jan. 14 Hb ‘80%, 
R.B.C 4,000,000; urine contained no albumin, and no: abnormal 
clements were present in the deposit. . ; 


À Comment 
The'simuarity of the reaction in these two cases is, striking, 
and that they are unusual has been confirmed by both 
Prof. Arthur Ellis and Dr. Janet Vaughan (personal com- 


munications), who agree that intravascular haemolysis could ' 


be excluded. The dominant features were the absence of intra- 
vascular haemolysis, the extremely, grave condition of the 
patients for over a. week, and the sustained low blood pressure, 
being no higher than 60 mm. Hg systolic for over 48 hours 
in Case I. . Marked nitrogen retention and a phase of congestive 
cardiac failure occurred in both cases. s 

Neither patient had been transfused before. The com- 
patibility of the blood used in: each case would seem to be 
satisfactory. The grouping of donors and recipients’ blood 
was repeated and confirmed, and direct matching of serum 
from” the recipients and cells from the donors was carried 


out in each case. Moreoyer, icterus and haemoglobinuria, ` 


though anticipated and looked for, were absent. The suspicion 
of slight jaundice on the fifth day in Case I could not be 
attributed to primary haemolysis of the transfused blood, and 
it was noted that there was -extensive bruising at the site cf 
repeated subcutaneous injections. y 
; In both cases the blood given was less than five days old. 
It had been stored in a refrigerator at 4°:to 8° C., and was 
. macroscopically normal. No trace of haemolysis was visible 
above the surface of the ‘sedimented cells, and microscopically 
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At 4 a.m. (34 hours since onset, of reaction) 14 ` 


Patient was restless and coughing repeatedly. No icterus. . 
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the erythrocytes were healthy in appearance. In warming the 
blood care was taken that it was not exposed to an injurious 
temperature. 


x yeo of the blood cannot be excluded. Contdmination 
o. 


a batch of blood taken at another time did occur, though 
the infected specimens were in every case grossly abnormal 
macroscopically in under five days, and some 20 samples which 
were, cultured and which appeared normal to the naked eye 
were not infected. That heavily mfected blood may appear npr- 
mal macroscopically is, however, recognized. Clearly, infection 
of the transfused blood is a possibility in both these cases, and 
the negative blood culture from Case J shortly after the onset 
of. the reaction does not exclude this accident. 

The nature of these reactions is uncertain, but an increase 
in the total vascular, bed consequent upon a loss of peripheral 
vascular tone, with or without subsequent loss of fluid into the 
tissues, can reasonably be assumed. -That this resulted from 
some substance in the transfused blood is probable, but whether 
this was a toxin of bacterial or other origin or an allergen 
is speculative. The prolonged duration of the collapse argues | 
against a true anaphylactic reaction, The pneumonia in Case II 
suggests infection (Whitby, 1942), as does the leucocytosis. 

The nitrogen retention would seem to have been the direct 
result of a loss-of glomerular filtration during the period of 
hypotension, as with the recovery of the blood pressure diuresis 
set in. Hypertension did not occur at any ‘time. 

In the case of the milder reaction (Case II) more protein- 
containing fluid was given than in Case I, though in the 
latter excessive quantities of saline had been infused, In both 
cases a period of congestive cardiac failure occurred céincidently 
with the recovery of the blood pressure, but some time after 
the intravenous infusions had been stopped. This venous 
congestion, not directly attributable to a rapid overloading 
of the circulation with infused fluids, might be explained by 
the ‘recovery of peripheral ‘vascular tone on a blood volume 
which had been artificially raised above its normal level. The 
increased blood volume had previously been accommodated 
by an increased vascular bed. It is suggested that this occa- 
sionally occurs in cases of traumatic shock treated early by 
transfusion. 

The infusion of large quantities of saline and proteinous 
fluid would seem, to be irrational, and was clearly excessive in 
these cases. ‘Though it certainly aided the circulation by 
maintaining the blood volume above its normal level it probably 
made subsequent congestion inevitable. For this reason saline 
was used in preference to plasma in Case I, but the danger 
of precipitating pulmonary, oedema was thereby obviously 
increased. ; 

Adrenal corticd] extracts were given in Case I as an acute 
adrenal lesion was feared, but the response to tkis measure 
was negligible. Transitory response to pituitrin in Case I 
appeared definite. Ephedrine, though given in large doses by 
injection, could not definitely be shown to produce the desired 
effect, the blood pressure falling almost to. its earlier level 
during its administration. Coramine was not effective. Veritol 
and other vascular stimulants were not tried. 

Pituitrin is known to increase capillary vascular tone. 
Wenckebach (1932), in studying the effect of pituitrin on the 
cardiovascular phenomena of beriberi, showed clinically that 
this drug acts principally by constricting the capillaries. Its 
use, therefore; in cases such as those here reported would seem 
to be rational. It was not persisted with, however, for fear 
of embarrassing the cardiac circulation and so precipitating a 


fatal issue.s 
Summary 
Two unusual cases of blood transfusion reaction, not due to 
incompatibility, are recorded, together with a brief commentary. 
Profound and sustained colla ith subsequent nitrogen 
retention and congestive cardiac failure occurred in both 
instances. 7 ' i 
I wish to express my thanks to Mr. J. Preston Maxwell and Mr, 
John E. Rowlands for allowing me to report these reactions in 
their patients ; to Prof. Arthur Ellis, Dr. Janet Vaughan, and Prof 
Ryle for nal communications ; and to Dr. A. Morton Gill and 
Dr. Leo Polak for helpful advice and criticism. a 
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BAGASSOSIS 
e AN INDUSTRIAL LUNG DISEASE 


BY 


L. I M. CASTLEDEN, M.D.. M.R.C.P. > - 
Se i 


° J. L. HAMILTON-PATERSON, M.D. 
l (WITH SPECIAL PLATE) l 


Bagasse ıs the term applied to broken sugar-cane after the 
sugar has been extracted. This formerly waste product 
of the sugar-cane industry is now employed in the manu- 
facture of board which, besides being an easily worked 
and durable material, has the property of insulating any 
cavity lined with it agáinst sound and temperature changes. 
The many possible applications of these properties in 
building are obvious. At the present time the material 
is in demand for war purposes. The bagasse arrives at 
the board-making factory in open bales, which are then 
“ broken ”—i.e., the raw material is further crushed into 
small fragments. When manufacture was first started in 
England the bale-breaking was carried out under water. 
The process was slow, however, and about two years ago 
machinery was devised for breaking the bales in a dry 
state that: proved to be much more rapid but gave rise 
to a great deal of dust, some very finely divided, in the 
air near the machinery. , 


Bagasse, which 1s largely composed of fibre, contains about 
1% of protein and 5 to 7% ‘of silica. Some of its cellulose 
content is said to be present in a crystalline form. The rest 
of the processes through which the bagasse goes are wet, an 
initial washing probably removing all the protein content, until 
the finished board is dried in a heated press at a temperature 
of 200° F. in the centre of the board, which would destroy 
any remaining protein. It is then cut and trimmed by circular 


saws, a process which again gives rise to 4 small quantity of - 


dust containing silica but no protein. 


Directly after the installation of the dry bale-breaking 
machinery, cases of respiratory illness began to appear among 
the workers engaged in this part of the process—namely, the 
labourers who fed the bales into the machine and the engineer 
who supervised its construction and running. No cases of 
respiratory trouble had previously occurred’ in the factory. 
Those workers who are engaged in the cutting and trimming 
of the finished boards are never affected. As soon as it was 
realized that the dust liberated at the initial stage of manufacture 
was injurious, measures were taken to suppress it. These con- 
sisted of a water spray and a suction draught applied to the 
site of its generation, and since the application of them no 
further cases of illness have occurred among the workers. The 
clinical features of four of these cases seen and the investigations 

1 


Q 


made upon them are as follows: 


Case I 


‘A labourer at the factory aged 19, this patient had always 
enjoyed good health. There was no history of any chest trouble 
or of tuberculosis in himself or his family. e began werk 
in the factory in Feb., 1941, and was exposed to bagasse dust 
as he fed bales into the breaking-machine. Since the end of 
March, 1941, six weeks before admission to hospital on May 4, 
he had had increasing shortness of breath and for four weeks 


a cough with scanty sputum that was sometimes blood- ` 


Stained. He had been unable to work for ten days before 
admission. ` 


On examination he was very dyspnoeic at rest, being hardly 
able to speak, but had only moderate cyanosis There was 
occasional’ cofigh with a scanty, frothy, sticky, muco-purulent 
sputum which was sometimes streaked with bood. There was 
no clubbing., The heart was normal and the blood pressure 
240160- g. The chest showed poor movement, with rather less 
-on the Tight “side than on the left. The trachea was central. 
The percussiefi note was impaired, with distant bronchial 


’ and urine were normal. 


breathing in small areas at both bases. Vocal fremitus and 
vocal’ resonance were diminished at the mght base. A few 
rales were present at the right base and scattered fine crepita- 
tions in all other areas. The abdomen, central nervous system, 
A radiograph taken on May 5 (Plate 
Fig. 1) guggested bilateral bronchopneumonia of -influenzal 
type. ` ‘ 


Progress The temperattre, which was 100.6° on admission, 
fell to notmal in two days, at which it remaimed until the 
ninth day, when remuttent fever began, lasting one week. The 
rest of the course of the illness was afebrile? The pulse rate 
varied between 104 and 144 and the respirations from 24 to 48. 
a minute until the patient was well. ‚Cyanosis with extreme 
dyspnoea persisted for three weeks, then both gradually sub- 
sided over the next four weeks A radiograph taken on June 
19 showed an increase in the area of consolidation (Fig. 2): 
The dyspnoea, which never had an asthmatic quality, was 
markedly relieved by oxygen, which was kept up continuously 
by nasal catheter for 51 days. Sulphapyridine appeared to 
have no influence on the course of the disease. Signs of patchy 
consolidation persisted ın both lower lobes, varying in location 
and intensity for 74 weeksa with rales frequently in other areas 
also. Finally the dyspnoea gradually ceased, oxygen was dis- 
pensed with for increasingly longer intervals, the chest began 
to clear by July 5 Fig. 3), and the patient became subjectively 
well. He was followed up as an out-patient, remaming 
symptom-free, with further resolution of the lung lesions (Fig. 
4), and five to six months after this last film was taken was 
admitted to the Navy. 


The sputum was always scanty, muco-purulent, and at times 
blood-stained. The bacterial flora’ was varied, containing M 
catarrhalis, Str. viridans, and fusiform bacilli. Staph. aureus 
was grown on one, occasion, and on another pneumococcus 
Type 14. Tubercle bacilli were not found.. The cells in the 
sputum were epithelial, polymorphonuclear, and lymphocytic 
Eosinophils were never present 


The blood count on admission was: red cells, 4,610,000 per 
c.mm.; haemoglobin 78%; colour index 0.87; leucocytes , 
11,300 pér c.mm.—neuttrophils 83%, lymphocytes 14%, mono- 
cytes 3%, and no eosinophil cells. Subsequent white counts 
gave 9,200 and 9,300 cells, with normal differential counts con- 
taining 3% and 1% of eosinophils respectively. 


Case I 


This patient, an engineer aged 37 who had previously enjoyed 
good health except for an attack of influenza in 1936, had no 
history of chest illness in himself or his family, none of whom 
had had'tuberculosis in any form. In March, 1939, he started, 
work in the factory, where from Aug., 1939, to June, 1940, he 
was in intermittent contact with bagasse dust. From June, 
1940, to Sept., 1940, he was in continuous intimate contact with 
the dust, superintending the construction and running of 
machines for the dry crushing process. In Sept., 1940, he 
became ill with a chest complaint which was called pneumonia, 
and was off work for 10 weeks. The symptoms of his illness 
corresponded to those of Case I—namely, shortness of breath, 
cough, and scanty sputum. During convalescence he was sent 
by his doctor, under whose care he had remained at home, to 


‘ see the Tuberculosis Officer, who reported no P.T. In Nov., 


1940, he returned to work, and in December began to be short 
of breath again. This shortness of breath rapidly and steadily 
increased so that by Jan., 1941, he was out of breath at the 
least exertion and was able to work one a only in évery three. 
On Jan. 17, 1941, he attended hospital as an out-patient 
On examination there was seen to be early clubbing of the 
fingers. The chest was kyphotic, with many fine rales in all 
areas of both lungs anteriorly'and at both bases Physical 
examination was otherwise normal. A radiograph taken on 
Jan. 18 (Fig. 5) showed a few apical scars and a little fibrosis 
in the right midzone. By May, 1941, his shortness of breath 
was extreme and painful, and he would collapse in the street 
from walking slowly. In one of these attacks of collapse he 
was admitted to another hospital, where a radiograph was 
thought to reveal bilateral apical tuberculosis. After this he 
continued at home with toubleaditie shortness of breath until 
he was admitted to -hospital on Nov. 22, 1941. 


On examination there was marked dyspnoea at resf with 
orthopnoea but no cyanosis. Clubbing of the fingers was 
present. The spine was kyphotic and the thorax rigid, and 
upon comment being made on this the patient stated that he ' 
had been becoming more “ round-shouldered ” since Jan., 1941 
The trachea was central and the percussion note impaired at 
the left apex both in front and behind, with bronchial breath- 
ing and bronchophony. Crepitations were present throughout 
all areas of the left lung and at the right apex. The heart, was 
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. 1.—Case I (May 5, 1941). Bilateral basal mottling of bronchopneumonic FIG. 2.—Case I (June 19, 1941). Extension of the lesior 
type with enlarged right hilum gland. 
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Fie. 3.—Case I (July 5, 1941). Resolution starting. FIG. 4.—Case I (Aug. 29,1941). Complete resolution of lung lesions except f 
a little basal striation. 
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Fig. 5.—Case II (Jan. 18, 1941). A few apical scars and a little fibrosis in the Fia. 6.—Case II (Dec. 5, 1941). Wide upper mediastinal shadow ; irregularity 
right midzone. of contour of right diaphragm with pleural thickening in costophrenic angle ; 
streaky opacities of fibrotic appearance in both lungs. 
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FIG. 7.—Case II (June 24, 1942). No radiological evidence of resolution. Fie. 8.—Case IV (June 15, 1942). General streaky opacity throughout both 
= lungs. 
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normal and the blood pressure 110/70. 
nervous system, and urine were normal. 
of congestive. cardiac failure. 


The sputum was mucoid, viscid, scanty, but never blood- 
stained. The cells in it were polymorphonuclears and lympho- 
cytes. Eosinophils were not seen. The bacterial flora was 
mixed, containing the usual mouth- organisms, withe occasion- 
ally haemolytic streptococci and pneumococcus Type 23. 
Tubercle bacilli were not found on repeated search. A special 
search was made for yeasts, moulds, and fungi, but none were 
seen. Radiographs taken on Dec. 5 (Fig. 6) showed appear- 
ances very much like bilateral pulmonary tuberculosis, and 
that the lung lesions had advanced since he had ‘been seen as 
an out-patient., A blood count showed: red cells, 4,590,000 
per.c:mm,; haemoglobin 94% «colour index, 1.02 ; leucocytes, 
10,200. per ¢.mm.—polymorphs 51%, lymphocytes 32%, mono- 
cytes 6%, eosinophils 11%. C : 


Progress.--The patient was afebrile throughout his stay. in 
hospital except for very occasional temperatures..of 99° to 
99.6°. The pulse rate was 80 to 100 and respirations 20 to 24 
a minute. The dyspnoea gradually decreased and the signs of 
consolidation in the left upper lobe disappeared, but rales and 
crepitations persisted throughout the left lung, and were usually 
preserft at the right apex or base. On discharge on Feb. 15, 
1942, he was able to get about with less dyspnoea than formerly, 
and has attended as an out-patient since with decreasing 
dyspnoea but with increasing kyphosis and occasional dragging 
pain in the lower part of his chest on the left side. He con- 


The abdomen, central 
There were no signs 


tinues to attend as an out-patient and is unable to work. Radio- . 


graphs taken on Feb. 2, March 16, and June 24, 1942 (Fig. 7) 
are all identical. They show some resolution of left upper 
zone shadows between Dec. 5, 1941, and Feb. 6, 1942; but 
thereafter the widening of the mediastinal shadow in the upper 
part, the peculiar streaky opacities in both lung fields, and the 


peripheral basal pleural thickening have remained unchanged. 


Case I 


A labourer aged 40 attended as an out-patient, complaining 
of shortness of breath. He was working at the same machine 
as Case I, and after one month at the job began to be short 
of breath, had a cough with scanty sputum and chest pains. 
He was off work intermittently, and was finally transferred to 
an open-air part of the factory, since when he has had less 
cough but his shortness of breath has continued. He had had 
no previous chest trouble. There was, no history of tuber- 
culosis in his. family. 

On examination he was slightly dyspnoeic. There was no 
clubbing of the fingers. The chest movements were poor but 
equal, with impairment of the percussion note at the left base 
and in the left axilla. The breath sounds. were diminished in 
these areas. There were no added ‘sounds. The heart, 
abdomen, and central nervous system were normal. The blood 
pressure was 140/90.. The blood count was: red cells, 
4,560,000 per c.mm.; haemoglobin, 100% * colour index, 1.1; 
leucocytes, 3,000 per c.mm.—neutrophils 43%, eosinophils 
3%, basophils 1%, lymphocytes 49%, monocytes 4%. A radio- 
graph of his chest demonstrated no lung lesion. 


Case IV 


‘A labourer aged 44 attended as an out-patient, complaining 
of shortness of breath. Sixteen months ago hé had begun work 
_at the factory and was exposed to bagasse dust when feeding 
the bale-breaker. A year ago he began to be short of breath 
„and to have a cough without any sputum. He was able to 
work for increasingly shorter times before difficulties with his 
breath compelled him to stop. Finally he could manage to 
work only one to three days in each week. He was then trans- 
ferred to outdoor work, since when he had been getting better 
but was still very short of breath on exertion. 


He had had pneumonia in 1914, from which he had made a 
good recovery, but had had no other illnesses. There was no 
family history of tuberculosis: : On examination there was 
moderate cyanosis with dyspnoea at rest. There was no 
clubbing of the fingers. The percussion note was impaired at 
the right, apex, with, diminution of the breath sounds in this 
area and at the right base. The breath sounds. were normal 
¿n character. A few rhonchi were present throughout both 
ungs. The heart, abdomen, and central nervous system were 
ormal. The blood pressure was 110/70. The blood count. 
was: red cells, 5,010,000 per camm. ; haemoglobin, 108% ; 
colour index, 1.08 ; leucocytes, 6,600 per c.mm.—neutrophils 
55%, eosinophils 1%, lymphocytes 40%, monocytes 4%. 
radiograph taken on June 15, 1942, showed a general streaky 
opaçity throughout both lungs (Fig. 8). 











The clinical appearance of these patients suggests an acule 
inflammatory lung disease with urgent and extreme dyspnea 
as the presenting symptom but with little or no fébrile reaction. 
On admission Case I was thought to be suffering from bilateral 
bronchopneumonia, which appeared to be of the influenzal type. 
but there was no epidemic of influenza at the time and be had 
already been ill for six weeks before admission—two facts 
which were against this diagnosis. There had been no case 
of psittacosis, in this country for several years and be had 
had no contact with birds of the parrot species. The alternative 
seemed to be that the lesion was tuberculous or was a form of 
chronic pneumonia (Scadding, 1936). The radiological appear- 
ances were more those of an influenzal bronchopreumonta 
than of a tuberculous lesion: . tubercle bacilli: were never 
recovered from the sputum, and he had long periods when 
he was afebrile with persistence of his symptoms and sighs 
so that some form of chronic fnewmonia seemed the mo 
likely diagnosis; but here again the absence cf pyrexia 
difficult to explain. His history of being employed in a dusty 
occupation naturally led to further inquiry concerning this. 
He said that some of his workmates had complained of cough 
and shortness of breath ; but the medical officer of the works 
stated that although several of the employees had had 
respiratory illnesses: about that time he had mo reason then 
to connect them with the work upon which the men were 
engaged. The eventual complete resolution of the lesions with 
the return of the patient to normal health seemed to indicate 
their inflammatory nature, the aetiology of which remained 
obscure. There the matter rested until Case TI was admitted 
to hospital. He also had the presenting symptom of extreme 
dyspnoea, and on his physical signs and the radiclogical appear- 
ances was thought at first to be suffering from bilateral active 
tuberculosis, but tubercle bacilli were persistently absent from 
his sputum, and he also had long periods when he was afebrile 
in spite of the apparent activity of the disease. The presence 
of persistent extreme dyspnoea called to. mind the appearance 
of Case I, and upon inquiry it. was found that his occupation, 
which was given as that of an engineer, concealed the fact 
that he had not only been working in. the same factory as 
Case I but also had been exposed to the same dust. Centact 
was then made with the Factory Department of the Ministry 
of Labour and National Service to ascertain if workers. at 
this factory were subject to an industrial dust disease. Dr. EM.” 
Middleton, one of the medical inspectors, kindly came to see 
Case II in consultation ; he said that the illness was. similar 16 
others which had occurred in workers at the factory, and. was 
probably bagasscosis (or, as We prefer to‘call it, “ bagassnsis "h 
a disease first recorded by Jamison and Hopkins (1941). These 
writers described an acute illness occurring in a young negro 
labourer who had been employed unloading bagasse at a board- 
making factory in America. His work was vegy dusty, and 
his illness was characterized by marked dyspneea, cough with 
scanty sputum which was sometimes blood-stained, and physical 
signs and radiological appearances suggestive of bilateral 
bronchopneumonia. He made a complete recovery, amd the 
lung lesions, after passing through a stage of “ miliary mottling ” 
radiologically, resolved, the clinical and x-ray appearances 
described being parallel to those of Case L 

Jamison and Hopkins were able to grow a fungus on two 
occasions from a concentrate of a 24-hour specimen of sputum 
in their case, and advanced the view thatit was a fungous 
disease of the lungs. They reported their tase at a medica! 
meeting, at which Fasting (1941) stated that he had seen three 
or four similar cases, which he thought were due to 4 form 
of silicosis—a view which is shared by J, Freeman m this 
country (personal communication). 

In the present series Case Thad an acute iflness with complete 
resolution of the lung lesions clinically and radiologically. 
Case II had an acute illness which was called pneumonia, which 
resolved clinically, and which, studied raidio- 















although not 
logically, must have left few if any traces in the lungs for ium 
to be passed as normal at a tuberculosis. clinic soon afterwards. 
He returned to fresh exposure to the dust, becoming il again 
with Jung lesions, which advanced between the time of his 
first being seen and his admission to hospital (Figs. 5 and © 
and which to date show no sign of sesolution (Fig. Ty although 
he has improved symptomatically... Gase TH, seen 
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as an out-patient, would appear to be in the stage of resolution ; 
and Case IV, also seen as an out-patient, may be going to 
rgsolve or might progress to the fibrotic type of lesion seen in 
Case I l 


It would appear that exposure to bagasse dust is capable of 
initiating” a pathological. process in the lungs, the complete 
resolution of which is possible with a return to normal (Jamison 
and Hopkins, 1941) as in Cases I and IH, or which may progress 
to.a lesion the nature of which is probably fibrotic—Cases II 
and IV.” In this connexion it is noteworthy that Cases I and 
HI had least and Cases II and IV most exposure to the dust 
in point of time. s 

Although bagasse contains silica in an amount capable of 
producing silicosis, the. acute Pneumonic phase of the illness 
Which these workers experience is unlike any known form of 
silicosis previously described, Further, the men who at the 
final stage of the Process are also exposed to a silica-containing 
dust are never ill. A pathogenic organism has not been isolated 
from the sputum in the acute stage of the disease, and an 

examination of 15 consecutive 24-hour specimens of sputum 
. from Case Il failed to isolate any yeast or fungus. It seemed 
‘possible that an allergic factor might be responsible: for the 
disease, the workers becoming sensitized to a protein present 
in the dust of bagasse. Extracts for skin tests were therefore 
made as follows: f 

Twenty grammes of coarsely crushed bagasse was placed in 
200 ml, of menstrium with 0.25% tricresol added, and ‘allowed 
to stand five days with occasional shaking. Four extracts were 
>i made in: (1) N/10 NaOH; (2) N/10 HCI; (3) normal saline ; 
< (4) 30% alcohol in distilled water. . After five days all were 
‘Passed through a Seitz filter. Extracts 1 and 2 were neutralized 
with equal quantities: of N/10 H,SO, and N/10 NaOH respec- 
“tively. In both a flocculent precipitate formed. This was used 
as a suspension. The others (3 and 4) were used as clear yellow 
 fltids as they came through the filter. For each antigen a 
“control was made of menstruum with 0.25% tricresol. The 

‘antigens so prepared were tested on Case II by the scratch 
technique, when all gave negative results. They were then 
retested by intradermal injection of 0.2 ml. Extracts 1, 2, and 
-4 all gave a wheal maximal in half an hour and thereafter 
subsiding, and a flare maximal in 36 hours ‘measuring 35, 30, 
and 40. mm, respectively. The normal saline extract No. 3 
gave no wheal, but a flare developed which reachéd a maximum 
of 40 mm. in 36 hours. It was also painless, Whereas Nos. 1 
and 4 were painful. Four laboratory workers, all of whom 
had handled: bagasse and crushed it with the liberation of a 
quantity of fine light dust, were then tested with the saline 
extract by intradermal injection, and all gave negative results. 
Nine volunteers from the nursing staff who had never been 
in contact with bagasse were also tested, with negative results, 
Six employees at the factory were also tested. Four of these 
gave negativ® results; they had. worked at various places in 
the factory but not at the bale-breaking machiné, and two 
were as strongly positive as Case II, and were Cases HI and IV. 
Of 20 individuals tested, therefore, the only three who gave 
positive. reactions were Cases H, WI, and IV. A similar saline 
extract was then made of light dust which had settled on ledges 
in that part of the factory: where the board is sawn. This, 
as stated above, contains no ‘protein, which is removed in 
process of manufacture. Tests with this extract made on 
Cases H, IIT, and IV all gave negative results. 


It seems. certain, therefore, that whole bagasse contains an 
antigen soluble in normal saline to which workers who inhale 
the dust can become sensitized, The acute phase of bagassosis 
is. possibly an. allergic response in the lungs to this antigen 
with, but more. probably without, an inféctive element. The 
nature of the chronic pathological process is obscure. It might 
be due to: (1) a form of silicosis which supervenes upon the 

-allergic phase during or after the latter’s resolution ; (2) a 
<x Tesponse. on ‘the ‘part of the lungs to crystalline cellulose ; 
(3) a chronic ‘process of fibrotic nature occurring in’ tissues 

‘oedematous from their allergic response to the antigen. The 
conception of chronic allergy is foreign to pathological thought 
‘at the. present time, but fibrosis is known to occur in lymphatic 
tissue oedematous for some. time from any cause, and this 

“explanatiqn of the lung changes in these cases might be 
‘subsequegtly found to have a parallel in some of the more 
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common diseases of chronic nature whose aetiology is.at present 

obscure, such as rheumatoid arthritis, ee ee 
Opportunities for the study of the morbid anatomy of the 

condition have not yet occurred, and attempts ‘to reproduce’ the 


disease in experimental animals have so far failed, 


° , Summary : core 
An. industrial lung disease ig described ‘and a theory ‘of ‘its 
causation which may link it with more: common . chronic 
diseases is advanced: It is Suggested that the disease should 
be called bagassosis. and not bagasscosis, as it has formerly 
been named: 


Our thanks are due to Dr, J-N. Deacon, ‘superintendent of the 
hospital, for permission to. publish this Paper, to the members of the 
pathalogical and nursing staffs who acted as normal controls, and 
to the management of the factory for details of their manufacturing 
process and facilities freely granted for visiting the factory and per- 
forming tests upon some of their employees. oe 
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INTRAMURAL INTESTINAL 
HAEMORRHAGE 
BY 


D. CROMIE, M.B., B.Ch.Belf., F.R.C.S.Ed. 
Honorary Surgeon, Newton Abbot Hospital 


The following is an account of an unusual case occurring 
in a woman who was operated on because of signs of 
an acute abdomen. The peritoneal cavity was found to 
be full of blood, the source of the haemorrhage being 
traced to a haematoma of the wall of the caecum which’ 
had ruptured. ES 
Case Report SEEN 
The patient, a married woman aged 51, was admitted: to 
Newton Abbot Hospital on Feb. 1, 1941. There had been 
no former illness of note. On Jan. 30 she had had sudden 
acute pain over the lower abdomen, had vomited, and had had 
a little diarrhoea. -The temperature and. pulse were slightly 
raised, and there was some abdominal tenderness but no 
rigidity. On Jan. 31 the condition was unaltered except that 
no further vomiting had occurred an 
stopped. On Feb. 1 
iliac fossa, and the r 
both tenderness and 
the pulse rate 90. 

















along with the tumour, 
then seen that the app 
that there was. a consid 
meso-appendix. A 
which was a plum 
situated on the la 


abdomen being closed 








Morbid Anatomy and Histology.—As already mentioned, the 
naked-eye appearances of the tumour were those of a subserous 
haematoma. On opening the caecum several small worms were 
noted lying free in the lumen ; these were afterwards identified 
as whip-worms (Trichocephalus dispar). Pieces of tissue were 
taken for microscopical examination from the centre of the 
‘tumour mass, and, after embedding and section, stained with 
haematoxylin and eosin. The sections of the apgendix and 
intestine showed acute and chronic inflammation, oedema, and 
haemorrhage. The bleeding seemed to have infiltrated both 
muscular layers of the intestines and was also seen in the sub- 
peritoneal part of the appendix. The exact site of origin of 
the haemorrhage cannot be determined, and there was no 
evidence of tumour formation or of any specific granuloma in 
the sections examined (J. T. Quinlan). 





Commentary 

The condition described appears to be unusual, as a search 
of. the literature failed to reveal an account of. any similar 
case. The predominant feature was the large circumscribed 
haemorrhage in the wall of the caecum. Except for the in- 
flamed appendix there were no other signs of infection, and 
no evidence of spread of infection along the base of the 
appendix to the caecum. Following upon the operation, in- 
vestigations were made of the blood count, the bleeding, and 
the clotting time, but neither these nor other clinical mani- 
festations gave any evidence of an underlying haemorrhagic 
diathesis. Moreover, the whip-worms, which were lying free 
in the lumen of the caecum, were clearly playing no part in 
the aetiology. These are common enopgh inhabitants of that 
organ. Three possibilities offer themselves as likely explana- 
tions, and these may be considered in turn. 

Trauma.—tThere was no history of a blow on the abdomen 
or similar violent injury as one would have expected had the 
haematoma been caused by direct violence. Further, owing 

_to the mobility of the caecum a lesser degree of injury, un- 
noticed by the patient, could scarcely have caused the 
haemorrhage. , 

Torsion of Caecum with Venous Congestign—Embolism or 
thrombosis of the ileo-caecal artery could not be demonstrated 
at operation, and the naked-eye appearances did not resemble 
those of the case reported by Harris. If infarction was the 
cause it must have been in the terminal branch of the posterior 
division of the ileo-caecal artery. It is possible, however, that 
the acute inflammation of the appendix may have been 
associated pre-operatively with an incomplete torsion of the 
caecum, leading to venous congestion, capillary rupture, and 
haematoma formation, the condition of torsion then reducing 
‘itself before the abdomen was opened. 

Infection—The absence of any signs of an infective lesion 
involving either the caecum or the ileum has already been 
mentioned. I am aware, however, that haemorrhage into the 
bowel wall may occur in terminal ileitis, or “ Crohn’s disease,” 
and it is possible that the findings in the above case might 
have some bearing on the causal factors involved in that con- 
dition. Jackman has cited instances of intramural haemorrhage 
in the disease. In these the terminal ileum was involved, and 
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the haemorrhages were invariably small, scattered diffusely in 
the submucous and interstitial layers of the bowel wall, and 
distributed over a considerable length of gut, their cause and 
spread apparently taking the lines of least resistance. Regional 
and terminal ileitis may also involve the caecum, and some 
authorities advocate removal of the latter alonge with the 
terminal ileum. The preponderance of opinion favours con- 
servative measures. The caecum may become so thickened and 
fibrosed, however, that mechanical obstruction results, making 
excision necessary. Had the serous coat of the bowel not 
ruptured and no operation been performed in the above case 
the haemorrhage might gradually have been absorbed and been 
replaced by fibrous tissue, the resulting appearance being similar 
to that of long-standing. ileitis. Although in regional ileitis 
the appearance suggests a chronic infection and the distribution 
and size of the haemorrhages differ from those seen in the 
present case, no causal organisms have been found, and it is 
possible that the infective element may be secondary, the 
primary lesion arising in some such way as in this case, through 
mechanical causes such as incomplete torsion of the bowel 
and haematoma formation. 


Summary 


An unusual case of haematoma of the caecum, arising with- 
out trauma and probably due to incomplete torsion of the 
bowel, with venous congestion, is described. The possibility 
of such an accident giving rise to the changes seen 1n terminal 
ileitis is discussed. 
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CHRONIC LEG ULCER IN MYELOGENOUS 
RETICULOSIS 
REPORT OF A CASE 
BY 


CYRIL JOHN POLSON, M.D., F.R.C.P. 


Lecturer in Pathology, University of Leeds ; 
Pathologist to St. James's Hospital, Leeds 


The coincidence of chronic ulceration of the leg and 
splenomegaly was discussed by Witts (Journal, 1942, 2, 
309) when he described two instances of chronic leg ulcer 
associated with purpura haemorrhagica. From his report 
it appears that chronic leg ulcer has not been described 
in association with myelogenous reticulosis. Furthermore, 
Witts said that “ mere size of the spleen is not significant, 
inasmuch as ulceration is absent in the gross splenomegaly 
of leukaemia, and present with much less enlargement. 

An instance of chronic leg ulcer and considerable spleno- 
megaly in a patient suffering from myelogenous reticulosis 


is therefore here put on record. 


Case History 


The patient was a woman aged 72 who had been “ off colour yi 
for three months, and had had a purpuric eruption beneath 





the skin of the legs and upper part of the chest. She also { 
complained of painful swellings 0 the joints of the a. rea 


of weight, poor appetite, and severe constipation. 
examined in Oct., 1940, petechial haemorrhages were numerous 
beneath the skin of the arms, hips, left shoulder, and back ; 
some of the haemorrhages were ecchymoses. _Splenomegaly 
was detected, the lower pole of the spleen being about two 
fingerbreadths below the left costal margin; there was slight 
enlargement of the liver. t 

A series of seven blood examinations made during Oct. and k 
Nov., 1940, showed that the hgemoglobin percentage lay 4 
between 60 and 70; the red cells averaged three milions per 
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c.mm.; the colour index was 0.87; and the mean diameter of 


the red cells was 7 ». ~The leucocytes at no time exceeded ` 


8,400 per c.mm., and on one occasion were as few as 3,000, 48% 
of the cells being neutrophil polymorphs and 52% lymphocytes ; 
no abnormal white cells were seen. The Rehfuss test meal 
demonstrated free acid in the gastric juice, with a maximum 
level of 4@ units. _ 

The patient left the hospital on Nov. 18, 1940, and was not 
seen again until Dec: 16, 1941, when she was readmitted on 
account of ulceration, thought malignant, on the inner side 
of the leg. It was of uncertain duration, but was probably 
several weeks old. She was now pale and anaemic. The lower 
pole of the spleen was felt about 5 in. below the left costal 
margin, and its anterior border was almost in the abdominal 
midline. There was a purpuric eruption on the limbs and the 
anterior wall of the chest. An oval- ulcer, 23 by 24 in., was 
present on the inner aspect of the middle third of the left leg. 
It had a circumvallate appearance, particularly in the lower 
‘half of the ulcer (see Fig.). The margin was regular around 





the greater part of the ulcer’s periphery ; it was approximately 
1/10 in. broad, raised by 1/10 in., and covered by thinned 
epidermis ; there was no appreciable induration of the margin. 
The ulcerated area was occupied by dark-red vascular tissue, 
which bled readily when handled. This tissue was somewhat 
nodular but not indurated ; it was covered in most areas by a 
thin layer of gpaque greyish slough. The initial impression of 
malignancy was countered, on consideration, by the peculiar 
margin, its regularity, and the general lack of induration. More- 
over, radiological examination excluded bone involvement. 
Biopsy was undertaken, and is responsible for the dark irregular 
areas at the left centre and Jeft upper portion of the ulcer 
margin, shown in the photograph. Squamous carcinoma was at 
once excluded. The outstanding change was a massive infiltra- 
tion of the ulcer and thé adjacent corium by mature and 
immature white cells of the granular series. The appearances 
were those of a myelogenous deposit. Blood examination con- 
firmed the presence of myelogenous reticulosis~and severe 
secondary anaemia. The patient now. had 43,000 white cells 
per c.mm., of which 64% were polymorphs, 16% myelocytes, 
11% myeloblasts, 5% smear cells, and 4% lymphocytes. 
Normoblasts were present in the ratio of 24 per 300 nucleated 
blood cells. No platelet count was made. 

The patient was gravely ill when admitted, and died a fort- 
night later. Treatment was without influence on her general 
condition; the ulcer remained almost stationary during this 
final period of observation. r 

Post-mortem Examination—In addition to the ulcer of the 
leg described above, the other pathological changes at necropsy 
on Dec. 31, 1942, were as follows: Spleen 1,350 g., 9 in. from 
pole to pole, maximum thickness 3 in. ; the pulp was somewhat 
soft and greyish red in colour, and the Malpighian bodies were 
obscure. The kidneys were both pale, except that the middle 
third of the right was destroyed by a congested infarct. Small 
uli, the largest 1/4 in. in diameter, were present in 
ys, the largest lying over the pelvic orifice of the 
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right ureter. There was a solitary cholesterol stone, and the 
gall-bladder showed slight diffuse cholesterosis. No abnor- 
mality of note was found elsewhere; the brain and bone 
marrow were not examined. Histological examination of the 
tissues demonstrated the usual appearances of myelogenous 
reticulosis in the spleen, the liver—where the changes were 
slight—in the skin, and the kidney, where they were accom- 
panied by gcute infarction. 


Comment 


At the time of her readmission to hospital the ulcer was 
established and she was unable to give a satisfactory account 
of its earlier phases ; its genesis is therefore a matter of specu- 
lation. It may have originated in a subcutaneous haemorrhage. 
There was no evidence of old haemorrhage in the biopsy 
specimen, and, although slight recent haemorrhage, possibly 
caused by biopsy, was present in the corium, the abundance of 
white cells, and their arrangement, are not ascribable to 
haemorrhage alone. The interpretation preferred is that the 
ulcer was a result of devitalization of the skin by a sub- 
cutaneous myelogenous deposit. he 


I thank Dr. John Dick, medical superintendent of St. James’s 
Hospital, Leeds, for permission to quote from the clinical records. 
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A Filtration Method of Sterilizing 
Sulphanilamide Powder 


After experiments with several methods of sterilization the 
following technique has been evolved. It is simple in opera- 
tion and quickly carried out. ° 


METHOD , 


Sterilize by dry heat at 140° C. for one hour an 8-oz. in- 
sufflator, the tubes of which have their outer ends plugged 
with cotton-wool. The jar must contain about a dozen heavy 
glass beads or marbles. A Seitz positive-pressure filter’ of 
100 c.cm. capacity and fitted with an E.K. disk is sterilized in 
the autoclave at 15 Ib. for 30 minutes. 

The filter is washed out with about 20 c.cm. of acetone by 
pumping it through the disk. This is to remove any water of 
condensation. Dissolve 20 g. of sulphanilamide in 100 c.cm. 
of acetone and pour the solution into the filter. Pump this 
through direct into the sterile insufflator, the cap of which is 
then immediately replaced and securely clamped down. To 
the longer tube of the insufflator is connected a short length 
of rubber tubing, which is closed off with a Hoffman’s screw 
clamp, without removing the wool plug. The outlet tube is 
then connected to a water-vacuum pump and the acetone 
evaporated under negative pressure. A slow current of carbon 
dioxide is passed over the solution during evaporation (which 
may be accelerated by standing in a water bath at 80° C.) 
When the contents have assumed the consistency of a thick 
paste the jar is agitated frequently in order that the beads may 
prevent the formation of large clumps of crystals. On drying, 
disconnect the pump. By further agitating the jar by a circular 
motion for 10 minutes or so the crystals will be broken down 
to a fine powder. To remove the last traces of acetone re- 
connect to the pump and alternately evacuate and release the 
vacuum by opening the clamp at intervals of 10 minutes for 
about an hour, shaking the jar occasionally. The powder will 
now be in a finely divided state, dry, and free-running, ready 
or use. 

Samples of the powder obtained were subjected to sterility 
tests as follows: 0.5 g. of powder was introdiced into each of 
three tubes of nutrient broth and three tubes of Robertson’s: 
cooked meat medium. The tubes remained sterile after 7 days’ 
incubation. Further samples were sent for chemical analysis, 
which proved that the final powder showed no evidence of toxic 
oxidation products. We claim that this method is simpler than 
any other as yet described. It can be economically and practi- 
cally carried out either, on a commercial scale or in small 
cottage hospitals. 

We wish to express our indebtedness to Mr. R. G. Minor, Ph.C., 
F.I.C., City Analyst's Laboratory, Cardiff, for his willing assistance. 


W. J. SALTER, 
Technician, Pathology Dept., Llandough Hospital, Penarth. 


R. H. Moraan, M.P.S. 
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_',. TEXTBOOKS OF HAEMATOLOGY 
Chnical Hematology. By Maxwell M Wintrobe, M.D. (Pp, 792; 


itustrated. 453) London: Henry Kimpton 1942. 


Duorders of the Blood: Diagnosis, Pathology, Treatment and Technique. 
Whitby, MD, F.R.C.P., and C. J. C. Britton, M.D. - 
(Pp. 595; illustrated, 28s) 


`~ 


Blood Disorders in Children. By I. Newton, Kugelmass, MD. (Pp. 897; 
pe eta 60s.) London, New York, Toronto’ Oxford Untvermty Press. 
he advances made in haematology in the interval between the 
vo wars have stimulated the production of a number of new 
»xtbooks. Wintrobe’s Clinical Hematology is the latest and 
10st complete of these and the one most likely to succeed to 
1e position left, vacant by the death of Naegeli. It has the 
ame wealth of physiological and technical detail, the same . 
readth of treatment, and an even better bibliography. In fact 
ome 2,400 references are made in the text, so that it is easy 
> find chapter and verse for almost any statement. At the 
ame time, perhaps as a corollary of this deference to the litera- 
ure, we‘ miss the personal touches which made Naegeli’s 
Yutkrankheiten so attractive. An account of the origin and 
‘evelopment of the cells of the blood is followed by descrip- ` 
ions, of the erythrocytes and leucocytes; and the platelets and 
oagulation mechanism. The author then discusses general 
ihysical and chemical considerations of the blood as a whole 
nd the principles and technique of blood examination. This 
s a subject to which he has made notable contributions, and 
ndeed the Wintrobe system of blood examination is standard 
yractice in many laboratories in this country. ‘Afterja general 
onsideration of anaemia and its treatment Wintrobe proceeds 


o a Clinical account of the various blood disorders. It is not ’ 


wossible to criticize a book of, this. kind, fairly without seeing ` 
low it-sfands up to the test of being used.in practice over a 
riod of several months. Nevertheless we should ‘conclude 
rovisionally: that it is the most exact and comprehensive hand- 
ook of diseases of the blood available in English. It is well 


Jinical photographs and diagrams. All this is not to say that 
t could not be improved. British readers will feel ‘that the 
pace allotted to blood transfusion and the treatment of haemor- 
hage is far too small. ` The signal advances made in this field 
ave been largely the work of haematologists, and it is essential 
hat they should be adequately reported in textbooks of 
iaematology. The clinical grouping of the various blood 
liseases is capricious. The index is not full enough ; it is, indeed, 
rrossly misleading as to the contents of the book.. The casual 
‘eader or the student in the library can hardly be expected 
o realize that matiy subjects‘are dealt with both in the physio- 
ogical and in the clinical sections and that there is not a great 
leal of duplication. _ s 

Whitby and Britton’s Disorders of the Blood has ‘won its ' 
way to a fourth edition. The publication of this after three 
pears of war—and in spite of the blockade, the paper restric- 
ions, and the manifold preoccupations of -the authors—is in 
tself a triumph.’ The book'has the same format as Harrison's 
Dhemical Methods in Clinical Medicine and deserves an equally 
aonoured place on the laboratory or consulting-room shelf. 
With 8 excellent coloured plates,and nearly 600 pages of text 
for 28s. it is undoubtedly the best bargain in the department 
of haematological textbooks. >It is not quite so detailed as! 
Wintrobe, but contains as much as the average physician or 
clinical pathologist needs to know about the blood. The text 
follows orthodox lines in dealing with the physiology ‘and the 
disorders of the blood, with an appendix on technique. The 
arrangement of the clinical sections is to our mind apter and 
more logical than Wintrobe’s. New material in this edition 
concerns especially the blood pigments, haemorrhagic states, | 
haemolytic anaemias of the newborn, and transfusion. The 
section on purpuric and haemorrhagic :diseases is stil? the least 
satisfactory and. will probably offer’ great difficulties to the 
beginner. It is unfortunate that ‘textbooks do not give figures 
for the actual frequency of different haemorrhagic states or 
stress the predominance of the symptomatic ones. It -is 
probably easier for the Student also 
l 


4 


> public purchase. What the 


Ilustrated; with seven-coloured plates and a large number of - This is a pity, 


if all the hereditary - 


‘tendencies to bleed are grouped together. Ligation of the 
splenic artery hardly deserves mention as a treatment for 
essential thrombocytopenia. The description of the estimation 
of prothrombin suggests unfamiliarity with the technique and’ 
contains at least one serious error. “It is much easier to dry 
rabbit brain than human brain, and it is in fact very difficult 
to- get a stable dry extract of human brain without using 
acetone ; human brain is best used as a fresh emulsion. Hobson 
and Witts recommended adding lecithin to snake-venom, not 
to brain extract, which already containg an excess of the 
lecithin factor. $ 

Blood Disorders in Children has nearly 1,000 pages and costs 

£3. Both figures seem excessive and are explained by the fact 
that itis stuffed with irrelevancies. A reader does not go to 
a book on disorders of the blood in childhood for details of 
how!to do a white blood count or for diagrams of retention 
enemata or of fluid feeding .by stomach tube. Dr. Kugel- 
mass may like to take ‘photographs of female technicians 
looking down quite ordinary célorimeters, but we see 
no reason why he should insert them in a book intended for 
blood is like in psittacosis and 
Oroya fever also has nothing to do with the case. It is not 
merely that the irrelevancies swell’ the size and cost of the book ; 
they distort the perspective. Under -leukaemia accounts are 
given of eosinophilic leùkaemia, basophilic leukaemia, mega- 
karyocytic leukaemia, erythroleùkaemia, and myelomatosis, all 
`of which are excessively rare or do`not occur at all in childhood, 
whereas the account of leukaemia as it actually occurs in 
thildhood is in our opinion poor. The untutored reader might 
well get the opinion that polycythaemia vera was a common 
familial disease in children. He will see some quite unneces- 
sary pictures of gloved hands inserting large needles into 
distended antecubital veins, but will learn nothing of the special 
tricks and techniques which have been devised for inserting 
blood via fine needles or catheters into small collapsed veins 
in infancy. Al this is not to say that Dr. Kugelmass’s book 
‘does not contain many pretty things. The quotations from the 
poets are apt and the historical notes are pleasant. But selection 
and compression are essential in scientific publications, and 
not a style which tecalls James Joyce and the family scrapbook. 
Í because Dr. Kugelmass is a haematologist of 
experience. A good monograph on the special haematology of 
childhood is badly wanted, but Dr. Kugelmass must reduce 
his book to a quarter the size and price, and tell us more 
about blood ‘disorders in childhood, before he can bope to 
fill the gap. ‘ 

The supply of textbooks of general haematology now exceeds 
the demand and we must leave them for natural selection and 
the, survival of the fittest. Again and again in reviewing these 
textbooks we have been struck by the necessity under which 
authors seem to feel to give long descriptions of the cytology and 
physiology of the blood. No other branch of medicine seems 
to demand so much repetition of normal anagomy and 
physiology. We have spoken before of the need for a cheap 
international atlas of haematology, and there seems to be equal 
need for a standárd monograph on the physiology of the blood, 
to prevent all this‘ duplication. Technique is already extremely 
well described by Regena Beck, whose Laboratory Manual of 
Hematologic Technic is perhaps not as well known as it 
deserves to be. It is worth pointing out again that the out- 
standing writings of the new haematology have all been 

- monographs—Janet Vaughan’s Anaemias, Claude Forkner’s 
‘Leukaemia, and Engelbreth-Holm’s Leukaemia in Animals. 
These have not been overloaded with physiology or technique 
‘or pictorial art, and we could do with still more precise 


monographs of the same type. 
OBSTETRICS AND GYNAECOLOGY 


and Gynaecology. By Aleck W Bourne, 


Ch, FR.CS, FR.C.O.G, and Leshe H. Willams, M D., MS, 
th 363 ; illustrated 185) London: 


One might be “forgiven for wondering if there have been 
enough recent additions to our knowledge of obstetrics and 
gynaecology to warrant the publication of a fifth edition at 
this stage of the war. It is true that the book contains very 
little that is new since its predecessor was published in 1939, 
but it is equally true that this 1942 edition is a good one. 
Much that, could no longer be descrébed as recent advances 
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has been omitted, new material has been added to the remaining 
sections, and one new chapter has been added. It deals with 
post-natal care and explains the function of a post-natal clinic, 


*the method of examination, and the suggested requirements 


m the clinic itself. This chapter gives timely emphasis to a 
most emportant aspect of preventive medicine. Dr. Rohan 
Williams has replaced Dr. Courtney Gage as author of the 
sections dealing with radiology. As might be expected, con- 
siderable space is devoted to the subject of x-ray pelvimetry, 
and a well-balanced summary of the present position 
emphasizes the fact that it is still the clinical examination 
which is of paramount importance. It is a little surprising 
that in reviewing the methods of pelvimetry no mention 1s 
made of the work of Nicholson of Moreton-in-Marsh, who 
has devised a technique which gives results of great accuracy. 
In the gynaecological section an excellent review is given of 
the present position in the treatment of carcinoma of the 
cervix. This edition has been very carefully prepared and will 
be widely appreciated. 


X-RAY TREATMENT OF INFECTIONS 
Roentgen Treatment of Infections By James F. Kelly, MD, FACP, 
with the collaboration of D Arnold Dowell, MD (Pp 432; illustrated 
56 00 or 338) Chicago: The Year Book Publishers, Inc ; London- H K 
Lews and Co. 1942, \ . r 

The infections dealt with in this book are gas gangrene (130 pp.), 
acute peritonitis (60 pp.), post-operative parotitis (14 pp.), and 
pneumonia (30 pp.), while but 30 pages are devoted to other 
inflammations. It is thus not a textbook, but rather a piece of 
special pleading directed at the doctor who may have these 
particular conditions under his care. In this light the reader 
will more easily forgive the inaccuracies of the section on x-ray 
physics and the repetition of similar clinical observations 
and case-management instructions in chapter after chapter. In 
spite of these defects, and in spite of a style which is neither 
fluid nor elegant, from these amply recorded clinical data the 
authors make original contributions to the subject which are 
of great importance. The reviewer is convinced of the value 
of x-ray therapy in reducing toxaemia, and in saving not only 
life but also limbs; of the need for starting x-ray therapy by 
means of a portable bedside unit as early as possible in an 
acute infection, and for giving small doses every 8 or 12 hours 
during the critical first two or three days of the illness. 

The authors are alive to the implications of their work in 
military surgery, and plead for the use of airborne x-ray 
apparatus in advanced casualty stations. While the book should 
certainly be read by radiologists, it is particularly to be hoped 
at this time that the directorates of our medical war services 
will be impressed with the strength of the case for further 
investigation at least. ` 








° Notes on Books 


The therapeutics of eye diseases is one of the finest and most 
delicate forms of medical treatment. The reactions of the eyes 
both to diseases and to drugs correspond in ‘their variability 
with the exceeding delicacy of the tissues of the eye:, of their 
muscles, nerves, and internal optical tissues. The Handbook 
of Ocular Therapeutics, by Dr. SANFORD R. GIFFORD of 
Chicago, has now reached its third edition (Kimpton, 20s.). It 
is an excellent book, clearly written, of wide range, and quite 
up to date. The section dealing with sulphonamides is some 
indication of this. Dr. Gifford writes very truly on the impera- 
tive need for close observation and Tepetition of all forms of 
eye treatment both old and new. He says: “A chance series 
of cases with a fortunate outcome may, convert an ophthalmo- 
logist . . . into an enthusiastic advocate of a measure which 
... may later prove absolutely worthless... . A position of 
therapeutic nihilism, or of unreasoning scepticism with regard 
to new agents and methods, is equally fallacious.” 


A compact little annual which has made itself indispensable 
to the civil defence organization appears in a revised and 
enlarged form in the Fire Protection and A.R.P. Year-Book 
(Lomax, Erskine and Co., Ltd., Aldwych House, W.C.2 ; 7s. 6d., 
post free). A vast amount of information has been assembled, 
Particularly concerning fire-fighting. Since the first issue of this 
yearbook the National Fire Service has been welded into a well 
organized and equipped unit of the defence services, and a 
feature of this edition is the maps of each Tegion of the country 
showing; the fire force area boundaries. Much information is 


— ' 


also given about the resistance of structures to bomb attack 
protection against bombs, accommodation and equipment o 
shelters, and the manner of dealing with gas attacks. The bool 
is not a manual of first aid, but the schedules of equipment fo 
first-aid posts, wardens’ posts, and stretcher and rescue partie 
are included. These are to be found in A.R.P. memoranda an 
in various circulars of the Ministry of Health, but it is usefu 
to havg them embodied in a book which is also a directory o 
civil defence. This is a volume which we welcome but tc 
which we do not wish many happy returns. 
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SPLINT FOR FIRST-AID TREATMENT OF i 
i FRACTURES OF THE LEG 
Dr. A. P. Paiturs, Chaddesley Corbett, nr. Kidderminster 


writes: 


The first-aid treatment of fractures of the lower leg presents 
problems which have not yet been solved so well as are those 
of fracture of the femur by the Thomas splint.. Many splints 
sujtable for first aid are available—plain wooden splints, 
Gooch’s splinting, Cline’s, Liston’s (with or without foot-piece), 
Bryant’s, Robert Jones’s, and Nevill’s. Every one of these, 
however, has its own hmitation—size, width, length, weight. 
handiness, size of ring, or cost. Also, it is unusual to receive 
information as to the size and conformation of the tient, 
and it is surprising how rarely splints will fit patients efficiently 
and' comfortably. 

A splint is submitted here which conforms with the demands 
of surgical principles, is suitable for a wide range of legs, is 
easily applied, and can be made from plasterers’ laths and pieces 
of wood measuring 3 in. by 4 in. and 11 in. by 5 in. It con- 
sists of a' foot-piece and lateral bars, two on each side. Two 
pieces of wood are fitted on each pair of bars. They, can be 
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moved along the bars and maintain the bars ın a parallel posi- 
tion and provide for pressure to be applied to the thigh and 
calf. The bars pass through slots cut in the foot-piece and can 
be adjusted for length by pegs which fit into holes drilled in 
the side of the foot-piece. : n 

Slings are attached to the bars to su port ‘the leg at the 
lower third and at-the knee. The foot is fixed to the foot-piece 
by a figure-of-eight bandage or a strap. Space between the 
leg and the bars is filled by padding or bags loosely packed 
with sawdust. Straps or bandages encircle the limb and splint 
at the calf and: thigh, The slings are made by passing a 
triangular bandage round the left-hand top bar, under the limb, 
aand over the right-hand ‘bar. One end continues round the 





. splint and limb ; the other end is passed between the right-hand 


bars and brought over the splint and limb to tie*to“the first end. 

Good points in the splint are these: The lateral bars give a 
good view of the leg. e foot-piece raises the limb from the 

ound so that the under surface is visible and accessible. The 

eel is protected from pressure. The slots in the foot-piece make 
it suitable for a large or small foot. It can be assembled in a 
minute and packs flat; weight 2 Ib. eo i 

Very good suspension and encirclement can be achieved by 
the use of lengths of puttee: They can be fixed by rolling a 
wooden tongue spatula in the end of the sling, applying it 
alongside the bar, and securing it’ by metal tings which slide 
along the bars and slip over the ends of the spatula which pro- 
ject from the puttee sling. 

The splint has been made for me by Mr. Foyle of this 
village, at his works. j 
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CLASSIFICATION OF DISEASES AND 
INJURIES o 
When a history of medical progress during the second 
quarter of this century is written an outstanding feature 
will,be found to have been an awakening’ to the need for 
accurate knowledge about the incidence of disease. So 
long as disease was thought of mainly in terms of morbid 
anatomy and bacteriology, statistics of causes of’ death and 
of notifiable disease so nearly satisfied the demand for 
measures of unhealthinéss in population groups that, with 
an occasional grumble that there was a lot they.did not 
tell us, we made do with’ them. The shifting of interest 
fiom the end-products ‘of disease to its beginnings, and 
from alleviatidn to prevention, brought in its train a 
realization that, when all has been said about deaths and 
notifications, a vast field of ill-health temains of whose 
trends and comparative incidence we have no measure and 
can merely form impressions. A few of our large hospitals 


have given ws statistics of the diseases for which patients : 
were admitted, but financial difficulties have blocked the: 


way to any large-scale classification of hospital cases ; and 
we .are profoundly ignorant of’ the incidence of most dis- 
eases’ which are neither notifiable not productive of con- 
siderable fatality, except in limited population groups 
such as elementary school children. In the early days of 
records of panel practitioners and tabulated by ‘the Ministry 
of Health according to a-broad classification of ailments ; 
and the Scottish Health Department went further along 
this line and ` provided complete tabulations for several 
years before the war. - To our American friends, however, 
must be given the credit for whole-hearted efforts to 


penetrate the veil of obscurity, notably by house-to-house ` 


recording of illnesses in selected areas and by the pre- 
paration of up-to-date standard nomenclatures and classi- 
fications of diseases and injuries. 

The American work on nomenclature was initiated by 
the New York Academy of Medicine in 1928, leading to 
national conferences:and the publication in 1933 of the 
first edition of the-Standard: Classified Nomenclature of 
Disease with Dr. H.: B. Logie as Editor. Apart from a 
few hospitals such as the Radcliffe, ‘which have made 
extensive use of “Logie,” and- one official department 
which has found in it a mine of information, this notable 
work has not attracted’ in this country the attention it 


deserved. After the appearance of the second edition, in , 


'{935 the American: Medical Associdtion took over the 
responsibility for its periodic revision, and following a 
national ‘conference in 1940 with Prof. Haven Emerson 
as chairman, we now have an enlarged and revised third 
edition edited by Dr. E. P. Jordan, which includes also 
the first serious attempt at a standard nomenclature of 
operations.' The Standard Nomenclature endeavours to 
include every disease which is clinically recognizable, to 
avoid repetition and overlapping and to distinguish dis- 


‘the grave faults ‘of most nomenclatures. It is based on 


u 


‘a dual system of coding, topographical and aetiological, 





1 Standard Nomenclature of Disease and Standard Nomenclature of Opera- 
s. Edited by Edwin P. Jordan, M.D. Cincago: American Medical 
Association, 
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~ CLASSIFICATION OF Disease AND INJURIES 


National Health Insurance a sample was taken of the: 
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the first part of the code defining the portion or portions 
of the body concerned, while the second, separated from 


. the first by a hyphen, defines the cause of the disorder. 


The first digit denotes -the main bodily system, and the 
next two digits denote the tissues and anatomical sites ; 
diseases of the knee-joint, for example; are prefaced by 
248-, 2.. denoting the musculo-skeletal system and 24. 
joints in general. In the aetiological part of the code the 
first digit denotes the general category of causation and 
the remaining digits the subgroups into which each ‘is 
divided ; rachitic affections, for example, ‘are denoted by 
764, 7.. denoting diseases due to disorders of metabolism, 
growth, or -nutrition, 76. vitamin deprivation, and. 764 
vitamin*D deprivation. Deformity of the knee-joint due 
to rickets, therefore, has the code number 248-764. 

For card-indexing of hospital cases and for research on 


` specific diseases’ or manifestatiqns of disease this system 
-is admirable, but for the compilation of morbidity statistics 


in general it is unsuited and not intended. For the latter 
purpose we require a classification rather than a nomen- 
clature, so constructed that it can be readily condensed 


‘into’ any groups likely to be needed in tabulations while 


providing enough detail for all save the most specialized 
statistical research on morbidity. In America two classi; 
fications of this type are under trial—the Classified List 
of Diagnoses prepared for hospital use by the Welfare 
Council of New York and the. List of Diagnosis Categories 
for Morbidity Tabulations drawn up by the U.S. Public 
Health Service and Vital Statistics Division. The latter, 
built upon’ the framework of the International List of 
Causes of Death, is well suited for general public health 
purposes but is not sufficiently detailed to serve many 
research needs or for clagsification of war injuries. 

_ The depth of our ignorance about the kind of injuries 
sustained by civilians in the, present war, from a.quantita- 
tive standpoint, led the committee responsible for preparing 
a medical history of the war to seek for a classification 
‘to apply to E.M.S. hospital records; and at an earlier 
date a similar search for a classification emanated from 
the Medical Advisory Council of the Nuffield Provincial 
Hospitals Trust at the instigation of Prof. G. E. Gask, who 
has for many years been interested in improving the utility 
of hospital records. The outcome was the appointment of 


ʻa Medical Research Council Committee to draw up a 


classification to serve all such purposes, and this committee 
has virtually completed its work and will shortly publish 
the results. It must suffice to say now that it is based 
generally on the International List and is’comparable with 
it, thus fulfilling the desires of successive international con- 


ferences whose delegates have looked forward to the intro- - 


duction, of morbidity classification. -The application of 
the list' to E.M.S. records has, already started, and it is 
hoped that the Nuffield Provincial Hospitals Trust will 
try out the system in two or three representative regions 
with the idea of a national application if it proves success- 
ful.. It would “seem that we are, by compulsion of war, 
coming more rapidly within sight of another milestone in 
the history of medical statistics and research. 





VITAMINS AND CAPACITY FOR WORK 
It has Jong been known that certain vitamin deficiencies 
lead to diminished capacity for mental and euler work, 


eases from their manifestations; thus removing some of ~ It is not altogether surprising that a popular belief has 


lately grown, no doubt also fostered by some of those with 
an axe to grind or a vitamin to sell, that a superabundance 
of these vitamins may produce extraordinary stamina -and 
increased well-being and vigour. Scientific evidence has 
so far been scanty and contradictory, but several papers 
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have appeared lately which throw considerable light on 
the relation of vitamins to the efficiency of body and mind. 
Keys and Henschel’ studied in the course of 10 months 
physiological and biochemical responses to severe exer- 
cise of 26 soldiers receiving the standard U.S. Army Post 
rations.e During part of the study the men were given 
daily supplements of vitamins; during the remainder, 
placebos identical in taste and appearance with the vitamin 
capsules. The exercise consisted in marching 'in full kit 
on a motor-driven treadmill for 15 minutes to 34 hours at 
a speed of 3.85 miles per hour and an angle of climb of 
10% or 12.5%. Elaborate precautions were taken to elimi- 
nate effects of training, etc. Several series of experiments 
were carried out. The daily vitamin additions varied from 
series to series and consisted of 5 to 17 mg. of vitamin B,, 
100 mg. of nicotinic acid amide, 20 mg. of calcium panto- 
thenate, 10 mg. of riboflavin, 10 mg. of vitamin B., and 
100 to 200 mg. of ascorbic acid. The army ration itself 
supplied on the average 1.7 mg. of vitamin B,, 2.4 mg. of 
riboflavin, and 70 mg. of ascorbic acid. The pulse rate, 
heart size, stroke output of the heart, oxygen consumption, 
respiratory quotient, the urinary excretion of nitrogen and 
of ketone bodies; and the concentrations in the klood of 
sugar, haemoglobin, and ketone bodies were measured. 
No evidence whatever was found of any effects of the 
vitamin additions on muscular ability, endurance, resis- 
tance to fatigue, or recovery from exertion. Keys and 
Henschel concluded that no useful purpose would be served 
by enrichment. of present U.S. Army garıison rations with 
the vitamins studied. 

Another group of American workers,’ while accepting 
the correctness of Keys and Henschel’s results, have ex- 
pressed doubts whether these negative findings may be 
generalized, first because they dealt with only one type 
‘of work, and, secondly, because functions of the 
central nervous system had not been studied. Simonson 
and his co-workers’ therefore set out to gather further 
evidence. They examined 23 people, all in good health. 
Twelve of them were given daily tablets, containing 6 mg. 
of vitamin B,, 80 mg. of nicotinic acid amide, 8 mg. of 
riboflavin, 3 mg. of vitamin B., and a certain quantity of 
filtrate factors ; eleven received placebo tablets, but believed 
that these were vitamin preparations. All carried on with 
their customary diet under usual working and living condi- 
tions. The following reactions were studied : Endurance in 
dynamic work, endurance in static work, recovery of work- 
ing capacity, maximum muscular force, fatigye of maximum 
voluntary effort, heart rate, maximum frequency of finger 
movements, Kraepelin’s test for mental work, subjective 
sensations, and finally the fusion frequency of flicker— 
that is, the rate of- successive light stimuli necessary to 
produce an effect equal to continuous illumination. Accord- 
ing to Simonson and his colleagues’’there is evidence that 
this test reflects the general fatigue of the central nervous 
systerh. The results showed that the supplements- ad- 
ministered did not improve ,the performance of any of 


the different types of muscular work, and the results of’ 


the Kraepelin test were doubtful. The fusion frequency 
of flicker was increased, however, in 8 out of 12 persons 
taking the vitamin tablets, and there was no change in 
any of the controls. Subjectively, 8 people out of 12 
felt more alert after vitamin supplements. In 3 of the 4 
‘who did not the fusion frequency of flicker was also not 
improved. In the control group subjective improvement 
was reported by 1 person. Simonson and co-workers feel 
that as their subjects were perfectly healthy and normal 
it would be reasonable to expect a favourable effect of 
an increased fntake of the vitamin B complex on the 





1 J. Nutnt., 1942, 23, 259. 
S 3 J industr. Fryg., 1942, 24, 83. 
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‘nervous strain of war, even this may not be optimal. 


deni: Tomar 


capacity for mental work of the majority of normal eople. 
In their opinion ‘additional vitamin B would benefit the 
working capacity in the manifold occupations where fatigue 
ıs primarily due to fatigue’of the central nervous system. 
It is regrettable that no information was given about the 
vitamin contentgof the diets used in this study. Though 
they arẹ unlikely to have been of the same standard of 
excellence as the American Army diets, they may well have 





been at least equal to the wartime ration of the population ‘ 


of this, country. It ig not known which factor of the 
vitamin B complex was pmmarily involved, but work 
done at the Mayo Clinic underlines the importance of 
vitamin B,. Williams and Mason’ studied there the be- 
haviour of women partaking of diets low in vitamin B, 
(supplying only some 150 i.u. daily), but little different in 
this respect or in general composition from the diets of 
thousands of American families with the exception that 
all other ‘known vitamins were added in liberal amounts. 
Apart from anaemia’ which developed in five of the women, 
all became depressed, irritable, and quarrelsome. They 
were inattentive to details of their work, confused in 
thought, uncertain in memory, and lacked manual dex- 
terity. All these symptoms disappeared when, unknown 
to the women, vitamin B, was added to their diet. 


With the introduction, of flour of 85% extraction the’ 


vitamin B, intake in this country is probably on an appre- 
ciably higher scale than in the. Mayo experiments. Yet 
for heavy manual labour, long hours of wok, and the 
The 
effects of rationing of meat and milk on riboflavin and 
nicotinic acid in our diet must be carefully watched. It 
1s imperative to make sure that the vitamin content of our 
rations is adequate to support the sustained mental and 
physical effort we are all called upon to make, and it is 
gratifying, to learn that the necessary scientific inquiries 
are already taking shape. 


— ———————— | 


RECTAL GLUCOSE. 


The administration of fluid by the rectum is a well- 
established procedure, and there is no doubt that if care 
is taken to master a few details in technique it provides 
a valuable means: of giving fluid. The method is chiefly 
used where oral feeding is inadequate or impossible, as 

in cases of dehydration—“ drying” (pace A. P. Herbert) 
is hardly the apt word here—and severe vomiting and 
after operation, and the temptation to “doctor” the fluid 
in the hope that the rectal route may provide a means of 
feeding the patient or administering drugs is almost irre- 
sistible. Unfortunately, however, this is not as easy as 
might have been hoped, and a paper by Garrer, Groen, 
and Hallen* on the absorption of glucose from the rectum 


comes as a timely reminder that we may not only deceive , 


ourselves as to the benefit derived by the patient from 
glucose per rectum, but also, in days when every grain 
of sugar is of value to the country, we may be going to 
much trouble and expense to no good purpose. The 
authors describe a series of experiments performed on 
four healthy adults in which amounts of glucose varying 
from 5 to 40 g. in 40 c.cm. of distilled water were intro- 
duced into the rectum and retained for periods varying 
from one to two hours. The rectum was then emptied 
by spontaneous defaecation and subsequent lavage, and 
the amount of glucose returned was estimated. An initial 
series of control experiments was made to satisfy the 
investigators that by this method nearly 100% of the 
glucose was recovered after immediate defaecation. Small 
enemas were used, as it was intended that they should 


3 Proc: Mayo Clin., 1941, 16, 433. 
4 Acta med. scand., 1941, 107, 1. 1 
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‘emain in the rectum and not ascend into the sigmoid. 
3lood-sugar determinations were made at half-hourly 
ntervals for four hours. . The results showed’ that glucose 
s absorbed from the rectum only'very slowly, at less than 
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superficial, atrophic, and hypertrophic—which, as Benedict 
points out, must often be difficult or impossible to demon- 
Strate radiologically. In a further series of 24 cases in 
which gastritis and peptic ulcer were thought to be present 


one-tenth the ‘rate of absorption from the duodenum, and‘ togethers Benedict suggested that bleeding was in fact the 


1 very ‘large proportion of the sugar is recovered, in the 
-ctal washings. In no case was there any significant-rise 
of the blood sugar. The extremely slow rate of absorption, 
less than 1 g. per hour, together with the fact that-glucose, 
galactose, and ,laevulose are absorbed at a uniform rate, 
suggests that the absorption:of glucose takes place. by 
simple diffusion only. ' 

These findings correspond with those of most other 
investigators int this field., In. the small intestine, on the 
other hand, absorption of glucose is much faster and 
appears to. be an active chemical process, which is specific 
for the different sugars and requires the function of 
living cells; an essential step is the phosphorylation of 
the molecule. There is practically no phosphatase present 
in the rectal mucosa, but it is abundantly present in the 
small intestine. The few observers who have noticed a 
significant rise of blood sugar after giving glucose per 
rectum have either used large quantities of fluid, in which 
case the enema certainly reaches the colon and may even 
regurgitate into the. ileum, or have used massive doses of 
glucose.’ In practice the former method is unsuitable’ for 
ward administration, and, though the latter may be justified 
in certain selected cases where the intravenous route is 
Gontraindicated, it is notoriously difficult to retain the 
enema, and the method will always entail a large wastage 
of glucose. , Avery Jones and Naunton Morgan” found 
that, tap, water was the most satisfactory solution to 
administer by rectum, though to avoid depletion of 
sodium chloride it was perhaps better to add one volume 
of normal saline to four volumes of tap water. In any 
event, we should do well to abandon any idea of rectal 
feeding, while realizing the enormous value of rectal 
administration, of fluid in the treatment of dehydration. 


HAEMORRHAGE FROM GASTRITIS 
Gastric haemorrhage may often give rise to great per- 
plexity when, in spite of careful investigation, no obvious 
cause: for the bleeding can be found. Not infrequently 
cases of severe and repeated haematemeses -are seen in 
which history and radiography can with some certainty 
exclude at least chronic peptic ulcer. E. B. Benedict,° 
writing on this subject, reports one such case in which nine 
severe.or moderately severe gastric haemorrhages occurred 
during a course of six years in a patient who had had a 
gastro-enterostomy performed at the age of 16. In this 
case no ulcer was found, and subtotal gastrectomy, which 
was finally carried out, demonstrated chronic gastritis. 
Such. severe bleeding from gastro-jejunitis has been 
previously noted by others, including Hurst, Faber, and 
Montier, and most practitioners,are able to call to mind 
“ obscure ”. cases of perhaps severe and sometimes repeated 
haemorrhage for which no quite satisfactory explanation 
has at the time been offered. Since the introduction, how- 
ever, of the flexible gastroscope more precise knowledge 
as to gastric haemorrhage has been available. Benedict 
now reports the findings im 213 cases of gastritis, among 
which there was bleeding in almost exactly 20%. Among 
his interesting observations are the following. Of 42 
patients with gastroscopic evidence of gastritis (all of whom 
-had. bled); in only 9 was there radiological indication of 
any pathological gastro-intestinal change.. Among these 42 
patients all types of gastric mucosal changes were seen— 


Ta 8 St. Bart's Hosp. Rep:, 1938, 71, 83. 
41,254. > 
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result of gastritis rather than of the ulcer, because some 
of these-showed no clear evidence of active ulceration, and 
all had gastroscopic evidence of gastritis. 

Post-mortem „evidence of gastric haemorrhage and 
gastritis is notoriously difficult to assess, but the com- 
bination of careful clinical examination with negative 
x-ray findings and ʻa positive gastroscopic report leaves 
little ‘doubt as to the occurrence of bleeding from simple 
gastritis, But a “normal” x-ray report does not neces- 
sarily exclude peptic ulcer, and it is well known how rapidly 
‘an ulcer may heal after severee haemorrhage ; negative 
radiographic findings two or three weeks after the bleeding 
had ceased are therefore inconclusive. Benedict’s figures 
are, ‘however, of importance as indicating the relative 

' frequency with which non-ulcerative gastritis may bleed, 
and-as explaining the cause of some at least of the often 
unexplained haematemeses which the sceptical may still 
wish to think of as “ gastrostaxis.” Superficial erosions, 
mucosal inflammation, and ulceration may all heal rapidly, 
and an acute sudden gastric haemorrhage may leave little 
trace even ‘gastroscopically when examined within only a 
very short time of the bleeding, Even such common drugs 
as aspirin may provoke mucosal bleeding, and the increas- 

ing evidence of gastroscopy is gradually lowering the 

incidence of “spontaneous” gastrostaxis to smaller and 
smaller proportions. It is not yet sufficiently realized that: 
in gastritis the stomach may bleed and bleed severely, that 
the symptoms may be slight, the physical signs few, and 
radiological demonstration impossible. 





CAUSTIC BURNS OF THE EYE 


Caustic burns of the eye present a ‘difficult problem, for 
the late results are nearly always much more severe than 
would be expected from the immediate effects of the injury. 
It is possible that some of these late results are inevitable, 
owing to'delayed appearance of irreversible damage pro- 
duced at the time of the injury. A more hopeful approaci 
was suggested by the work of Denig, who held that the 
“thickening of the cornea that develops in such cases was 
brought about by the irritating effect of damaged and 
necrotic conjunctiva. With this in view immediate mucous - 
membrane grafting. of burnt conjunctival surfaces was 
practised by him, a procedure that has met with only 
partial success in the hands of other surgeons. The 
technical difficulties of mucous membrane transplants on 
a damaged septic surface are not altogether insignificant, 
and death of the transplant is not uncommon. Although 
the view that corneal damage is due exclusively to the irrita- 
tive products of the burnt conjunctiva may not be substan- 
tiated, there is much room for technical improvement. A use- 
ful study on these lines has come from A. L. Brown.’ In the 
experimental rabbit he showed that burns of the conjunc- 
tiva, particularly ofthe palpebral conjunctiva, have a dis- 
astrous effect on the cornea. Whenever two-burnt surfaces 
- are in apposition—and this holds good of the skin of the 
rabbit as well as the cornea and conjunctiva—the sequelae 
are alwdys more severe. Some control of the necrosing 
process in the cornea could be obtained by the introduc- 
tion ofa layer of tissue separating the burnt conjunctiva 
from the cornea. Brown used rabbit’s peritoneum for 
the purpose. This procedure, applied clinically, gave good 
results. It is.a fairly simple matter to’ introduce a strip 
1 Arch. Ophthal, Chicago, 1941, 26, 754. s 
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of peritoneum into the conjunctival sac and to keep it 
in situ; and judging by the clinical results in four cases 
the procedure has much to recommend it for the protection 
of the cornea, though of course it does not influence scar- 
ring awd contraction of the lids to any extent. Brown’s 
results are supported by two other observers, E. L. Bulson? 
and R. J. Masters, who obtained substantially the same 
experimental results, though they leave open the question 
whether rabbit’s peritoneum is the best protective mem- 
brane. It seems essential that if peritoneum is used it 
should be as thin as possible and free from adherent 
tissue. One possibility that suggests ‘itself is the use of 
amniotic membrane. 


MICROGLIA AND NERVES IN POSTERIOR 
PITUITARY 

Although it has been asserted that notwithstanding «the 
existence of microglia in all other parts of the central ner- 
vous system it is absent in the posterior lobe of the pituitary 
body, a clear demonstration of its presence in the pars 
nervosa has now been achieved by Dr. E. Vasquez-Lopez,‘ 
working in the laboratories of the Imperial Cancer Research 
Fund at Mill Hill. Hitherto research workers have failed 
to demonstrate beyond doubt microglial elements in the 
neurohypophysis, partly owing to technical difficulties and 
partly because their attention was directed chiefly to the 
glandular part of the organ. WVasquez-Lopez has worked 
principally on the neurohypophysis of the horse, which he 
has found to be well suited for the purpose owing -to the 
looseness of its texture. -He has, however, obtained con- 
firmatory evidence from the pituitaries of the ox and the 
rabbit, notwithstanding the greater density Of the glial tissue 
in these animals. He has also shown that the microglial 
tissue of the pars nervosa is continuous through the stalk 
with the microglial elements of the hypothalamic centres 
to which the organ is anatomically and functionally re- 
lated. The form assumed by the microglial elements is 
characteristic of the initial stages of mobilization of these 
cells, and transitional stages between the fixed and mobile 
states are represented in the pars nervosa, tuber cinereum, 
and supra-optic nuclei. Moreover, between ‘the epithelial 
cells.of the pars intermedia, near its junction with the pars 
nervosa, thére are peculiar cells which the author believes 
to be migrated microglial cells. This is interesting not 
only because, in his opinion, these cells may be migratory. 
phagocytic cells, but also, from the genetical standpoint, 
because cells in this position may be related to the normal 
‘outgrowth of tubular diverticula into the surrounding vas- 
cular tissue from the apex of the infundibulum in Lepido- 
siren which constitutes what’ is known as the “ infundi- 
bular gland.” Further study of the microscopical structure 
of the neurohypophysis in Lepidosiren and other genera 
in which -this organ is more highly differentiated than in 
mammals might yield valuable results with respect to its 
structure, nerve supply, and function in mammals, in 
which this part of the hypophysis appears to be undergoing 
regression. , 

Notwithstanding the demonstration by Cajal morë than 
50 years-ago of the existence of nerve fibres in the posterior 
‘lobe of the hypophysis, their presencé there has been re- 
garded with much scepticism. The existence of nerve fibres 
in the posterior lobe has now been conclusively demon- 
strated by Vasquez-Lopez,” * arid he has also confirmed the’ 
view that morphologically the pituicytes are only neuro- 
glial cells ; the nerves of the hypophysis do not, as has 
been thought by some, end in relation to the pituicytes, 

‘ Aren Ophthal., Chicago, 1941, 28, 767... 

4 J Anat.. Lond., 1942, 76, 178. AES 
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and the way in-which they end does not correspond with 
the usual mode of termination of secretory nerves. It is 


‘thus considered that these nerves may be afferent sensory 


fibres such as those leading from the carotid body and 
*carotid sinus. The terminal nerve fibres end in bulbous 
A A club-shaped structures, and menisci, and in the 
horse the nerve filaments with their end-organs form a net- 
work round the vessels in the fibrous capsule covering the 
distal pole of the posterior lobe. These terminal bulbs are 
spoken'of by the author ‘as “terminal meningeal cor- 
puscles,” and he believes that the impulses arising in them 
are conveyed by the nerves of the posterior lobe to the 
tuberal and supra-optic nuclei of the hypothalamus. 
Whether all these nerves are afferent in nature, or 
whether some are sensory and others efferent secretory 
nerves, remains to be determined, and it is possible that 
research by modern histological methods in those animals, 
such as Heptanchus and Petromyzon, in which tubular out- 
growths from the infundibulum penetrate the pars inter- 
media may throw more light on this difficult problem. 


A REVIEW OF THE PUBLIC HEALTH 


The second wartime summary of the work of the Ministry 
of Health, for the year to March 31, 1942* has appeared 
with commendable speed after the first, which, though it 
covered two years, was not published until last February. 
The year surveyed in the latest Teport was less eventful 
than the preceding two, and was mainly one of consolida- 
tion and adjustment of the Department’s activities. On the 
credit side the Ministry can report no major ‘epidemic, no 
falling off in nutritional standards, no increase in mental 
diseases, no great variation from the normal in either the 
incidence of or death rates for scarlet fever, measles, 1n- 
fluenza, and enteric fever, and a slight fall in the notifica- 
tions of cerebrospinal fever (11,077 against 12,741), which, 
however, still remain abnormally high. Notifications of 
and deaths from diphtheria increased, however, the former 
from 46,281 to 50,797 and the latter from 2,480 to 2,641, 
but it is recognized that no substantial improvement can 
be looked for until at least three-quarters of the children 
of the country have been immunized (up to June, 1942, well 
over 3,000,000, had received prophylactic treatment): There 
was a sharp rise in the year under review in the number of 
hew cases of syphilis, the increase being 40% over the 
figure for 1940 (civilian and Service cases together), making 
an increase of 70.5% in the total of new infections during 
the war. As regards tuberculosis, since the Ministry's 
report was prepared we have published (Oct. 10, p. 436) 
the main findings of the Medical Research Council’s Com- 
mittee on Tuberculosis in Wartime, to which reference 
should be made. The Ministry states that special pre- 
cautions have been taken against the introduction into this 
country of typhus fever, also of malaria by possible 
carriers from malarial regions abroad. Maternal and 
infant mortality figures showed a slight increase for the 
year, the maternal death rate being 2.76 (2.60 in 1940) and 
the infant death rate 59 per 1,000 live births (56: in 1940),- 
but the rate for infections during childbirth and the 
puerperium fell to 0.47 per 1,000, the lowest yet recorded. 
All these are the routine facts and figures issued annually 
by the Department, but the report this year contams an 
interesting section on hospital development, including a 
brief history of the E.M.S., a statement of Government 
policy for the future, and some account of the special 
treatment centres for head surgery and nervous diseases, , 


„and rehabilitation ‘and vocational traning schemes. Finally 


progress is reported in thé compilation of the official 
Medical History of the War under the editorship of Sir 
Arthur MacNalty. ; x ; 


x 


4. 


xe The. quartan is a parasite of.. children rather than of adults. 
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The Quartan Parasite i ' 


_It is a very local infection, We found a certain amount in 
Salonika and in, Palestine in the last war, but among the 


_ troops it amounted to only 1% of the total, It is truly the 


“most beautiful of all malaria parasites. The corpuscle in 


which it lives does not eflarge ; its cycle of development is, 


seventy-two - hours, in contradistinction to the benign tertian, 


_ and therefore it typically produces fever every four days. Jf 


we can believe Sydenham, quartan malaria must have been 


.. rife in Westminster in his day, and most of the Members of 


' ‘instead of the eighteen to twenty. 
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' Boked upon as a 
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„o banish it from the 


Parliament were often precluded from their duties by recur- 
rences of this fever. He realized ‘too that it was associated 
with-marshy districts such as prevailed in ‘Westminster at that 
time. ey i 
- Afiother point about the ģuartah is its ability to split the 

‘red corpuscle in twain. There are only eight spores formed, 

-four in the case of the benign 
tertian and eighteen to thirty-two in the case of the subtertian. 

‘The pigment is rather blacker. Little spots develop inside 

_ the corpuscular protoplasm, but they are not Schiiffner’s dots. 
In this country they are known as “ James’s dots,” which are 
little blue specks, not red like Schilffner’s. In this form of 


” ‘malaria we do not always see the classical quartan temperature 


“chart, and this is due to the fact that there may be two 
generations of parasites in the ‘blood, producing a rough kind 
of quotidian fever. x t4 
; F 7. Plasmodium ovale ; 

The latest arrival in the malaria family is Plasmodium ovale, 
so called because the corpuscle in which it’lives tends to become 
oval in shape. -It was discovered in 1922, and was at first 
freak ; but now we know it is a-common 


parasite ‘in West and Central Africa, and it had been confused . 


with: the benign tertian because of its tendency, to produce 


"| ‘Schtiffner’s dots. The corpuscle becomes ragged, frayed, and 
. oval in shape, presently losing its rounded contour. The 


parasite has only eight spores, and produces a harmless 
infection. It is said to have been observed in Central Asia 
and in Central America, but the general idea~is that it is 


peculiar to Centraf-Africa. Plasmodium ovale is now much: 


used in malaria therapy, and is the “ star turn ” at present at the 
» malaria centre at Horton, Epsom, because it produces ‘efficient 


rigors when artificially. inoculated and does, not require any ' 


-prolonged or drastic, treatment, but just fades away directly 
small , doses of quinine are administered. I have seen only 


, one patient who was really seriously ill with this variety. 


~ Drugs used in Treatment of Malaria . 
With regard to drugs in the treatment of malaria, before 


the last war we were told—from the teaching of Prof. Dixon 


in Cambridge—that the most specific-of-all drugs was quinine. , 


Yet as this war progressed we began to disbelieve more and 
‘more in its specificity,-and had to modify our fundamental 
ideas. We believe now that quinine is .an extraordinarily 
valuable drug but is definitely selective upon certain stages 
cof the malaria parasite. The species of’ the parasite on which 
it acts most quickly is the benign tertian, but we cannot ‘entirely 
human body by one or two_or even three 
‘doses of quinine. The plasmodium has a way. of side-tracking 
and slipping away into the interstices af the bone marrow and 


* Concluded from p. 462. 
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the spleen, ready to emerge again at the next opportunity. 
This selective action of drugs was brought out strikingly when 
plasmoquine (pamaquin) was discovered in 1925; but it is pot, 
as you may have thought from reading the literature, an attempt 
by Germans to synthesize quinine, but is a by-product of 
methylene-blue, which was employed by Manson®in China 
as a febrifuge many years ago., He formulated the idea— 
a very clever one—that if there was a selective ‘action of a 
stain for.a particular blood parasite it could be surmised that 
the samé substance might also exert a therapeutic effect, and 
compounded a combination with borax (Manson’s stain), which 
he proved to be selective for ‘malaria parasites. 

‘When the blood is full of subtertian crescents and plas- 


-moquine is- given in sufficient doses this stage of the parasite, 


which is not amenable to quinine, rapidly disintegrates. The 
parasites burst at» various points ;_ the chromatin degenerates, 
and finally they vanish from the blood „stream. 

Atebrin (or mepacrine), an acridine compound, is another 
dye derived from methylene-blue. It does not affect this 
crescent stage at all and has no effect upon exflagellation, 
but causes the pigment to collect in the centre of the parasite. 


Diagnosis . i 

It is\the: differential diagnosis of malaria which is so 
important. Malaria usually causes enlargement of the spleen, 
but whether you can tell that this is so or not depends on 
your skifl in palpation. In subtertian malaria the spleen 
becomes rounded off rather like a tennis-ball, but it is only after 
repeated malarial attacks that the classical hard edge can be 
detected- It-istherefore not safe to say that a-man has not 
got malaria because the spleen cannot be palpated. There 
are various ways of performing palpation, and new-comers 
have to learn the correct technique ; and the question arises: 
When is a spleen not a spleen? ‘The answer is: When it is 
a kidney! An enlarged left kidney 1s sometimes mistaken for 
an enlarged spleen: I recall a major-in the Indian Army who 
drew a pension for eighteen years on the ground of enlarged 
spleen when in fact what he had was a large ‘left polycystic 
kidney ; and I have even seen this misdiagnosis made when 
assisted by uroselectan and radiography. There is also splenic 
pain, which may be significant. 

In the diagnosis’ of malaria the great point to remember is 
that in a malarious country it may simulate almost any other 
disease. Subtertian malaria is the greatest mimic. Quite 
commonly it produces cerebral symptoms—cerebral malaria, 
due to the congregation of parasites in the brain, sometimes 
leading to coma and death. I remember how: some soldiers 
marching from Jaffa to Jerusalem in 1918 fell out by the side 
of' the road waiting for the ambulance, and before it could 
reach them they were dead. Very often in the Near East 
the worst -forms of malaria are found in the winter-time. 


- Mosquitoes once infected remain so, and in ewinter tend to 


congregate in buildings and nooks where there is warmth and 
then‘descend upon anyone they can find. These dire cerebral 


forms may crop up during the winter months and may be 


mistaken for other forms of ‘cerebral disense. In the summer 
the patient may go down with hyperpyrexia, and so the case 
may be mistaken for heat-stroke. 

I would especially warn against confusing alcoholism with 
malaria. In a malarious country a man may be accused of 
being drunk’ when he is suffering from malaria. 

Mania ‘is another thing which may be misleading: the 
patient may be suffering from subtertian malaria delirium ; 
and, on seeing a sudden ‘epileptic fit, do not jump to the 
conclusion that it is true’ epilepsy, ‘for it may be malaria 
simulating that condition. Then there are attacks simulating 
cerebrogpinal meningitis with pain-and stiffness at the back 
of the neck. There is an appendicular form of malaria that 
is due to sporulating forms of the parasite which select that 
particular part of the intestinal canal in which to congregate. 
When the patient’s temperature rists with rigor to 104° T. 
as a sequel to an abdominal operation, you will want to ask ` 
whether malgria parasites were not in the blood before the 
patient was subjected to operation or whether the operation 
actually incited the rigor: Cholecystitis is also a dangerous 
primary diagnosis. Why should an epidemic of cholecystitis in 
healthy young men suddenly arise? The explanation lies in 
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the hepatic congestion in subtertian malaria, with an acutely 


distended gall-bladder. , $ 

Then there is malarial dysentery, or colitis. Malaria is 
frequently accompanied by diarrhoea ; in fact, often there may 
be diarrhoea and nothing else to guide one. It is very common 
to see pétients from West Africa who have suffered from 
diarrhoea on the voyage and, owing to this, doctors have pro- 
hibited them from taking quinine. I have seen such cases develop 
cerebral malaria and fatal‘ coma the moment the boat has 
docked. ' 

In Egypt subtertian parasıtes have been demonstrated in 
scrapings made from the bowel. “ Malarial dysentery ” with 
blood and mucus in the stools simulates `ʻacute bacillary 
dysentery. It is possible to get such an acute diarrhoea with 
malaria that it resembles cholera. There were several cholera 
scares in the last war, but they were due to a choleraic 
form of subtertian malaria. Then we may meet the icteric 
forms; but malarial icterus ds not a really true obstructive 
jaundice. In subtertian malaria it is almost diagnostic to get 
urobilinuria with sherry-coloured urine, and this may sometimes 
be taken as an index of infection, even in the absence of 
subtertian parasites in the blood. 

I remember in 1916 being asked to see a soldier who had 
come down from Khartum Intensely jaundiced. He was 
evidently dying. I was then in charge of the laboratory, and 
found that I had examined his urine. and serum, and carried 
out agglutination tests; but the one specimen that had not 
been examined was the blood film, which was crammed with 
subtertian parasites. By the time this was done, however, it 
was too late! One can meet with forms resembling acute 
pancreatitis in which the pancreas is affected ; others resemble 
intestinal obstruction, with profuse vomiting. One may even 
see cardiac forms with generalized oedema, which were 
frequently encountered in the last war, or, again, pulmonary 
forms associated with bronchitis or pleurisy. Further, there 
may be some resembling acute nephritis with blood and cells 
in the urine ; or a cutaneous rash with multiple haemorrhages 
in the skin, somewhat resembling typhus or measles. 


Blackwater Fever 


Finally, there is the most dramatic sequel—blackwater fever, 
solely associated with subtertian malaria. It probably 
represents an anaphylactic phenomenon due to hypersensitivity 
to toxins of this parasite. Blackwater fever occurs only in 
those parts, such as the Jordan Valley, Macedonia, and’ West 
Africa, where the subtertian parasite is prevalent. The preven- 
tion of blackwater fever is closely linked up with the prevention 
of malaria, so that if a man does not get infected with 
the subtertian parasite he will not develop blackwater. If 
a laboratory service is maintained by which in all cases the 
blood is examined for malaria the moment the patients fall 
ill, then the oyset of blackwater fever will be prevented. In 
the years immediately succeeding the last war I never treated 
less than 4 or 5 cases of blackwater fever here in London 
every winter ; they were usually acute dramatic cases, and the 
death rate figured between 25% and 50% ; but since the rule 
has been established that all must have their blood examined 
directly they land in this country from West Africa, blackwater 
has not been observed. A patient is exposed to the danger 
of blackwater fever once he has had acute malaria—usually 
up to nine months. It ıs. apparently a case of supersaturation 
with this parasite, so that blackwater seldom results after a 
primary infection. It occurs mostly in the old residents of the 
Tropics who, on returning to this country, have been exposed 
to cold and wet or some shock which causes a sudden multi- 
plication of parasites. Then the red blood corpuscles break 
down and become haemolysed, and the victim may die from 
blocking of the kidneys with products of their disintegration. 
If, therefore, this process can be prevented from taking place, 
then blackwater fever will not ensue. Treatment depends 
upon the alkalinization of the blood and upon prompt blood 
transfusions. 


The Importance of Blood Examination . 
The diagnosis of malaria depends upon correct blood ‘ex- 
amination. The diagnostician must be familiar with all stages 
of the maldria parasites: he should be so sure of his premisses 
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that he can recognize them as readily as Smith,’ Brown, or 
Robinson. But can ordinary unsophisticated folks learn to 
distinguish these appearances in & reasonably short time? The 
answer is that they can be taught to do go. In Central Africa 
there are native dressers who are proficient in spotting parasites. 
In the last war when put to the test we had to improvise an 
organizatiqn for the detection of malaria at the earliest possible 
moment for treatment in the field. There originated the 
diagnosis stations which have now been included in the Army 
service. ;Orderlies were chosen from the ranks, some of them 
with little previous education, and by six .weeks’ intensive 
training, by making them look at and stain blood films, we got 
them sufficiently accurate in discerning malarial parasites to be 
of great service. A number of these men are still employed 
here in London at the present time. Those thirty men who 
were trained were responsible for diagnosing 417,000 blood 
slides in the last year of the war in Palestine. 


Prevention and Treatment 


How are we going to prevent malaria in the field? Quinine 
in large doses is a poison ; it may produce amblyopia in some 
People, and they may become blind. Quinine in enormous 
doses, as a means of preventing a malarial attack, is 
a broken reed. It has been shown that one can inject 
quinine together with malaria parasites into the blood of the 
recipient and yet produce malaria, On the West Coast of 
Africa most officials cling to the belief that 5 grains of quinine 
will prevent malaria and blackwater. It probably modifies the 
acuteness of the malarial attacks and thereby the proclivity to 
blackwater fever, but when you give soldiers who are operating 
in open country 5 grains of quinine a day it has little visible 
effect in reducing the incidence of malaria. For prevention 
on a large scale the chief line of defence is the mosquito net. 
The next best method is to kill the mosquitoes. 

With regard to drug treatment of the actual attack, however, 
quinine still remains the standard. It is most effective in benign 
tertian malaria and it has also a great effect upon subtertian. 
But it 1s necessary to remember that quinine given in big 
doses to a patient with a large number of subtertian malaria 
parasites is likely to precipitate blackwater fever by the sudden 
dissolution of the parasites, and the patient may die within 
twenty-four hours. For benign tertian malaria, quinine should 
be given in doses of 10 grains three times a day, and the 
bowels should be freely kept open. One must go on giving 
the quinine in decreasing doses for about six weeks, though 
even this continuous therapy will not extirpate the infection 
from the body entirely; but to inject quinine intramuscularly 
to everybody indiscriminately is to ask for trouble, as abscesses 
and indurations are apt to form in a certain number. At the 
same time I, nevér hesitate to give quinine intramuscularly 
when it is necessary as a remedial measure in severe infections. 
The results are magical if it is given in the Tight way and 
injected deeply into the gluteal muscles, but it should never be 
injected below the folds of the buttocks. ' 

You cannot treat malaria scientifically unless you control 
treatment by frequent blood examinations and can recognize 
the changes in the parasites when acted on by quinine or other 
drugs. Intravenous quinine is reserved for the most severe 
forms of subtertian malaria. From 5 to 7 grains dissolved in 
5 c.cm. of distilled water is quite enough. With regard to 
plasmoquine, remember also that this is poisonous. When it 
was first introduced we gave it in too big doses, and were 
thereby producing poisonous effects. It is now Tecognized that 
small amounts ‘of plasmoquine .in tablet form—known as 
plasmoquine compound—are beneficial, each tablet containing 
1/6 grain, with 2 or 3 grains of quinine. This, given as a 
regular course, has been found by the Army in India to be 
the best method of treating bemgn tertian malaria and of 
preventing further relapses. In such cases a start is made 
with the quinine and continued with plasmoquine compound, 
the dose of which is two tablets twice a day for a week, 
amounting to four courses of seven days, with-a break of four 
days between each. This means that about 2/3 grain of 
plasmoquine ıs given a day, in addition to 20 grains of quinine. 
With this method the relapse rate in. benign tertlan malaria 
has fallen from ‘40% to something ‘like 8% in the ¿Army in 
India, : > 








 Plasmoquine and atebrin go badly together, but atebrin and 
quinine work well in combination. The dose of atebrin is 
1/10 gramme three times daily for seven days. It is a yellow 
tablet which is given by the mouth ; but there is also a soluble 
form which can be injected. It is active especially in the 


treatment of subtertian malaria, and I have seen only one case ` 


in which blackwater fever supervened after atebrin, so it is 
useful in this direction. I do not believe, however, ethat it is 
nearly as effective in treating benign tertian malaria as the 
method I have outlined. Certain disadvantages of atebrin 
have been pointed out,:and it is well to warn people that 
they may acquire a somewhat yellowish tinge. I have never 
seen anybody go “off his head”’ when taking atebrin, but 
acute mania in native races has been described after taking 
it in therapeutic doses, though this certainly doeg not seem 
to be common in Europeans. : 
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The sudden influx of a number of wartime casualties, whether 
Service cases or civilian, calls for a procedure different from 
that used for ordinary peacetime admissions. These casualties 
‘are the immediate concern of several separate hospital depart- 
ments, and it is therefore important that each section should 
be supplied with the necessary data in the simplest form. 


” 


With this in view we -prepared an urgency admission sheet | 


which has worked very well in actual practice and which, 
having ,been thought deserving of praise in high medical 
quarters, we consider, worthy of publication. 


" This Ebest to be lemued to the ‘Ward amd weed on admission of A 
Nams of Paier- 
Dok admetied —___. — - —— 





Ap ————— 


: Teme. „am ip m, Rehgoa — 


toa Clerical Detects recarded 














| This sheet, the front page of which is here reproduced, is 
hung at the.foot of the bed in d temperature-chart holder, 
and consists of a ‘single piece of paper about the size of the 
printed page of the Journal, printed on both sides. A descrip- 
tion of the ‘back of- the sheet can be given in a féw words. 
It is divided-into two sections, one half being for the operative 
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findings, the other ‘for the post-operative instructions. This 


.side is completed by the anaesthetist during the operation. 


The front of the sheet is a-record made up of the following 
sections. It is headed by the name, the Service No. of Servite 
cases, age, date and time of admission, and religion. Im- 
mediately below this is a space for the use of the clerical 
staff, who, having recorded the details which concern them, 
denote this by affixing their stamp. Next comes:a section in 
which are entered the temperature, pulse, respiration, and 
blood pressure of the patient, together with a pictorial record 
of the injuries, which are roughly sketched on a series of 
anterior, posterior, and right and left lateral diagrams of the 
body. The section that follows provides a space for the 
provisional diagnosis, together with three headings denoting 


' the severity of the patient’s condition. The immediate treat- 


ment occupies a section below this, and consists of a list 
of modern resuscitative procedures which the surgeon orders 


‘by eliminating those not required. Radiographic instructions 


are provided for, and the succeeding section indicates whether 
operation is required or not and gives the preferential order 
for cases ‘to be taken to the theatre. A coloured label is 
affixed’ according to whether this preference is (ay priority (red), 
(b) ‘early (yellow), or (c) delayed (green). This classification 
has’ proved to be a great asset in dealing with a ward full 
of casualties. It is a guide to the radiographer as to the cases 
to take first and as to the order of their transfer to the theatre. 
Thus, those with the red label are first to go, being followed 
by the yellow label cases; the green label cases can usually 
be left till next morning for operative treatment, the immediate 
dressings being done in the ward. 


Value of a Simple Sheet in Hospital Practice 


The advantages of this type of sheet to the various hospital 
departments can best be shown by a brief statement of how 
the system works in our own hospital. 

Medical—We have found that a surgical team‘ can, on an 
average, deal with 25 casualties. ‘The idea of rushing new 
arrivals to the ‘opérating theatre has been generally discarded 
since the days of Dunkirk, it being realized that methods 
of resuscitation and procédures to counteract shock are of 
paramount importance, The surgeon in charge of a group 
of casualties has therefore adequate time to go the round 
of his cases, provided the treatment can be clearly indicated 
with the least possible delay. For this reason copious note- 
taking at this time must be dispensed with. As will be seen, 
the subdivisions of the sheet allow fully for this to be done. 


. The surgeon makes his examination and in a few seconds 


7 


' completes the sheet, thereby giving the provisional diagnosis, 


instruction for radiography, the resuscitation procedures he 
requires, and the grading of cases for time of operation. He 
also assesses the degree of severity, which indicates to the 
clerical staff the procedure which instructions state shall be 
followed for E.M.S. cases. ' t ° 

The other members of the team follow up and, taking. 
the red label Gases first, carry. out the ordered treatment which 
requires their personal attention—for example, intravenous 
therapy, blood pressure, and haemoglobin estimations. The 
treatment having been completed the sheet is initialled in the 
space provided at the side. Thus the surgeon is enabled to 
look though his own cases and then. proceed with the operative 
work, each patient arriving at the theatre in the correct order 
and with the preliminary treatment carried out. 

Radiography.—It has been found that practically all cases 
admitted under war conditions require an x-ray examination. 
The radiographer, working with a portable apparatus, takes 
the ‘cases in order according to the coloured label. He has 
not to keep asking which to take first; he can proceed un- 
hindered with his work, his instructions having been given in 
the appropriate column. When the films are completed they 
are hung at the foot of the bed and go with the patient to 
the theatre. 

Nursing Staff—tInjections ordered are given by the sister, 
who, with the help of the concise recordings of the sheet, 
gains a clear and quick conception of what is happening to 
patients in her ward. Anaesthetic premedication is given, and 
there is little likelihood: of cases being sent to the theatre in 
the wrong order, thereby: delaying treatment of mare urgent 
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cases. The minimum amount of clerical work by the nursing 
staff is called for, their only contribution being the simple 
details of name and age at the top of the sheet. All other 
dętaıls required by the clerical department are obtained by 
their own staff. 

Administrative Staff—The amount-of details which-can be 
obtained® obviously depends on the condition of the patient, 
but so far as is possible enough are taken to allow for pro- 
cédures required from the clerical department to be put into 
motion. These procedures include the provision of data for 
hospital records, information to be supplied to the Casualty 
Bureau and Service Departments, completion of M.P.C. 47— 
` which folder is then returned to the ward—completion of 
Form E.M.S. 105, correlation of total numbers, and, in fact, 
all statistical information asked for very early in the pro- 
* ceedings. The clerk dealing with the case takes note of the 
severity of illness and sends out formal notices to relatives 
in accordance with E.M.S. instructions. When the administra- 
tive details have been obtained a special stamp is put on the 
chart which indicates that the cases have been dealt with; 
it is thus, easy to see which still remain to be attended to. 
The patient’s religion is clearly shown at the top of the form, 
and the respective ministers of religion can also see at a glance 
the severity of the patient's condition. 


Conclusion 


A big influx of casualties is very likely to lead to confusion ` 


if a clear-cut system is not established—everyone has his own 
work to do, and the necessity for questioning by this or that 
person should be removed so far as is possible. The use of 
our simple emergency admission sheet has done much to effect 
this, and the fact that, everyone can get on with his own 
particular task undisturbed leads to a smooth-working efficiency 
in the hospital organization which must be of direct benefit 
to the patient. ; $ 
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WELFARE IN THE „WOMEN’S ` SERVICES 


The enrolment of women as auxiliaries to the figbting Services 
on a scale far exceeding that of the last war has introduced 
many new and difficult problems. Their corps have expanded 
so quickly that many of their conditions have had to be 
improvised: Great ingenuity has been shown on all sides, 
but some units have suffered discomfort and others confusion. 
The shortage of labour and materials slowed down the con- 
struction of accommodation and the delivery of clothing and 
equipment, Officers had to carry out duties for which they 
had not been perfectly trained, and severe weather added to 
the difficulties of everyone. The growing-pains of the move- 
ment were reflected partly in definite and well-founded public 
complaints of bad conditions, and partly in a crop of vague 
rumours aboyt drink and immorality. The Government wisely 
determined to apply the remedy of publicity. On Feb.' 24, 1942, 
the ‘Prime Minister appointed a committee to inquire into and 
Teport on the amenities and welfare conditions in the three 
women’s Services. The chairman was Miss Violet Markham, 
and the members included senior representatives of the fighting 
Services and M.P.s. The medical members were Sir David 
Munro and'Dr. Edith Summerskill, M.P. 

The committee’s report’ gives not only a full and fair 
account of the Services which should effectively dispose of the 
charges maliciously levelled: against them, but lays a firm 
foundation of knowledge for the future. 

“The care taken in all the Services to maintain a high standard 
of health and hygiene impressed the committee very favourably. 
The members of the'!committee were assured by the medical 
officers at the departments and the stations that the health 
of the women is éxtremely good. They.were stryck by the 


marked improvement which’ the ‘first month’s training effected ~ 


in the physique, poise, and. self-confidence of the recruits. 
They suggest pertinently that uniform ‘health records should 
be kept for the Services and for Government establishments, 
so that the information may be used after the war for a study 
of health in relation to. women’s employment. Women in the 
Services, as in industry, have double the sickness rate of men. 


Š 1 Cmd. 6384, 1942, H.M. Stationery Office. (1s.) 








The special ailments of women account for part of the increase, 
but the greater incidence of sickness is among the immobile. 
The ¡best menstrual health was found among women doing 
strenuous physical work. The large amount of dental treat- 
ment needed was a revelation to the committee. 


Reporting Sick: A Criticism 

They received a number of complaints of inattentrveness or 
- lack of skill in the medical and nursing staff, and the treatment 
of minor ailments caused them some uneasiness. It was alleged. 
for instance, fhat girls had to get up and attend sick parade 
even when they felt ill, that waiting rooms were not always 
provided, and that patients had to ‘wait long ‘in draughty 
passages. They were also told that the medica] officer some- 
times neglegted to visit a girl ill ın her barrack room or her 
billet. Many of these complaints proved worthless, but others 
were supported. How far these, when proved true, belonged 
to the past df pressure and difficulty the committee could not 
say. In theory a girl who feels ill reports to the non- 
commissioned officer in charge of her room: the N.C.O. takes 
her temperature, and if it is above normal the girl remains 
in bed until seen by the medical officer. Many auxiliaries, 
however, stoutly denied that this procedure was always carried 
out. The committee therefore recommends that commanding 
officers should constantly review sickness arrangements and 
ensure that the rules are strictly enforced ; it should be the 
special duty of the company officer to see that her sick receive 
prompt medical attention, and to be especially vigilant when 
a grl reports sick in billets or on a remote site. The committee 
is also concerned at the failure to provide special diet fór girls 
suffering from minor ailments. Sausage-and-mash and roly- 
poly pudding, it declares, though excellent in themselves, may 
be unsuitable for a girl suffering from a sick headache. It 
also considers that patients allowed to stay in their own 
quarters for a temporary indisposition should not bë obliged 
to get up to obtain their food. Medical inspection parades, 
other than sick parades, are frequent, and are, unfortunately, 
all the more necessary because of the prevalence of infestation 
by scabies and head, lice. Head infestation has, however, been 
reduced to less‘than 2%, as against 25% in the civilian 

population of comparable age groups. . ' 


Need for More Women M.O.s ` 


The committee found the medical personnel and hospital 
accommodation adequate. The. hospitals are well staffed by 
specialists, including women dietitians, and include well- 
equipped special hospitals and centres—e.g., for orthopaedic 
and nervous Sisorders. Both the Navy and the Army Medical 
Services have women on their directorates, and a similar 
appointment is to be made in the. Royal Air Force. The 
committee thought that more women medical officers should 
be appointed to the A.T.S. and W.A.A.F., especially in the 
large reception and training centres ; that more use should be 
made of them in the W.R.N.S. reception stations ; and that 
a woman medical adviser should be appointed to each naval 
command, State-registered nurses and V.A.D.s are- employed 
in the hospitals and large sick-quarters of all the Services ; and 
the committee admired the combined post, just instituted by the 
R.A.F., of nursing and health welfare sister to act as health 
confidante to women. The R.A.F. also employ women trained 
as nursing orderlies to work in the men’s hospitals, and, the 
committee suggests\that such of these women as? show ability 
and vocation should be given an opportunity to transfer to 
the nursing profession. f i 

The committee received complaints about hygiene lectures , 
in the Forces. Some of its members heard and approved of 
the W.A.A.F. lecture, which was given by a woman doctor, 

ı but were not satisfied with the conditions under which it was 
- given. Such an address should not, it considers, be given in 
a large hall to an audience of recruits.of all ages. It suggests 
that a lecture should be given to all three Services on the 
wider implications of sex behaviour,,not because the sex morals 
of the Forces are more precarious than those of civilians, but. 
because life in the Forces presents new educational difficulties. 
It finds, however, common agreement that ephemeral sex 
relationships create more emotional problems than they appear 
to solve, and it is of opinion that the combined ‘wit of the 
medical and educational services should be able to provide a 


Oct, 24, 19f2 ae 


, standard lecture 'on broad lines which would be generally 
‘acceptable, A set lecture, however, will not go very far on 
‘the road of sex education, and the committee thinks that if 
‘officers were instructed more fully in the various aspects of 
the subject | they would be’ better, equippéd to play a vital 
part in their dealings with individual: Women. 


‘| s: ‘Pregnancy and Childbirth ` '.è - 
y ‘legitimate’ pregnancy is almost certainly, it’ says, less 
icommon in the Services than: outside. 
„extra risk of becoming pregnant by joining a Service, and if 
‘she does become pregnant the arrangements made for her 
‘care and disposal are both humane and efficient. She goes 
‘to a discharge depot for a short time, and while there she is 
put in touch with one of the Voluntary societies and other 
‘bodies which make arrangements for confinement and the 
‘future. The facilities have proved adequate, but the situation 
is now becoming more diffictilt as the Services expand. Not. 
“only single women need Help, for the Services contain numbers 
‘of married women with no homes. “Here, the committee points 
out, is a national and not a Service problem. It presses the 
‘urgency of this on the Ministry of Health, and suggests im- 
“mediate action by grants to local authorities and voluntary 
associations for further accommodation during pregnancy,-ahd 
by increasing the provision in hospitals, maternity and con- 
“valescent homes, and residential nurseries for children. The 
figures for venereal disease are half those in men’s units. 
¡Arrangements for diagnosis and treatment are adequate, but 
“more women medical officers might be employed in the 
‘ gynaecological wards of the Hospitals. The committee makes 
‘the point that loose -behaviour is not ‘necessarily the. product 
“of! Service life, which generally puts.the relations’ of men and 
women “on a healthy and normal basis. It, finds that 
“promiscuous conduct is limited to a’ small proportion, and 
ithat the allegations'of immorality which have disturbed opinion 
‘reflect most unfairly on an admirable body of women. > 
The report should not only go far to reassure the public 
about the conduct of these Services but ‘should serve the 
«valuable purpose of making their. organization and problems 





, better known. For the first -time `in» history a vast number 


iof our young women are receiving a regimental training in 
'discipline and arduous communal living. -Their. present ex- 
‘periences will profoundly affect their whole future attitude to. 
life, and through them that of their children: To ensure to’ 
them now the best possible, conditions for bodily and spiritual 
welfare is a vital duty, and the report may make an’ important 
‘contribution to its performance. . 
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'' Reports of Societies 





SYMPOSIUM ON REHABILITATION 
At the annual meeting of the British Orthopaedic- Association 
held i in -Nottingham from Sept. 25 to 26, under the presidency 
‘of Mr. G. R. GrepLesioNg, the dominant theme was the present 
arrangements and future plans for rehabilitation of the injured. 
At Harlow Wood Orthopaedic Hospital Mr. S. A. S. MALKIN 
demonstrated the work of: the hospital’s remedial workshops, 
‘and a film was shown illustrating the methods employed there 
and at a ‘special annexe in the occupational reconditioning of - 
.B.M.S. casualty patients. Later, at: the Rehabilitation Centre ` 
‘for Miners at Berry: Hill, near Mansfield, a discussion was held 


_ in which the matter was dealt with from the points of view 


‘of the surgeon, the employer, the industrial medical’ officer, 
and the trade union. 


l. The Surgeon 


‘physical restoration ;’ secondly, the psychological one of ob- 
taining ‘the full co-operation of the patient; thirdly—and 
sometimes moreé difficult—the sociological problem,of obtaining 
‘the proper social context for ‘the conduct of rehabilitation. 
‘As’ soon! as injured, every working man's first desire was to 
get well as soon as ‘possibile. It was when delay occurred that 
‘doubts and fears crept in. Thèse must be removed, and 
morale and’ initiative maintained. Co-operation by the em- 
a? 


+ 


- ee Sa Ca a N i er, Os $ 7 
WELFARE IN THE .WOMEN’S SERVICES `~’ ` ` 


o woman runs an ' 


- of hospitals admitting 8,000 such cases a year. 


Mr. E. A. Nicou, opening the discussion, said that the ‘ 
` problem was’ threefold: first, the purely scientific aspect of. 
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ployer, the industrial medical officer, and the trade, union had 
produced, in his experience, a team in which the surgeon played 
an important part from begifning to end. The result had 
been the almost „complete ‘disappearance of litigation. The 
statistical difference 7 tween,a .gocialized and non-socialized 
accident service is at least 10%. éxpressed in terme of men 
returned. to pre-accident work, and that was something very 
considerable when, expressed in the return of workmen to the 


“vital ‘Man-power of the country. 


-The Employer ` 

Mr. Guy DE G. WARREN, as an employer, gave an account 
of: the organization responsible for the’, development of the 
Berry Hill Centre. The Midland Colliery Owners’ Indemnity 
Association was formed by a group of associated companies 
and was concerned to deal with the insurance risks of accident. 
It was not run for profit and represented the employment of 
over 100,000 men. With many others, they had been shocked 
by the state of the treatment’ of injuries as revealed in the 
report of the B.M.A. Committee on Fractures. The companies 
with which Mr. Warren was associated were able, first of all 
by’ subsidies, to ensure throughout the area the development 
of efficient fracture clinics, and this had resulted in an earlier 
restoration toysome working capacity. It was soon appreciated 
that the Jack of facilities for reconditioning prevented men 
from obtaining full recovery. The job was therefore completed 
by this rehabilitation- centre, and it had been justified from 
the economic and from the humanitarian points of view. , His 
opinion was that any national hospital ‘scheme must include 
similar reconditioning schemes. From his experience he 
thought that one centre capable of dealing with 60 patients 
simultaneously could treat and discharge approximately 500 
cases a year. As it would appear that of accident cases 
occurring in heavy industries and requiring hospital treatment 
20% needed a course of rehabilitation, then one unit would 
be necessary for a hospital or group of hospitals dealing with 
about 3,000 such cases annually. On the other hand, the 
percentage of hospital accident cases other than those in heavy 
industries needing rehabilitation treatment should not: exceed 
8%. Therefore one’.unit’shduld’ suffice to deal with a group 


The workman 
must be dealt with in an atmosphere where he knew that 


‘everyone from the hospital to the employer was out to help. 


A man admitted to the centre was given the assurance of the 
surgeons that he.could be improved and that work would 
be‘available for him afterwards. The growing utilization of 
industrial medical officers in factories would help to, foster 
greater care 2 for the injured man after his return to industry. 


5 The Industrial M.O. 


Dr. DONALD STEWART, speaking as an industrial medical 
officer, said that at present’ the position of production was 
paramount. It was being somewhat retarded by, absenteeism, 
partly due. to injury and..sickness. Injuries were increasing, 
important, factors beiñg the amount of new and unskilled 
labour drafted into industry, often working under overcrowded 
and other difficult conditions. There was therefore overloading 
of the casualty and out-patient departments of hospitals in 
industrial areas, which had to carry on with diminished staffs 
and with difficulties in obtaining equipment and materials. 
There was thus a challenge to hospital services and the medical 
profession to see that an adequate service was maintained for 
people in production. Some particular problems were provided 


. by young persons in industry, married. women, and accidents 


at night-time and on Sundays in the factories working then. 
The industrial medical officer had an important function to 
perform, first of all in the general supervision of the conditions 
of work, and of measures designed to prevent ill-health and 
injury, the initial treatment of accidents, the follow-up of 
patients who could stay at work and of those who returned 


. after-treatment and rehabilitation. He was the one person who 


could interpret the. wishes ‘of: the ‘surgeon..because of his 
knowledge of the conditions of work and the types of job 
available. There must be a steady improvement in the initial 
tréatment of injuries. The sepsis rate was’ high, and insufficient 


care was taken of so-called minor injuries. In 1,000 con- 


secutive accidents in one factory he had found that 52% were 
finger injuries only. - - Incapacity rate was great because they 
were not treated with the seriousness due to them. ‘One big 
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problem was to provide an adequate service for the treatment 
of injuries ın small factories which could not have their own 
medical units. In Birmingham, ‘in order to meet that difficulty, 
they had proposed the provision of a travelling surgical unit, 
thus taking the hospital to the factory for the more serious 
injuries, which should be dealt with in the initial stage on the 
spot. 
The Trade Unionist / 

Mr. J. L. SMYTH, speaking from the trade union point of 
view, felt that more should be done to prevent accidents by 
ensuring proper selection of personnel so that people did not 
work on jobs for which they were unfitted. He made a plea 
for a greater understanding of each other’s job as between the 
doctor and the workman. The ignorance of the~doctor about 


working conditions was often responsible for much misunder- ` 


standing, particularly as it referred to certification under the 
Workmen’s Compensation Act. At the same time the work- 
man undoubtedly very often misunderstood the doctor's 
position. The doctor could do much to remove the prejudices 
of the less enlightened, among both employer and employed. 
He felt that the industrial doctor might be handicapped because 
he was himself an employee of the firm. His job, however, 
was to serve the workers, and probably he would himself 
prefer to be altogether independent of the management. Mr. 
Smyth deprecated the controversies arising in the courts 
between the individual worker and employer with lawyers and 
doctors ranged on either side to fight the matter out, which 
gave no satisfaction to anybody. The trade unions were 
delighted to have been associated with the development of 
‘the idea of rehabilitation centres such as had been ‘outlined 
by Mr. Watson-Jones. Those centres already in existence 
had furnished practical demonstration of the value of the idea. 
The T.U.C. had recently given approval to the idea and called 
upon its general council to demand that the Minister of Health 
bring about an intensive development of this service, which 
would include mobile medical units. ‘The compensation bogy 
must be destroyed. He would like to see standardized records 
at all hospitals and the preservation of continuity of treatment, 
and to see doctors in hospitals working closer together in a 
common policy on. behalf of’ the nation with the resources 
of the country behind them. 


i General Discussion 


In the discusgion afterwards Sir WALTER CITRINE remarked 
on the big element of conservatism to be overcome on the 
part of both the medical profession and the workman. He 
felt that there was no place for the consideration of economic 
motives. Their noblest aspiration should be by skill and 
organization, whether in hospital or rehabilitation centre, to 
restore humanity and take away the disability produced by 
accident, Trade unions were willing to co-operate with anyone, 
whether employers or social agencies, if they were imbued 
with those Bigh humanitarian ideals. Mr. G. PERKINS of 
Roehampton emphasized the need for starting the work of 
reconditioning from the initiation of treatment in hospital and 
said that the work should be supervised throughout in both 
hospital and centre by the surgeon.in charge of the case. 


I 


Mr. R. Warson-Jones, of Liverpool said it was just as' 


important to avoid the fear and litigious atmosphere that might 
develop after injury as it was to avoid non-union of a fracture. 
Every fracture surgeon must be more, than a craftsman: he 
must be a psychologist. The newness of the idea of rehabilita- 
tion was only in putting forward the psychological aspect so 
prominently. The British Orthopaedic Association deserved 
credit for its work in promoting fracture clinics and rehabilita- 
tion centres. The latter must not be a counterpart of the old 
massage department of hospitals. They must be geographically 
separate, with the advantages of open ‘air, freedom, and 
separation from the hospital atmosphere. The problem to-day 
was far more than economic or humanitarian. This country 
was at war, and it was vital that every man should be back 
at work. i 

The PRESIDENT emphasized the important part played by 
Sir Robert Jones in the whole development of the idea of 
rehabilitation. It was he who in the last war had insisted 
on the value of active co-operation of mind and limb in the 
restoration of movement in stiff joints and in the restoration 
of, muscle power and carordination. At the workshops at 
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Shepherd’s Bush Sir Robert showed what could be done for 
the reconditioning of the disabled. The tragedy was that so 
much of his teaching in this direction had been allowed to 
slide in so far as it affected the treatment of accident cases 
throughout the country. , \ 5 

In the course of the meeting a series of clinical papers were 
read and demonstrations given at the Harlow Wood Orthopaedic 
and Notti#gham General Hospitals. ` i 

Those who made contributions were Mr. A. M. BIRKETT 
of Nottingham, Mr. R. G. PULVERTAFT of Grimsby, Mr. J. P. 
CAMPBELL of Nottingham, Mr. J. Grocotr of Stoke-on-Trent, 
Mr. J. HARDMAN of Sheffield, Mr. L. H. Morris of Leicester, 
and Mr. S. A. S. MALKIN ‘and Mr. F. Crooxs of Nottingham. 
Interesting groups of cases were demonstrated at both of the 
hospitals. 
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Tuberculosis and Milk 

Sm, —The recommendation of the M.R.C. Committee on 
Tuberculosis (Oct. 10, p. 436) that “ the pasteurization of milk 
should be extended throughout the country, and, where this 
is not practicable, all milk consumed by children should be 
boiled,” has during the past 10 or 12 years been repeatedly 
urged hy the People’s League of Health, the Joint Tuberculosis 
Council, the Royal College of Physicians, and the British 
Medical Association. In spite, however, of this weight of 
authority the advice has had but’a limited application. For 
this failure two reasons may be sugges One is that the 
reports of scientific councils do not much engage popular 
reading; and the other, that the public is misled by such 
alluring titles as ‘‘ clean milk,” “ pure milk,” “ accredited milk,” 
and the like, and does not realize that none of these labels 
affords any protection against the risk of tuberculosis and other 
infections. - ' 

May I repeat the suggestion that where learned corporations 
have failed the individual doctor may readily succeed. Parents 
and the guardians of children, informed by their trusted medical 
advisers of the true position, would develop a public opinion 
that would demand “safe milk ”—that is, “ pasteurized milk ” 
—and the fancy labels of the commercial advertiser would 
lose their unwarranted appeal. Further, in such an educational 
campaign medical practitioners would find a welcome oppor- 
tunity in the „practice of preventive medicine, and would dis- 
charge a responsibility that falls on the medical profession as 
guardian of the public health. What is spoken by trusted 
voices in thousands of homes is likely to` have a wider and 
more immediate effect than many archives. The reward is 
promised in the words of the M.R.C. Committee: “If all 
milk for human consumption were pasteurized it is no exag- 
geration to say that tuberculosis of bovine origin would be 
eliminated.” —I am, etc, «| i 


Hove, 3. C. O. HAWTHORNE. 


` Classification of Nerve Injuries 

Sir,—I am relieved to find that others than Dr. Russell Brain 
and myself feel their sensibilities disturbed by, the neologisms 
that Prof. H. J. Seddon proposes to add to the already florid 
vocabulary of neurology. The subject must soon become totally 
unintelligible to all but those primarily concerned with it if 
this passion for diving into the lexicon is not checked. I will 
not here reiterate all the arguments I have already privately 
potred into Prof. Seddon’s insentient ear against his adoption 
of this set of ill-sounding triplets, though I continue to wonder 
how he does not realize that the illimitable resources of our 
mother tongue are adequate to convey ideas and to state facts 
far more subtle than those presented by nerve injuries. Working 
as he does in Oxford, it is sad that Prof. Seddon is not willing 
to fight for the lost cause of English in medical terminology. 

However, it appears that what seem to him the needs of a 
precise and unequivocal nomenclature require that ‘he shall 
adopt these specimens of tortured Greek, made to serve a 
purpose for which they were never intended, and all I am now 
venturing to ask is how it comes that with standards: so exacting 


` 
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he ‘has allowed himself to adopt: the term “fibrin suture ” 
(Lancet, July 25, p. 87) for the method of sticking together the 
two ends of'a severed nerve by a few-.drops of plasma. 
“Suture ” we all understand to mean stitching, and, the O.E.D.' 
informs me 'that it refers to the “joining the two ends of 
a, severed nerve or tendon by stitches.” “Fibrin suture,” as 


he uses it, might perhaps pass as a rough workaday têrm were - 


it not that Prof. Seddon has burst upon us as a terminological 
purist, ready to affront our`ears and to shame our unfamiliarity 
with ancient Greek in the name of scientific precision. . As I 
““gum suture” my stamp to the envelope that is to carry this 
letter to you, Sir, I wonder how Prof. Seddon will explain 
away his lapse from consistency. But I -suppose that when 
even Homer nods‘another Greek writer may do the same 
without reproach—I am, etc., ` 


London, W 1." F. M. R. WALSHE. ` 


_ Ceush Syndrome at 

: Sœ,— Following the demonstration: of a “ crush-kidney ”* 
syndrome in dogs,’ research of a, similar nature has been 
continued on cats ‘(under nembutal or chloralose anaesthesia), 
during the course of which one ‘fact .of possible practical 
significance has come to light. . +, _ 

If the hind limbs are bound sufficiently tightly with rubber 
tubing to become completely’ ischaemic, as evidenced by re- 
duction of foot temperature, to that.of the surrounding: air, 
sudden release after 3 to 4 hours results in considerable impair- 
ment of renal function. In 11 such animals the average fall in 
creatinine clearance following ‘this procedure was 51% (varying 
from 26 to 78%), although oliguria was prevented by infusion 
of sulphate-saline solution and blood pressure restored with 
gum-saline. In 7 animals in which the tubing was not tied 
sufficiently tightly to, produce this degree of ischaemia. an 
average fall of 24% (varying from 14 to 35%) in: creatinine 
clearance resulted. If, however, the circulation is readmitted 
to such linibs gradually, no appreciable impairment of renal 
function can be observed. In 10 animals treated in, this way 
the average change in creatinine clearance was +1% (varying 
from —9 to +16%). In one other, which was suffering from 
jaundice, a drop in clearance of 33% was noted, and later 
experiments on eviscerated animals suggest that the liver is 
responsible for detoxicating, the blood coming from the 
ischaemic muscles, if sufficient time is allowed. ois 
„ The process of gradual re-establishment of the circulation 
in the limbs is simple in the cat owing to the extreme richness 
of arterial anastomoses. Before untying the limbs, the aorta 
is clamped immediately above the bifurcation—i.e., below the 
lumbar arteries. After half an hour, with occasional gentle 
massage of the limbs, ‘the femoral. artery is clamped as high 
as possible and the aorta released. By this time the thigh 
has warmed up appréciably and the main vessels are full of 
blood. ' After a further half-hour, again with occasional gentle 
massage of the muscles, the femoral artery is released and 
full circulation thus established. Such a procedure is clearly 
out of’ the question in human casualties, but the same end- 
result might well be achieved in suitable cases by less drastic 
means.—I am, etc, gale oy 
(Univermty College, Leatherhead. M. Grace EacLeton, D.Sc. 


i Crush Injury and Anoxia | 

: SR, —In my letter on crush injuries (July 26, 1941, p. 439).I 
cideavoured to establish that, as suggested by Sir/L. Hill (1941), 
the renal characteristics of the “crush syndrome” were due 
to anoxia following traumatic shock. From your columns it 
is evident that the belief is widely held that the crush syndrome 
is due to some obscure and still unidentified toxic derivative 
of crushed or necrotic muscle or tissue. ‘The following con- 
siderations, however, militate strongly against such a belief. 
‘1. According to Bywaters and Beall themselves (1941) the 
renal damage in cases of crush injury, appears early and is 
progressive even though the crushed limb be amputated. 

|2. It is not possible to establish by cross-circulation or other 
methods that the blood of an animal siffering from traumatic 
shock (crushing of the limbs) is toxic (McDowall, 1940). 

"3. The characteristic degeneration of the epithelium of the 
renal tubules in crush injury ıs not found in infarction or 
absorption of blood clot (tissue necrosis). “ 


i Eggleton, Richardson, Schild, and Winton, British Medical Journal, 1942, 2, 392. ' 
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a 4. The renal degeneration met with in crush injury is found 


in cases -of injury where no crushing of muscles has -occurred 
(Mayon-White and Solandt, 1941; Glen, 1941; Young and | 
McMichael, 1941). r 

5.'A condition similar to the renal failure of crush injury 
with: similar degenerative changes in the convoluted tubules is 
found in the anuria of cholera persisting after successful restora- 
tion of the circulation by saline transfusions (Tomb, 1942). 

In addition to the foregaing considerations it is to be observed 
that the fall in blood pressure which often follows the release. 
of a tourniquet from an injured limb is not due to the liberation 
of toxins from the injured area, as is often assumed, but to 


- the sudden enlargement of the vascular bed (McDowall, loc. cit.), 


associated no doubt in many instances with diminished blood 
volume due to incipient shock. : 
Anoxia may be produced, apart from ‘circulatory defects, 


(1) by obstruction to breathing of the normal atmosphere (from 


strangulation, drowning, pneumoñia, asthma, etc.); (2) by 
diminution of the oxygen content of the ‘inspired air (as at 
high altitudes or in respiration chambers), and by its replace- 


' ment by other gases such as CO,, CO, CH,, N,O, etc. ; (3) by 


diminished oxygen-carrying capacity of the blood (a) from the 
replacement of oxyhaemoglobin by methaemoglobin, carboxy- 
haemoglobin; or nitric-oxide haemoglobin, (b) from diminished 
blood volume (as in haemoprhage, collapse from cholera, and 
traumatic shock), (c) from diminished total haemoglobin content 
ofthe blood (as in hypochromic anaemia; haemolysis, and 
pernicious anaemia). In this connexion it is, of special 
significance to note that Bywaters and Beall (loc. cit.) report 
that renal changes very similar to those met with in crush. 


‘injury are found with anuria in cases of haemolysis due to 


incompatible blood transfusion (“transfusion kidney ”). Similar 
degenerative changes of the renal tubular epithelium with 
anuria’are also found in blackwater fever (Manson-Bahr, 1935) 
and in,pernicious anaemia (Leftwich, 1920; Stieglitz, 1924), 
the common factor in all these cases being anoxia due to 
anaemia consequent on haemolysis or defective blood formation. 
—I am, etc., - 

Sydney. J. WALKER TOMB. > 
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Splenectomy in Purpura Haemorrhagica 

SmR,—Dr. Bruce Williamson (Oct. 3,'p. 407% -castigates 
Prof. Witts for his “levity ” in advising splenectomy in purpura 
haemorrhagica. On Dr. Williamson’s own admission he (with 
the late G. A. Sutherland) was responsible for the introduction 
into this country of splenectomy for this condition (1925). In 
1926 in a paper “‘Recent Advances in the Diagnosis and Treat- 
ment of Purpura Haemorrhagica” (Archives of Disease in 


. Childhood, J), he’ states in regard to splenectomy for this 


disease: “The results are so uniformly good that it appears 
to be only a matter of time before this disease is classified es 
curable by splenectomy. The results are comparable with those 
of splenic anaemia and acholuric jaundice.” 

“In 1928 in my monograph Acute Aplastic Anaemia (p. 28) 
the following appears: ' . 


“The disease which bears Werlhof’s name is',really a conglomera- 
tion of diseases which have one condition in common—deficiency of 
platelets. There is only one of these conditions—thrombocytolytic 
purpura—in which splenectomy is indicated, and unless evidence of 
destruction of platelets by the spleen is demonstrable splenectomy 
is contraindicated. Bruce Williamson, in a review of the literature . 
of sixty-five cases of splenectomy for this condition, makes no 
mention of the thrombocytolytic character of the disease, nor does 
he mention the importance of considering the complete blood 
picture before deciding in favour of splenectomy. This is'a serious 
omission in a paper bearing the title ‘Recent Advances in the 
Diagnosis and Treatment of Purpura Haemorrhagica.’ An analysis 
of the deaths amongst the cases cited by him ‘suggests tat the 
culpability of the spleen was not sufficiently established . pfior to 
operation.” . 48 à vo i A 
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During the 16 years which have elapsed since Dr. Williamson 
woreservedly advocated splenectomy as the ideal treatment for 
this diseasesI know of no publication by him in which he 
confesses his conversion to the views expresstd by me in 1928. 
It is hérdly fair of him, therefore, to deal so severely with 
Prof. Witts, who, ın recommending splenectomy in his two cases 
of thrombocytopenia, was supported by the authority of the 
physician who introduced the operation into this: country— 
Dr. Bruce Williamson.—I am, etc., 

`~ A. Hayes Smita, M.D. 


Triehlorethylene as General Anaesthetic 


Sm,—The letter from Drs. Lloyd-Williams and Hewspear 
(Aug. 8, p. 170) recording fibrillation in a patient with non- 
toxic goitre under trilene anaesthesia has stimulated valuable 
comment from two of your readers. At the Royal Free 
Hospital we are constantlyeon the look-out for improvements, 
and it is the policy of the anaesthetic department to follow up 
every constructive suggestion offered to it. We are therefore 
grateful to Dr. Langton Hewer and Dr. Newton Price for their 
letters. May I say a few words in explanation of some of the 
methods we have adopted. 

Intubation: While we are aware of the vagal reflexes which 


. Physiologists have told us can occur when the bronchial mucous 


membrane is insulted, it is possible to say that in more than 
15 years, with an average of between 300 and 400 anaesthetics 
for thyroid operations a year, neither my colleagues nor I have 
seen any evidence of their existence. This may be due to the 
fact that our cases are “cocainized.” It has often been said 
to us- that thyrotoxic cases should not be intubated because 
without endotracheal tubes they can be maintained in a lighter 
plane of anaesthesia. With a moderate degree of cocainization 
and blind intubation this is not true; but because of such 
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suggestions, we have many times, for considerable periods, , 


anaesthetized cases without intubation, only to return (often at 
the surgeon’s request) to the original method. So far as possible 
we use only first-plane anaesthesia, but always with ample 
oxygen ; our experience is that the complete freedom of airway, 
lack of anoxaemia, and good condition of the patient (checked 
in every case by blood-pressure readings) amply justify the 
method. 

Novocain and adrenaline: We aim at a method of true anoci- 
association and regard the effect of the novocain as an 
important part of the anaesthesia. Except in those patients 
whose Goetsch test is positive, we have seldom found that a 
strength of 1/150,000 adrenaline has any effect on the pulse. 
In some cases which we infiltrated with adrenaline without 
novocain ‘the skin incision and dislocation~of the gland often 
produced reflex movement. 

Dr. Newton .Price’s letter raises an interesting point. Pre- 
medication for thyrotoxic patients is always a difficult problem. 
For nearly a year we have been trying chloral hydrate in 
place of the more usual basal narcotics. So far we have used 
it in about 300 cases, and it-seems to be satisfactory. Patients 
come to the theatre awake but in a condition which can best be 
described as “placid? A further communication on this 
subject is intended at a later date.—I am, etc., 


STANLEY ROWBOTHAM, 
Major, R.A.M.C, 


Shock Treatment in Psychiatry 


Sirn,—In your leading article (Oct. 3, p. 397) on shock treat- 
ment in psychiatry you rightly stress the importance of the 
early diagnosis and treatment of schizophrenic and allied 
conditions. 

It appears a pity that shock treatment, like many - other 
modes of treatment which have made a sensational entry into 
the medical world and bave been abused by lay literature and 
press, is in grave danger of being used too indiscriminately, 
and thereby the value and the reputation of this mode of cure 
are liable to suffer: Many cases, unsuccessful because of un- 
suitable selection, will finally lead the practitioner and even 
the mental specialist to regard the treatment as useless, and 
thereby many cases really suitable will be robbed of their only 
chance of recovery. 

I tpink we have to divide all cases suitable for shock treat- 
ment into two groups, the basis of division being the aim 
of the treatment. Shock treatment includes both insulin and 
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convulsion treatment. Group 1 includes early cases of 
schizophrenia treated with some hope of complete recovery, 
or at least of keeping initial and slight symptoms stationary 
for many years. Group 2 includes all cases, early or those 
for which there is little or no hope of recovery or even pro- 
longed remission ; the treatment is purely symptomatic in aim. 

Suitatle for the first group are only very early cases—i.e., 
the treatment is begun within the first year of certification, 
or. preferably at a time when a young person, though not 
yet requiring certification, shows definite signs of introversion 
and a progressively deteriorating schizoid personality: Unfor- 
tunately the present system of certification makes it practically 


impossible to get at these cases early enough, as’ the certifica- 


tion is naturally postponed until the illnéss is far advanced, 
and hardly anybody can be persuaded to enter a mental 
hospital for early treatment, even voluntary, in such early 
stages of the disease because of the stigma still attached te 
these places. It is therefore high time that general hospitals 


` should open wards for the treatment of such early cases and 


not only dispensaries and observation wards. Such patients 
could then undergo successful treatment without being stigma- 
tized for the remainder of their life. v 

In the selection of these cases it is important to consider 
the type of illness, the best prognosis being in ‘acute katatonic 
cases with no family history and no background of mental 
Ceficiency. Gradually developing hebephrenics, unless treated 
very early, show little recovery. Many cases of confusional 
excitement which are actually incipient schizophrenics have 
á very good prognosis, and the argument of some critics that 
one will treat thereby many cases which would have recovered 
also spontaneously ıs not valid, because ceyen‘a few:zcases of 
schizophrenia thus nipped in ‘the -bud will mean much lo 
humanity. 

As to the setond group, it will have to be explained to the 
relatives that a complete cure is not hoped for But the patient 
will show some improvement. Some cases of acute katatonic 
excitement may thus be brought to rest, stuporous patients 
often become more amenable to nursing; and patients refusing 
their food will soon eat spontaneously. I would include in 
this group all advanced melancholics and -involutional melan- 
cholics, which, though not schizophrenic, are often treated 
by convulsions. The results are in these cases usually only 
symptomatic. _ 

It seems to me that these points must be kept in mind when 
selecting cases for shock treatment, and much disappointment 
will thereby be avoided.—I am, etc., 


Abergavenny - K. A. GRAF. 


Sulphonamide Sunlight Eruptions 
Sm,—I read with interest the article on sulphonamide sunlight 


_eruptions by Capts. R. G. Park and W. M. Platts (Sept. 12, 


p. 308). I feel, however, that some at least of their cases are 
capable of a different explanation from that given. After any 
considerable sunburning of the skin the capillaries of the sun- 
burnt,areas tend to dilate more readily than those of normal 
areas, even after the obvious signs of sunburning have dis- 
appeared. This undue reactivity of the capillaries shows up 
whenever the patient develops a widespread erythema, which 
will be more obvious on the previously sunburnt parts, and 
it can easily be demonstrated by a hot bath. I therefore suggest 
that some of the cases recorded are not due to a true actinic 
sensitization but are merely an ordinary sulphonamide rash 
appearing most conspicuously on areas previously affected by 
the sun. I make this suggestion for the following reasons. The 
eruption usually appeared about the eighth to the tenth day, 
the usual time for an ordinary sulphonamide rash; in many.» 
cases unexposed parts were also involved, which is very un- 
common in actinic dermatitis; some patients developed the 
rash even though they were not exposed to‘the sun after taking 
the drug ; the sensitivity disappeared in two to four days, which 
1s more rapid than in other types of actinic dermatitis such 
as that from eosin. 

While fully admitting the possibility of sensitization of the 
skin by sulphonamides, I fee] the diagnosis should only be made 
after due regard to these considerations lest these drugs gain 
an undeserved evil reputation—I am, etc., ` 


F. F. HELLIER, 


Mayor, R A.M.C. 
D i 
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Nomenclature of Night-blindness’ 
Sm,—We must all feel grateful to Dr. John Ware for his 


' historical and‘ classical contribution (Oct. 3, p. 409). His 


suggestion of ‘“nyctamaurosis” and “ nyctainblyopia ” is 
reasonable if- it is really necessary to have two substantives 
to indicate different degrees of blindness ; but “ complete” and 

“ partial ” seem to fill the bill pretty well. ‘My preference for 

“ nyctamaurosis ” over “ nyctamauroma ” is based on the desire 
for consistency, (or even logic) with its lightening of the tax 
on our memories. However it may have:been"in old times, 
it is indisputable that for many years past new words ending 
oma”: have all indicated a tumour, either of a definite 
character or in a definite situation ; their name is legion. On 
the other hand, whenever we have wished to indicate a process, 
general condition, gr ir infestation we have invariably applied 
the termination “ osis the ‘most up-to-date example is, .I 
think, “ avitaminosis.” ii is true that there are a few “omas ” 
omata ”) which are not indicative of tumour formation, 
-but they are so few that they can be easily remembered as 
exceptions:to the rule. Why tax our memories with another 
exception nd perhaps more to follow) when by playing the 
game accoyding to the modern rules we could’ play it ‘almost 
wifh our eyes shut?—I am, etc.,. 


Ambleside - $ REA PRICE WILLIAMS. 


` 


Sm,—It Would almost seem, that.some telepathic influences 


„have beenfat work, for Dr. John Ware (Oct. 3, p. 409) has 


` travelled along the same mental path that I have trod, even 


se of vision without, qualification ” 


to realizing more fully that our English language is far from 
being absolute. Purblind, nearly blind, ‘short-sighted: (orig.) 
wholly blind, is an excellént example. Dr. Ware goes the 


length of agreeing with me that oma may indicate something 
concrete or it may not, 


` “ Nyctalopia ” and “ hemeralopia ” we unanimously abandon, 
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T we reach different destinations. To reach his he is willing ` 


uta new meaning into: the established words “ amaurosis ” 

amblyopia,” the former meaning for him “ complete loss 
; the latter, “partial loss of 

In other words, we are asked 


vision “without. ualification.” 


‘to put néw wine into old bottles. If we attempt this the 


bottles will. break and the wine run out. I prefer to use two 
new words; “nyctamuria ” and “ nyctamauroma,” 
so I put:new wine into new bottles and both shall be 


z preserved.—I am, etc., 


FRANcIs E. PRESTON. 


Sedimentin Index and Sedimentation Rate 
Sr, —May a bard-worked general practitioner raise his: small 
voice in this controversy? Dr. P. Edwards and Mr. L. J. Cuttrill, 
writing from Market Drayton Sanatorium (Sept. 26, p. 379), 


London, W.1. 


, have stated ex cathedra that “ any test should be.*as simple 


. it isn’t true. 


as Possible’ ‘and give the maximum of reliable informa- 
tion”; the more I study this statement the less sense can 
I make of it. I think I know what they mean; but even 80, 
From what little I have seen of sanatorium 
practice I have long since come to the conclusion that in the 


- world of tuberculosis tests, which began life by being simple, 


í _ now involves in addition lengthy and careful screening of each, 


~ 


tend with the increase of knowledge and experience to become 
mọre complex in technique. For example: (1) Temperature- 
taking ceases to be a matter of thrusting a thermometer under 
the tongue for a roughly guessed minute (or, simpler still, of 
Taying the hand upon the -brow), and becomes a ritual wherein 
the patient lies completely relaxed for half an hour before 
warming the . thermometer for two minutes in his rectum. 
(2) X-ray examination ceases to be a matter of snapshots, and 


area of the lung field and mediastinum with the’ patient twisting 
„this way and that. To make it more effective the radiologist 


, has to spend some valuable time beforehand in the -dark in 


- order to` accommodate his eyesight. 


(3) Sputum examination, 
too, it seems, is no longer entirely a matter of a stained ‘smear, 
but involves concentration, culture, and animal inoculation. 
will refrain from drawing the obvious conclusion, and merely 
condole with ‘all sanatorium - physicians (especially those at 


.. Market Drayton) that so much of their leisure should be 


encroached upon by these time-consuming “ refinements.” 
May I now presume to contribute my personal experience of 
the, blood sedimentation test from the G.P.’s point of view? 


for in‘ doing, + 


Do 


‘of the suffering patient. 
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“I started determining sedimentin indices in general practice just 
over a year ago, and soon found not only that the information 
I derived from them was more useful than that given by the 
Westergren readings, but also that the procedure was actually 
less bother’ You see, neither J nor my dispenser could be 
guaranteed not to forget—or, if we remembered, not to be 
‘otherwise involved—when the exact moments came round to take 
the hour-readings ; whereas with the rack of six tubes on my 
(or her) desk it is the simplest matter to note the different 
“ falls ” every ten or fifteen minutes between, and even during, 
consultations. On my round of visits I have on the car floor 
the rack of bloods taken from bed patients,.so I can note and 
record the “falls” every time I stop the car, and again just 
‘before I proceed on my way. This takes less than twenty 
seconds ; I know because I’ve timed it. I can’t help feehng 
that Dr. Clarke Penman (also writing from Market Drayton) 
is exaggerating when -he complains that it takes five times as 
long as the Westergren reading$ and that the observer cannot 
“settle to any other work.” Why, with my own eyes I have 
seen a sanatorium physician with his rack of tubes in the 
operating théatre, taking readings between refilling his patients’ 
A.P.s. No. The chief obstacle to index. determination, I think, 
is having to look up the logarithm of a number in a book of 
log tables. So many of us have forgotten how to do it, and 
so few have the meekness to ask our children. 

By- means of the sedimentin index it would seem, although 
I may be mistaken, that not only can one ascertain whether 
a patient is suffering from a destructive disease process, but 
that one can measure (in a new sort of way) how ill it is making 
him. A series of weekly or monthly determinations reveals 
the patient’s rate of progress, and enables one to forecast with 
some accuracy how long it will take him to get well again— 
if he continues’to progress at the same rate. It also shows 
you whether your treatment is making the slightest difference 
to his rate of progress. This information is not revealed by 
the first-hour Westergren technique—or even the second-hour. 
But of course I should no more dream of bringing the 
Westergren technique into disrepute than I would the taking 
of mouth temperatures or x-ray snapshots. And no Jess.— 
I am, etc., 

Norfolk. 


. 
y 


RURAL PRACTITIONER. 


“ Silent ” Sinusitis 

Sin,—Mr. Edward D. D. Davis (Oct. 10, p. 441) states that 
siius disease as a cause of visual disturbances is very rare, and 
then quotes 54 cases of retrobulbar neuritis of which only 5 
(or 9% of the total) were, in his opinion, of nasal origin. These 
figures suggést. to me that sinusitis should be classed as a 
common cause of retrobulbar neuritis, not as a very rare cause. 

Mr. Davis then goes on to make the extraordinary statement 
that to the honest rhinologist silent sinusitis does not exist. 
If by silent sinusitis Mr.. Davis means the type 8f infective and 
allergic origin to which I referred in my letter (Aug. 22, p. 230), 
then I resent very much his implication, not in its application 
to myself, as I am not'a rhinologist, but in the application to 
several of my rhinologist friends, -who,,even if they do differ 
in their views from Mr. Davis, could never be anything else 
but honest. Dr., W. Edwards (p. 441) remarks that the proof 
of the pudding i is in the eating, and if silent sinusitis does not 
in ‘point of fact exist, how does Mr. Davis explain the fact 
that every case of migraine which J have treated bas been 
considerably improved, if not in fact cured, by ephedrine re- 
placements?—and this applies to many cases which have been 
investigated, with negative Anes by rhinologists.—I am, etc., 

Alderley Edge, Cheshire. J. J}. CRAIG. 


Sm,—The letters of Mr. Terence Cawthorne and Mr. 
Edward Davis lead one to think that they view the success 
of the practice of medicine, only- from the ‘point of view 
It is incredible that consultants can 
be so far out of touch with the times in which we live. Even 
in Hogarth’s time it was said: “The ancients tried to make 
medicine an art and failed; the moderns have tried to make 
it a trade, and succeeded.” 

* Recently I took under my care a case of certified insanity, 
within seven days of the time when the patient was to undergo 
two operations for silent’ sinusitis, each operation ecarrying a 
surgeon's fee of 100 guineas. The patient had never at any 


i 


498 Ocr. 24, 1942 





‘time had signs or symptoms of sinusitis. Transillumination, 
radiographic examination, and culture of antral wash-outs gave 
negative results. The surgeon who had advised the operation 
further stated that it was typical of such cases of silent sinusitis 
that no alteration was to be found in either the B'S.R. or the 
differential white cell count. , This disease, though insidious, 
is apparently diagnosed with ease by the typical absence of all 
evidence of disease in the sinuses. ‘ 

The patient made a complete recovery. without surgical inter- 
ference, which, however fortunate for the patent, might be 
regarded as less fortunate for the surgeon. Certain organic 
nervous diseases, abnormal mental states, rheumatic conditions, 
and pulmonary diseases, to mention but a few are typically 
remittent in their course, and obviously offer a fruitful field 
for the invocation of treatment for silent sinusitis—I am, etc., 

London, S.E.24 os KENNETH MCFADYEAN. 


Sm,—Mr. Terence Cawthorrte (Sept. 26, p. 379) appears to 
want to minimize the value of the communications made by 
Dr. Rosa Ford and Dr. J. J. Craig. No one wishes to operate 
on healthy nasal accessory sinuses, but his letter’ conveys the 
suggestion that these two workers have done so. Perhaps 
Mr. Cawthorne would describe the radiological evidence which 
he considers sufficient on which to class sphenoidal and 
ethmoidal sinuses as healthy or diseased. Would he require 
proof puncture also in the case of these sinuses; if so, what 
method does he consider sufficient to demonstrate disease in 
these sinuses?—I am, etc., | P 

Powick, Worcester 


Sır, —I find Miss Rosa Ford (Oct. 10, p. 441) crossing swords 
with Mr. Terence Cawthorne over his criticism of slack 
diagnosis of sinusitis, We are asked to alter our canons of 
paranasal diagnosis on the evidence of two cases, now some- 
what hoary. In the face of this evidence it is surely pertinent 
to ask why we should alter our customs. It is my view that 
the so-called evidence contained in these cases amounts to no 
more than evidence of loose thinking.—I am, etc., 


_ Newcastle-upon-Tyne F. McGuckn. 


Srr,—Long experience has taught me the truth of Mr. E.D D 
Davis's statement that for the rhinologist “silent sinusitis” 
does not exist. In the two cases of which I gave details in 
the Journal (Aug. 1, p. 128) “silent sinusitis” did not exist for 
any of the four rhinologists concerned. In consequence both 
patients were obliged to suffer desperately from headaches for 
at least 7 years. Such helpless suffering 1s very prevalent, and 
would be quite needless if the silence in which sinusitis can 
wrap itself could be broken, either by such means as Mr., Davis 
advocates or by those I have suggested, which seem to me 
sımpler and more widely applicable.—I am, etc., j 

London, W 1 Rosa Forp. 


** This coftespondence is now closed.—Ep., B.MJ. 


H. F. Fenton. 


“ Female Circumcision ” among the Kikuyu 

"S, —“ Female circumcision ” as it exists among the Kikuyu 
(Kenya) is an operation which varies in severity, some sections 
of the tribe practising a more drastic form than others. The 
following is a generally accepted description.of the “ major” 
operation: 4 

“ It involves the removal of not only the clitoms, but also of the 
labia minora and half of the labia majora, together with the sur- 
rounding tissue, resulting in the permanent mutilation affecting the 
woman’s natural functions in micturition, menstruation, and par- 
turition, with disastrous results not only to the birth rate, but also 
to the physique and vitality of the tribe.” 

The so-called “minor” operation is that of clitoridectomy, 
now adopted by some sections of the tribe as the result of 
advice and pressure from Government. The missionaries, 
many of whom are medical men, and nurses have spoken of 
“the sexual mutilation of women” as being a more correct 
term than “circumcision.” Besides the severity of the 
operation, and its effects—physical and psychological—on the 
girls at puberty, bleeding is often profuse at the time of opera- 
tion and sometimes leads to death. There is always extreme 
inflammation and extensive cicatrization of the parts affected. 
Afterwards, normal menstruation is interfered with and some- 
' times coitmen prevented. It is significant of the frequency of 
this resuy’ that the Kikuyu have a special word to denote 
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it—“ nduri.” ` Plastic operation to relieve this condition is ef 
frequent occurrence in mission hospitals. The most disastrous 
results of the operation occur at times of childbirth, especially 
with primiparae. Labour is always delayed and mother or 
child, or both, often die in consequence of the unfavourable 
conditions caused by the operation. When ‘mission hospitals 
were: establfshed it was found necessary to make incisions, 
sometimes several, in order to enable a child to be born. 

As the result of a strong stand taken by some of the missions 
working among the Kikuyu from 1916 on; many Christian girls 
are now saved from this operation, and thus in certain areas 
the custom is becoming a thing of the past.—I am, etc., 


Dunbog, Newburgh, Fife Jonn W. ARTHUR, M.D. 


Woman-power and Maternity 

Sm,—lI should like to draw attention to the fact that in your 
report of the National Conference on Maternity and Child 
Welfare (Oct. 3, p. 404) reference is made to maternity legisla- 
tion in Germany and Japan, while the notable achievements 
of our Soviet ally in this respect are completely ignored. We 
can find much assistance ın the solution of the problems of 
woman-power ‘and maternity by reference to the special 
measures which have enabled the women of Soviet Russia 
to play such a large part in the development and in the defence 
of their country. 

Every pregnant mother-in the Soviet Union in peacetime 
is entitled to a minimum of 56 days’ maternity leave before 
and after confinement (reduced to 36 days before and 28 days 
after during the war). This ıs extended to cover half-hour 
periods every 3} hours during the nursing period, and sub- 
sequently such time as may be authorized by the child’s doctor 
in respect of any illness on the part of the child. Maternity 
leave is on full pay, and these extensions of maternity leave 
entail.no deduction from the mother’s normal salary. Further- 
more, on registering at an ante-natal clinic she is entitled to 
various privileges, such as transference to lighter work if she 
is on heavy work, and exemption from any night work. Pro- 
duction of her ante-natal card also ensures an expectant mother 
priority in other spheres, such as shopping and transport. 

These are the special provisions of immediate interest to 
us in the welfare of the pregnant woman in industry and the 
essential services. There are many others, and those who are 
interested will find a more detailed account of maternity legisla- 
tion and the work of the scientific institutes for the protection 
of mother and child in Prof. Sigerist’s book Socialized Medicine 
in the Soviet Union.—I am, etc., } 

Southall JOAN K. MCMICHAEL. 


Medical Planning Now , 

Sir,—Owing to wartime difficulties the proceedings of the 
A.R.M. have been reported rather briefly, and as the result 
I believe certain important points which greatly impressed the 
meeting have been lost sight of. 

I had previously believed that we would serve our colleagues 
in the Services best by making no changes in their absence 
and arriving at no final decisions until they return. And 
this has been the view expressed from time to time by corre- 
spondents in the Journal, who feel that we ought to safeguard 
the interests and future of our absent colleagues. . But at the 
A.R.M. a most striking speech was delivered by a member 
who stated that he was in the Services, having left his practice 
to join up. He said that he had taken advantage of a period 
of leave to attend the A.R.M. I regret I do not remember 
his name, but from the brief summary in the Supplement of 
Sept. 19 (p. 31) I think it may have been Dr. W. E. Dornan 
of Sheffield. He appeared to have no illusions about politicians. 
He urged us on behalf of those absent in the Services to make 
our plans now, and carry them into effect while our bargaining 
power was high and before over 10,000 doctors were suddenly 
thrown on the labour market by post-war demobilization, 
thereby practically. destroying our bargaining power, a situation 


- he expected the politicians to exploit to the full. 


I had not realized this obvious danger, and I feel sure that 
many doctors do not fully appreciate it. Therefore it seems 
to me advisable that the fullest publicity within the profession 
should be given to pointing out this risk, in order that measures 
may be adopted to prevent it.—I am, etc., 

Hove. y x 


H. J. McCurrica. 








Post-war Planning and Winning the War 

Sir,—Your issue of April 11 has just reached me and I have 
read the letter of Mr. R. Watson-Jones with interest. Surely 
he is right in suggesting that too much time may be spent 
now in discussing the post-war organization of medicine. Is 
it not better for the profession to concentrate on maintaining 
and increasing our war effort? And is it not alsogclear that 
any new arrangements should only comé into existence when 
those of us now abroad have had time to come home, look 
round, and give our considered opinions in a calmer atmosphere 
than is now possible? The profession has had many unfortunate 
experiences of high-handed and arbitrary action by Government. 
The liveliest resentment will be felt if, on our return home, 
we are presented with a professional situation we dislike and 
in the shaping of which we have had no voice. 

I suggest that the B.M,A. should secure’a pledge from the 
Ministry of Health that no major changes affecting our liveli- 
hood will be allowed until most of us serving temporarily with 
the Forces abroad have been able to return home and look 
round. After all, we are supposedly fighting for a charter 
which is to free mankind (doctors included) from arbitrary 
action by the State or any other powerful authority. Having 
seen hospitals used as vote-catching machines I would urge 
that politicians be given no control in any future scheme. They 
are the last to remember that in a properly conducted profession 
or service those in control should extend their loyalty to the 
subordinates below—without which no proper loyalty to those 
at the top is possible-—I am, etc., : P 

: G. C. PETHER, ~ 
T/Major, R.A.M.C., Middle East Forces. 
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UNIVERSITY OF CAMBRIDGE 


On Friday, Nov. 13, Prof. Major Greenwood, F.R.S., will give a 
lecture on “ Origins of the Scientific Study of Population,” and on 
Friday, Nov. 27, Dr. H. P. Bayon will lecture’on “ Disease as a 
Determining Factor in War.” “Both will be delivered in the lecture 
theatre at the Arts School at 8.30.p.m., and they are open without 
fee to all members of Cambridge or London Universities or of 
Girton or Newnham Colleges. 

At a Congregation held on Oct. 1 Dr. J. A. Venn, President of 
Queen’s College, resigned the post of Vice-Chancellor and was 
readmitted for the year 1942-3. In the course of his address 
reviewing events of the past academic year Dx, Venn announced that 
the Rockefeller Foundation had again continued its grant of £1,200 
for research in cellular physiology at the Molteno Institute, and 
is providing £450 a year for a research grant for Dr. Joseph 
Needham. Mentioning the bestowal of the Order of Merit upon 
Prof. E. D. Adrian, he said that this reflected the importance of 
work recently undertaken for the nation. In addition to 15 vacant 
Chairs there are now 16 Professors, together with 3 Readers, absent 
on national service, and out of 370 university lecturers and demon- 
strators only 143 remain in Cambridge. Several of the former 
holders of professorships have consented to remain in charge of 
their departments for the time being. 

The Final M.B. Examination will begin in the present term on 
Monday, Dec. 7, a day earlier than is prescribed by Ordinance, the 
written examination for Part I being held that day and for Part II 
on Dec. 8 and 9, Names of candidates for the M.Chir. Examina- 
tion should be sent to the Registrary by Dec. 29; the examination 
begins on Feb. 16. 


UNIVERSITY OF SHEFFIELD 


The following candidates have been approved at the examination 
indicated : 
Finat_ M.B., Cu.B.—Parts II and I1: H. M. A. Ansari, Josephine Hall, 


J. D. H. Linfoot, E. R. Monypenny, Ethel M. Spedding, R. L. N. Stewart, 
Joan Williams. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a quarterly meeting of the Council, held on Oct. 8, with Sir 
Alfred Webb-Johnson, President, in the chair, it was decided to 
increase the membership of the Court of Examiners from 17 to 20. 
The Council decided to offer the use of the library as a meeting 
place for Canadian and American medical officers. 

. Mr. A. J. Graham was nominated as the fiftieth Jenks Scholar. A 
Leverhulme Scholarship was awarded to F. K. Sanders, M.A., 
D.Phil.Oxon, for a year from Sept. 30. Subject of research : 
Problems connected with-the repair of peripheral nerve injuries, 





Dr. Douglas E. Lea was nominated for reappointment as a Prophit 
Student for 1943 and Dr. Lilian Helena Walter was nominated for 
appointment as a Prophit Student as from Aug. 18, both for cancer * 
research. Dr. Geoffrey Bourne ;has been reappointed a Mackenzie 
Mackinnon Research Fellow for a second year from Oct. 1. A vote 
of thanks was accorded the trustees of the Powell-Cottqa Museum 


_ for a generous donation of comparative osteological material given 


as a token of sympathy with the College in the disaster to the 
museum. The general annual report and the scientific report on 
the Museum and Research Laboratories were approved and copies 
will be sent to such Fellows and Members as apply for them. 
Diplomas of Membership were granted to T. D. Kellock, H. G. 
McQuade, ‘J. R. K. Preedy, D. S. Short, Edith M. Waterhouse, 
J. F. R. Withycombe. . 
Diplomas in Child Health were granted, jointly with the Royal 
College of Physicians of London, to the following candidates : 


A. P. Bentall, E. Emanuel, E. G. Fox, J. F. Galpine, Aitolia Georgiadis, 
Margaret E. Harker, D. C. Jackson, Elizabeth B. S. Scobbie, Vera Settle. 
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F. G. CHANDLER, M.D., F.R.C.P. 


We regret to annoupce the death on Oct. 8 of Dr. F. G. 
Chandler, physician to St. Bartholomew’s Hospital and senior 
physician to the London Chest Hospital, Victoria Park, E. 

Frederick George Chandler was born at Sutton, Surrey, on 
July 25, #885, and from the Leys School entered Jesus College, 
Cambridge, with a scholarship and gained first-class honours 
in the Natural Sciences Tripos a 
of 1908. He went on to St. 
Bartholomew’s Hospital, took 
the English Conjoint Diplomas 
in 1911, and the M.B. and 
B.Ch. degrees a year later. For 
his Cambridge M.D. thesis in | 
1917, he won the Raymond ' 
Horton-Smith prize. After | | 
holding a house-physiciancy at 
Bart’s he was appointed medical | 
registrar at the London Hos- | 
pital in 1913, but was seconded | 
from this post.during the last | 
war, when he served with a 
temporary commission in the | 
R.A.M.C. as regimental medical ; | 
officer to the 2nd Argyll and | 
Sutherland Highlanders, and | 
later as medical specialist at a SS. E = 
casualty clearing station. On [Press Portrait Bureau 
returning to civil practice in 1919 he took the M.R.C.P. and 
was elected to the visiting staff of the Victoria Park Hospital, 
where he did excellent work, and after two years as casualty 
physician at Bart’s he became assistant physician and medical 
tutor at Charing Cross Hospital. He was elected F.R.C.P. in 
1925. Chandler’s promotion was rapid at Charing Cross, but 
about twelve years ago a vacancy occurred at St. Bartholomew’s 
and he was elected assistant physician. He was also on the 
consulting staff of King Edward VII Sanatorium and of the 
Hospital for Tropical Diseases. His book, written jointly with 
Dr. W. Burton Wood, on Lipiodol in the Diagnosis of Thoracic 
Disease, appeared in 1928. 

Chandler joined the British Medical Association in 1923 
and was a member of the Consultants Board at headquarters 
for the past ten years. He held office as honorary secretary 
of the Section of Medicine when the Association met at Bath 
in 1925, as vice-president of the Section of Public Health 
(including tuberculosis) at Bournemouth in 1934, and as vice- 
president of the Section of Tuberculésis at Plymouth in 1938. 
He was an enthusiastic worker, with varied interests outside his 
profession, including music and botany. 





Sir PERCIVAL H.-S. HARTLEY sends the following appreciation : 


By the death of Dr. Frederick Chandler the profession of 
medicine loses one whom it can ill spare, for he was a man of 
high principles and wide culture, one who had already made 
his mark in his profession, and would have attained even higher 
eminence had he been spared. A glassical scholar $f Jesus 
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College, Cambridge, he afterwards entered St. Bartholomew's 
Hospital, becoming later my -house-physician and proving one 

of the very best with whom it has been my privilege to work. 
There being no immediate vacancy in prospect at St. Bartholo- 
mew’s he became medical registrar at the London Hospital, and 
then assistant physician. at Charing Cross, but was-later recalled 
to his “Alma Mater”. and appointed assistant physician and 
later physician to St. Bartholomew's. Meanwhile he had made 
his reputation at the Victoria Park Hospital as a physician 
skilled in chest diseases, and was one of the pioneers in England 
of the delicate operation of dividing the pleural adhesions which 
prevent the full efficacy of an artificial pneumothorax, thus 
greatly increasing its value. For his eminence in chest work 
he was appointed—with the approval of H.M. the King-—-one 
of the consulting physicians of the King Edward VH Sana- 
torium, Midhurst. Here he did valuable work, rapidly endear- 
ing himself to his colleagues by his devotion to duty and 
charming personality, He was in middle life, and in the hey- 
day of his success, when he suddenly, a few months ago, found 
himself smitten by a mortal disease. But with the utmost 
fortitude and Christian resign3tion he accepted the position and 
with cheerful courage continued to receive his friends, never 
once allowing himself a single word of complaint. He passed 
away peacefully at his home at Newdigate. Surrey. Of his 
happy family life, and the deep devotion and courage of his 
wife, who nursed him tenderly to the end, it is not for me to 
speak: But the hearts of all who knew him go’ out to her and 
their children in their sorrow and distress. Men like Dr. 
Chandler, followers of St. Luke in the highest and best sense, 
our profession can ill afford to lose, and it is with emotion and 
heartfelt sorrow that we say farewell. 


ROBERT CECIL ROBERTSON, M.C., M.D. 


News has been received of the death in Hong Kong on 
August 4 of Robert Cecil Robertson, professor of pathology 
and bacteriology at Hong Kong University. Dr. Robertson was 
born in 1890 at Kilmarnock, and entered Glasgow University, 
graduating in medicine just before the outbreak of the last 
war, He served with the R.A.M.C. during that war and gained 
the Military Cross. Afterwards he resumed his medical studies, 
and in 1919 took the M.R.C.P.Ed. and the D.P.H., in 1920 the 
F.R.EPS., and a year Idter the M.D.Glasg., with com- 
mendations. 

Robertson chose a career in the Far East, and for many years 
was a member of the staff of the Henry Lester Research 
Institute in Shanghai, serving as head of the Division of 
Pathology. He was also assistant pathologist to the Shanghai 

` Health Department. His appointment to the chair at the 
‘University of Hong Kong was quite recent; he took up his 
work there only in 1940, and his brief tenure was thus an 
adventurous and troubled one owing to the spread of the war 
in ‘the Far East and the occupation of the colony. He was 
exactly the type of man to represent Great Britain in that part 
of the world—a man of boundless physical and moral courage, 
a keen humanitarian, and a vigorous champion of the cause 

` of the ChinéSe, among whom he had hosts of friends. He was 
robust in the expression of his views and strove zealously to 
improve the hygiene of the Chinese populations. He served 

as commissioner of the League of Nations anti-epidemic. unit 
No.2, which made health surveys in China, and in that 
capacity carried out some important missions. His epidemio- 
logical ‘survey in 1939, when he tackled the difficulties of the 
Burma Road and presented a valuable report to the League 
Commission, is specially notable. He distinguished himself 
greatly in the rescue and rehabilitation work following the 
Yangtze floods in 1931. In August, 1937, when the Chinese 
attacked the Japanese flagship at Shanghai and bombs fell 
disastrously in the International Settlement, Robertson was 
officially reported among the 2,000 dead, but the anxiety of 
his relatives in this country was presently relieved by a laconic 
cablegram from him bearing the single word “unharmed.” 
He contributed occasional papers to the specialist medical 
journals, in particular studies on the bacteriology and treatment 
of fevers in Shanghai. Unfortunately, his acceptance of the 
position in Hong Kong, where in other circumstances he might 
have done a very great work, was followed almost immediately 
by a breakdown in health, and in 1940, owing to continued 
_ illness, he ceased to belong to the Reserve of Officers. He 
was a member of the B.M.A. from 1917 until 1942. 

In the off times of a very active career Robertson turned to 
the pai&ting of pictures,.in which his wife, a Scottish lady, 


also-excelied. A picture of his painted in Shanghai was hung 
in the Royal Academy in 1937. He was also an accomplished 
photographer and an ardent scientist in many directions apart 
from those which constituted ‘his. lifework. 


JOHN WALTER CARR, C.B.E., M.D.. 

F.R.CP., F.RCS, i 
Dr. J. Water Carr, for many years a well-known physician in 
London, died on Sept. 29 at Hampstead. He was a Londoner 
by birth and education, and in London he spent the whole 
of his professional career. He entered University College and 
Hospital for his medical training, qualifying in 1884, and taking 
his M.B., B.S.Lond. with first-class honours in medicine, 
obstetric medicine, and surgery. In 1887 he proceeded M.D., 
and became a Fellow of the Royal College of Surgeons in the 
same year. His principal hospital association was with the 
Royal Free, where he was for many years physician, and, after 
his retirement from the active staff, consulting physician. He 
was also lecturer in medicine to the London School of Medicine 
for Women, which is associated with that hospital, Another 
institution he served with great devotion was the Victoria 
Hospital for Children at Chelsea. 

Dr. Carr, who became Fellow of the Royal College of 
Physicians of London in 1901, served the college in many 
capacities—as a member of its council, an examiner, and, in 
1926-7, as censor—and he attended Comitias up to the 
present year. He was also examiner in medicine to the 
University of Birmingham and the Society of Apothecaries. 
For a number of years he was a prominent member. of the 
Medical Society of London, and in 1928 was. elected. its 
president. He kad also been president of the Clinical Section 
of the Royal Society of Medicine. In all these capacities and 
others he gained the esteem and regard of his professional 
colleagues to an unusual extent. Forty years ago he published, 
jointly with three colleagues (T. Pickering Pick, Alban Doran, 
and A. Duncan), The Practitioner's Guide, and in 1916, when 
he himself was in the middle fifties, he wrote a book entitled 
How to Live Long, and verified its precepts by living for another 
quarter of. a.century ; he was in his eighty-first year. Apart 
from these, he wrote numerous „papers: on medical subjects, . 
particularly articles in various textbooks on tuberculosis and 
diseases of the pleura and mediastinum. ee 

In 1920 he was made Commander of the Order of the British 
Empire, and in 1929 he had the unusual honour for a medical 
man of being elected Master of the Haberdashers Company, 
which stands high in precedence among the great City guilds. 
Dr. Carr retired from active practice several years ago, but 
he continued to live in London, and followed his favourite 
recreations—walking and travelling. His wife died in 1937, and 
he is survived by a son and three daughters. 
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The D.S.C. has been awarded to Temp. Surg. Lieut. G, 
MacBain, R.N.V.R., for courage and devotion to duty in. North 
Russian waters, and to Temp. Surg. Lieut. A. W. Clark, 
R.C.N.V.R., for bravery, endurance, and devotion to duty in 
action against the enemy in the Mediterranean. 

Temp. Surg. Lieuts. D. R. Barry and S. G. Hamilton, 
R.N.V.R., have been mentioned in dispatches for bravery, 
endurance, and devotion to duty in action against, the enemy 
in the Mediterranean and for great bravery and devotion to 
duty when H.M.S. Prince of Wales and H.M.S. Repulse were 
sunk by Japanese aircraft respectively. 


CASUALTIES IN THE MEDICAL SERVICES 


_ Acting Lieut.-Col. Cornetrus McGratu, R.A.M.C., who is 
included as “ died ” in an Army Council Casualty List published 
on Oct. 1, graduated M.B., B.Ch., B.A.O. of the National 
University of Ireland in 1936. He immediately entered the 
R.A.M.C., was promoted capt. a year later, and recently became 
major. > f 

Major, James Grant Morrin, R.A.M.C., is included as 
“died ” in an Army Council Casualty List published on Oct. 1. 
Educated at St. Mungo and Anderson Colleges, Glasgow, he 
took the Scottish triple qualification in 1912, and served in the 
R.A.M.C. in France in the war of 1914-18, attaining the rank 
of capt. After demobilization he séttled in practice in Lambeth 
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. in 1922 and represented his constituency at the Annual Repre- he was principal medical officer of the National Rifle Associa- 
sentative Meetings of the B.M.A: at Belfast in 1937 and tion from_1908 to 1914 and was in medical charge of the 
_ Plymouth in 1938 and.was honorary secretary of the Lambeth Wembley, Exhibition. Early in the century he served for gome 
and Southwark Division in 1938-9. On the outbreak of the years as surgeon major in the Scots Guards. He was granted 
present war he was immediately recalled for service. many well-deserved honours: C.B. in 1915; C.M.G. in 1918; 
Major DOUGLAS JAMES STIRLING ARMSTRONG, R.A.M.C., has K.C.B. ın 1925; K.C.V.O. in 1931; Honorary Susgeon to the 
died on active service in Malta. He was educated ‘at the . King in 1923.. He also held the French Croix de Guerre and 
University of Glasgow, where he took the degr@es of B.Sc, ‘the Belgian Order of King Leopold. He was president of the 
M.B., Ch.B. in 1938, and the D.P.H. in 1940. He was a member Southern Branch of the B.M.A. in 1929-31 and chairman of 
of the B.M.A. A. G. H. writes: When the full story of the the‘Isle of Wight Division in 1928-31. 
' ‘epic defence of Malta ‘comes to be told, the name of Dr. Major-General CHARLES HARFORD BOWLE-EvANS, C.M.G., 
, Armstrong will be found to,occupy a prominent place. Joining C.B.E., M.C., LM.S. (ret.), died at Cheltenham on Aug. 23, 
the R.A.M.C. a8 a volunteer shortly after ‘the outset of war,: aged 74. He was born at Tewkesbury on Oct. 19, 1867, the 
he was appointed in January, 1941, as commanding officer, 57th son of Lieut. John Bawle-Evans, Rifle Brigade (ret.), and was 
Field Hygiene Unit. He thus became, at the age of 25, sole educated at the University of Cambmdge, where he graduated 
consultant and adviser in hygiene to the military garrison of B.A. in 1889 and M.B., B.Chir. in 1894, subsequently taking 
Malta. Up till the time of his death there were considerable the D.P.H. in 1910, and at St. Bartholomew’s Hospital. He 
periods when, by enemy action, light, ventilation, water, and entered the I.M.S. as surg. lieut. in 1894, became col. in 1920, 
sanitary facilities in great portioris of the command were com- major-gen. in Sept., 1923, and retired in the following Dec. 
pletely abolished. Despite these tremendous difficulties, the He was appointed Director-General of Medical Services” in 
ygiene of the garrison remained at the highest possible.level.- India in 1923 in succession to Sir C. H. Burtchall, but only , 
These are bare facts. The decorations and well-earned honours held the post for two months, having to retire on account of 
would, no doubt, have followed. The present writer had the ill-health. He was the first J.M.S. officer to hold that post, 
privilege of knowing Armstrong during the winter of 1941 and except that the late Sir C. P. Lukis held it for a few months 
in the unforgettable spring of 1942 in Malta. Then, under the during :the war of 1914-18. He received the C.M.G. in 1915, 
~ most ferocious aerial bombardment of a single small target, the C.BE. in 1920, and in 1923 was appointed Honorary 
. Major Armstrong in his equanimity and perseverance showed Physician to the King. He had a long list of war service: 
all those characteristics Of courage and endurance which have North-West‘Frontier of India, Waziristan, 1894-5 (medal with 
distinguished ' great Scotsmen. When his headquarters were hit clasp); Chitral, 1895, action of Malakand Pass, relief of Chitral 
for the third time and almost completely destroyed, he remained (m with clasp); China, 1900 (medal); and the’ war of 
unperturbed and set about the heavy work of reorganization 1914-21, when he‘was twice mentioned in dispatches and gained 
swiftly and efficiently. To everything he did during these hectie the M.C. 
eighteen months he added a touch of distinction and individu- —— 
ality entirely his own, whether in painting those water-colours 


ok Dost morta lung-blast appearances which we in his profes- Medical Notes in Parliament 


dmire, or whether ‘investigating epidemic 











, jaundice. , $ . 
_ Surg. Lieut. Ropert Davies Royps, R.N.V.R., who has died - : i 
in a hospital in Algeria, was born on July 8, 1914, the elder Mass Radiography 
. son of Mr. and Mrs. R. Royds, and was educated at the Grove Mr, JAMES GRIFFITHS asked Mr. Brown on Oct. 8 for a state- 


Academy, Broughty Ferry, and at St. Andrews University, ment on tuberculosis...Mr. Brown repli i 
- v3? z j > , --.Mg. plied that the committee 
eeaearne eh a in 1937. Appointed a Carnegie research which was appointed by the Medical Research Council at his 
Coll ar, Danie We er pror D. F. Cappell at University request had completed its report, which was published that day. 
had Een i eedi S eTe e R.N.V.R. in July, 1940, and He had taken action on a number of points included in the 
a ak interned in Algeria since his ship, H.M.S. Havock, ran recommendations. To facilitate early diagnosis the Ministry of 
Br i ‘ ge Health obtàined priority for the supply of some 30 sets of 
-— Wounded—Major M. E. M. Herford, M.B.E., RA.M.C. equipment Tor. mass radiography. It. was allocating ating 
z : My - = arge centres of population where they cou used to the 
n Mounden and Prisoner of War—War Subs. Capt. R. J. F. Howo, best advantage, and in consultation with local authorities and 
Pris with the assistance of an expert committee it had arranged for 
oners of War.—Capt. W. Falconer,, RAM.C., Capt. F. E the training of the necessary staff to operate this equipment 
AA.M.C., Lieut -Col. L. B. Le Souef, AA.MC., Lieut.- Deliveries of th i t would be-etadnal: Arrantéments 

Col. J. T. Lewis, R.A.M.C., Capt. M. Mayrhofer, A.A.M.C., Major aa ee ac R E E DE DEEE, Lon 
` J. D. Palandri, A:A.M.C,. Surg. Lieut. E, C. ‘Powell, RN.V.R. fOr operation in the individual districts and for co-operation 
Major J. W. Redgate, R.A.M.C. i a Iwen authorities had to bo worked ont m anis He 
Ca : “ expec at an effective start will be made in the New Year. 
AAMC a; Major BW. Naim AAMC. eae BeA ust Additional beds were being allocated and, action was being 
; teken to meet hi needs tor nursing and domestic stalt Where 
f : acilities for diagnosis and treatment were awailable it was 
i DEATHS IN THE SERVICES y important that those who give up work temporarily for treat- 
Major-General Sir SAMUEL Guise GuIsE-Moores, K.C.B., ment should be able to do so without anxiety-:as to the mainte- 
K.C.V.0., C.M.G., late R.A.M.C. (ret.), died at Cheltenham on nance of their dependants. Local authorities were accordingly 
Oct. 3, aged 78. He was born at Deesa in Gujarat on Dec. 24, being authorized to grant financial assistance in such cases for 
1863, the son of Col. S. Guise-Moores of the Devon Regiment, the maintenance of dependants and to avoid breaking up the 
. and was educated at Cheltenham College and at St. Thomas’s home while the breadwinner” underwent treatment. This 
and King’s College Hospitals, taking the M.R.C.S., L.R.C.P. in assistance would be administered by the public health authorities 
1888, and the D.P.H. in 1898. After filling the post of house- as a part of the approved treatment under the tuberculosis 
- ‘surgeon to the East Devon and Comwall Hospital at Plymouth, scheme. The cost would be ‘repaid from Exchequer funds. 

he entered the Army as surg.'in 1890, became col. in 1915, Mr. Johnston’ was making similar arrangements in Scotland. 
major-general in 1920, and retired in 1923. He had a long Dr. SUMMERSKILL asked what Mr. Brown was doing to 
and very distinguished career. His first, war service was in the reduce the incidence: of .non-pulmonary tuberculosis, which 
Chitral campaign of 1895, with the relief forces (medal and could be traced to milk. Mr. Brown said the Ministry of 
clasp). He also,served in the South African War, in the relief Health was in touch with the other Ministries concerned in 
| of Kimberley, and in the actions of Belmont, Enslin, Modder that matter. 'Captain ELLISTON. asked whether the mass radio- 
River (wounded), and Magersfontein, and/later in the actions of graphy sets would be available for selected counties and county 
Poplar Grove, Vet River, Pretoria, and Diamond Hill (twice . boroughs where the medical officer of health had submitted an 
* mentioned in: dispatches, Queen’s medal with 6 clasps and approved scheme. Mr. BROWN said the Ministry would work 
King’s medal- with 2 clasps). In the war of 1914-18 he served in co-operation with the local authorities. Sets were transport- 
throughout in France and Flanders in administrative posts and able but were best kept at places where they could be used for 
was A.D.M.S. of several successive divisions at Ypres, on the a period. The work would be done in connexion with the 
_Somme, -and at Passchendaele. In 1917 he became D.D.M.S , arrangements at local sanatoria.: Men discharged from the 
“of the 11th Corps and later D.M.S. of the 2nd Army and of Army who were tuberculous would come under the general 
the Army of the Rhine (mentioned in ‘dispatches.five times). arrangements of the scheme. Sir FRANCIS FREMANTLE asked 
In 1919-20, he served as commandant of the ‘R.A.M?-College, whether Mr. Brown would consult the Ministries of the Fight- 
- and after retirement was appointed house governor and médica] ing Services so that these would use the sets to prevent tuber- 
_ superintendent of the Osborne Convalescent Home for Officers, culous men getting into the Services. Mr. BROWN replied that 
relinquishing the post in 1931. From 1927-33 he was a colonel- ` the Services had taken the ihitiative in the use& of mass 
commandant of the R.A.M.C. Among many other activities radiography. E a’ 
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Duodenal Ulcers in Invalided Men 


Sir IRVING ALBERY asked the Secretary of State for War on 
Oct.. 13 how many mern had been invalided out of the Service 
suffering from duodenal ulcers, and if any inquiry had been 
made about the cause. Sir JaMES GRIGG said that it was not 
in the publi interest to give the precise figures, but the propor- 
tion of men invalided from the Army suffering from duodenal - 
ulcers was about 11% of the number invalided on account of 
all diseases. There was no evidence to show that Army life 
rendered men more liable to duodenal ulcers than they. would 
be in civil life, and he was satisfied that no special inquiry 
was necessary. á ; 

Yellow Fever —On Oct 13 Sir James Griaa said that three cases 
of yellow fever had been diagnosed ın Bntish troops in areas in 
which they had been stationed since the commencement of the 
«present wai. Vaccination against yellow~-fever of British troops pro- 
ceeding to yellow fever endemic areas was introduced before the 
war, and had been continued without interruption. Most of the 
vaccine used was manufactured in this country, but some supplies 
were obtained from the U.S.A. , 

Routine Tuberculin Test for Clildren—Sir E Granam LITTLE, 
on Oct 13, asked the Minister of Health whether, in view of the 
rise in the incidence of tuberculosis, especially in children under 5, 
and of the presept impracticability of wider use of radiography in 
detecting tuberculosis, he would impress on medical officers under 
his jurisdiction the diagnostic value, especially in the case of infants 
and young children, of properly performed tuberculin tests. Mr 
BROWN lied that the report of the committee of, the Medical 
Research uncıl on Tuberculosis in Wartime stressed the umpor- 
tance of the routine use, in all tuberculosis dispensaries, of the 
tuberculin “test in children particularly The report was bang 
brought to the notice of all medical officers of heal 


authorities. 
Notes in Brief 

It has been decided to appoint a woman naval surgeon at one of 
the W.R.N.S, establishments Other appointments are under con- 
sideration. A 

The sensitivity of certain persons to national flour is at present 
under consideration by the Food Rationing (Special Diets) Advisory f 
Committee of the Medical Research Council. k 

Supplies of quinine are adequate for a considerable period. 


; Medical News 


The Duke of Gloucester has accepted the post of President of 
King Edward's Hospital Fund for London, in successidh to the Jate 
Duke of Kent. He is the sixth member of the Royal Family to hold 
the presidency. 'Since its foundation in 1897 by King Edward VII, 
when Prince of Wales, the fund has distributed £10,500,000. 
` The Section of Comparative Medicine’ of the Royal Society of 
Medicine opened its 1942-3 session on Oct. 21. Further meetings 
have been arranged for Dec. 16, Feb. 17, and April 14, and, like the 
first, will be devoted to aspects of immunity. : 

The Royal College of Nursing (Henrietta Place, Cavendish Square, 
W.1) bas arranged a dietetic course for nurses In planning the 
course the College has had help from the Ministry of Food and 
from members of the British Postgraduate Medical School staff, 
many of whomewill give lectures to the students. Practical experi- 
ence will include six months in the Hammersmith Hospital dietetic 
department, a month in the main kitchen and stores department of+ 
the London Hospital, and short periods in dietetic departments and 
clinics of other London hospitals. 

Concentrated orange juice isgto be distributed to children at 
welfare centres and food offices in place of the blackcurrant juice of 
last winter. It is prepared according to specifi¢ations of the 
Ministry of Food by pharmaceutical firms possessing the necessary 
plant, from concentrated orangé juice imported from America. 
Special precautions are taken to prevent contamination and -to 
ensure a minimum loss of vitamin C. The label states that the 
vitamin C content 1s 60 mg. ascorbic acid per fluid ounce,-or about 
160 mg. per 100 grammes. The juice should be kept in a cool dark 
place The Ministry;of Food states that small air bubbles in the 
neck of the bottles are due to shaking during transport and not to 
fermentation. 

The Board of Education has issued a leaflet, “ War-time Diet in 
Boarding Schools,” being Memorandum No. 34 of the senes on 
the Schools in War-time There is a foreword by Sir Wilson 
Jameson Copies (price 2d.) can be obtamed -through any book- 
seller or direct from H.M Stationery Office. 

Dr. John Young of Wimbledon Common, London, formerly of 
Blackpool and of Glasgow, among a number of legacies to hospitals 
and other charities, bequeathed £1,000 and a share of his residuary 
estate to the Royal Medical Benevolent Fund. Mr. H B. Grimsdale, 
F.R.C.S , bequeathed, subject to his wife’s life interest, £500 each 
to the R.MLB.F., the Westminster Ophthalmic Hospital, and the 
Royal Colltge for the Blind, Norwood. oe 
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No. 39 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Oct. 3. 


_ Figures of Principal Notifiable Diseases for the week and those for the corro- 
sponding week last year, for. (a) En d and Wales (London included). (b) 
London (admifistrative county). (c) Scotland. (d) Bare.’ (e) Northern Ireland 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for- (a) The 126 great towns in Fngland and Wales (including London). 
(b) London (admunustrative county) (c) 16 principal towns ın Scotland. (d) 
The 13 principal towns m Eiro. (e) The 10 principal towns ın Northern Ireland. 


A dash — denotes no cases; a blank space denotes disease not notiflable or, 
no return available, 
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1941 (Corresponding Week) 
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Cerebrospinal fever 
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Dysentery 
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Encephalitis lethargica, 


acute 
Deaths 
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“Infective enteritis or 
diarrhoea under 2 | 























years 97 

Deaths i 72 6 19) 23 ` 
Measles .. | 3,801] 223| 185| ° 13} 28} 74 O 1 
Deaths . 6} —}—|]—|/—] — =|= 
Ophthalmia neonatorum 


Paratyphold fever 
Deaths ne 


Poeumonia, influenzal* 
Deaths (from influ- 
enza) 


Pneumo: primary .. 
Danha” 8 k 


Polio-encephalrtıs, acute 


Poliomyelitis, acute 








Puerpecal fever 
Deaths Bey 





Puerperal pyrexia 
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Small-pox 
Deaths 


Typhoid fe 
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Typhus fever 
Deaths 

Whooring-cough - 
Deaths èr 

Deaths (0-1 year 


Infant mortality rate 
(per 1,000 live births 


Deaths (excluding still- 
births) .. oe 
Annual death rate Eo | 


j 





1,000 persons living) 
Live births T iá 
Annual rate per 1,000 
persons living .. 














Rate per eee total 
inclu: 
stillborn) ., ee 














* Includes 
county}, ‘and 


t Includes paratyphoid A and B for Northern Ireland. 


t Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available, 


pimay form for England and Wales, London (administrative 
orthern Ireland. i 
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EPIDEMIOLOGICAL NOTES”, _ 
j Discussion `of Table 


'n'England and Wales the -outstanding features of'the returns 
were the large rise'in the notifications of scarlet fever and 
neasles—460 and 445 respectively in excess of last week’s totals 
—and the continued prevalence of -dysentery, which was only 
5 below last week’s record level. , There, was a rise in the 
ndidence of diphtheria, 53 -cases, ‘and acute prleumonia, 49, 
while there were 93 fewer notifications of whooping-cough ` 
han in the preceding week. = : 

The returns for scarlet fever showed small rises for most 
ireas, although the increase was most pronounced in the North: 
Yorks West Riding 128, Lancashjre 49, Staffordshire 35. 

The only noteworthy local increase in the “incidence of 
diphtheria was in Durham, where 33 cases in excess of last 
week’s total’ were recorded. Diphtheria is more prevalent in 
the northern section of the country than in the southern, and 
the three counties of Lancashire 140, Yorks West Riding 104, 
and Durham 97 cases account for 40% of the total for -the 
country. : 

The rise in the incidence of measles was fairly general 
throughout the country, the only large increases being in Yorks 
West Riding 169, and Cheshire 121 cases. Of the 791 ‘cases 
notified in the former county 224 were in Leeds C.B., and of 
the 296:cases in the latter county 71: were in Bebington M.B. 
The most notable exceptions to the increasing trend- were those 


RS ee 


of London and Warwickshire with 48 and 27 fewer cases than ' 


in. the previous week. wis s 

In Scotland there were further increases in the incidence of 
scarlet fever and measles. The weekly notifications of scarlet 
fever have risen from 275 to 455 during the past four weeks ; 
the largest’ totals during the present week were for Glasgow 
102, and for Edinburgh 77. Notifications of measles have 
steadily risen during the past five weeks from 72 to 185; the 
principal centres of infection being Dundee and Paisley Burgh, 
with, 49 and 48 cases respectively. 
_In Eire the relatively high incidence of poliomyelitis was 
maintained, 8 of the 21 cases being notified in Dublin. An 
outbreak of typhoid in the rural district of Dingle, Co. Kerry, 
accounted for 14 of the 17 cases notified. 

3 Dysentery : 

The high incidence ‘of dysentery recorded last week in 
England and Wales was repeated again during the week. The 
largest of the new outbreaks was 19 cases in Hertfordshire. 
Elstree R.D. An increase occurred: in the-two centres of 
infection in Wales: in Caernarvon, Conway M.B., the number 
of cases rose from 5 to 13, and in Glamorganshire, Cardiff C.B., 
from 6 to 30. In Southampton there was an increase of from 
15 to 21 singstoke R.D. 8, Droxford R.D. 13). The number 
of cases in Yorks North Riding, 25, was the same as in the 
preceding week (Middlesbrough C.B. 25). The outbreak in this 
town has cau 9 deaths; 8 of them were in children under 
4 and the other in a person of 50. The cause of the outbreak 
has not been determined ; bacteriological examination of milk, 
water, and ice-cream yielded negative results. ‘In Essex the 
total declined from 39. to 33; no further cases were reported 
in Chelmsford R.D., where 27 cases were notified last week ; 
this week's cases were in Colchester M.B.'17, and in Horn-~ 
church U.D. 16. The incidence in Norfolk declined from 40 
to 13 (Norwich C.B. 12); the Jarge outbreak in the preceding 
week, 30 cases in Swaffham R.D., produced only one further 
case. 3 ; EN ae 
1 Other county totals of note during the week were London 19. 
Middlesex 11, Surrey 10; these, were distributed among severa 
‘administrative areas within ‘the county. 


mi 


si ` Small-pox ` 
According to a‘ Press statement on.Oct. 17, 10 more cases of 
small-pox have appeared in Methilhill, Fife, bringing the total 
up te 21. The County M.O.H. is reported as having said that 
there is a possible connexion between the Methilhill and the 
Glasgow outbreaks. ; ' 


Returns for the Week Ending October 10 


` 


The-notifications of infectious diseases in England and Wales ` 


during the week included the following: scarlet fever 2;613,> 
whooping-cough 972, diphtheria 991, measles 4.650, pneumonia 
541, cerebrospinal fever 57, acute poliomyelitis 23, dysentery 
209, pardtyphoid 11, typhoid 6. aay i 











. The Minister ‘of Health, at the opening of a wartime nursery at 
Hull, said that during the present month the thousandth nursery 
for women war workers’ children would come into operation. At 
the end of September. there were’ 937 nurseries opened in England 
and Wales, caring for 40,000 children under 5 years of age. 
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_ QUERIES AND ANSWERS 
Glasses after Operation for Cataract 
“ Cararacr ” writes: Will any sufferer who has had his lenses suc- 
. ‘cessfully removed inform me if bifocal glasses are satisfactory , 
and if cemented segments are necessary, or can the bifocals be 
cut out in one piece? If so, can this be done with Percival lenses? 
I have slight astigmatism. 
Any Old Bones? 
“ ENQUIRER ” would be grateful to ‘learn where a medical student 
can obtain a set.of bones or a half skeleton. 


, o Death by Lightning 
Dr. H. M. STANLEY Turner writes: In 1936 a paper entitled 
“ Electrical Traces” was read before the Royal Society of 
` Edinburgh by Prof. Jellynek, who occupied the chair of electro- 
pathology in Vienna University. It was illustrated, by films, and 
the author «claimed that high-potential electrical discharges 
through the living tissues of plants and animals left what he 
termed “electrical traces” in the tissues concerned. He stated 
that these took the form of curves or spirals which could be 
easily identified in sections under the microscope, and illustrated 
his claims -by slides of photomicrographs upon the screen. If 
Prof. Jellynek’s claims are confirmed:.such findings would be. of 
potential importance to medical jurists, and it would be interesting 
to know whether there has been confirmation from other sources. 
This inquiry is prompted by “Notes on a Case of Death by 
Lightning ” in Medical Memoranda in your issue of Oct. 10, 1942. 


Aspirin for Asthma 


Dr. ALEXANDER FRANCIS (London, W.1) writes: It has long been 
known that aspirin relieves asthma in many cases, but now that 
so' much prominence has been given to the fact by the letters of 
A. K. (Sept. 19, p. 356) and others, it is well to repeat the 
warning which I first sounded in the British Medjcal _Journal 
(Aug. 16, 1919)—that there -is great danger in giving aspirin to a 

“patient with nasal polypi. If a patient with a history of nasal 
polypi has a high blood pressure the risk is not. great, but in 
low blood pressure cases most alarming symptoms are likely to 
be instantly produced, which is further evidence, if such were 
needed, of the vasomotor origin of asthma. - 


r. W. Lees TemPLETON (Highgate, N.6) writes: It is an extra- 
ordinary fact that whenever the logical explanation of the action 
of a drug in any conditon is that it is homoćopathic the orthodox 
~ practitioner will go out of his way to suggest ‘that it is faith or 
hope, but never charity—to wit, homoeopathy! Aspirin in some 
people- will produce’ asthma. Asthma in some people will be 
relieved by small doses of aspirin!” Need one go further? 


D 


Income Tax 
Two Separate Appointments—Expenses 


“ Y.Z.” holds an appointment as assistant radiologist at one hospital 
“and-another appointment as-visiting radiologist at the municipal 
hospitals: ‘Salaries are paid separately; no private practice is 
allowed. The inspector of taxes states that as the two appoint- 
ments are assessable separately no travelling expenses are allowable. 


** Assuming that “ Y. Z.” cannot show that the holding of one 

- appointment is a condition attaching to the other the inspector 

is legally correct, though the result js rather unfair on our corre- 

spondent. If, however, there are two or more municipal hospitals, 

“Y, Z.” can claim such part of his car expenses as fairly represents 
the amount spent on travelling betweer them. aD 5 


» 
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Travelling Expenses—Use of Car 

“ Q. Q.” is attached to an R:A.F. camp as a médical specialist. Mess 

, accommodation is limited and he lives four miles away from the 
camp. He has to be available for emergencies. Can he deduct 
the cost of maintaining a car—including the depreciation for 
travelling to and from the camp? 


*. The legal rule is strict—the expense of travelling between 
the place of residence and the place of work is not regarded as 
incurred “in the performance of the duties °—and we ,are not 
aware of any concession covering the facts. It might, however, 
be worth while wrting to “ The Chief Inspector of Taxes, the 
Hydro, Llandudno, N. Wales,” explaining the circumstances 
and inquiring whether some concession cannot be made to meet 
the equity of the case for an allowance. 


Change ın Nature of Appointment 
“M.R.C S.” was employed as a house-surgeon from Nov. | 28, 
1940, to March 31, 1942. He began work as assistant tuberculosis 
officer at £724 per annum,less 6% for superannuation as from 
api 20, 1942. On what amount should he ‘be assessed for 
1942-3? ` 


"e He is not entitled to be assessed on the basis of the previous 
year; the difference in the work and the terms of remuneration 
are such as to constitute his present appointment a new source of 
income, On the facts stated his liability for 1942-3 is as follows: 


Gross earnings April 20, 1942, to April 5, 1943—4 e, £s d £ s d. 
350/365ths of £724 oe a % .. 693 0 0 ' 

superannuaton deduction š š ee 41 00 

Amount of gross assessment .. $ aa 652 0 0 
Allowance for marned man . T oe 140 0 0 
Allowance for earned income (1/10th of £652) a 65 0 0 

205 0 0 

Amount of net assessment . £447 0 0 
: £s d 
Tax on £165 at 6s. 6d ın the £ ; i a S 26 
Tax on £282 at 10s m the £ a ; 3 141 0 0 

—~ 194 12 6 


(Of thi’ amount £32 should ultimately be received by “ n 
form of a post-war credit.) n MECS ee 


Repayment Claim—Agent’s Commission 


es Bsgra`s 73 accountant, has charged him £25 Ge., 10%) for his 
services in obtaining repayment of £257. Is this the usual practice? 
"." Professional accountants base their charges not on a per- 
centage of the amount repaid but on the time spent:on' the case 
and on its degree of difficulty. Repayment agents frequently 
adopt the percentage basis, and 10% is not uncommon. Whether, 
in fact, £25 was a reasonable charge really depends on just what 
the agent had to do by way of preparing special statements, 
collecting evidence of what tax had been suffered, and so on. 


LETTERS, NOTES, ETC. ` 


Home Drying of Fruit and Vegetables 


Mr. B. G MCLELLAN, F.I.C, has produced a practical leaflet on 
“ Home Drying of , Fruit and Vegetables,” which shuld be of 
interest to medical men who possess gardens or orchards and 
wish to preserve surplus vegetables or fruit for winter use We 
a ear mat the author (Beverley House, Clifton, York) is 

g send copies to doctors on receipt of a 
addressed envelope , j eee 


Bleeding Tooth Sockets 
Mr. JOSEPH ANGELMAN (Colchester) writes: I have read with interést 
the letters dealing with the arrest of dental haemorrhage sent by 
Dr. Le Fanu (Aug 15, p. 208), Dr. J. T. Maclachlan (Sept. 19, 
p. 356), and Dr. S. Jung (Oct. 10, p 444). I have never been 
able to understand why the -doctor, "when dealing with oral and 
dental tissues; should forget the elementary principles of surgery. 
Would Dr. Jong plug a bleeding cavity elsewhere in the body 


with a’ cork? I think not. Similarly, I am sure Dr. Le Fanu ‘ 


would be very chary about using the silver nitrate stick to arrest 
haemorrhage from cavities other than in the mouth. The treat- 
ment af dental haemorrhage demands the arrest of bleeding 
without injury to the surrounding soft tissues. Silver nitrate is 
a very powerful escharotic and when in contact with the oral 
_ tissues Tapidly destroys them. As a dental surgeon may I suggest 
the following procedures. Examine ,the bleeding area; if there is 
a gentle oozing and remains of a blood clot, remove the latter and 
wash out the socket with warm water. Place a small pad of 
gauze, which may be impregnated with some styptic such as 
tannic acid, over the socket; over this place larger pieces of 
gauzee or lint, „and instruct the patient to bite reasonably hard, 
and fo maintain pressure for a minimum of five minutes. It is 





the pressure which is important. In many cases this will suffice 
If there is a more persistent flow from the socket, especially fron 
one point, it indicates a partially ruptu arteriole in thi 
mucoperiosteum surrounding the socket. Suturing is the idea 
method of treatment. Place a suture through the’ buccal anı 
lingual (palatal, as the case may be) mucoperiosteum, and dray 
the tissue against the’ bony walls of the socket, thus compress 
ing the’ bleeding-point. Tie the suture over the socket opening 
In the vast majority of cases this will immediately arrest thi 
“haemorrhagé. When dealing with the true bleeder type wher 
the persistent Haemorrhage is due to some systemic or haemato 
genous factor, the local treatment should: be supplemented wit! 
intramuscular haemoplastin, which is very successful. In ver 
severe cases continued pressure by closure of jaws with a bandagi 
may have to be used. The treatment of the haemophiliac patien 
does not come within the scope of this letter. 


r Conjoined Twins 

Dr. James A. Rootu (Brighton) writes: I was much interested in the 
report of a case of conjoined twins by Dr. E. Ridehalgh (July 4 
p. 10). In 1909 I had a case of this sort, but the course it took 
was very different. The twins were joined back to back and the 
pomt of union was the coccyx;, the union was thought to bx 
cartilaginous, but the movement was very restricted, thougt 
evidently much more than in the case you report. The labour 
however, was practically uncomplicated and lasted about 16 hours 
the mother being a young primipara of 21. The first twin wa: 
born by a vertex presentation in the first position after a slight 
delay which revealed the true state of affairs; the second wa: 
delivered in a similar manner. The process was evidently one of 
evolution of the second or podalic child, and this seems to have 
been the method of birth in the few similar cases recorded; in 
each case the second child underwent evolution owing to traction 
of the ligament. It will be seen that there was no undue delay, 
no anaesthetic, and no laceration ot the mother, which was 
remarkable seeing that the twins weighed 13 Ib. together The 
chief points of difference between the two cases are that there was 
freer movement in my case„and that the twins lived and are stil] 
alive in America, and have, I believe, made a good living on the 
variety stage. 


MEDICINE 100 YEARS AGO 


Extract from a clinical lecture delivered at the Westminster 
Hospital by Mr. G. J. Guthrie, printed in the Provincial Medical 
Journal, October 22, 1842: 


“Tt appears that some gentlemen wish to run down this hospital, 
both as relates to the relief the poor receive, and the instruction 
which students may obtain at it, by inveighing strongly against the 
management which does and does not take place‘ within its walls. 
{ regret very much that many of the assertions of mismanagement 
are, in all probability, true as relates to the medical arrangements, 
several of which are not, in my opinion, fitting for a public hospital 
in London They are all of them, however, good, and well adapted 
for a parish infirmary; and as long as it may be thought right to 
continue them, the hospital must remain in a depreciated state, both 
as a place of refuge for the sick poor, and as a school of instruction 
When things become so bad that any change must be for the better, 
we may hope for improvement, and I care not how soon this takes 
place, for I confess I shall look forward with the hope that this 
hospital will then rise from its remains, and assume that character, 
and obtain that reputation, it never can have under existing circum- 
stances. I have done my endeavour to remove the abuses and 
grievances of which I am sensible; but I abhor all disputes and 
squabbling, more particularly when they become personal, and I 
have no wish to contend with gentlemen whom I personally respect, 
although I believe them to be in error; and even if I thought it 
tight to do so, I have not the time to spare which the forms of the 
hospital require. ; - G 

“ With respect to you as students, I have not recommended one 
to come here; I have not invi you in any way. You came be- 
cause it suited your own views, and, being here, I am at all times 
happy to give you every information in my power. My days ot 
attendance are Tuesdays and Saturdays, according to the rules of 
tho hospital; but you will see a notice in the hall that I also attend 
on Thursdays, believing that every physician and surgeon should see 
every particular case three days a week, and when I have anyone 
in danger I visit him every day. You need never expect me before’ 
a quarter past one, and never wait for me after a quarter past two, 
before which time the assistant-surgeon will go round with you if 
I should be absent; and whenever he does the duty of one of the 
surgeons, he ought to receive a regulated proportion of 4he money 
which the seniors derive from the fees which you pay for per- 
mission to attend. J am never so contented as when you make 
yourselves constantly known to me, by obeying my injunctions, so 
frequently repeated, of walking up to me and repeating your names 
in my face.” \ 
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NUTRITIONAL IRON 


DEFICIENCY ANAEMIA IN WARTIME* 


% PART I ` i ' 
THE HAEMOGLOBIN LEVELS OF .831 INFANTS AND CHILDREN 
BY 


' L. S. P. DAVIDSON, B.A., M.D., FR.C.PEd&Lond. 
S. T. LINDSAY, B.Sc., Ph.D. 


Me AP DEER ME OL 


‘G. M. M. DONALBSON, M.B., Ch.B. 


J. G. McSORLEY, M.B., Ch.B. 


As we enter the fourth year of.the war, with its consequent 
increased mental and physical strain and inevitable dietary 
_ restrictions, the assessment of the health of the nation 
' becomes ‘an urgent necessity. Nutritional deficiencies in 
a population can‘be assessed in various ways, the estima- 
tion of iron deficiency being one method. The advantage 
of this method ‘is that iron deficiency can be accurately! 
determined by estimation of haemoglobin concentrations. 
[f such an investigation is made on’ representative samples 
„Of the’ population in wartime the results can then be com- 
pared, with similar figures obtained in -peacetime, and in 
' this way the ‘éffect of war conditions: on national healtki 
‘can be demonstrated. . 

“ Such an investigation is at present being carried out in 
Edinburgh on infants, school. children, and women of child- 
bearing age, both pregnant and non-pregnant. The survey 


covers a representative cross-section of Edinburgh working- , 


class population within these groups. This paper deals only 
with infants and school children ; a second communication will 
' be devoted tol the haemoglobin ‘levels in women. 
, An unselected , Series, of: infants ‘and pre-school children from 
birth- to 4 years’, of age. have been examined. at' the infant 
' clinic attached to the ‘maternity pavilion of the Edinburgh 
' Royal Infirmary, at district welfare clinics, and’ at wartime 
nurseries: in Edinburgh... The group of school children com- 
prised .all the scholars between the ages of 5 and 12 years 
attending two primary schools ' which serve ‘working-class 
districts of Edinburgh. The Haldane ~haemoglobinometer 
(13.8 g./100 c.cm. equalling 100%) was employed, throughott 
-the investigation. 
a standard ‘set.- , 
$ \ 
Infants, and Pre-school. Children (Birth to 4 Years) 
. This group comprised 442 individuals:. 318 from birth to 


123 months, and 124 from 2 to 4 years. None:of them had 7 


TABLE T—442 Infants -and Pre-school Children (Birth to 4 Years) 
Average Haemoglobin Levels according to Age 











received any iron therapy. A few children between the ages 
_ of 9 months and 4 years had been given 25 mg. of vitamin C 
‘daily. The results obtained are set out in Tables I’ and’ II, 


{WoT his subject is still under investigation. Part II, dealing with 
Haemioglobir levels in women,’ will’ be published later 


All .apparatus used was checked against 


s || 75-3] 76 3] 76 8 





*80% of haemoglobin (Table IV). 


(From the Department of Medicine, University of Edinburgh) 


and in the accompanying Graph. Of the total number, 
were examined at “ wartime. nurseries ” 


142 - 
which have been set up 


by the public health authorities to care for children whose 

mothers are undertaking whole- or part-time war work. Most 

of these children were supplied with a midday meal in the 
“nursery.” 


TABLE I.—236 Infants and Pre-school Children 10 Months to ` 
; 4 Years). Average Haemoglobin Levels according to Age 


[Cees [av 0% | Cana [av Hx) 
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The haemoglobin levels in the two groups in Table II are 
very similar, except in the age period 12 to 17 months, when 
the average haemoglobin level of infants examined at welfare- 
clinics is notably higher than those seen at the wartime 
nurseries, The significance of, this is referred to later. 


School Children (5 to 12 Years) | 


This series consisted of 389 children attending. two primary 
day schools-in Edinburgh. The results are set forth in Table 1 
in the form of haemoglobin levels at successive ages, and in 


TABLE 1.—389 School Children (5 to 12 Years). 
Haemoglobin’ Levels Dole to Age 


9 yrs, eee Total 
389 
80:6 | 82-2 80 3 


TABLE IY, —Grades of Anaemia in 389 Edinburgh School Children 
f ` (5 to 12 Years) 


Average 
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Different Haemoglobin Ranges 

















Table' IV as the percentage of children falling into successive 
haemoglobin ranges. It will be noted that the average 
haemoglobin level for the whole series, irrespective. of age, 
is ‘80.3% (Table IT), and 53% of the children have fess than 
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Discussion 

$ - Infants (Birth to 23 Months) 

A curve ‘has been constructed from the Edinburgh figures 
in TableeJ, and is shown in the graph. On the same graph 
is drawn the curve which was obtained by Davidson et al. 
(1935) in Aberdeen for children of the. same age groups. 


o~= ABERDEEN 
— EDINBURGHESD 


HAEMOGLOBIN PERCENTAGE 





1357 

DAYS 
Graph showing haemoglobin percentages in the present series 
in Aberdeen 


co red with those of a similar series investigat 
in 1935. i 


The two curves show a close parallelism from birth up to 
10 months, with a slightly higher level throughout in the 
Edinburgh series. From 4 months onwards there is a gradual 
fall in haemoglobin levels. This fall becomes more acute in 
both series from the eighth to the. eleventh month. There 
follows a gradual rise until 2 years of age, which is more 
rapid in the Edinburgh series. The Edinburgh series therefore 
shows a slight improvement over the Aberdeen series which 
may or may not be significant.. In addition, after the maximum 
fall in haemoglobin which occurs between the tenth and 
eleventh months, an earlier and more marked rise takes place 
in the Edinburgh group. This improvement could be attributed 
-to the better milk supply for infants due to wartime regulations, 
or to better attendance at infant welfare clinics for expert advice 
during the critical period of weaning and the inception of 
a mixed diet. Although it may be some consolation to know 
that after nee years of war no deterioration in haemoglobin 
levels of infants has been demonstrated, it should not be 
forgotten that anaemia in infants is still -extremely common 

` Table V shows the percentage of infants at different 
haemoglobin levels (2 to 23 months) in the present Edinburgh 
series, and the comparable figures for Aberdeen and Edinburgh 
for the age groups 9 to 23 months. This table indicates that 


Tase V:—Grades of Anaemia in Infants (2 to 23 Months); 
Edinburgh, 1942, and Aberdeen, 1935 











poe of Children in E 
Different Haemoglobin Ranges 


Cases 
Hb < 61%|H5 61 —10%4/Hb 71-80%, 
42 
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the incidence of severe anaemia (less than 61% haemoglobin) 
in infants of 9 to 23 months in the 1935 Aberdeen series is 
three times as great as in the 1942 Edinburgh series, but the 
percentage of moderately anaemic infants (61% to 70% 
haemoglobin).has risen by 10% in Edinburgh as compared with 
the Aberdeen figure. It will be noted that 83% of the Edinburgh 
infants 8nd 87% of the Aberdeen infants between 9 and 23 
months’have a haemoglobin level of less than 80%. 












A haemoglobin level of 86% + 5 is widely accepted as the 
ideal for infants from 2 to 23 months. This figure was 
suggested by Hela Mackay (1933) from her examination of 
normal infants whose diets had been supplemented by iron. 
` Haemoglobin levels of 80% or less would by this standard 
be considered subnormal. On this basis only 17% of the 
infants from 9 to 23 months in Edinburgh and only 13% 
of the Aberdeen infants had a normal haemoglobin level. 

Mackay’s figure of 86% seems to us reasonable, since 
haemoglobin levels of this magnitude and higher were com-. 
monly obtained in one of the Edinburgh clinics, where the 
mothers were particularly keen and intelligent. The higher 
average haemoglobin level noted in infants of 12 to 17 months 
examined at welfare clinics as compared with infants of the 
same age group in the wanime nurseries (Table I) could 
be explained on the basis of this observation. 

The significance of the frequehcy with which anaemia is 
still found in infants cannot be overemphasized. The aetio- 
logical importance of low -birth weight and infections was 
stressed by Davidson and Fullerton in 1938. The desirability 
of augmenting the iron intake at the sixth or seventh month 
in order to counteract the fall ın haemoglobin, which occurs 
when the hepatic stores of iron become exhausted needs special 
emphasis. At first, when mixed feeding has not been fully 
established, this may best be done by giving small doses of 
inorganic iron in an easily assimilated form. Later, when the 
change to mixed feeding has been completed, this may be 
best accomplished by increasing the intake of foodstuffs rich 
in available iron. A careful investigation of this problem by 


paediatricians is obviously required. 


7 Children of Pre-school Age (2 to 5 Years) 


A study of the graph shows that any advantage which the 
Edinburgh series has over the Aberdeen series in infancy is 
lost during the pre-school period. Thus on entering school 
at S years the Edinburgh children had an average haemoglobin 
of 81%; compared with an average figure of 87% for the 
Aberdeen series. 


School Children (5 to 12 Years) 

As in the case of the infants, a curve has been constructed 
for the haemoglobin averages.of school children in Edinburgh, 
1942, and is shown in the graph, together with the curve 
obtained of school children in Aberdeen, 1935. It will be seen 
that the number of children in the different age groups is 
much smaller in the Aberdeen series than in the present 
Edinburgh series. The Aberdeen figures were obtained- from 
children of the poorest classes, and since the majority of them 
had haemoglobin levels of 90% or over, it was not‘ considered 
necessary at the. time to carry out further investigation in 
this age group. In Edinburgh, on the other hand, on comple- 
tion of the survey of the first group of 197 children, only 9% 
were found to have haemoglobin levels of over 90% in spite 
of the, fact that these children’ were in much better social 
circumstances than those in Aberdeen. Consequently it was 


.deemed advisable to extend the survey to cover a larger group 


of individuals. A figure of 95% + 5 selected by us as a 
standard of normality for healthy school children is based on 
our own experience, and coincides with the figure given by 
Whitby and Britton (1939). 

The comparison shows that in Edinburgh, 1942, the haemo- 
globin level throughout this age period is considerably lower 
than in Aberdeen, 1935, the average difference for all ages 
being approximately 10%. In spite of this the children did 
not show obvious signs of malnutrition, and in fact the anaemia 
would ‘not have been revealed unless haemoglobin estimations 
had been carried out. 

It should“ be noted that the haemoglobin levels of the 
children reaching sçhool age were found to be slightly lower 
in the Edinburgh series than in the pre-war Aberdeen series. 
Helen Mackay (1942) investigated a series of 364 children 
comparable in class with our present series. Her average 
figure for the age group 5 to 13 years was 80%, as compared 
with the Edinburgh figure of 80.3%. Thus in both these series | 
there is seen to be a fall .of approximately 10% from the: 
pre-war Aberdeen figure of 90%.- 

. The analysis of these three series of haemoglobin. figures 
to show the percentage. of children, in various haemoglobin 
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groups is given in Table VI. This shows that whereas in the 
Aberdeen series not a single child had a haémoglobin of less 
than 80%, àlmost half of the children in Helen Mackay’s 
series and more than half ‘of the children examined by us 
in Edinburgh had haemoglobin concentrations below that level. 


Taste VI.—Comparison of Anaemia in 3 Groups of School 
.Children (5 to 12 Years) 





` N 
-Porcontago of Children in 
Different Haémoglobin Ranges 
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The children and also the infants in the Aberdeen investigation 
were drawn from'the poorest section of the community at, 
a time when the unemployment rate was extremely high. The. 
weekly income assessed on the basis of “ man value ”* averaged 
only about 11s. per head in Aberdeen, in contrast’ with the 
present Edinburgh: assessment- of the family income of ‘520 
women examined at ante‘natal clinics, which ranged from 24s. 
to 39s. per “man value” per week. 

It will be appreciated that in peacetime economic status 
is the chief factor influencing ‘the nutrition of individuals ; in 
wartime, on the contrary, “rationing” and the difficulty in 
obtaining some unrationed foods constitute the chief limitations, 
which, broadly speaking, are operative irrespective of income. 
This is probably the explanation of the higher incidence of 
anaemia noted by us during the present year in spite of:the 
high figures for “man value” recorded. In support of this 
conclusion it is significant'to note that since obtaining the 
dáta already recorded we have examined the haemoglobin 
concentration of 134 school children aged 5 to 12 years who 
were pupils in an Edinburgh secondary fee-paying school and 
who were drawn from a higher social and economic class 
than the children considered above. The average haemoglobin 
level for this group was 80.7%; a figure almost identical with 
that obtained for the 389 working-class children. The percentage 
of children falling in the different haemoglobin, ranges was 
also similar. ` 

The frequency and degree of anaemia presént in school 
children .from working-class families in Edinburgh in 1942 
as reported in this paper call for the most careful consideration 
by both-local and national authorities.: It is obviously desirable 
that during the period of active growth and mental development 
the incidence of anaemia should be- reduced to, the lowest 
possible level. This can‘be achieved by one of two methods 
or by a combination of both. The first consists in the provision 
of school meals which are appetizing, well balanced, and rich 
in foodstuffs with a high iron content. Intensive propaganda, 
must be undertaken to, induce a much higher proportion of 
children to partake of such meals. The need for such 
propaganda is evident in Edinburgh, ‘where,. although the 
numbers are gradually rising, only some 20% of children are at 
present taking school meals. The second method is by supplying 
iron at the schools in the form of a tablet or a mixture, or incor- ' 
porating it.in some article of diet universally eaten, such os 
bread. 3 ` 

Investigations are at present being, undertaken in Edinburgh 
to discover whether the anaemia can be prevented and 
corrected by diet alone or whether a supplement of iron is 
required. L 
, Summary ,„ 

The haemoglobin levels have been estimated in 831 infants, 

re-school ‘children, and school children from working-class 
‘amilies in Edinburgh. The results have been compared with’ 
a similar series examined in Aberdeen in 1935. p 
-After three years of war no significant change was found to’ 
have occuired in the haemoglobin levels of infants, but a fall 
has been demonstrated in the-case of school children. - 

* The “ man value ” figures obtained by us were calculated on the 
following basis: each member of the family was assessed according 
to age and sex in terms of-one man as one unit, one woman as 0. 
of a man, and a child as 0.5 of a man BRE AMEE Sa 


` 
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PLASMA PROTEIN STORAGE 


BY : 


. J. BEATTIE, M.D., D.Sc. 
. AND 
" ; H. B. COLLARD,* B.A. 


Bernhard Baron Research Laboratories, Royal College of 
- . , Surgeons of England 
In a previous paper (Beattie and Collard, 1942) it was stated 
that after a moderate haemorrhage there was a significant 
movement of plasma protein into the blood stream. This 
conclusion was reached by demonstrating that the observed 
plasma protein concentration of the blood after haemor- 
rhage was greater than a value calculated from the haemo- 
globin concentration before and after haemorrhage. Dr. 
Sharpey-Schafer has pointed out to us in a personal com- 
‘munication that the formula used was incorrect and gave 
expected values which were too high. He suggested the 


following formula : 


1 
plepx — TH 


` 1+3(a- ') 

where pl is the plasma .protein concentration to be 
expected at, say, 75 minutes after haemorrhage, p is that 
observed at, say, 30 minutes after haemorrhage, H and H1 
the haemoglobin concentration at 30 and 75 minutes after 
haemorrhage, and x is the plasma volume % divided by 
00 at 30 minutes after haemorrhage. Using this method 
of calculating the expected value for the plasma protein 
concentration, we found that we had overestimated the 
true expected value by varying amounts: ranging from 
about 3 to 15%. Consequently the movement of pro- 
tein into the blood stream after haemorrhage was, in 
fact, much greater than we had reported. We are grate- . 
ful to Dr. Sharpey-Schafer for pointing out our error. 
This movement of protein observed in anaesthetized cats 
has been recorded in human subjects bled «comparable 
amounts (Stead, 1940; Wallace and Sharpey-Schafer, 
1941). The view was-expressed by us that the amount of 
' protein entering the blood was determined probably more 
‘py the state of the protein reserves than by any other factor. 
After plasma transfusions in normal animals there is some 
evidence of an indirect nature that a movement of plasma 
protein out of the blood stream may take place (Beattie, 
1942). As: this outward movement was not constant in 
all experiments it may well be that it, too, is determined 
by the state of the protein reserves. 
The “sites of these reserve stores of protein have not been 
determined with certainty, but Madden and Whipple (1940), 
in a review of the evidence, considered that the liver was 
probably the most important store, although they admitted 
that direct evidence from hepatectomized animals and perfused 
liver experiments is at best equivocal. It was decided, therefore, 
to study the effects of plasma transfusions on ‘hepatectomized 
animals and of varying protein concentrations in the perfusing 
fluid in perfused isolated livers. In addition, it was thought 
that by giving repeated plasma transfusions to normal animals 
it might be possible to determine whether the plasma protein 
reserves could be filled‘ up rapidly and so allow the building 
up of high plasma protein concentrations in the blood within 

a relatively short time. : oe 

x Leverhulme £ Scholar, Royal College of Surgeons of England. 
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Methods = 

The animals used ın all the experiments were cats anaesthetized 
with nembutal (50 mg. per kg. of body weight). They were 
heparinizeg during the experiments. Plasma used for transfusions, 
etc., was obtained from heparinized cats. The cells were separated 
immediately after the blood was withdrawn and the separated plasma 
stored at a temperature of 6° C. 

Chemical —Plasma proteins were estimated by the biuret method 
of Robinson and Hogden (1940) and haemoglobin by the alkaline 
haematin method of Wu (1922). Plasma volumes were determined 
by the)dye method using T.1824 (Evans blue). 
were estimated by a photo-clectric colorimeter. A regression curve 


plotted from the dye concentrations in samples taken at 10-minute | 


intervals was used to obtain the plasma volume before dye was 
injected (Hamlin and Gregersen, 1939), Deviations from the 
regression curve were used’ to estimate variations in plasma volume 
as described by the same authors. Fresh injections of dye at hourly 
intervals were given to cheqk the values calculated from the, 
regression curve. 

Plasma specific gravities were estimated by the falling-drop method 
of Barbour and Hamilton (1926), and from these the plasma protein 
concentration was estimated by the formula suggested by Weech 
et al. (1936). These estimations were of value only in normal and 
hepatectomized animals,' in which they checked closely with the 
values obtained by the biuret method. Plasma S.G. estimations are 
valueless in perfused liver experiments, as they show continued rises 


during the perfusions irrespective of changes in protein content (as ' 


„determined by the direct biuret method). The substances or sub- 
stance which gradually increased in concentration in the perfusing 
fluid were not determined, but were probably urea, lactate, or 
glucose, or a mixture of all. The pH of the perfusing fluid was not 
determined. 
Physiological—The livers for perfusion were removed after the 
animals had been bled rapidly from the abdominal aorta. An inflow 
cannula was tied in the inferior vena cava above the diaphragm. 
The common bile’ duct was ligated and a cannula tied into the gall- 
bladder in all except two animals which had small gall-bladders. 
The phrenic vessels were ligated close to the inferior vena cava, and 
the liver was then removed. It was placed on a cotton gauze sling, 
with the portal vem and hepatic artery free to drain, through. the 
gauze into a porcelain funnel. This was covered with a perspex lid 
through which projected the two cannulae. Perfusion was carried 
out in reyerse, the inflow being through the inferior vena cava and 
the outflow through; the „portal vein. . The perfusion Pressure was 
maintained constant at 12 to, 15 c.cm. above the upper’ surface of 



















Dye concentrations” 


the liver by a reservoir fed by a pump which raised the perfusion 
fluid from the oxygenator. The outflow from the liver was passed 
ito the oxygenator, where it fell on to a rotating perspex disk 
which threw the fluid on to the walls of a glass cylinder through 
which a stream of oxygen passed. The fluid collected at the bottom 
of the oxygenator, and from there was raised to the reservoir by a 
pump. The porcelain funnel and the oxygenator were immersed in 
water baths maintained at a cobstant temperature of 40° C., The 
temperature ‘of the perfusing fluid was 36° to 38° C 
Hepatectomized animals were prepared by the one-stage method 
of Firor and Stinson (1929). 


Observations 

Repeated Plasma Transfusions—Five animals (91, 92, 93, 100, 
and 106) were given repeated plasma transfusions. The results of 
these transfusions on the plasma protein concentrations are shown 
in Tables I to IO. No. 91 was given 4 transfusions, each of 10 c.cm., 
at intervals of 30 minutes. In spite of the. fact that the animal’s 
plasma contained 83 g. per 100 c.cm., the transfusion of the rela- 
tively low protein plasma (6.84 g. per 100 c.cm.) caused a transient 


rise in the plasma proteins: (8.64 g.), followed by a decline which 


brought the plasma proteins (8.06 g.) below the pre-transfusion level. 
A second transfusion of the same plasma produced no significant 
change in the protein concentration at the end of 29 minutes. A 
third transfusion of the same plasma produced a significant rise to 
8.40 g. per 100 c.cm. in 29 minutes. The fourth transfusion, again 
of the same plasma, raised the protein level to 8. 84 g. at the end 
of 45 minutes, and it remained at that level at the end of 60 minutes. 


The changes seen in No. 92 resemble closely those in No. 91. 
This animal had an initial plasma protein concentration of 6.67 g. 
per 100 c.cm. It received 3 transfusions, each of 20 c.cm., at 45- 
minute intervals. The plasma transfused had a protein content of 
6.05 g. per 100 c.cm. The first transfusion caused a transient rise 
in protein concentration to 7.24 g. in 16 minutes. The value had 
declined to 6.94 g: at the end of 41 minutes. The second trans- 
fusion produced a considerable rise to 7.72 g. in 10 minutes, which 
was maintained until the third transfusion was given. This caused 
a further rise to 7.99 g., and this level was mataieined with some: 
minor fluctuations for 55 minutes. 

No. 93 was given 3 transfusions, the second 42 minutes after the 
first, and the third 118 minutes after the second. The first 2 trans- 
fusions were of 15 c.cm. and the third was 10 c.cm. The, protein 
concentration of the transfused plasma was 7.14 g. per 100 c.cm. 
After a’ fall,’ the pre-transfusion level -was’ almost regained 41 
minutes after ' transfusion. The second transfusion produced no 


change in protein concentration, but the third caused a well-marked 
TABLE I 


Plasma Protein Concentrations after Ist Transfusion 
(grammes per 100 ccm.) : 































































Time between Plasma Protein Volume of Plasma Protein 
No Ist and 2nd Concentration Plasma Concentration 
Transfusions before 2nd Transfused of Plasma 
(mm ) Transfusion (cem ) Transfused 
91 30 8-06 I 10 6°84 , 
92 42 6 94 20, 6-05 
93 42 8-50 15 714 
100 60 8 13 20 6 36 
106 60 711 20 6:46 
$ Kes TaBLe IM : 
- Plasma Protem Concentrations after 3rd De te ` 
Time between Plasma Protein Volume of .| Plasma Protem (grammes per 100 c cm.). 
No’ 2nd and 3rd Concentration Pl Concentration 
Transfusions PL 
(min.) Prot. 
Conc, 
91 30 — 
92 43° 
93 118 
100 45 
106 45 
#91 30 














1% These values were obtained for a 4th transfusion 
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f , ` ` ', TABLE Iv y 
fo ' ‘ Plasma Protein Concentrations in Grammes per 100 c.cm. 
No Composition of ———— + 
Perfasmg Fluid 
7 
: 50 ccm. plasma 
150 180 c.cm Tyrode’s soln i 
80 c.cm. i 
153 170 c.cm. plasma : 
154 130 c.cm. plam 
* j1 40 cem, e’s soln 
172 95 c.cm. 
55 c.cm. blood k 
173 65 ccm. plasma 
100 c.cm. blood 








* 50 c.cm. Tyrode’s solution added after this sample. 


use`to 9.22 g in 15 minutes: This new level was. maintained for a' 
turther 70 tninutes. 2 

Tn No. 100' the second transfusfon was given 1 hour after the 
hrst, and the third 45 minutes after, the second: The plasma trans- 
fused was, as in the previous experiments, lower in protein content 
than the animal’s own plasma. The first transfusion caused a rise 
19 protein content ‘from 7.69 to 8.23 g. per 100 c.cm. in 25 minutes. 
There was a.slight decline over ‘the remainder of the first hour. 
The second transfusion produced no change in protein concentration, 
and the'third likewise, except at the final sample taken 55° minutes 
after this transfusion, when the protein concentration rose Slightly 
to 8:3 g.. 

The reaction to the’-first transfusion in No. 106 was, almost 
identical with that observed in No. 91. The, second transfusion, 1 
hour later, produced a considerable rise in protein content (7.11 g. 
to 7.86 g. per 100 c.cm.) in 10 minutes. The -protein content con- 
tinued to rise slightly for a further 30 minutes. The third trans- 
fusion, 45 minutes after the second, again caused a rise (8.03 g. to 
3.26 g.), which was maintained for 40 minutes. The plasma used 
for the first’and second transfusions had a prottin content of 6.46 g. 

per 100 c.cm., while that for the third transfusion contained only 
58 88 g. The protein content of the animal’s plasma was considerably 
in excess of that in the transfused plasma. 

Perfused Isolated’ Livers.—These experiments fall into two groups:, 
ay 5 experiments in which no plasma was added after the start of 
he experiment; ‘and (i) -4 experiments in which plasma was 
added. The results obtained in the first group' are shown in Tables 
[V and V. The changes in plasma protein concentration are given 
in Table IV. ‘Table V is calculated after alowite for losses due to 


TaBe V 








sampling. In the 2 livers (Nos. 150 and 154) perfused with low 
yrotein perfusing fluid there was a rise in plasma proteins. The 
ncrease'is greatest ‘in the liver perfused with the lowest plasma 
xotein fluid (No. 150), ‘No change was found in No. 153, which 
vas perfused with a fluid containing plasma protein in the concen- 
ration of 6.23 g. per 100 c.cm. Livers perfused with fluid containing 

higher plasma protein concentration than 6.23 g. per.100 c.cm. 
Nos 172 and 173) apparently removed protejn from the circulation. 














whole 2 hours there was an increase in total plasma protein of 
7.9%. -No. 165, also perfused with fluid of low protein content, 
, showed no significant change in congentration over a period of 50 
minutes. When 1.10 g. of protein was added the concentration 
returned to its initial level about 1 hour later. Protein had been 
lost from the perfusing fluid. Perfusion with a-much higher protein 
concentration in No. 167 jed to a fall of 8.2% in concentration in 


j i Tase VI 











g. of protein had been added; the concen- 


After 1.23 
tration returned to the starting level. The addition of 40 c.cm. of 
Tyrode’s solution failed to produce any output of’ protein from the 
liver, and consequently the total protein at the end of the experi- 
ment was almost identical with that expected. The last experiment 
(No. 170) showed a rise in plasma protein concentration of 3.7% , 


50. minutes. 


in 1 hour. The addition of 185 g. of protein increased the con- 
centration by a further 3.9%. The gross increase in total plasma 
protein, however, exceeded by only 2.6% the value expected. 
Hepatectomized Animals—These animals were observed for a 
control period before giving: plasma transfusions. The changes in 
their plasma, protein and haemoglobin concentrations are shown in 
Table VII. Of these, 4 animals (Nos. 147, 158, 162, and 168) 
maintained their haemoglobin concentrations within +3% of the 
first value. An examination of the dye disappearance curve shows 


> that their plasma volumes appeared to be constant within narrow 


limits. - No observations of plasma volumes were made on No. 168. 
No. 161 showed a marked increase in plasma volume and a corre- 
sponding reduction in haemoglobin concentration. The plasma 
protein concentration did not fall parallel with the fall in haemo- 
globin concentration. No. 166 showed an actual increafe in plasma 
protein concentration, with a reduction in haemoglobin concentra- 
tion and a rise in plasma volume. Calculating the changes jn total 
plasma proteins, it was noted that Nos. 147 and 158 showed no 
evidence of movement. of plasma protein into or out of the blood. 


‘No. 162 showed a decline of '4%, which is probably significant. 


Nos. 161 and 166 showed evidence of movement of plasma -pro- 
teins into the blood (Table IX). i 

. After a known amount of plasma had been transfused into 4 
‘animals the changes in haemoglobin and plasma protein concentra- 


_ulons were observed and plasma volume estimations made (Table X). 
TABLE VI ` : t 











E 
r eS ‘ Vol of PL Prot.,| Protein 
No. Composition of Plasma | ' Conc, 
g Fluid Added 
à .| (ccm) 
164 | 200 c.cm. plasma-Tyrodo muture . 20 
165 | 242 c.cm. plasma-Tyrode mixture . 19 
167 | 170 cicm, plasma, 38 ccm. normal 
saline ~ 20 
170 } 125 c.cm. plasma eee 25 





Plasma Protein Concentrations in Grammes per 100 c.cm, 
at 10-Minute Intervals 








i , * Plasma added after this sample, 


The second group again had experiments 'with low and high 
rotein content in. the perfusing fluid (Tables VI and VID). No. 164, 
verfused with a plasma containing only 2.7 g, per 100 c.cm., showed 
n increase in protein concentration over a period of 60 minutes of 
3%. The percentage increase in concentration in the second houg 
vas 13.4, although 1.31 £ of protein had been addėd. Over the 


t Tyrode’s solution added after this sample. | 








An analysis of these results (Table XI) showed that 3 out of the 4 
animals (Nos. 147, 158,-and 162) lost protein in substantial amounts, 
and 1 animal (No. 161) gained over 5% plasma protein. Without 
placing too much reliance: on the actual values, it is clear that 
plasma protein movement out of and into the blood stream does 


‘take place in hepatectomized animals 
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k Discussion 

After repeated transfusions with plasma of a protein 
æontent lower than’ that`of the animal’s blood, the plasma 
protein content showed significant rises in 4 out of the 5 
animals, and a rise of doubtful significance in 1 (No. 92). 
Analysing these results, it can be seen from Table’ XII that 
4 animals (Nos. 91, 92, 93, and 106) lost the major portion 
of the transfused fluid ‘from the circulation. One animal 
(No. 100) lost about, half the transfused fluid. 

The plasma protein added to the blood was retained in 


the circulation in 2 experiments (Nos. 92 and 100), and con-- 


siderable fractions of'it left the circulation in the others 
(Nos, 91, 93, and 106). Presumably, the greater part of this 
“Jost” protein entered the protein: stores. 

~, Retention of plasma protein ‘in the circulation may be 
accomplished by increasing *the Concentration to a much higher 
level and by, expanding the blood volume. “In No. 92 the 
former factor is predominant, and’in No. 100 the latter. The 
_ question may be asked: “What determines, whether plasma 
protein moves from the blood or is retained in it?” ‘It 
‘has been suggested, (Beattie and Collard, 1942) that the’ state 
of the plasma protein stores may be the most important 
factor. i ` 7 

" A `a’ ‘ 


sy eli Beg Ay i TABLE VILL—Hepatectomized Animals f ` ‘ 





If this be the explanation, then we have*to assume that 
the plasma stores in Nos. 92 and 100 were well filled and 
could accommodate no more plasma protein. Examining these 
experiments in some detail, the effects, of ‘the first transfusion: 
of low protein plasma are of interest. . Determining the total 
plasma proteins from’ the animal’s and transfused plasma 
volumes and the plasma protein concentrations, this value is 
divided by the concentration observed at certain time-intervals, 
thus [giving the plasma volume to be expected. Assuming, that 
no plasma protein has entered the blood stream; the plasma 
volume of No. 92 at 10 minutes after transfusion ought to, 
be 197 c.cm., which would mean that 18 c.cm. of fluid had 
disappeared from the blood. However, as the haemoglobin 
concentration had declined from 102.0 to 95.84, it is clear that 
such a movement of fluid could, not have occurred. Plasma. 
protein must therefore have left the plasma stores and entered 
the blood stream. The subsequent fall-in plasma protein may ` 
be due either to movement of fluid into the blood or protein 


‘out of it. Jf the former were the cause, the haemoglobin « 


concentration would show a continued fall; in fact, however, , 
it rose slightly to 97.54 at 16 minutes and 97.84 at 26 minutes, . 
and ‘fell slightly to 97.0 at 41 minutes. It must be concluded , 
that there has been a reverse movement of protein into the’ 
stores. 











Haemoglobm and Plasma‘Protein Concentrations before Transfusion ' 
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“Taste X.—H. epatectomized Animals 








Hb and P.P. Conc. after Plasma Transfusion. 
10-minute Intervals 
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The second transfusion produced a similar effect. The plasma 
protein concentration rose sharply at 10 minutes and, after 
fluctuating at 16 and 26 minutes, fell slightly at 41 minutes. 
The haemoglobin concentration moved in the reverse direction, 
tising from 97.24 at 10 minutes to 100.1 at 41 minutes after 
transfusion. Flow and ebb of plasma protein from and into 
the stores must have occurred. The third transfusion showed 
clearly that the same events have taken place. As the 
haemoglobin 10 minutes after transfusion was identical with 
that at 55 minutes after, no substantial movement’ of fluid 
could have occurred. Hence the final rise in plasma protein 
concentration must have been due to the plasma protein added 
from the stores. 


An analysis of No. 100 showed that the large’ loss of 
transfused, fluid was shared equally between the" three ‘trans- 
fusions. The loss was rapid and complete within 10 minutes, 
as the haemoglobin concentrations at the 10-minute and sub- 
sequent samples after each transfusion were within '1.6%° of 
each other. The changes in plasma protein concentrations.do 
show, therefore, after the 10-minute samples, the ebb and 
flow of protein from the stores to blood ‘and of blood to 
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stores. The small amplitude of this tidal movement, coupled ` 


with the fact that the values for the plasma proteins are high, 
suggests strongly that this animal, too, had well-filled protein 

Saturation of the protein stores can be accomplished by 
repeated plasma. transfusions. .No. 93, after 2 transfusions, 
showed a final plasma protein concentration of 8.57 g. per 
100 c.cm. 56 minutes after the second transfusion, identical 
with the value at the start of the experiment. A third trans- 
fusion raised the level to 9.22 g. in 15 minutes, and maintained 
it there for a further. 20 minutes. In No. 91, at 29 minutes 
after a third transfusion, the plasma protein concentration .was 


only slightly higher than the level before the first transfusion. - 


The fourth transfusion raised the level significantly and main- 
teined it there for 1 hour. Saturation of stores was completed 
by the second transfusion in No. 106, and a subsequent 
transfusion raised the level still higher and maintained it for 
a further 40 minutes. í - ? 

In view of Madden and Whipple’s.(1940) opinion that the 
liver is an important site for the storage of protein, it seemed 
possible tò test on this organ ‘the suggestions outlined above. 
“Madden and Whipple envisaged a steady state, or ebb and 
flow, between the plasma proteins and those in body cells. 
That idea presupposes two reservoirs of protein, one in the 
blood stream and the other in reserve in tissue cells. A state 
of equilibrium between the two reservoirs tends to appear, 
and the speed with which it is accomplished will depend 
on the “ gradient ” between the “levels” of protein in the 
tissue cells and that in the blood stream. If the level of 
available plasma protein is low in the tissues, then high degrees 
of hypoproteinaemia may persist. On the other hand, a high 
level of protein in the blood: stream will only remain high 
if the protein reserves are also high. 

The isolated liver experiments show clearly that the liver 
can mobilize and throw into the perfusing fluid quantities of 
plasma protein (Tables V and VI, Nos. 150, 154, 164). The 

_ stimulus for this production is obviously the low plasma protein 
concentration of the perfusing fluid. There is, too, in these 
experiments a correlation between the degree of “ hypo- 
proteinaemia ” and the rate of plasma protein production. One 
experiment (No. 165), in which the plasma protein concentra- 
tion was low, showed no change in concentration over 
50 minutes. It may be presumed that the reserves were also 
low in this liver,-dnd this is supported by the fact that 
the addition of 1.10 g. of plasma protein produced a temporary 
rise and then a disappearance of all the added protein inside 
1 hour. Equilibrium between storés and circulating protein 
seems to be suggested in one experiment (No. 153). Protein 
was lost from the perfusing fluid in two experiments (Nos. 172, 
173). The loss was greater in the experiment with the higher 
plasma protein concentration. : 

When plasma was added to the perfusing fluid about 1 hour 
after the experiment had begun; the results obtained again 
seemed to depend partly on the state of the reserves and 
partly on the concentration of protein in the perfusing fluid. 
One. liver (No. 164) showed a continuing. output of protein 
after the addition of. plasma, while another (No. 165), perfused 


~e 


BRITISH 
_ MEDICAL JOURNAL 


511 





under precisely the same conditions with a perfusing fluid 
almost identical with that used in No. 164, showed a loss 
of the added plasma protein. Previous to the addition, this 
liver had added no protein to the perfusing fluid, and hence 
it can be presumed that the reserves in this liver were low 
Another liver (No. 167), perfused with a rich plasmå protein 
fluid, lost protein’ from the circulating fluid. The added plasma 
protein produced a rise in concentration, and presumably al! 
of it remained in the perfusing fluid. The addition of Tyrode’s 
solution merely diluted the perfusing fluid without producing 
any’ further addition of protein. The remaining experiment 
(No. 170) showed a small rise in concentration before plasma 
was added, The added protein remained in the perfusing fluid. 
although from the values obtained for protein concentration 
it would appear that there was at first a movement out of 
the perfusing fluid, followed by a movement in the reverse 
direction. 

There can be no doubt, therefore, that the liver does behave 
as a “store” for plasma protein. It remained, however, to 
determine if it was in fact the only store. Hepatectomized 
animals were prepared and after variable periods given plasma 
transfusions. Two animals (Nos. 147, 158) showed no change 
in total plasma proteins before they were given a transfusion. 
One (No. 147), at 70 minutes- after “the transfusion, showed 
an appreciable loss of protein out of the circulation. The 
other (No. 158) lost a greater amount in 40 minutes. Another 
animal (No. 162) had lost some protein before transfusion 
and continued to lose dn ever greater quantity afterwards. 

These results may indicaté a movement of protein into other 
stores, but they are not as convincing as evidence of move- 
ment from such stores into the blood. Such evidence is pro- 
vided by" Nos. 161 and 166. ` Over a period of 30 minutes. 
while blood dilution was proceeding, No. 161 raised its total 
plasma protein by a small but significant amount. No. 166, 
over a periòd of 45 minutes, also while blood dilution was 
proceeding, raised its total plasma protein by 11% over the 
expected value. No. 161 continued to add protein to its circu- 
lation after a plasma transfusion at about the same rate as 
before’ transfusion, 

The evidence from these experiments does suggest that 
plasma protein leaves the blood stream in hepatectomized 
animals in quantities greater than might reasonably be required 
for normal metabolism, and, conversely, these animals seem 
to possess some source of plasma protein other than the liver. 

The speed with which protein may enter or leave the blood 
stream or perfusing fluid lends support to Whipple’s view that 
protein can move as such from cells to plasma, and plasma 
to. cells, as the need arises. It is clear, too, that the storage 
mechanism is not capable of dealing with large quantities of 
‘excess protein added to the blood. A rising plasma protein | 
concentration after repeated plasma transfusions is an indica- 
tion of saturation. The site of the protein storgs cannot be 
pinned down exclusively to the liver. Whether all body cells 
can contribute protein to the blood stream with the facility with 
which they apparently can withdraw it has yet to be decided. 


Summary 
Repeated plasma transfusions show that the plasma reserve 
stores may become saturated with protein and that further 


lead to a rising plasma protein concentration 


` 


transfusions will 
and plasma volume. 

The liver can add to or abstract plasma protein from the 
blood. The direction of the movement depends on the state of 
the liver’s reserves and the plasma protein content of the blood. 

Protein stores from which plasma proteins may be derived, 
or in which plasma protein can be stored, exist apart from the 
liver. i 


We wish to thank our technical staff for the assistance they have 
given in carrying out these experiments. 
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TONSILLECTOMY BY GUILLOTINE AND, 


DISSECTION "OO 
be ; By - 3 
T. B. JOBSON, M.D., B.Ch. 


, Controversy, regarding the best method ‘of enucleating 
, tonsils is ever with jus. Even now there are a great many 
relevant points that are not appreciated by ‘the majority > 
of doctors and some specialists. As one who has had to 
perform some 15,000 of these operations by`both methods, 
I feel that analysis ‘of this controversy may be of interest. 


Taking the “guillotine operation, let us inquire why sich * 
al lot, of ‘bad work is dong by this method and why it has 
got a bad name in many quarters, The modern “reverse” 
technique was ‘introduced in 1910 by Whillis 
‘Newcastle. They described their results in 200 cases in the 
Lancet. Very little notice was taken of their work: in -this 
country, but in America the idea was, adopted by Sluder, who 
with the proficiency ‘of practice brought his skill in the method 
to a very high Jevel. In fact, he' claimed that his results 
showed 99.6% of complete enucleation in ‘children.., His 
advocacy of the method brought back to this country its use 
by surgeons who, appreciated the improved technique and who 
fad opportunities of gaining skill by practice. a 


Reasons for Poor Results with the Guillotine ` 


Jt may be asked why the results achieved by the guillotine 


are so variable. ` Restricting the discussion for the moment 
to children, let us inquire why some. doctors firmly believe 
that'a tonsil cannot be completely removed with thè guillótine. 
Indeed, a good many of the public (instructed -by their doctors, 
no doubt) are of the same opinion. There is some justification 
“for this view, for undoubtedly a great deal of bad work is ‘done 
with the guillotine. ‘Now, why should this be? If Sluder can 
‘produce 99.6% of complete enucleations, the’ method cannot — 
be at fault. My experience assures me that it is nat at fault. 
Why, then. does not the method yield such excellent results 
universally? Several reasons ‘suggest themselves. R 

Many doctors imagine that tonsils can be removed by anyone 
as soon as. he can write M.R.C.S. or B.Ch. after his name. 
They think that tonsils are’ like ripe:strawberries, ready tovbe” 
plucked off, They are confirmed in this opinion when two 
or three céme' out successfully. The fact that the fourth: or 
fifth ig badly done does not shake their complacency. But 
this means 20% bad results—enough to give the method a 
bad namé. The fourth is ‘perhaps a “mushy ”, tonsil The 
lymphoid tjsaue strips off, leaving \the capsule behind with 
remnants of tonsil: tissue. The next ‘may be one with a 
horizontal cleft near the lower pole, inviting the Ning of ‘the 
guillotine to be placed in the cleft, ‘and go leaving a lower pole. 
Again, perhaps the capsule is thickened and there is difficulty 
in invaginating the tonsil into the ring of the guillotine. Too 
much pressure is used with the finger, and it perforates the 
anterior pillar. ee ener are many and are not realized 
at first. \ 

The bad results äre jöt noticed bý the parents; The Sputneor 

“gets away With it." In’ other operations, such as‘ ‘appen- 
dicectomy or hernia, a bad one will become manifest ,im-, 
mediately, so it follows that the surgeon learns to do, these |. 
under supervision and does not attempt them until he is 


’. competent. The analogy with golf is rather apt. The member 


`~ good “hands” to start with and. ona 


who has just been elected sees the professional tee up a ball 
and drive it down the fairway 250 yards. ,It looks so simple, , 
but the beginner does not find it so. ` He has tq. practise and 
practise ; after a time he’ gets to the stage of missing one shot 
in four; but his handicap -is then only 18. He has to have 
lessons and.do more practice before his handicap gets down 
to single figures. Only a few reach the scratch mark—those 
who are endowed with a fine touch and, good muscular co- 
ordination. So it is with guillotine tonsillectomy. It requires 
long—practice 
to achieve anything like 100% success. Also, the surgeon must 
be able to use his'left hand as well as his right, 
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Aboi cause of poor results is that at many hospitals l 


tonsil; operations are left-to the house-surgeons ‘unsupervised. 
They / do- their best, but their results cannot reach the desired 
-100% goal in. their short period of residence, and their 
successors repeat this unsatisfactory process. There is another, 
reason for the odium cast on the guillotine. Many of our 
surgeons, who restrict themselves to the dissection method and 
‘who never had the opportunity or desire to persevere with the 


long practice required for expert guillotine work are apt to > 


condemn the method and noise it abroad that the only satis- 


. factory method. is by dissection. ` To justify this they. point 


to ‘some of the’ bad Tesults outlined above. 


Finally, | the removal of- a child’s tonsils and adenoids in 


a minute or two with the guillotine is a much less spectacular 
operation than a set dissection 'lasting ten times as long. ‚The, 
parent may think he is getting better value for his money for 
the longer operation, which is not, always the case. 

J haye nothing to say against, the dissection operation.: It 
‘is an excellent method, and in adults is, I think, the method. 
of choice, It is more easily learned, and a good many house- 
surgeons learn it fairly well in their six-months period—although 
‘further practice is required. before they become experts. 


4 The Methods. compared in “Adutix 


So far I have dealt with. the guillotine operation in children., 
It may be.of some interest to compare the value of the two. 
‘methods in adults. To get some evidence on this point I have ' 
during the last two years tried ‘out the method of -dissecting | 
one tonsil: and guillotining the other—alternately right and left. ` 
Analysis of the first 100 cases showed that 11 were unsuitable 
for the guillotine. These were cases of very flat tonsils, some 
‘which had had a previous operation, some with'a very thickened 
capsule, the result. of quinsy, eto. In the other 89 cases‘ 

observation notes were made on: (1) haemorrhage, (2) appear- , 
ance of the tonsil bed, (3) after-pain. 

“Thé results showed practically no superiority of either 


i iethod. The desired slit-like bed was more often achieved by 


‘the guillotine. Those requiring a ligature were about’equal. My 
conclusion, ‘then, is that the guillotine method is not applicable 
tò all ‘cases in adults—and also that it requires, a great deal 
more skill to get good results than js the case with children. 
The’ dissection method is therefore, I consider, the method of ' 
choice in adults. 
own , technique. One point I would like to emphasize, and ` 
that is the importance of dissecting up the’ mucous membrane 
from the pillars and upper pole and then' “ delivering ” the 
tonsil from underneath this fringe of mucosa, which will then 
form a covering for the edges of the pillars. This procedure 
greatly lessens after-pain and' prevents cicatricial contraction 
of the pillars. ; 

ted is interesting to recall that Whillis and Pybus in their first 
200 cases claimed only 65% of perfect tonsillectomies. Compare 
this with Sluder’s results a few years later. In 1924 I published 
a paper on this subject.’ Jn this I estimated the number of ` 


completely successful results at 95%, but now I believe even ' 


“this is too low. By immediate inspection of the bed and 
examination of the tonsil removed it can be ascertained if 
a, fragment has been left, This can be dissected out in a few 
minutes. Such a necessity is very rare, but its recognition is 
important if we aim at perfect results. ; 

It must not be thought that tonsillectomy by dissection is 
always easy. The difficult tonsil for the guillotine is difficult 
for dissection, and the results by this method are ‘not always 
perfect. As in every operation, skill increases - With practice, 
and skill is more rapidly gained in dissection than in the 
guillotine method. Serious bleeding does not often: occur, but 
it can be very alarming: and indeed dangerous. The surgeon , 
therefore must be competent to deal’ with haemorrhage in the 
tonsil bed. Finally, our aim must be “to remove the tonsil, 
the’ whole tonsil, and. nothing but the tonsil.” The guillotine 
is more likely to fail in the second, dissection tor err in the 
third, of these aims. n 

. ‘Anaesthesia’ ` ; vas 

Our routine for adults is intratracheal ether with packing 

of the ae This helps to prevent’ the = of 


1 Practitioner, 1924, 113, 100. 
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In this method ‘each surgeon develops his > 
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ñhalationàl pneumonia or,lung abscess. For “the guillotine’ Saal ser and. ‘temperature just over 99°, which settled down in 
aperation in children ethy! chloride is used, and for dissection a' week. He was quite fit for a month, but on May 14 
n children'a short ether anaesthesia, The: children are given developed a febrile cold again,, and the temperature rose to 
L to 2 grains (according to,age) of seconal an hour before 99-8°, but was normal again on May 17 and 18. On May 19 
əperation, and one hopes that this will obliterate any memory the temperature was 102:6° in the morning ; sulphapyridine was 
of the operation. Again we find thé improvement in statistics given 4-hourly and: it fell to 99.2° in the evening. eAt this 


time ‘some ‘crepitations were, heard over the right lower lobe 
since our specialist, anaesthetist has been appointed | for this behind. By the 21st the temperature had settled to normal and 
purpose. Many years ago, when changing house- -surgeons gave remained so. 


the anaesthetics; we had'two or three fatalities, but for five ' X-ray examination, May 26 (A. J. M.).—“ Screening : Upper 
years since. this anaesthetist has been doing the work we have , lung-fields light up brightly and evenly. There is some in- 
had none, f f creased. density at inner angle of right dome of diaphragm, and 
e conclusion is “that the appointment of special surgeons outer sulcus of same ‘is blurred. Film: This confirms screen- 

and anaesthetists has raised the’ standard of tonsillectomy 10 ing report. There is very slightly diminished translucency over 
a very high level. ; i right upper lung-field compared with left. There is some in- 
oe Gst Toa E . creased density and štriation at inner angle of right base, and 

i , Alling up of outer sulcus of right dome. The x-ray appearance 
` ; ts a residual inflammatory process at right base following 


ieee ee influenza.” June 9, screen only: outer sulcus of right dome of 
ATYPICAL “INFLUENZAL PNEUMONIA ” Aiie has now cleared. 


AT A eco ' ` In this case the administration of sulphapyridine appears to 
have speeded up recovery; but other cases, not treated with 


i : i it, took a similar, course, and its value in this pee of illness 
H. G. J. HERXAEIMER, L.R.C.P.&S. „must thereforé remain doubtful. 
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Medical Officer, Highgate School, Westward Ho 2 oy 
AND p4 2 ‘ Conclusions 
Unfortunately, extensive bacteriological investigations have 
“AZ J. McMILLAN, MLR.C.S., L.R.CP. . ae A 
j Tuberculosis Officer, N. Devon not been possıble, and we cannot say to what type of pneumonia 


thege cases belonged. Nevertheless, their publication seems to 
During a period of three months, March to May, i942, a us desirable for the following reasons: (1) The course of the 


illness is not typical for an influenza] pneumonia ; it might even 
small but peculiar epidemic occurred at the evacuated belong to another group of virus disease. (2) As no other cases 
section of Highgate School, at Westward Ho. The history have been noted in the district among adults, it may be that 


of, the outbreak may be’ considered worth recounting. >. the illness attacks mainly adolescents. (3) Owing to the mild- 
` g f i ‘ ~ ness of the illness and the absence of any marked symptoms, it 
5 > Symptomatology x will rarely lead to hospital treatment, and its special charac- 


` Th tb eak had th t l fluenza. ` teristics `and complications may easily be overlooked; the 
The renni at i A aot and attention ‘of the practitioner should therefore be drawn to it. 
remained so tor, one or two days ; it then dropped to between Se 
99° and 100°, and remained there from 3 to 7 days. The M d 1 M ; d 
symptoms, in the main, consisted’ of a mild headache or a. 7 1 

sore throat; apart from. the temperature the only positive edical emoranda 
finding was a pharyngitis. After ‘a week or less the temperature 
became normal and the symptoms cleared up. After a further. — 
petiod of 2 to 7,days, however, the temperature suddenly rose An Unusual Case of Injury to the Female 
again, in one or two cases quite steeply, and'remained above '. ` ' Urethra | 


normal for some days, in a few instances for a fortnight or Inj to the female urethra apart from childbirth or operative 
even longer. During’ this period’ a cough often appeared, and our to is very uncommon. This i is presumably because of 


in'a few cases a few very faint crackling rales were heard over - fs ts comparatively well-protected position and shortness. In the 
a localized area of one lung. ' male, on the other hand, injury to the urethra is more frequent. 
Ir these cases radiological’ examination of the chest was ‘and it is Well-known that it is usually caused by falling astride- 
carried out, but, owing to the long distance from the hospital, . an “object In the case here described ‘an injury was sustained 
this was possible only after some delay, when the journey could , by a woran wu we consider to be comparable to the well- 
be undertaken without too much: Tisk. In all these cases’ (7), own injury: to the male urethra. Interest is added to the 
case when it is learnt that the patient was wearin $, trousers al 
with one exception, a typical x-ray picture was found: an area the time of the injury. -a 
of`one lung-field was distinctly blurred—frequently ‘the lower. Z ae. 
third of the right lung-field—the movement of the corresponding ' CASE HISTORY 
dome of the diaphragm was impaired, and in one case there A married woman aged 38, a unipara, had just returned fom 
was a ' small effusion in the, costophrenic, angle. The homo- „her work as a milk roundswoman, and was putting up black- 
geneoùs shadow was similar to that of a resolving area of out curtains in her home, climbing on to the window-sill to do 








pneumonic. consolidation. ter control radiographs revealed pees an ae a ped and ee a baek ae 
that this diffuse shadow had disappeared and the lung-field standing -about 4 Teet above the chair when she slipped L 


showed no-abnormality. In two cases, however, a recrudescence appears that she came down so that a projecting kno pea, the . 
‘occurred: after an interval of 4 to 6weeks, with exactly the. corner of thé chair struck the anterior r pect of the vulva and 
same symptoms, and repeated radiographs showed that the anterior vaginal wall. She felt an immediate “ numbing ” pain, 
previous pathological shadows had become: more:marked. ` and after a few seconds found that she was bleeding profusely 


‘In all, there were 28, cases of “influenza” during the same ‘ , On admission to Hendon Cottage Hospital there had been a 
period, which may,,of course, have belonged to quite different - tait amount of haemorriage; which was TE A bal 
types, In one group of about 10 cases the symptoms were ‘ Thi is an extensive tear Sere anterior i e anteo vesn aii 
very slight, and lasted’ a few days only.” Of the remainder, Sahel oa 


at the exact level of the ure orifice and each end of the 
12 cases showed the typical features described aboye, consisting tear split into two directions, -one running backwards and 


of a two-stage illness, separated by “an afebrile interval of upwards into the vagina, and’ the other forwards on to the 

apparently complete. health. i vestibule. ` There was also considerable bruising of all the parts, 
In this second group 7 ‘cases were iadiographed:; 6 of them | and a large haematoma had formed under the anterior end of 

showed residues of a diffuse inflammatory process in an area the left labium. There was no sign of the urethral orifice. 

of one lung. The following‘history is typical of one such case: Under an anaesthetic given by one of us (R. H. C.) the patient 


was put in the lithotomy position and the tear carefully 
A ‘schoolboy aged 14. No previous history of importance. examined (D.J.N.S.). It was then seen that the urethra had 


Duting Easter holidays, at the beginning of April,’ 1942. he been tom away from the vaginal wall and was lyingefree in 
was in bed with a mild infltenzal. attack, slight unproductive nearly all its length in a space between a flap of anterior ‘vaginal 
roy Re oot ` a 
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wall posteriorly and the posterior surface of the symphysis 
pubis in front. The free lower end of the urethra was caught 
with forceps, brought do and a catheter passed. Clear urine 
came from the catheter, and saline was injected into the bladder 
and the volume checked. It was then obvious there had been 
no injury to the bladder. “ A plastic repair was done, and the 
mouth of the urethra sutured as nearly as possible in positfon, 

-a stitch being placd to anchor it to the periosteum of the 
postero-inferior surface of the. symphysis pubis. An in-dwell- 
ing catheter was left in, and the vagina packed with mercuro- 
chrome gauze. t AT A 

, Recovery was rapid. The pack was.removed in 24 hours and 
. the catheter in a week. The bruising and haematoma of the 

vulva rapidly disappeared and the patient was discharged after 


a fortnight. There was complete control over micturition, no’ 


stress incontinence, and the vagina healed without stenosis. 
, COMMENTARY ` . 
_ The featuies of this case are the rarity of the injury and the 
circumstances of its occurrence—exactly similar to the way in 
which rupture of the male urethra is produced. What is very 
interesting is that the patient was dressed in trousers at the 
time of the accident. ‘addition she had thick underclothes 
on beneath the trousers, which were themselves made of thick 
serge, so that the injury was produced entirely by contusion 
just as the male urethra is ruptured. It is probable that had 
the patient been wearing a skirt she would not have been- 
red,-and clothing may be a factor in the prevention of 
injuries to the female perineum. It raises the question; of 
course, as to whether surgeons must be prepared to see such 
cases, as fashion dictates that increasing numbers of women 
shall wear trousers! c ; 
R. Hunt Coore, M.D., M.R:C.P., , 
Medical Superintendent, Hendon Cottage Hospital. 
Denys J. Neat Smita, M.D., ' 
Surgeon,, E M.S. 
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Persisting Epilepsy following Shock Therapy 


Thè. rare occurrence of spontaneous fits over a long period 
following’ shock therapy is illustrated by the following case. 


CASE REPORT 

The patient, a man aged 22, first came under my care- on 
Sept. 19, 1940. He had had convulsions at intervals for six 
months when 1 year old. From 7 to .14 he suffered from an 
illness described as chorea—he now shows physical signs con- 
sistent with a diagnosis of a compensated rheumatic ‘heart. 
lesion. At’20 he had his first mental breakdown, a depressive 
illness lasting six months. A year later he was diagnosed asa 
schizophrenic, and had spent a further year in mental hospitals 
‘and been treated with ten therapeutic convulsions when he came 
under my care. He was dull ani retarded, but suspicious, 
moody, and freely hallucinated—a ical “ chronic” schizo- 
phrenic. Blood examination showed 4.9 million reds, haemo- 
globin 75%, and sedimentation rate normal; ‘the urine was 
repeatedly found clear and normal. From Sept. 23, 1940, to 
Jan. 2, 1941, hé was given a course of insulin therapy, the coma 
dose rising from 80 to 952 units, and 19 comas followed 63 
injections, ‘The course was complicated by occasional severe 
coma fits and after-reactions. Treatment by T.A.B. vaccine 
was then tried, 13 intravenous doses, rising from 5 million to 
750 million bacilli, being given between Jah. 4 and Feb. 21, 
11941. On Jan. 19 a spontaneous fit occurred, and two more 
* were recorded in January and four more up to Feb. 15, accom- 
panied by mental improvement, when 1 grain of phenobarbitone 
each night was prescribed: This controlled the fits; but the 
mental state relapsed, and the drug was discontinued on 
Feb. 28. A fit occlirred on March 3, 1941, and six in March 
altogether, with five more by April 15, when he left my care 

considerably -improved mentally. 
‘ The firm impression gained was that his spontaneous fits 
controlled his schizophrenia, and this continued satisfactorily 
until July, belle further phenobarbitone therapy stopped the 
fits and heral ed another mental relapse. He came under my 
care again; fhe medication was terminated and one electric 
convulsion. 
spontaneous. fits a week, with mental improvement. Inquiry 
on ‘Dec.-12, 1941, elicited the information that the fits con- 
tinued and he remained cheerfyl and sociable, occupying: his 
time rug-making and playing the. piano. A further report 
dated June ‘28, 1942, states that he still has one or two fits 


weekly, and that epanutin was tried and stopped the fits; but’ 


-it made him mentally worse and had to be abandoned. His 
mental condition, all things considered, remains good. 


° D. N. Parrirt, M.D., M.R.CP., D.P.M., 
ba Squadron Leader, Specialist in Neuropsychiatry, R.A.F. 


te 


ven, and this was followed by one or two- 


Reviews ` 








PAEDIATRICS 
Nutrition end Chemical Growth in Childhood By Ice G. Macy, PhD 
Volume I: Evaluation ‘(Pp -432; illustrated $5.00 or 27s 6d.) Spring- 


field and Baltumore: Charles C. Thomas; London: Baillitre, Tindall and 
Cox 1942. P 


Management of the Sick Infant and Child By Langley Porter, M.D, B S., 
and Wiliam .E Carter, M.D. Sixth revised edition. (Pp. 977 ; illustrated 
578.64) London. Henry Kimpton. 1942 


A Handbook on Diseases of Children, including Dietetics and the Common 
Fevers By Bruce Williamson, M.D., FR.C.P. Third edition. (Pp 364: 
resale 12s. 6d., plus 6d. postage) Edinburgh: B. and S Livingstone 


n R á i ne: ` 
Wartime Food for Growing Children.’ Issued for the Minittry of Food by 
of Information. (Pp 25. 4d, or 13s. 4d. for 50 copies.) 

London: H M. Stationery Office. 1942, 


Dr. Icle G. Macy has provided a valuable collection of facts 
in her Nutrition and Chemical‘ Growth in Childhood, the first 
volume of which is entitled «“ Evaluation.” Many years of 
experience, wide reading, and the collaboration of colleagues 
have gone to‘the making of this book, which is essentially 
a record of -the scientific methods required and the results 
obtained in the study of nutrition in childhood with particular: 
reference to the’ biochemical aspect. A second volume, to be 


-called “ Interpretation,” is promised for next year. Meanwhile 


the paediatrician’ will be grateful for a collection of valuable 
data, and especially for the results of balance experiments 
conducted by a method of rapid micro-analysis which gives 
results quickly after, the collection of samples and opens the 
way to a-wider use of this method of studying nutritional 
problems. The publication of this volume has been made 
possible by “The Children’s Fund of Michigan” and it is 
introduced in a foreword by Dr. Hugo A. Freund, who is 


“president of the board of trustees of the fund. 


Another notable paediatric publication from the United 
States of America is the sixth edition of the well-known 
Management of the Sick Infant and Child,“by Prof. Langley 
Porter and Dr. William E. Carter. This is a product of the 
California University Hospital, and continues in its extensively 
revised form to be a thoroughly practical account of the care 
of the sick child. Details of treatment are stressed throughout, 
‘and the method of approach in the early chapters through 
the dominant symptom—e.g., “vomiting,” “ diarrhoea,” 
ki haemorrhage ”—has much to commend it. Both authors 
are widely experienced, and they have the fortunate help of 
many colleagues in certain sections of the book. The sections 
on therapeutic procedures are of particular value.’ 

The third edition of Dr. Bruce Williamson’s little work— 


` A Handbook on Diseases of Children—also bears marks of 


extensive revision, especially that necessitated by the introduc- 
tion of the sulphonamide drugs. But it is by no means up to 
date, for there is no mention of gentian violet for threadworms, 
of atebrin for lamblia, or of modern views on icterus gravis 
neonatorum. The dangers of raw milk (even the higher grades) 
are not sufficiently stressed. . 

Wartime Food for Growing Children is another collection 
of Dr. Charles, Hill’s informal broadcasts in the popular 
“Kitchen Front” series. The information imparted is 
essentially sound and practical, and practitioners would be well 
advised to recommend it to parents. The value of suet in 
puddings (when available!) ‘is perhaps underrated, but 
critical reading has failed to reveal any other departure, from 
modern paediatric standards. The broadcasts read as well as 


they sounded. ' : 
THE VITAMINS 


Chemistry and Phystology.of the Vitamins. By H. R. Rosenberg, Sc.D. 

@p. ‘674. $1200 or 728) New York: Interscience Publishers Inc : 

London: Impena Book $ 
Dr. Rosenberg was tempted at first to write one book on the 
vitamins and hormones, since the two classes of compounds 
have so much in common. The task, however, proved too 
big-and- he wisely confined his effort to an account of the 
vitamins only. He has made a praiseworthy search of the 
literature, giving exact references to more than 3,000 original 
papers in faotnotes on the appropriate pages, with an index 


to these references at the end of the book under the names - 


of authors arranged in alphabetical order. 


ri 
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The subject-matter is systematically arranged in chapters. on ~ 


vitamins in general, the groups of vitamins A, vitamin’ B, 
(thiamin), vitamin B, (riboflavin), vitamin B; (pyridoxin), ni¢o- 
tinic acid:(nicotinamide), pantothenic acid, inositol, para-amino- 
‘benzoic acid, vitamin C (ascorbic acid), the group of vitamins D, 
the group of vitamins E, vitamin, H (biotin), the group of 
vitamins K, vitamin P, non-identified vitamins (inckiding B, 
Bo Bs, By, Bs, Be, Bp, J, L, and-L,, M, T, U, folic acid, growth 
factor, for’ Lactobacillus casei, grass juice factor, mouse factor, 
ahti-pernicious-anaémia factor). An appendix is devoted to 
the vitagens (including essential fatty acids, amino-acids and 
carbohydrates, and choline and related compounds). There is 
also a patent index giving the patent number, date, patentee 
and assignation, and ‘claims of about 1,200 patents dealing with 
‘vitamin preparations. Each chapter has sections, where-pdssible, 


‘on nomenclature and survey, chronology, occurrence, isolation, ' 


properties, constitution, synthesis, industrial methods of prepara- 
tion, biogenesis, specificity, determination, standards, physiology 
of plants and micro-organisms, animal physiology, avitaminosis 
and hypovitaminosis, and requirements. Provitamins. A and 
provitamins D are treated nearly as fully as the corresponding 
vitamins. ' /, : z $ 
„ Dr. Rosenberg has dealt most fully’ with the chemistry of 
the vitamins. Syntheses are clearly explained, and are, lavishly 
illustrated by structural formulae. , We would like to have seen 


described Bourdillon’s work on the preparation of pure calciferol , 


from the irradiation products of ergosterol ; it is ‘scarcely men- 


tioned. However, the omissions we most regret on’ behalf ' 


of readers of this Journal are the accounts of clinical trials with 
‘the vitamins. There ig no mention of Dr. Martha Elliott’s 
comparison of the efficacy of vitamins Dy and D, with regard 
to the curing and prévention of,,rickets in young children (the 
‘most convincing evidence: of their. equality yet published) ; or 
‘of Dr. Helen Mackay’s work on the influence of a shortage 
of vitamin A on young children; or ‘of Mellanby’s work on 
„the influence of vitamin A on convulsive ergotism’ and lathyrism, 
‘and on overgrowth of. bone, which may affect parts ‘of the 
‘nervous system (especially the auditory nerve); or of his solu- 
‘tion of the toxamin problem.. There is only one sentence 
(a very inadequate one) dealing with ‘Lady Mellanby’s work 
on the influence ‘of vitamin D'on the development of caries, 
and none on her work on gingivitis. There is no mention of 


the use of cod-liver oil in wound-healing, though whether . 


_the benefit is due to vitamin A is uncertain. The biological 
standardization “of the vitamins is treated very scrappily, some 
_ of the work referred to being: obsolete, and there is no statement 
of the general principles underlying the methods now accepted. 
In spite of these defects, however, much remains in the book 
to render it acceptable to workers on the subject, and many 
parts of it will stimulates readers to make therapeutic trials 
of the vitamins, for they can scarcely do harm and they may 
bring about results of inestimable value. 


` 


.. “THE MYSTERY OF THINGS” 
The Circle of Life. A Search for an Attitude to Pain, Duease, Old Age' 
and Death, .By Kenneth Walker (Pp 158 7s 6d.) London: Jonathan 

’ Cape. 1942 n i ce 
- Lotée said that a philosophical system is an attempt to justify 
d fundamental view of things which had been adopted éarly 
in life. and Mr. Kenneth Walker, as a child, sensed the unity 
of all life. Unlike Wordsworth, that ‘vision of ‘his has not 
‘faded but grown with the years. The present parlous state 
of civilization is compelling man-to take a humbler view 
of his ‘position in the universe so that he is more-inclined to 
admit the interdependence:of all living things. In The Ciréle 
of Life, which may be regarded ‘as a sequel to his Diagnosis of 
Man, Mr. Kenneth Walker essays ta‘ help towards an under- 
standing, though naturally not‘ a, complete solution, of the 
problems of disease, pain, suffering, old’ age,.and death. His 
conclusion is that the meaning can only be found if the subject 
be examined from the standpoint of the whole ‘aggregate-of 
life on the earth. A disease caused by a pathogenic organism 
instead of being a meaningless'accident is then seen to be an 
inevitable consequence of the conditions obtaining in organic 
life: Bactena can’be allies as well as enemies ; indeed, “ micro- 
orgatusms form, as it were, the’ base of a living triangle, the 
two -sides of which are the vegetable'and animal worlds.” In 
his survey he has many interesting things to say: thus “we 


is ` 


.'senior editor of the present, volume. 


7 i 7 
‘need not question the purposive action of fear, because in 
excess it, defeats itself”; “life cannot be measured in terms 
of years ‘but only in terms of inner experience”; “longevity 


“is not a question of miraculous draughts or diets or hormones 
- or grafts, but of right living, both of the body and of the 


mind ”—a valuable comment this, from one with pr&fessional 
experience. . J 

_ “Man,” said Sir Thomas Browne, “1s the great Amphibium ” , 
be dwells in two interpenetrating worlds—the visible. one of 
living matter, the invisible one of the spirit. As is well known, 
Mr. Kenneth Walker has for some years found a harmony 
for this in Oriental philosophy. He recognizes, however, that 
“a branch of knowledge cannot be isolated from Eastern 
thought and grafted on toʻa. culture which is entirely foreign 
to it” ; but as “ Bastern and Western people barter the products 
of their industry ... surely the time has come when with 
even more mutual profit they can exchange the products of 
the mind.” . Yet even his customary lucidity leaves us with 
` but a vague and unsatisfying impression of Eastern philosophy 
His di ion of “occult” phenomena naturally. includes a 
consideration of the time-space continuum, and we were 
delighted to see his reference to Dr. E. A. Abbott's parable 
Flatland, which, published more than 50 years ago, brought 
home in a simple form the lesson that our minds are inevitably 


' limited to three-dimensional conceptions. 


Mr. Kenneth Walker deserves our thanks for a book at once 
stimulating and comforting. His medical experience enables 
him to rob death of much of its terrors for the uninformed. 
He devotes'some space to the consideration of various theories 
about the hereafter. As to this we do well in following 
Shakespeare, one of whose greatest characteristics, according 
to Keats, was his capacity for “ being in uncertainties, mysteries. 
doubts. without any irritable reaching after fact or reason.” 








. ‘Notes on Books 


The 28th edition of Gray’s Anatomy is stated to have been 
`“ produced under conditions of unprecedented diffiçulty ” ; the 
itors, Prof. T. B. JouNsTon and Dr. J. WILLIS, however, with 
the assistance of Prof. F. Davies—the digestive system—and Dr. 
Denny Brown—the nervous system—have succeeded in over: 
‘coming all hindrances and have added much new matter which 
is of importance from the purely scientific and the practical 
standpoints, more particularly with regard to the sections deal- 
ing- with development, myology, neurology, and the ductless 
glands: Many new illustrations have been added, includin 
x-ray plates, by Cairns showing the position of the cerebra 
ventricles ; Allison, the course of the parotid and submandibular 
salivary ducts; and Grout, a cholecystogram. An interesting 
memoir of Prof. Howden, who, succeeding Pickering Pick, was 
editor of Gray's Anatomy for 27 years, is contributed by the 
i Prof. Howden was 
in the central nervous system and sense 
tion of which, more particularty of the in- 
ternal ear, is largely founded on his persona! observations. The 
resent editors may be congratulated on raising still further the 
igh standard of utility and accuracy of previous editions, and 
there is no doubt that the popularity of Gray's Anatomy „will 
continue as of yore. Longmans, Green and Co. are stil] the 
publishers,’ and „the price is 60s. 


“In Health for the Young (George Allen and Unwin, 63.), 
written for the lay public, Dr. Liypsey BATTEN displays his 
customary, robust common sense. He could have chosen as 
his text, “ It is not the function of the doctor to suggest ill- 
health,” nor for that matter ‘of anyone else, for (as he rightly 
points out) advertisements ‘of patent remedies would convey 
‘the impression that health is a ing that can only be pre- 
cariously maintained. “With the decline of faith in a benevo- 


specially . interested 
organs, the descri 


_ lent Providence and the countervailing rise of faith in Science 


goes a quite unjustified disbelief in the power of living organisms 
to right themselves.” His hard hitting at the prevalent fads 
and cranks of the day is refreshing, and his practical hints on 
the maintenance of health and the provision of an enjoyable 
life for the young should prove decidedly helpful. 


No. 4 of Vol. 13, dated March, 1942, of the Index to the 
Literature of Food Investigation has been published by the 
Department of Scientific arid Industrial Research at 43. 6d. 
The items run from Nos. 1454 to 1939. Those who wish to 
obtain this Index regularly should send orders direct to the 
Sales Office, H.M. Stationery Office. York House, Kangsway, 
W.C.2, or to any bookseller. - ° 
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“WAR AND THE ADVANCEMENT OF 
SOCIAL MEDICINE ” ` 
* SIR WILSON J ON’S HARVEIAN ORATION 
The Harveian Oration—the only one of the lecturés of 


the Royal ee of Physicians of London to be given 
this year in public’ session—was delivered on October 19 


by Sir WiLson JAMESON, Chief Medical Officer of the 


Ministry of Health. The President of the College, Sir 
Charles Wilson, was in the chair. : - 


Sir Wilson Jameson began by remarking that William 
Haryey’s life was cast in times of national stress like ithe 
present. He was a boy of 10 when the Spanish Armada came 
up the Channel, and at the age of 64 he was’ caught in- the 
travails of the Civil War. Such times‘had always been followed 
by periods of grèat social change.” The Napoleonic wars 
furnished a convenient first example. After them came the 
first Factory Acts, the abolition of slavery in the British 
Empire, the beginnings of elementary education, and the 
social emancipation brought about by the reform of Parlia- 
ment. After the Crimean War, the heroine of which was 
Florence Nightingale, with her reforms of Army hygiene and 
nursing, came the growth of liberalism in politics, a new 
apprehension of the meaning of social justice, and, in hygiene, 


-the beginnings of State medicine. 7 


The South African War touched the conscience of England, 
partly because of the disclosures concerning the physical unfit- 
ness of many Army recruits, partly because of the excessive 
mortality from disease in the field, and partly because of the 
conditions in the concentration camps for Boer women and 
children, The demand for social change was faced in the 


„new Parliament of 1906. The immediate consequences were 


the provision for feeding, physical training, and medical 
examination of school children, the beginnings of'the campaign 
for the prevention of infant mortality, workmen’s compensa- 
tion for accidents, old age‘pensions, housing and town planning, . 
and, eventually, National Health Insurance. 


TE After the First World War Pe 
Then came the first world war, -the effect -of .which upon 
the progress of social medicine was profound. Thè destruction 
of young manhood sharpened the need for-saving life wherever 
possible. There was an‘ extension of -schemes for the care 
of mothers and infants and the medical treatment of: school 
children, as well as the establishment of welfare work in 
industry. As soon as the armistice was signed the Ministry - 
of Health was created. Shortly before the last war there had 
been a Medical Research Committee under National ‘Health 
Insurance, but its admirable secretary, Sir Walter Fletcher, 
made it truly national in its application to the immediate medical 
necessities gf the war, and the Medical Research Council, as 
it now became, was no merely academic body, but a living 
and dynamic force for the saving of human life. A concen- 


- trated effort was made to combat tuberculosis, and the major 


local authorities were required to make adequate provision 
for diagnosis and treatment. Slum clearance schemes were 
also effected; and later a sweeping -measure of Poor Law 
reform was brought about. In the meantime medical educa- 
tion did not stand still, and the beginnings of two noteworthy 
movements might be detected at this time, issuing presently in 
the establishment of the London School of Hygiene and Tropi- 
cal Medicine and the British Postgraduate Medical School. 
‘What would be the effect on the progress of social medicine ~ 
of the ordeal through which the world was now passing? 
He detected a marked difference between the feelings of 
medical men—and of others—in the last war and in this. 
In the last war it was the genéral desire:to get back to things 
as they were, an impatience to resume the old tasks and privi- 


- leges ; but in this war there was everywhere a conviction that 


` great changes were impending. It might be that immediately 


the war-was over an extensive programme of social reform 
would be introduced, of which social medicine would be an 


integral part. 
. Present Gains 

Sir Wilson Jameson went on to enumerate some present 
gains which would surely not be lost in time of peace. Already ' 


a co-ordinated hospital scheme existed” to’ meet the needs 
of the war. Many more’ hospital appointments had been 
created, many institutions had ‘been ‘improved: out of all- 
recognition—‘ upgraded,” to use the official jargon. The 
Ministry of Health had itself. ádded 47,000 “beds to the ‘total 
of -those already provided by voluntary agencies and local 
government authorities, and had-set up special hospitals for 
fhe treatment of head injuries, for neurosurgery, for neuroses, 
and for rehabilitation. Consultants had been redistributed and 
their services made available in many. places where such pro- 
vision had formerly been wholly inadequate.. Operating 
theatres had been provided -and additional: wards built. 
Laboratory services had been’established, for one of which 
—the ‘Emergency Public Health Laboratory ,Service—the 
Government accepted full ‘responsibility. In ‘this work he 
acknowledged the help of the Harvard Red Cross Medical 
Unit, which represented by-no means the only medical wår- 
time debt which was owing to their professional colleagues 
in North America. : -3 


Again, immunization against diphtherja had become part 
of the Government public health programme. New methods 
of attack on tuberculosis had been introduted.' The value of 
miniature radiography must not be overestimated, but it had 
its use as a means of sorting out the ‘cases which required 
further examination, and the Minister of Health had under-’ 
taken’ to see that as many sets of apparatus as possible ‘were 
made available during wartime. A real nutritional policy had 
been, formulated which included collaboration between the 
Ministries of Health, Food, and Agriculture. There’ was 
nothing more praiseworthy than the efforts which had been 
made in this direction. At last we had obtained as a result 
of the necessities of the war what had been lacking in the 
past. A national plan for the collection of hospital morbidity 
statistics, compiled in accordance with an approved classifica- 
tion, had been set up. Finally, more than ever before, health 
wasin the “news,” and prevention had acquired sóme of the 
drama of cure. 


Encouraging Signs for Peace 


There, were signs that these gains in time of war would be 
consolidated.” As evidence of the determination to secure much- 
needed reforms Sir Wilson Jameson mentioned the recent 
statement of Government ‘policy in relation to. hospitals, which 
was already being implemented by the initiation of surveys 
‘in various parts of the country; the adoption by the Royal 
Colleges of criteria for the training and status of future con- 
sultants ; the appointment of an interdepartmental committee 
on the. organization of medical schools and the facilities avail- 
able for clinical teaching and research ; and the appointment 
by the Royal College of Physicians of two other committees— 
one dealing with the medical curriculum and the other with 
social medicine. The college had always regarded medicai 
education as one of its main concerns. Here he paid a tribute 
to, the forward policy of Oxford University in establishing 
a chair of social medicine and to the Nuffield Provincial 
Hospitals Trust for its support of the university in this venture. 
Another’ piece’ of evidence was the official measures set an 
foot for the improvement of, the status and conditions of work 
of nurses. 


Then there -was. the setting up- by the British Medica! 
Association of the Medical Planning Commission and the 
character of its interim’ report. “Surely we are entitled to 
read into this report a realization on the part of the medica) 
profession that their continued existence as a series of isolated 
units is in the interests neither of themselves nor of the public 
they serve. If private practitioners are to take their proper 
place the medical profession will have to submit to some 
agreed measure of reorganization.” x 


He concluded with a‘reference to the part which must be 
played by the Fellows of the Royal College in moulding the 
pattern of post-war social reforms. If they were to play their 
part they must remember Harvey’s exhortation to' the Fellows 
and Members in the terms of the Trust by which he brought 
this annual oration into .keing “for the honour of the 
profession to continue in mutual love and esteem amongst 
themselves.” ` ' j 
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'. THE - FATE. OF PLASMA. PROTEINS IN 

, Í ” TRANSFUSION a 
Whipple and his: co-workers, in a series of brilliant investi- 
gations ‘covering a period of ‘many years, have shown 
conclusively that the proteins in the cells consist of a 
part which is necessary for the life and efficient function- 
ing of the cell and a part which can leave the cell proto- 
plasm without apparently affecting the-cell’s activity. When 
for, any, reason the concentration ofthe proteins in. the 
plasma is reduced—for example, after haemorrhage—pro- 
tein leaves the body eells and enters the blood stream. 


Jf the ‘ammount of*protein available in the body cells is. 


adequate, the plasma protein concentration may be restored 
to its normal value ; if the ‘protein available is small, the 
concentration, may reach equilibrium at a value. below 
anormal. In this.event, restoration to the normal value 
is effected slowly by a synthesis of new protein by the 
liver from the products of digestion of proteins in the 
food. . ` a - “5 : = 
Beattie,’ after a study of the effects of haemorrhage in 
experjmental animals, came to the conclusion that move- 
ment-of protein inte the blood stream must take place 
in substantial amounts ‘within a short-time after haemor- 
‚rhage. In a further paper’ it was shown-that after con- 
trolled haemorrhages the rate of addition of plasma pro- 
teins to the blood is not parallel to’ the rate at which fluid 
enters the blood in order to restore the blood volume to 
‘ts normal level, and does: not depend on the amount of 
blood withdrawn, Beattie regarded these observations as 
indicating differences in the amount. of protein available 
in the body cells which could be transferred to the blood 
stream as plasma’ protein. It, was fortunate that a short 


time; previously Wallace and Sharpey-Schafer* had, made; 


.a’series of observations on, the effects of haemorrhage on 
human subjects which “demonstrated that exactly similar 
changes took place in man after haemorrhage. In one 
subject it was found that an average of 13 g.’ of plasma 
protein could enter the blood every hour, over a period 
of 4 hours. This is probably about the maximum replace- 
ment rate, and the general rate is much less.. However, 
it is possible, as Beattie’ has pointed out, that in the first 
hour after haemorrhage the rate may be even greater. 
‘Mass movements of plasma protein in these amounts.are 
obviously ‘of the greatest importance in the mechanism 
-of recovery, after blood loss. Whipple-and his colleagues* 
have. found that infections: may slow down or stop the 
rise in plasma concentration, and have attributed this 
effect to the drain ‘on- the. çellular proteins to provide 
protein bodies used in the manufacture of antibodies and 
to replace protein lost in inflammatory exudates. ` Obvi- 
ously, then, the state of the “ stores ” 


in the body is of importance in the combating of bacterial 





infections. on 2. 
usa 1 Phys. Rev., 1940, 20.; 194 

; gens 2 British Medical Journal, 1942, 1, 459 
anh tee 3 Ibid., 1942, 2, 301. ` 


5 Ibid., 1942, & Oct. 17, . a 
s J. exp. Med., 1936, 63,277 he 
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` The location of the actual site of the stores of protein 
which can be mobilized and passed into the blood stream, 
“either to raise its protein concentration or to replace 
wastage from any cause, is discussed in a paper hy Beattie 
and Collard it. our présent issue (p. 507). A study of data 
collected by Sharpey-Schafer and Wallace’ showed that 
transfusions of plasma or serum in man could be followed 
by a rapid removal of ‘fluid from the blood stream, as 
- indicated by a maintenance of the haemoglobin concentra- 


. tion at its pre-haemorthage level. At the same time there 


was a parallel removal of protein from the blood: the 
rate of removal was of-the order of 4 to 8 g. per minute. 
As at the same time there was no indication of a rise in 
the rate of protein breakdown, it may be presumed that 
the protein leaving the ‘blood entered the protein “ stores.” 
Beattie and Collard show that repeated transfusions. of 
plasma into animals were followed, after considerable quan- 
“tities had been: transfused, by a permanent rise in plasma 
- Protein” concentration. These findings they interpret as 
indicating that the cells of the protein “stores” could 
‘old no more protein. The amount of protein which can 
be removed from the blood in man and animals after 
plasma transfusions is so great that it seems unlikely that 
the liver alone can be the storehouse. Beattie and Collard, 
„in the same paper, show that hepatectomized animals can . 
store protein and mobilize protein into the blood stream 
Consequently the mechanism of protein storage may in- 
_volve the body cells generally. a 
.These- observations are of. great practical importance. 
They demonstrate clearly that the reinforcement of the 
body’s protein reserves may ‘be as important a use fof 
plasma transfusions as their employment to increase blood 
volume after haemorrhage. The making good of protein 
, losses ‘caused by tissue damage, exudate production, and 
the formation of, antibodies can be effected rapidly from 
the reserve proteins in-the cells, and only much less rapidly 
by the formation of new protein from the food. A success- 
ful defence against bacterial invasion needs ample protein 
reserves.. Apart from these acute conditions, there are 
~ many more chronic ones which can be benefited by amph- 
fying thè- reserve pfoteins. Once inside cells, the reserve 
proteins can be used not only to raise plasma protein con- 
‘centration but‘also to assist in haemoglobin formation and 
‘to provide protein needed to replace normal tissue wastage. 
The-;ebb or. flow. of protein: between- the. cells and ‘the 
plasma under different conditions emphasizes Whipple’s 
concept that the body proteins are in a State of dynamic 
-equilibrium, the level of which is determined: essentially 
by the state of the protein stores. 


1 





: CONTROL OF MALARIA IN PALESTINE 


Palestine in the last war was the seat of important military 
operations.’ It has assumed considerable importance in 
the present war. Our experiences in 1918 showed it to 
be a distinctly malarious country, and there seems some 
ground for believing that malaria might well have led to 
_ a less successful issue of the campaign than was fortunately 
the case. Since then there have been many happenings 
. in Palestine, and: many changes. A report of some 40 


of available protein / folio pages; entitled “ A Review of the Control of Malaria 


« in Palestine (1918-1941),” recently issued by the Depart- 
ment of Health is, in view of these facts, very opportune. 
After a brief, introduction it gives concisely the salient 
facts about. the population, social and economic condi- 
tions, and the physiographical and meteorological features 

7 Lancet, 1942, 1, 699. =. 
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of the country. This is followed. by a section on “ the.. 


anopheles carrier and its habits ” and one on “ endemicity.” 
In the concluding’ half or so of the report the control 
measufeg that have been undertaken, and their results, 
are dealt with. Altogether 9 species of anopheles have 
been recorded in Palestine, of which A. bifurcatus (A. 
claviger), from its habit of breeding in cisterns and wells 
and its close domestic association with man, is outstandingly 
the most dangerous carrier species, more especially in the 
towns. In the rural areas A. elutus, A. sergenti, and 
A. superpictus are all dangerous, as experience has shown 
them to be wherever they are found. Perhaps the most 
noticeable feature in respect to species is that A. maculi- 
pennis, which assumed such importance in -Macedonia 
in the last war, does not occur. Palestine, as a matter of 
fact, lies just south of the great faunal frontier which in its 
own sphere, like a political frontier, rules the distribution 
of species. Malaria is almost everywhere endemic in 
Palestine, though not as a rule hyperendemic. Epidemic 
manifestations occur from June to September and from 
August to September, the former due chiefly to an increase 
in vivax infections and’ the latter to an increase in falci- 
parum malaria. “Not the least interesting part of the report 
is that referring to malaria in relation to our troops in 
-the last war. Whilst stationary on the Auja River line, 
- where ‘antimalarial operations were actively carried out, 
malaria was not excessively prevalent, but with the advance 
in September into new country it becarhe a serious menace. 
How far relative escape from malaria whilst the troops 
were stationary was due to the operations or to the season 
not being sufficiently advanced is perhaps uncertain, but 
there is no question that at the height of the season in 
October malaria was of tremendous importance both to 
our troops and to the enemy. The report mentions that 
German sources give 60% as the incidence of malaria 
among German and Austrian troops in spite of prophy- 
lactic quinine. 

The Department of Health began to function seriously 
from 1920 onwards, attention being, at first given chiefly 
to the towns. By 1922 the rural scheme was in full opera- 
tion. The inspection of areas and the preparation of 
schemes based on this were an important activity ; 15,430 
such inspections were made in 1920, 12,429 in 1921, and 
13,219 in 1922. By 1923 so much improvement in the 
general incidence of malaria had taken place that it was 
found possible to discontinue the free distribution of drugs 
except in schools. From 1924 onwards intimate and de- 
tailed attention to malaria prevention has been the rule 
in every town and large village. Reclamation schemes, 
drainage, dusting with Paris green, visitation of schools, 
arrangements for the supply of quinine, and other methods 
. have been among those most widely employed. The results 
as shown by general experience and statistics are extremely 
satisfactory. The percentage of malaria to total treated 
in the dispensaries fell from 7.2 in urban areas and 3.2 
in rural areas in 1922 to a percentage never higher since 
the last-mentioned date than 0.7. The spleen rate in the 
children of both urban and rural areas has likewise fallen. 
Compared with 1919, the figures in this respect are very 
striking—e.g., in 1919 the spleen rates for Jerusalem, Safad, 
Haifa,-and Jaffa were respectively 44.3, 68.7, 39.0, and 
16.6 ; 
these operations carried out by the Health Department 
during two decades highly satisfactory as having achieved 
great improvement in both urban and rural areas, but, the 
knowledge and experience so gained of the local condi- 
tions in relation to malaria and its prevention should be 
invaluable to the military authorities in this region. Five 
excelleht maps accompany the report. 


CONTROL OF MALARIA IN PALESTINE ae 





in 1940 they were 1.6, 1.0, 0.9, and '0. Not only are. 


VITAMIN C AND RESISTANCE' TO INFECTION 


Much has been written on the role of vitamins in infection, 
but critical observations on a large enough scale among 


human communities are relatively few. Glasebrook and’ 


Scott Th$mson’ have now reported the results of a carefyl 
study of the effects of ‘the administration of vitamin C on 
the genetal health and resistance to infection of boys living 
in their training school. -Though published in the third 
year of the war, the work was done in the peaceful days 
of 1938. The institution was a large one, and the distribu- 
tion of fodd to its population of 1,500 youths aged from 


15 to 20 years was badly managed. Often 8 hours elapsed ' 


between the time the food was cooked and its arrival on 
the dining tables. In the meantime it was kept hot in 
electric ovens. Analysis showed that the total daily intake 
of vitamin C of each boy was not more than 10 to 15 mg. 


s Urinary saturation tests showed that the vitamin C deple- 


tion of the boys was serious. When some 200 mg. of 
crystalline vitamin C was given daily to groups of boys 
the urinary output rose only very slowly, and saturation 
levels were not reached-until-after 15-23 days. Thereafter 
the administration of 50 mg. daily maintained excretion 
ata level indicative of optimal intake. The training school 


was divided for administrative purposes into divisions, ang - 


youths of each division worked as a unit and occupied 
certain tables in the dining hall. Observations on the rela- 
tion: of vitamin C to resistance to infection were made by 
supplying pure vitamin C over a period of several months 
to one-or more divisions. The most common infective 
conditions. in the establishment were coryza and ‘ * tonsil- 
lit ” ; the latter term is used by Glasebrook and Scott 
Thomson ' as an index of haemolytic streptococcal disease 
of the nose and throat and covers tonsillitis, sore throat, 
otitis media, pharyngitis, and cervical adenitis. Of the 335 
boys who received vitamin C 21.2%-developed common 
colds and 8.5% had “tonsillitis.”- Similar figures, 26% 
and 8.6% respectively, were observed for the 1,100 youths 
serving as controls. It was thus obvious that vitamin C 
had no effect on the incidence of either infection 
Glasebrook and Scott Thomson then analysed the dura- 
tion of illnesses in boys admitted to sick-quarters, where 
the period.of treatment was completely outside their con- 
trol. Over six months the average number of days spent 
in the sick-room due to infective conditions was 2.5 for 
a boy in the vitamin-C-treated division and 4.98 for a 
control boy. When the illnesses were differentiated it 
appeared that the administration of vitamin C had not 
shortened the duration of the common cold, which lasted 
on the average 6.3 days in the vitamin-C group and 64 
days in the untreated youths. The effect on “tonsillitis ” 
was, however, quite dramatic, as the average stay in hos- 
pital due to this disease dropped from 16.7 to 10.0 days as 
a result of administration of vitamin C, and the efféct was 
statistically significant. It is, however, in the analysis of 
the more serious illnesses that the difference between the 
two groups was most striking. There- were'17 cases of 
pneumonia and 16 of acute rheumatism among the 1,100 
controls, but no case of either disease among the 335 
treated youths. These findings again proved of definite 
statistical significance. 


One could hardly ask for a clearer demonstration of the- 


practical importance of an adequate supply of vitamin C; 
moreover, the findings of Glasebrook and Scott Thomson 


‘are confirmed by the results of the wartime mass ‘ad- 


ministration in Germany of vitamin C to children and 
adolescents,” where the treatment seems to have reduced 





' 1 J. Hyg., Camb., 1942, 42, 1. i 
3 Ernährung, 1941, ©, 269. ” : 
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‘ttle incidence and ‘severity. of “ respiratory infections.” 
‘Compared with such clear-cut results in the field, labora- ` 
tory work is less ‘conclusive. ‘ Fuller, Roberts, Ralli, and 
Francis’ have tried to correlate certain immunolégical Te- 
actions in man with the level of vitamin C and of vitamin A 
m the: diet, but found that the capacity” of the nasal secre- 
tions'to inactivate influenza virus, the titre in blood serum’ 
of neutralizing ‘antibodies for influenza virus, the activity 
of lysozyme in, the nasal secretions, the titre of complement 
in blood serum, and the phagocytic activity’ for pneumo- 
cocci of -polymorphonuclear neutrophilic leucocytes in 
whole heparinized blood were not affected by wide changes 
in the intake of vitamin A or C accompanied by wide, 
, fluctuations in plasma levels of these vitamins. Two of 
their subjects were rendered severely deficient in vitamin C 
without influence on the immunological phenomena. 
Such ‘negative findings: will doubtless stimulate further 
research. In the meanwhile war: conditions ‘offer both 
incentive and opportunity for the study of the more prac- 
tical aspects of the’ relation of vitamins to infection. There 
are welcome signs that medical men in the Forces and: 
among the-civilian population are giving this urgent matter 
the attention it deserves. . 


r 


a 
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- ° RAT-BITE FEVER ` 


Though cases of so-called rat-bìte fever are continually 
reported from dli quarters of the globe, few have come to 
light in this country. The last two clinically typical cases. 
desoribed in England followed cat-bites, and in only one 
‘stance was an agent, Spirillum minus, isolated. Most 
workers have accepted Sp. minus as thé aetiological agent 
‘in this disease since its isolation. by Futaki ef al.* in 1916, 

They described their micro-organism as.a spirochaete, but - 
because of its rigid body, and terminal flagella Robertson’ 
suggested its inclusion under the spirilla. Many un- 
explained clinically ` typical spirillum-negative: cases have, 

however, been. described; from Japan and other countries. 

It now seems possible that these -have been ‘caused by 
infection with Streptobacillus moniliformis, which bas been 
occasionally isolated in the past from various human ill~ 


' gesses, but until recently-has not been seriously considered - 


as a cause of rat-bite fever. In 1933 Strangeways* found 
that Str. moniliformis was apparently a-normal inhabitant 
of the nasopharynx-in: 50% ‘of the laboratory rats which 
she examined and was also present in four wild rats.’ This 
is in striking contrast to the unsuccessful attempts to, 
demonstrate \the spirillum in the mouths, of rats. Str. 

moniliformis does not grow readily on ordinary laboratory 
bacteriological media, but grows well on the special solid 
and liquid media which have. been devised for its culture ` 
When possible cases have turned up in the past the usual 
procedure has been to inject the .Patient’s blood,.a lymph 
gland from the inflamed region, or a piece of the excised 
‚wound into guinea-pigs or mice shown not to be harbour- 
ing any ‘spiral ' inicro- -organisms. Recently. Brown and 

, Nunemaker,” in: a -review of the literature and cases 
occurring in the U.S'A. from 1916 to 1940, found that 
‚comparatively few cases of proved spirillar aetiology have 
; occurred. They point out that in every case both. 

Sp. minus and Str. moniliformis should ‘be sought for. 
‘With the use of the new’special media for the latter it is 

interesting to note that of 9 recorded cases which occurred 

in the U.S.A. in 1939-40 an alleged aetiological agent was 

isolated in ‘5: ‘Str. moniliformis four times and Sp. minus 

once. : They themselves have investigated 8 cases, from 3 of 


"aS. chin, Invest., 1942, 21, 121, 
- 4J. exp. Med., 1917, 25, 33. 
$ ‘s "Ann. trop. Med. TER i92, 18, 157. 
$ J. Path. Bact. 11933, 3 
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which they isolated Str. moniliformis, and in the ofher 5 


thé patieft’s -serum agglutinated’ the organisme to an 
abnormally high titre. I.arsoh® has also recently described 
3 cases in the U.S.A., from‘one of which Sp. minus was 
obtained by animal inoculation; Str.: moniliformis was 
isolated in a second, and was agglutinated to a high titre 
by the serum of the third case. None of these investigators 
has ever isolated both organisms from the same case. In 
both types of infection’ the main clinical features are the: 
e. `The wound at the site of the bjte usually heals 
without any signs of local inflammation, but after about 
a week or two induration without suppuration occurs 
Fever of a relapsing type develops, along with regional 
adenitis and lymphangitis. The remission of the fever is 
usually accompanied by decrease in the severity of the 
inflammation. "A rash of some kind has been described 
in all the streptobacillus cases and many of those of sodoku 
Both types usually ‘show a leucocytosis. Brown’ and 
Nunemaker found that the most striking difference between 
the two types of illness was the high incidence of joint 
involvement in the streptobacillus cases. However, when 
Hersbfield ei al.?, inoculated a large group of patients with 
Sp. minus as a method of treatment, 25% developed 
arthritis. Sera of a moderately high ‘percentage of both 
types give a positive test for syphilis. The response to 
‘treatment with one of the antisyphilitic arsenicals is 
usually dramatic and complete i in spirillar cases, but has not 
been so well marked in those caused by the streptobacillus 
‘Recent successful chemotherapy with gold salts in the 
experimental disease of rats and mice with the 
streptobacillus and the related pleuropneumonia group of 
‘ organisms suggests that this is probably a more suitable 
treatment for human cases of rat-bite fever of this type 
Though’ few cases are likely to be seen in this country. it is 
döne more diagnosis to be cqnsidered in cases of so-called 
“P.U.O.” With a rash and arthritis. Cases have been 
reported after bites by cats, ferrets, weasels, and ground- 
squirrels, dog contacts, cat scratches, and trauma; in 
one of the last probable cases described in England the 
patient had no knowledge of any such cause—but his barn 
was overrun with rats. This list suggests ample scope fo: 
possible infection of the large male dti in,the field 

in® Great Britain. 
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THE CATARACT OPERATION 

Cataract extraction has undergone steady and almos: 
imperceptible changes during the last 20 years. Prelimi- 
nary iridectomy, which some of the older surgeons used’ 
as a routine, is now performed infrequently and only in: 
specially selected cases. Vitreous loss, which was. the 
bugbear of the operation, is now a rarity in uncomplicated 
cases.“ This has been achieved largely by the introduction 
of blocking of the facjal nerve at some point or other 
on its course to overcome squeezing of the eyelids on the 
part of the patient. Some surgeons use retrobulbar anaes- 

' thesia either by itself or with facial blocking, though most 
avoid this form of anaesthesia because of the lowering 
in tension it produces, sometimes making extraction of 
the lens a matter of some difficulty. With improved 
technique has come a revival of interest in the perennial 
problem of. intracapsular extraction, and an increasing 
number of operators are resorting to this. One of the 
main objections to intracapsular extraction from the day 
it was first mooted about 70 years ago has been the greater 
tendency. to loss of vitreous, and most operator’ have 
preferred a larger percentage of satisfactory results to a 

smaller percentage of brilliant results) With present-day 


8 Publ. Hlth. Rep., Wash., 1941, 66, 1961. 
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anaesthesia the danger of ares loss is HEA less, 
and theeobjections which were previously valid may no 
longer hold, and it must be recorded as a fact that, where- 
as before intracapsular extraction was done only excep- 
tionally -by operators with special facilities, at the present 
moment its use is fairly widespread. An interesting con- 
tribution to this unsettled controversy comes from M. 
Klein’ in an extensive survey of cataract extractions per- 
formed by the intracapsular method. The complications 
recorded are not formidable and compare favourably with 
results obtained by more standard methods. What is of 


particular significance in Klein’s paper is the challenging: 


suggestion that the vitreous loss is an overrated danger 
to the eye. The accepted teaching, which is well grounded, 
that vitreous loss carries with it a possibility of slow infec- 
‘tion and retinal detachment is not supported by Klein’s 
careful studies. -It is possible that the apparent contradic- 
tion between the results reported by him and the accepted 
teaching reflects the change that has taken place in the 
operation and its complications. With the older methods 
of anaesthesia vitreous loss was -generally on a formidable 
scale, and with the present ‘methods this does not often 
happen. Slight vitreous loss, as Klein rightly insists, is a 
different entity from massive vitreous loss. 
the key to the paradox. 


' 


` TOXICITY OF MERCURIAL. DIURETICS 


Recent reports of a number of sudden deaths in America 
following~the administration of mercurial diuretics have 
prompted further investigation and a review of the subject. 
De Graaf and Nadler,’ from a study of the literature, con- 
‘cluded that excessive diuresis may sometimes lead to de- 
hydration and chloride loss sufficient to cause restlessness 
and confusion, A rapid diuresis is unsafe in a patient 
being given full doses of digitalis, as it may bring on the 
typical signs and symptoms of digitalis poisoning through 
mobilization of the drug from the tissue fluids. The toxic 
reactions most closely related to mercury itself are the 
disturbances of kidney and gut. On the gastro-intestinal 
tract the effect is characteristically stomatitis, salivation, and 
haemorrhagic colitis; but the use of theophylline-mercury 
derivatives pay be eXpected to lessen the risk of mercurial 


poisoning owing to the, more rapid excretion of the drug..“» 


The main changes in the kidneys comprise degeneration 
of the tubular epithelium, manifesting itself by the appear- 
ance of hyaline and granular casts, albumin, and white 
and red cells in the urine. This is presumably only an 
extension of the renal irritation responsible for mercurial 
diuresis, and so the presence of kidney disease is a contra- 
indication to the use of mercurial diuretics, ‘though such 
complications are comparatively rare. Chills, fevers, and 
reactions suggestive of anaphylaxis are probably seen no 
more often than with any other drug, and may sometimes 
be avoided thenceforward by changing to another of the 
mercury derivatives. The immediate fatalities so far 
recorded fall into an entirely different' category. Within 
2 to 6 minutes of the completion of an-intravenous injec- 
tion pf a mercurial diuretic the patient coughs, flushes, 
and collapses ; on examination the pulse, is imperceptible. 
On some occasions? * there is clinical evidence of a dis- 
ordered action of the heart, with forceful irregular ventri- 
cular beats. This is comparable to the effect of injecting 
an excessive dose of the mercurial diuretics into healthy 
dogs? or cats,*> in which electrocardiograms and direct 
observation show depression of the T wave and extra- 


(1 Brit. J. Ophthal , 194 
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3 Ibid., - 1001. 
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systoles, followed by .ventricular fibrillation and` death. 
Acute fatalities have been recorded in sufferers from con- 
gestive heart failure* and other disorders of the heart, as 
well as if kidney disease. This is only to be expected from, 
thé rapidity of death after intravenous injection of a fatal 
dose, though De Graaf and Lehman! suggest that theophyl- 
line may modify, the acute toxicity of some of the mer- 
curials by hastening their excretion by the kidneys. “These 
workers have also shown that “esidrone” is much more ' 
toxic than the other mercurials for an equivalent weight 
of mercury. ‘In a small number of fatal cases there were 
premonitory symptoms during a previous injection, such 
as a tramsient rash resembling measles, dyspnoea, and 
cyanosis. 

Due attention should be paid to such warnings. ‘But 
it is nécessary to correct the ominous impression that this 
account may have given of the mercurial diuretics. The 
number of fatalities‘so far recorded is very small com- 
pared with the large scale on which such drugs are used 
Provided reasonable precautions: are taken and administra- 
tion is stopped when untoward reactions occur, there is 
no reason to restrict their use in suitable cases. . 


WORK FOR THE BLIND IN WARTIME 


The blind community of England and Wales numbers 
74,324, of whom 1,626 are under the age of 16. A fine 
example of British resilience under adverse conditions is 
given by the wartime work of the National Institute for 
the Blind as told in its annual report.’ Far from accepting 
a purely defensive role on the outbreak of hostilities, the 
Institute moved into new fields of activity and was soon 
ready to deal with any~war-blinded ‘casualty that might ` 
occur among civilians. In this service an important part 
is played’ by the homes of recovery, where the newly 
blinded, from any walk of life, are nursed back to 
emotional health and prepared for the changed life ahead. 
There the terrifying reactions to sudden loss of sight “ fade 
away in peaceful surroundings and days of interesting 
work and pleasure.” Meanwhile, the normal services con- 
tinue. Production of embossed literature has been halved 
by the paper shortage, but there has been a steady flow of 
short and topical reading matter. Also, to k its blind. 
‘operatives employed, the Institute-has been preparing 4 ‘the 
stereo plates of a number ‘of monumental works ' which 
will be printed when paper restrictions are at an end.’ 
The war has not hindered the massage services, and the 
section of the report under this heading will be of par- 
ticular interest to medical readers, as giving proof of what ` 
blind masseurs and masseuses can accomplish after train- 
ing by experts. With regard to employment generally, 
which is always a difficult problem, it is said that the 
labour shortage created by the war is “ the golden oppor- 
tunity for blind dabour,” and a committee has been set 
up to secure larger use of the blind in “ sighted ” factories. 
The latest annual report of St. Dunstan’s is a 6-page leaflet 
issued from the administrative offices, Inner Circle, Regent’s 
Park, N.W.1. It contains an article, “ You Have ‘Con- 
quered Blindness,” by the Chairman, Sir Ian Fraser, which 
might well be read aloud to every newly blinded Service 
man. and woman in the very early days of his or her 
misfortune. ' 


The Robert Jones Memorial Lecture, on “ Congenital 
Dislocation of the Hip-joint,” will be given by Prof. Harry 
Platt at the Royal College of Surgeons of England, Lin- 
coln’s Inn Fields, W.C., on Wednesday next, November 4, 
at 3.15 p.m. ; 


1 Obtainable from 224. Great Portland Street. W.1_ 
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MEDICAL ASPECTS. OF HEAD INJURY \ 


BY - 


“Ww. RITCHIE RUSSELL, MD., F.R.C.P.Ed., MRCP., 
Temporary Major, RAM. C. 


The titlé of this paper is inappropriate, for, ‘there are no 
‘exclusively medical aspects of- head injury. Surgeons, 
* medical neurologists, and psychiatrists have all contributed 
to our knowledge of the subject, while experience_of work- 
„ing in a hospital for head ' injuries, makes it evident that 
‘those who wish to treat these injuries should be familiar 
‘with all three aspects- of the condition, whether they be 
‘surgeons, physicians, or psychiatrists. In this shart article 
I shall refer to elementary aspects of head injury which 
‘will be of practical help to those who treat these cases and 
to ‘those who as yet have made no special sudy, of the 


. subject. à sa g 


Those who have witnessed a severe closed head injury can 
' readily appreciate the popular alarm which is prompted by 
this form of trauma. The.sickening thud as the head strikes 
on a hard surface is followed by a physical state which is nearly 
_felated to death ‘and which must necessarily suggest serious 

E injury -to the brain. Moreover, in medical practice we are all 
' familiar with cases of the chronic post-concussional syndrome, 

awhich appears to cause marked disability - for many years. 
| «These patients ‘are unhappy invalids and are often resistant to 
: treatment. Experience of cases such as these causes. both, the 

‘ medical officer and the layman to:take a pessimistic view with 
regard to prognosis in cases of head injury. 

It is important, therefore, that there should be a ae under- 
; Standing regarding the incidence of symptoms following head 
injury. Figures for Service cases are not yet available, but in 
the civilian closed injuries from, road accidents, falls, etc., the 
following figures indicate that the incidence of post-concussional 

' symptoms is much lower than is generally realized and that the 
' duration of disability is, surprisingly short. 

In Table I 200 consecutive patients, admitted to the Royal 
Infirmary, ,Edinburgh, were interviewed 18 months after their 
head injury. They were asked about their- symptoms since 
leaving hospital (including slight ones, such ag nervousness, 
occasional headache, or giddiness) ; and the duration of any 
symptoms referable to the „injury was noted. 


in raf 


TABLE I.—Duration of Symptoms (Severe or Slight) after Head 
. Injury in Unselected Cases ra 


1 
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No. of Cases 








` ' Duration of Symptoms 








“lt will be seen from the table that in 40% of -< cases there 
` were no symptoms after 2 months, but in an equal. number’ 
_ symptoms (often slight) persisted for over 18 months. 


' TABLE I.— Duration of Unfitness for Full: Work in 100 Working 
’ | * Mewand Women under the Age o 50—Compensation’, 
wan Cases excluded. K 





Interval after = lars of Successful 
Work 





at Under 2 months we os oe ~ 61 
, 2-6 months . as we ' » 26 i 
6-18 months wi, A A . 7 
Unfit after 18 months E G 6 


Tho severity of the post-concussional symptoms in the 
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, 6 months of the 
50 yearg of age were excluded. 


average case of the working man. or woman is indicated by . 


‘ Under 2 months 


«clearly that. th 
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Table If, where the period Gi full work (following the injury) 
is recorded, 

It shouldbe noted that S% had returned to full work within 
ipjury. Compensation cases and patients over 


Table I Som the period off work with the severity of 
the injury* (as' édted- bythe duration of post-traumatic 
amnesia). This group consists of 92 working men and women 
under the age of 40. 


TABLE W. Duration of Unfitness for Full Woik compared 
with Duration of Post-traumatic Amnesia 












” Interval after Injury of 
Successful Return to 
Full Work 


Duration of Post-traumatic Amnesia 
1-72 hours | Over 72 hours 








rat months . 
Unfit efter 18 months. . 


Totals .. 





This table giyes: a striking indication of the quick return to 
work of” young ‘people, even after severe injuries. 
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_ TABLE 1V.—Duration of Unfitness for Full Work compared 
< ~ with the Presencé of Fracture of the Skull 
Pa ae 





Interval after Injury i of Successful Return Fractured No 
- , to Full Work i Fracturo 
31 
10 
2 
; 7 
Totals 50 
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_In Table IV the rates of re 


eturn to work in those with and 
without a fracture of the sku 


“afe cOmpared: it demonstrates 
duration of disability bears little relation to 
the presence of’ fracture. ` 

These tables indicate that, though head’ injury may cause 
permanent damage to the brain and, in some, symptoms of 
varying degree, these disabilities should only rarely prevent 
resumption of manual work within 2 to 6 months of the i injury. 
Reduction of efficiency is common after severe. injuries, but is 
rarely sufficient to cause much disability. It is obvious, there- 
fore, that far from being pessimistic. regarding the prognosis 
after head injury, we can usually be confidently optimistic. 
The importance of expressing, this optimism during treatment 
will be stressed. 

I shall not here refer to the treatment of the acute stage. 
The: recognition of complications in the early days, such as 
‘cerebral compressidn by haemorrhage, depends chiefly on the 
study of the temperature, pulse, blood pressure, and respira- 


-tion, the. degree of consciousness, and the development of 


abnormal neurological signs suchas hemiplegia. 

` Meningitis i is one of the most dreaded complications, but is 
often prevented by modern surgical treatment of wounds and 
by chemotherapy. All cases in which there is a persistent dis- 
charge of cerebrospinal fluid from the nose, however slight it 
may be, should be transferred promptly to a neurosurgeon so 
that he may close the meningeal fistula and thus prevent the 
dangerous complication of meningitis. The earliest signs of 
meningitis are a delayed rise of temperatire, neck rigidity, and 
increased clouding of consciousness. An early increase in the 


‘white cell- count in the cerebrospinal fluid provides the first 


evidence; that this complication is developing. ‘When the fluid 
is blood-stained both red and white cells must’be counted to 
enable this pleocytosis to be recognized. Blood contamination 
of the cerebrospinal ‘fluid will account for only one or two 


-white cells per thousand red blood cells. 


Complications which "Often Cause Unnecessary’ Alarm 

To those who are unfamiliar with the varied clinical course 
that may. follow head ‘injury it may ,be helpful to consider 
certain complications which sometinies cause needless anxiety 
and unnecessary operation. 
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An edileptic fit occurring during the first two or three weeks, 
whether local or general, does not indicate any serious com-, 
plication unless it is followed by clinical evidence of further 
damage to the brain, such as hemiplegia ; nor are these cases ` 
much more liable to develop traumatic epilBsy after recovery. 

Delayed facial paralysis is common when there Has been 
bleeding from the: ear. The paralysis, which ‘is “usually ¢om- 
plete, comes on within two or three days of the injury, ‘and i is 

probably due to some chemical change in blood. clot in‘ the’ 
facial canal. The paralysis should 6e treated as in Bell’s palsy; 
recovery occurs 'usually in a few weeks, but* sometimes by 
regeneration after several months (see below). 

Neck -rigidity is often thought to be due to meningitis, but is 

usually due to subarachnoid haemorrhage. Both these compli- 
cations, however, may, coexist; they can then only be clearly 
distinguished by counting the red and white cells i in the cerebro- 
spinal fluid as described above. 
vertebrae are referred to later. 
. Bradycardia—Abnormal slowing of the pulse often develops 
2 to. 4 days after severe closed head injury, and may continue 
for 2 weeks or more. During this period'a pulse rate of 40 to . 
50 a minute is not uncommon. This complication need cause 
no anxiety, provided there is no associated deepening coma 
or other neurological evidence of progressive cerebral com- 
pression. ' 

Papilloedema _—Contrary to much former teaching, increased 
intracranial pressure is seldom a ‘dangerous complication in 
uncomplicated head injury. Papilloedema is not pften present, 
but it occasionally: develops to a slight degree 1 to '3 weeks after 
severe closed injury. This complication may occur without 
there being intracranial clot or other similar complication ; 
- apart from delaying convalescence, it is ‘in itself of little, 

importance... HEN 

Prolonged Sohfuston or delirium is ‘common after severe 
closed Head injury ahd may continue for several weeks. This 
is not usually due to any vascular complication, such- as. 
cerebral- oedema or compression by clot, but is apparently 
dependent on the nature of the original brain commotion. 
‘Careful nursing, with forced food and fluids if necessary, is’ the 

* most important part of the treatment of these cases. Remark- 
ably good mental recovery ultimately’ loccurs in many severe 
cases, and a bad prognosis in this respect should not'be given‘ 
during the period of confusion. Sedatives should be avoided 
so far as is possible, as these delay mental recovery. Physical 
restraint should be minimal ; after the early days a bath; sitting 
in a chair, or a walk:along ‘the’ ward will do no hatm and often’ 
relieves’ restlessness. ` A ‘ 

Associated dnjuries—These may cause confusion in diagnosis 
and are easily overlooked. Injury to the cervical ‘vertebrae 
sometimes, results in weakness of the’arms or legs which may ` 
be mistaken for cerebral paralysis. This injury causes’ a pain- 
ful stiffness .of the neck, movements of rotation being specially, ` 
affected—inlike the stiffness due to subarachnoid haemorrhage 
or meńingitis, which ‘affects forward flexion-of the' head. Tear- 
ing of ‘the brachial plexus may be a cause of paralysts, as also ' 
may fractures of the extremities or dislocation of joints ; such 
` paralysis is sometimes erroneously thought to “be due to the. 
brain injury. ! 

Examination during Recovery —Repeated examination dia 
recovery should be made with a view to determining whether 
mental and physical functions are being’ restored. Regarding 
‘the intellectual functions, the‘ unskilled observer is often ‘misled 
by the patient’s statement fhat he has quite recovered and by 
his apparently normal speech, when in fact he is still confused “ 
and disorientated. Disorientation for time and place is 
common, the patient often thinking that he is living in a period 
several years earlier. For example, a Polish airman , seen 


= 


r 


recently after a crash was'convinced that he was in Polaùd>- 


he said the year was 1936, and that he had crashed i in a German 
sports plané: he discussed intelligently the’ prospects of future 
war with Germany. As the intellectual functions recover, this 
long retrograde amnesia usually shrinks to a, period of less than 
half an Sour before the’ accident. 
regarding recént world news will give a good idea’ regarding 
che state of intellectual recovery. Simple memory: and calcula- | 
tion tests may, also Be. used. When there is evidence of 
dysphasia this requires careful investigation. 


Injuries to the! cervical >, l 
! areas of anaesthesia over the face. This usually causes no 


Questions and discussion ~ 





ù l Physical Exámination 


Physical neuological.. examination is- necessary ' to detect . 


- damage té cranial nerves and brain. ‘Anosmia is common in 
severe fractures of the anterior fossa and in occi: pital injuries 
(by contre-coup). This disability is usually permanent, and of 
_course renders the soldier unable to detect many poisonous 
gases, including coal-gas. Damage to the optic nerves or 


chiasma is also usually permanent, and is recognized by loss of , 


yision, by defects in ‘the visual fields, and- by -pallor’of the > 


optic- disks, which appears in about two weeks. Most oculo- 
motor ` palsies; even when complete, recover well after a few 
weeks, but damage to the superior oblique muscle or its nerve 
may result in permanent diplopia. Ophthalmologists have 
recently discovered how to cure this disabling diplopia by 
operation. \ 


Damage to the branches of the -trigeminal nerve produce? 


disability, but, sometimes leads to a troublesome form of 
neuralgia, which may be difficult to relieve even by aaa 
on the nerve. 4 

Peripheral facial ‘ paralysis aiocinted’ with fracture of ike 
base- of the middle fossa may be immediate or 'delayed, as 
referred to above. Many of these cases recover completely in 
less than two months., Others recover gradually by regenera- 
tion over a period of up to, 18 months ; but this recovery may 
be incomplete, as in comparable cases of Bell’s palsy. Recovery 
by a process of regeneration is recognized’ by faulty ‘voluntary 
control of.the facial muscles—attempts to move the. upper 
facial muscles causing movements round the. mouth, and vice 
Versa. Complete failure of ~recovery after traumatic facial 
paralysis is extremely rare. - 


Fracture. through the. base of the middle fossa, with» »* 


haemorrhage into ‘the ‘'middle-ear : causes slight’ middle-ear 
deafness but no permanent disability. Jnner-ear deafness is 
usually permanent, and occasionally ‘becomes progressively 
Worse. Tinnitus, often associated with inner-ear deafnéss, may 
be permanent, causing mental discomfort, which varies accord: 
ing to the loudness of the tinnitus and the patient's sensitivity 
to this irritating symptom ; in‘ many cases it occasions no dis- 
ability ‘and requires no treatment, True vertigo ‘may also be 
troublesome. ' $ 


Gross injuty to the cerebral hemispheres, causing, in the acute 


stage, hemiplegia, astereognosis, homonymous hémianopia, or f 


aphasia, often recovers Well. Most of the possible recovery 
occurs within-3 months, and thereafter slight improvement con-’ 
tinues for as long as 2 years.. 


` 
\ 


“Treatment during Recovery y 
n most cases ‘of closed injury in ‘young ‘subjects’ a a good 


" recovery can be: confidently predicted if the patient survives the 


first 24 Hours. It is noteworthy, therefore, that within a short 
‘period of admission: to hospital the atmosphere around the 
patient should change from one of anxious care ‘to that of 
cheerful optimism. Thè second stage should be, reached, if 
possible, before Tecovery of full consciousness. The: “patient's 
mental reaction to recovery of consciousness in bed, sur- 
rounded by dim lights and\ shadowy figures, with a. splitting 
headache, confused thoughts, and.complete amnesia for the 
reason of it all, may, be almost catastrophic, and frequently 
sows, the seed of a future anxiety neurosis. Medical and 
nursing personnel often aggravate this reaction by ‘talking to 
him of severe concussion, a of the base, probable long 
incapacity, and possible after-effects, These sadistic activities 
must ‚be. rigorously suppressed. Nurses and relatives must be 
clearly told, whenever possible, that an’ excellent recovery is 
expected within a reasonable period. 
regarding his amnesia for the accident and its possible effects 
„are relieved by simple explanation, and the expectation of good 
“recovery is impressed on him..' It is obvious that i in cases. with 


The' patient’s fears ` 


‘destructive lesions of the brain causing perhaps hemiplegia or: 


aphasia the: prognosis must: be, more guarded. It is important 
to remember, especially if there is a personal or family history 
of nervous instability, that head injury is one of the most 
common nuclei ardund’ which ‘a patient will weave néurotic 
symptoms or exaggeration’ of slight bodily sensations. Careful 
- convalescence and rehabilitation ‘under intelligent and inter‘ 


“a 


-with anxiety, depression, and psychogenic headache. 
degree of intellectual impairment often causes no noticeable 
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ested medical supervision have proved to, bedt ‘th gréatest 
value in ensuring the quickest and most complete recovery: `- 

. The period of rest in bed is the first point to consider. ‘There | 
_are commonly applied ‘rules for cases of fracture of the skull” 
that are better discarded, as the radiograph’ gives little indica- 
tion of the degree of brain damage. ‘There is no need to keep, , 
a man who feels perfectly well after head injury lying in bed 
for 3 to 4 weeks just because the radiograph shows a slight: 
fracture. His symptoms and clinical state provide the best 
basis on which to judge of the necessary period of rest. 

- In the average case: ‘the patient should be kept strictly in bed 
. for about 7 days after full. return of consciousness, or 5 days 
after relief from headache. Thereafter, allow‘bim-up for half to 
‘one hour more each day, according to’ the severity of the i injury ; A 
slow down „this process, or reverse it with a whole day in bed, 
if symptoms recur. : After he has been up all day with little or 
no symptoms, start graduated physical exercises of a degree 
which causes little headache or dizziness, aand work up 
` gradually to the full exercises of the fit ‘soldier. While little - 
attention should be paid to slight headache or dizziness, médical 
supervision should be continued, as some patients require 
slower convalescence than others and some should not be ex- 
pected to do the heaviest forms of P.T. in ‘the early months, 
following the injury. Some patients will require to be kept 
back, while others need éncouragement. Under ideal condi-’ 
tions the same medical officer will supervise the case till the 
patient is fit to return to duty. 


‘The prognosis and duration of treatment in all cases, whether 
acute or chronic, depend on three main factors: ‘first, the 
severity of the injury, as indicated by the duration of amnesia 
and clinical evidence of brain damage ; secondly, ‘the age of the 
patient—if ‘under 30 recovery is usually very good, it is slower 
between 30 and-40, and at over 40 itis often definitely slower 
and less complete ; finally—and often the most important, as 


„Symonds ‘has stressed—the patient’s previous personality and 


intelligence. « The man with a good brain and personality 
recovers best ; while the neurotic, the, psychopathic personality, 
and the mentally dull’ often recover slowly and with many 
‘setbacks. An essential part of the investigation is therefore an 
inquiry into the soldier's previous intelligence, work and service 
record, tendency to neurosis, and family history. i 


“An approximate time-table for closed head injuries with no ` 
` complications or evidence of gross brain damage is as follows, 
severity of injury being roughly estimated by the sore D of i 


post-traumatic amnesia : 
© Slight cases—amnesia less than 2 hours—should ie ft for 
full duty, category, in 3 to 6 weeks.‘ Delay for 2 to 4 
weeks if fractures of” skull are extensive or if symptonis are 
severe.’ 
Moderate cases—amnesia of 2 to, 48 hours—should be fit 
for full duty, category A or B, in 1 to 4 months, according to 
” severity of post-concussional symptoms. 
Severe cases—-amnesia of over 2 days—sbould be fit for 
duty in category’ A,,B, or C in 3 to 6 months. 


‘This programme suits the average case of closed head injury, ` , 


but a small proportion from all three groups will be per- 
manently unfit for any form of service. The chief causes of 
permanent unfitness are: j 


‘I. Physical destruction of brain tissue or of cranial nerves, ; 


causing; for example, hemiplegia or hemianopia. 

1 2. ‘Intellectual and Memory Impairment.—This rarely occurs 
ih young patients to an incapacitating degree, but is commonly 
severe in those over the age of 40 who have had very serious 
injuries. It produces considerable disability in N.C.O.s, 
especially if their previous intelligence was below the average. 
They are forgetful, are easily flustered, and quickly break down 
A slight 


disability to the’ private soldier, unless his previous intelligence’ 
was low. -Transfer to the Pioneer Corps may sometimes be a 
satisfactory method of disposal.’ IntelJectual impairment may 
result in a striking change of Personality with behaviour dis- 
order. ` This occurs most frequently in children and in’ adults 
of unstable personality. Soldiers of this type usually prove 
to be unfit for further services ~- : 
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riai ELEF: 

TAa F epilepsy develops in about 3% of closed in- 

-- juries, but in -a much larger proportion after penetrating gun- 
shot wounds. The fits usually develop 3 to 18 months after the 
injury; but, the onset may ‘be much ‘latet, especialy after 
penetrating woulda, 

4. Organic Complications during Convalescence ” -Though 
‘the great majority of cases of head injury improve steadily and 
satisfactorily during convalescence, it must be remembered that 
chronic subdural and chronic extradural haemorrhage, delayed 
cerebral haemorrhage, arteriovenous aneurysm, cerebral abscess, 
and meningitis are occasional delayed complications. Abnormal 
drowsiness and other evidences of impaired cerebral function 
are important early signs of those complications, and call 
urgently for full investigation of the case, as prompt surgical 
treatment may be required. 

5. The Chronic Post-concussional Synd:ome.—This syn- 
drome consists of symptoms such ás headache, dizziness, 

, nervousness, loss of concentration, and anxiety, which persist 
indefinitely after a head injury that is often slight. The head- 
ache is in many cases described as “terrible,” is frequently 
continuous, and is not relieved by headache powders. The 
dizziness is seldom due to true vertigo, but is usually a feeling 
of light-headedness during which “things go black" and the 
‘patient requires to steady himself or to sit down for a few 
seconds to get relief. On careful analysis of the chronic cases 
\it generally becomes apparent that the physical symptoms are 
slight but are grossly pe and exaggerated by psycho- 
logical factors, of which, as a rule, anxiety is the most 
prominent—the ` patient, having become ‘ head-conscious,” in 
the same way that the dyspeptic may ‘become *“ stomach- 
conscious.”- 

This troublesome, syndrome can usually be prevented if 
convalescence and rehabilitation are organized and supervised 
as described above. The point to be emphasized is that though 
headache, dizziness, and nervous symptoms may persist as 
occasional post-concussional complaints for many months or 
even years, they cause negligible disability in the stable young 
soldier or airman. 

Tho mental attitude of some Service patients to their injury 
correspends to that observed in civilian compensation cases, 
and consequently the duration of disability i is prolonged by the 
aggravating effect of anxiety neurosis ór sometimes by deliberate 
exaggeration. In soldiers a fear of future head injury is a 
common cause for anxiety, and may develop, for example, 
when doing guard duties at night. ' 

It is important to realize tbat graduated physical re-education 
will do these chronic cases no harm, and indeed has been 
proved to be the best treatment for the chronic headache and 
dizziness: it must, however, be combined with simple psycho- 
therapy. ‘ 

-Psychoneurosis following head injury is more easily pre- 
vented than cured, especially when there is añ element of 
malingering ; but much can be done by explanation, encourage- 
ment, physical re-education, and discipline. For the difficult 
cases, duties should be chosen which suit individual tempera- 
ment, interests, and capabilities. A feeling of discontent or a 
sense of grievance will greatly increase the difficulty of handling 


these cases. 
Conclusion 


It should be noted that modern treatment of head injuries 
aims at returning the soldier to duty sooner than some 
old traditions would allow. As has been pointed out, this 
programme is‘ based on a study of the quick rate of 
recovery in patients of good type in whom there was no com- 
pensation or other factor which retarded progress. Experience 
has fully justified this aim, and has. led to a considerable reduc- 
tion in the period of disability. “ We have some failures, but 
even with these it is evident that vigorous methods of physical 
rehabilitation ‘have at least done no harm. 








In‘an experimental investigation into the ‚effect of plasma trans- 


. fusion.on serum proteins, E. W. Shearburn (Surg. Gynec Obstet ' 


- 1942, 74, 343) fed dogs with what was essentially a protein-free diet. 
On this diet the blood protein and blood volume‘decreased. A single 
transfusion: of plasma calculated to restore the concentration eo 
serum protein to animals proved ineffective, but the hypopro! profeina’ 
Ma corrected by’ small plasma transfusions given once or na 

aily.' 


° . i 
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CLOTHES AND FUEL SAVING 
a Ve 
sk, LEONARD HILL, LL.D. M.B., F.RS. 


~ 


If when France fell and her coal supply ceased our miners - 


bad all been kept in the pits and none enlisted, through fore- 


sight of future demands of new munition factories, no shortage 


of fuel would have resulted:. The shortage has now come at a 
time when there*is‘rationing of food, and particularly of. fats, 
which have the highest heat-producing value, and of clothes 
by means of which body heat is conserved. If no fires are lit 
and people feel cold they can keep warm by greater activity, 
some 80% of the energy spent in muscular work appearing 
as heat. In consequence, however, there will be greater need 
of food, and if this is not available, loss of body weight. The 
alternative is to put on more clothes, and this is the-most 
economical plan. Bskimos, Arctic travellers, and airmen keep 
warm by’ suitable garments enclosing: all the body except the 
face in wind-proof manner. An Eskimo clad in furs will watch 
by a.seal hole for hours, and, even days, when there may be 
50 degrees or more of frost and Arctic winds blow. Roman 
Catholic priests nurtured in Europe live in the far north in 
like manner with the Eskimos, whose. diet of fat fish and -seal 
meat and blubber is of high-energy value. The greatest saving 


of fuel will be made if people will clothe themselves so that- 


the temperature of factories and rooms can be kept at a lower 
level than usual. .For those adequately clothed only enough 
artificial heat is needed to keep the hands warm enough for 
doing «skilled work.’ To effect this great saving the clothing 
ordinarily worn out of doors for travelling can be brought 
into use, an, overcoat, cloak, or-raincoat being worn over the 
underclothes. The factory workers can wear their warmest 
underclothing under the trousered overalls supplied for their 
work, 
Conservation of Body Heat 

The northern Chinese withstand ‘months of rigorous cold’ 
weather, using little fuel, by wearing long-sleeved wadded 
gowns, and waded trousers ‘bound round the ankles. The 
thin “undies” and skimpy dresses of women require warm 
rooms in winter; to save fuel they must be amplified as set 
out above. It is not the fibre of a garment which protects 
from heat loss, but the, air-which—a bad conductor-of heat— 
ıs entangled in the woven- mesh and between the layers of 
clothing. This air, if kept stationary in the meshes of the 


garments, becomes warmed up nearly to body temperature. - 


Draught or wind must be prevented from blowing this, air 
away, and replacing it continually by fresh cool air. A given 
volume of fur contains about 2% of solid and’‘98% of air, 


and an animal orientates to wind so as to keep'its fur from ' 


being disordered. Fur: and ‘feathers have very great heat- 
retaining power combined ,with lightness and flexibility. The 
water bird by greasing its feathers keeps the water out. A 
penguin maintains a body temperature some degrees higher 
than ours when exposed to blizzards and 50 or more degrees 
of frost. Sedentary workers can keep warm at their desks. 
as they do when travelling in a car, by wearing an overcoat, 
a rug round the knees, and, if needed, a hot-water bottle at 
the feet. So protected, with no fire and window open, work 
can be done with improvement in health, as in the case of 
patients given open-air treatment. 2 , , ; 

While children taken from city tenements are benefited by 
exposure to open air and sun, this must not be beyond their 
power of assimilating food and increasing body heat production. 
Open-air workers suffer little from so-called “ colds.” ` These 
affections are spread by infection in shut-up artificially heated 
rooms. In sanatoria it is the nurses, who use such rooms 

hen off duty, and, not, the patients exposed to open-air con- 
' "ditions, who catch “colds.” “Colds” only affect Arctic. settle- 
ments when ships visit them and bring in infection. It will 


be far better for health to wear more clothes than to cut: 


down ventilation of factories in ordéf’ to save fuel. 


wit J 
— — Protective Value of, Fabrics , 


The heat capacity of water is more than 3,000 times, and 
its therrgal conductivity at least 240 times, that of air. The 
cooling power of water is thus very great. The effect.of cold 


: 
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wind is also great., The heat loss of a naked man in-a room 
at 40° F., with the air moving at a rate of 64 ft. per second, 
was twice as.great as when clothed. The cooling power of the 
"environment and the protective effect of clothes can be 
measured by the’ katathermometer—a Jarge-bulbed spirit 
thermometer—which is warmed above 100° F., the time to 
cool from,100° to 95° F. being then taken with a stop-watch. 
Three knitted gloves put on the“ kata ” reduced the cooling 
power to about one-thirä of that of the naked instrument when 
suspended in air. The cooling power of water exerted’ on the 
naked “kata” was fourteen times that of air at the same 
temperature. If a thin rubber glove be put on over a thick 
woollen glove’ and the “kata” put in water its cooling is 
very greatly lessened compared with a naked “kata.” The, 
protection becomes considerably less when the under-glove is 
wet, but is still noteworthy, some air being entangled in the 
wet glove and evaporative loss impeded by the rubber glove. 
Wool is’ the best material to wear when clothes are wet, for 
ıt does not cling to the skin owing to its elastic fabric. Other- 
wise, so far as concerns warmth, it is the weaving and not 
the nature of the fibre which matters. Smooth-woven linings 
to coats increase their wind-proofness. Water-proofed garments 
are also wind-proof. Some years ago on inquiry of -the Board’ 
of Trade concerning the maintenance of life in shipwrecked 
people, Argyll Campbell and I carried out- tests on the heat 
loss of man when exposed’ to wind and splashing of waves. 
and found that a one-piece suit of: water-proofed material. 
designed for them by Sir Robert Davis, lessened such loss by 
about one-half—that is, when worn over ordinary clothing. 

I drew the attention of the Minister of Transport to this 
research, with the result that our merchant seamen are now 
all provided with a two-piece dress, designed by the. Ministry. 
made of light oilskin material, and coloured yellow to oe 
visible to air pilots. The dress packs into its hood and can 
be always carried in the same way as is a gas-mask. This 
dress adds greatly to their powers to resist exposure when 
the sailors, after wrecking of their ships, are in ‘boats or on 

ts. Given warmth and enough water to drink, they can 
survive with -little-or no food for many days. - 


, ¢ 2 
Physiological Common Sense in Hot Climates 

Black or, dark garments are worn in cold climates, because 
the dark colour absorbs the radiant heat of sun and sky, while 
white is -worn in the Tropics because it reflects much of the 
rays. The black skin of the negro, absorbing the- rays, 1s 
excited to transpire water vapour and sweat; the glistening 
moist skin then -reflects the rays. Protected by pigment the 
negro skin can be thin and heat loss is thus made easy from 
shaded parts. Convention should not keep white children 
clothed in the Tropics ; they should go nearly naked and tan 
in the sun. Heatstroke is favoured by tight clothes, crowding. 
hot graund, high humidity of the air, and little wind. It results 
when the sweat glands cease to be effective; and can be warded 
off by a wet sheet placed over the patient and a fan set to 
blow on this and cause evaporative cooling. To secure 
efficiency of work in hot surroundings clothes must be mostly 
discarded, ventilation made* adequate, and enough water for 
drinking supplied to keep up sweating. This is best slightly 
salted to balance the loss of salt in the sweat. The diet must 
be a light one so as to reduce,heat production in the body. 








At a quarterly court of the directors of the» Society for ‘Relief of 
Widows and Orphans of Medical Men, held on Oct. 7, the 
chairman, Dr. R. A. Young, senior vice-president, reported the death 
of the president, Mr. V. Warren Low, who had held office for 
thirteen years, and whose death will be a great loss to the society, 
as he had always taken the greatest interest ‘in its work and was 
rarely absent from meetings. One new member was elected, and 
the audited accounts for the half-year ended June 30 were ‘presented 
and approved. The receipts amounted to £3,611; the half-yearly 
grants to widows came to £1,937; and £2,090 had been invested in 
Defence and Saying Bonds. After being in abeyance for some years 
it was decided to make a Christmas present of £7 10s. this year . 

» to each widow jin receipt of grants. Membership of the society is 


+ open to any registered medical man who, at the time of hus election, 


is residing within a twenty-mile radius of Charing Cross. Relief is 
granted only to the widows and orphans of deceased members. Full 
particulars may be obtained from the Secretary, 11, Chandos Street, 
W.. aie 
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STILLBIRTH AND NEONATAL MORTALITY 


At a meeting of the Section of Obstetrics and Gynaecology’ 


of thé Royal Society of Medicine on Oct. 17, Dame LouisE 
MclIzroy presiding, a discussion took place on “ Stillbirth 
and Neonatal Mortality. PN eza 7 


Prof. D. BARD (Aberdeen) said that statistical analyses 


showed great differences in this mortality as between one ` 


country and another and between different areas of the same 
country. In 1936 in England and Wales 25,045 stillbirths and 
18,200 neonatal deaths were recorded. It had been long 
recognized that infant mortality was largely dependent on 
poverty and low standard of living, and -stillbirth and neo- 
natal mortality rates might: be similarly influenced. The exact 
cause of stillbirth was often difficult to determine, especially 
in domiciliary practice ; and even in hospital, with the aid of 
routine post-mortem examinations, it was not easy. “The 
appendix to the Registrar-General’s report for Scotland (1937) 
classified 37% of stillbirths as “of unknown or ill-defined 
causation, 14% ‘as, due to difficult labour, and 13% to foetal 
abnormalities. The speaker had attempted an ‘analysis of cases 
in the only maternity. hospital in his area, thus obtaining a 
cross-section of the stillbirth rate in Aberdeen during the period 
taken. The rate was 36 per 1,000. In 30 cases out of a 
total of 82 the cause was unknown, in 24 it was .difficult 
labour, and in 9 toxaemia. Among emergency cases admitted 
to hospital difficult labour naturally entered largely, and, with 
placenta praevia, accounted for 50% of the cases. 

The importance of‘ neonatal mortality was evidenced by the 
fact that, in Scotland, 50%: of the infant death rate related 
to the first. month of life. In Scotland in 1937 the neonatal 
: mortality was 38 per 1,000 births, in the North:of England 
34, in the South-East of England 24, while in large cities it 
varied from 43 in Glasgow to 24 in London.’ The London 
figure was about the same as for New York and Chicago, 
whereas Amsterdam had the low figure of 16.~ Among the 
booked hospital cases the biggest factor -was infection. 
of the chief problems was the prevention of prematurity. 
Many hospitals lacked provision for dealing with premature 
babies. Maternity hospitals- should have special nurseries on 
the. cubicle ‚system for such infants. The incidence of prema- 
ture labour in booked hospital cases, which’ represented the 
working-class community, was about 9% ; among the middle 
and upper classes (in a series of 885 cases) it was 6%, and 
among booked specialist cases (330}—that is, patients coming 
in the early months of pregnancy, not because they were ill, 
but because they wanted to be under specialist care-from the 
- bDeginning—it was 2%. The neonatal mortality in these three 
groups was respectively 3.3, 1.35, ‘and 0.6%. Stillbirth and 
Neonatal mortality rates, as well as the-infantile death rate, 
. were higher in Scotland than in England, but 60 years ago the 
teverse was the case, and presumably there -was no inherent 


weakness in Scottish offspring. .In depressed,areas measures ` 


to lower the mortality should take the form of better feeding 
of pregnant women ard nursing mothers, intensive teaching_of 
mothercraft during pregnancy, the provision of more ante- 
aatal beds for the treatment of complications, better post- 
graduate training of doctors and nurses, and better training 


of health visitors. 
í Paediatric Aspects 

“Prof. CHARLES McNerL. (Edinburgh) said that the first month 
of life formed-a bridge-head between obstetrics and paediatrics. 
He based his remarks on an analysis of 416 cases of stillbirth 
and, during the same period, 236 neonatal deaths. Post-mortem 
examinations had been carried out in 540- of these 650 cases. 
There was found to be a much higher incidence of congenital 
defects in premature children, so that congenital deformity was 
somehow linked with prematurity.. ' Asphyxia had a prominent 
position’ in causes of death of both premature and immature 
infants, the anatomical explanation being that the infant’s lungs 
‘were stiff and difficult to inflate. Paediatrics as a medical 


service, in contrast to obstetrics; was poorly equipped? There. 
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should be a strengthening of paediatric staffs in maternity 
hospitals. The diet of expectant mothers should also receive 
more attention. More needed to be learned about the first 
beginnings of the complicated process called digestiod, which 
after birth was for the baby an entirely new mechanism. 
Measures should be- taken to protect the baby in hospital 
from the great danger of; infection, particularly from gastro- 
enteritis, which stood out easily first among infections as a 
cause of death. Every maternity hospital should have a follow- 
up clinic for its babies, and a' much closer supervision of them 
during the first month of life, whether in hospital or out of 
it, especially as regards-dietetics. ` 

Dr. Doyne BELL said that the treatment and prevention of 


immaturity—which he defined as some degree of unsuitability 


for extra-uterine life, as contrastéd with prematurity, which 
denoted merely a time factor—were highly relevant to the 
present discussion. He criticized both the recent Toronto 
investigation which had been mentioned by Prof. Baird and 
that of the People’s League of Health in London. In the 
former investigation the control series of patients was not 
strictly comparable with the subjects of the dietetic experiment, 
and the records of infant deaths were not stated in such a 
way as to permit of any valid conclusion being drawn. With 
regard to the latter investigation he gave reasons for thinking 
that the yardstick was not accurate enough to warrant the 
significance attached to the figures. An analysis of a series 
of unselected pregnancies showed that the range of error likely 
to occur in the estimation of the duration of gestation rendered 
conclusions based on the concept of prematurity highly un- 
reliable. In spite of loose certification of neonatal deaths, 
both as to their exact cause and as to their exact age, it was 
probable that immaturity played an important part in their 
causation, but there was no reason at present to suppose that 
the problem of preventing immaturity had been solved. The 
prevention of neonatal death from immaturity could, however. 
be assisted by an adequate paediatric service. The maternity 
hospitals were not at present-required by any Act or regulation 
to provide proper paediatric ‘supervision of newborn infants. 

Sir FRANCIS FREMANTLE, M.P., said that the neonatal 
mortality figures had improved slightly during the last three 
years, although infant mortality as a whole had risen, but not 
much, even on the very low figure for 1939. The increase and 
improvement of ante-natal clinics had taken placè on a large 
scale. At the end of last year there were-in England and 
Wales 1,600 of these under'the aegis of local authorities and 
260 under that of-voluntary associations. The attendances last 
year were 452,000, and first visits paid by health visitors 
numbered over half a million. In all the surveys the general 
finding was that conditions of infant life were much more 
alarming when associated with poverty. But the economic 
conditions which created poverty were in some degree the result 
in present or previous generations of weakness of character 
or intelligence. It was not merely the social conditions which 
produced the statistics so much deplored ; they were partly due 
to the fact that many of the people concerned were not able 
to look after themselves. Merely to improve the housing, 
necessary as that was, would not bring about the desired results. 
On the other hand, there were countless instances of people 
living in alums in the midst of penury who yet, because the 
mother was scrupulously clean and a good manager, brought 
up a healthy family. The problem must not just be left to 
Government provision, national or local, but the people them- 
selves must be taught to use their own powers and intelligence. 


The League of Health’s Inquiry 

Prof. JaMgs YopnG said that the report of the People’s 
League of Health (British Medical Journal, July 18, 1942, p. 77) 
was probably the most Comprehensive and best-controlled 
investigation ever carried out on this subject. It revealed two 
important results of statistical significance from the standpoint 
of the present discussion. The incidence of pregnancy toxaemia 
was about 30% less in women who received additional ‘dietary 
supplements than in the control women, and toxaemia was 
known to be one of the chief factors in prematurity, stillbirth, 
and neonatal death. In the second place, the prematurity rate 
was about 17%. less. The investigation could not be expected 
to reveal the full effect of the improved nutrition because in 
the majority of cases the women first entered the experiment 
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at a stage of pregnancy when the major risk of abortion had 
passed. The food supplements were given in the form of 
tabkets and capsules, the only method „by which such a large 
.1 experiment was possible, and no doubt it was true 


results, striking’ as they were, represented rather the minimal 


than the maximal influence of good nutrition. He added, 


some up-to-date. figures relating to changes in infant birth 
weights, prematurity rates, and toxaemia rates since the war 
began. The study had been carried out by Dr. Hargreaves at 
the British Postgraduate Medical School on “booked” cases 
during 1937 (1,597 cases),:1938 (1,765), 1940 (954), 1941 (846), 
and 1942 (662). The average birth weights of full-tume children 
bad shown a decline since ‘the pre-war | years from 7.3 to 
7.1 Ib. in primigravidaé and from 7.6 to.7. 4'lb. in multigravidae. 
The percentage prematurity rates had declined, though not so 
consistently, from 19.7 to 14.2 in primigravidae and from 
16.7 to 13.6 in multigravidae. The percentage toxaemia rates 
had shown. no consistent change. :>- : 

Prof. Barp,'in his reply,’ said that the appointment of 
paediatricians to emergency hospitals was desirable, but this 
would be only a wartime measure, and what he desired to see 
was appointments.of the type’ recently: made in Newcastle, 
where a doctor had been appointed “Professor of Child 
Health.” He had been interested in Prof. ..Young’s figures. 
The incidence of toxaemia in primigravidae in Abérdeen in 
booked cases was 8%, which was very ‘close to the London 
figure, and he had always understood that there was relatively 
little toxaemia in maternity cases in London. In a small 


' series of cases in private practice the toxaemia rate was only 


3%, or less than- half the hospital figure. The percentage 
prematurity rate in Aberdeen among hospital cases was 23, 


but in private practice only 8. 
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| What is “ Sterile Blood ” ? 
Sm,—Recent contributors to the Journal have raised the 


_. above question and answered it to their seeming satisfaction, 
but not without leaving an opening for legitimate criticism. 


The question as.to what constitutes “sterility” is evidently 
a matter of some perplexity. This is borne out by the report 
of four experts from the ‘Blood Transfusion Service of the 
Medical Research Council as published in the Journal of 
March 21, 1942. These workers eventually decided that the 
ordinary bacteriological tests for the sterility of plasma were 
of little value, and they discarded them in favour of the naked 
eye as a check on their plasma storage technique: 

Now the experienced bacteriologist may be able to say that 
cloudiness of plasma or serum means contamination and that 


clearness argues for probable’ sterility, but it is a departure` 


from our usual scientific standards to dispense with proof of 
absolute sterility. It is quite obvious that in dealing with blood 
the bacteriologist is missing the free use of his autoclave, and 
that when he speaks of sterile blood he does not mean the same 
thing as when he refers to a sterile dressing. Everyone knows 
what is meant by the usual sterile fluids ; they have been boiled 
or otherwise sterilized in order to kill off all forms of life within 
them. On the other hand, “sterile blood,” although free from 
bacteria, is still a living tissue, but the activities of the living 
elements in stored blood have so far not had much considera- 
tion. There is in fact a widespread belief that the changes 
which’ take place in clean stored blood are purely physico- 


chemical, when as a matter of fact they must include the ' 


biological reactions of living things. It becomes necessary 
therefore to differentiate between those changes which are due 


to the inherent vital elements in blood and those which are ° 


due to contamination. Nor should we forget that the value 
of blood for many transfusion purposes is greatly diminished 
by the present storage processes, which aim at suppressing the 
extraneous forms of life but at the same time destroy the 
inherent vitality of the blood cells. 

This vital aspect of blood was recognized by Crosbie and 
Scarborogigh,! who, among other criteria of the viability of 


1 Edinb. med. J., 1940, 47, 553. 
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the white blood corpuscles, described a curious “ spinning” of 
the granules of the cytoplasm. This rapid oscillatory move- 
ment stops immediately when the cell is overheated—in short, 
when living protoplasm enters into its dead state. I have con- 
firmed this observation, but I have gone further and found 
that, as the white cells break up, these spinning and, as I 


hold, living bodies can be seen floating free in the blood serum. - 


With suitable technique, such as.the use of dark-ground 


illumination under a high-power objective, it is also p&sible, 


to demonstrate that there are other highly motile bodies in 
disintegrating “ sterile blood.” 
` We are faced then with the need for a more intensive investi- 


„gation of the biological phenomena of stored blood which has 


been pronounced “sterile.” It is clear also that the word 
“ sterile’ ig not a suitable term in this conne.ion, because the 

state of sterility is inconsistent with the presence of vital 

elements in stored blood.—I am, 'etc., - 
Medical School, University of Capetown 


, 


M. R. DRENNAN. 


, Rehabilitation Centres 
Sir—I enclose a brief memorandum which expresses the 


_ general opinion of the members of the British Orthopaedic 


Association in regard to rehabilitation, and I am doing so at 


the request of some of the senior members of the Association. . 


We feel that it should be clearly, understood that the 


‘orthopaedic surgeons of the country are wholly in favour of, 


this constructive medical and sociological movemert. 

I think we all feel that rehabilitation should begin very soon 
after the accident or wound, and be carried on throughout the 
patient’s period in hospital in the form of occupational therapy 
and gymnastic or remedial exercises. There remains as a 
logical and very necessary development the organization of 
Rehabilitation Centres where the final and more concentrated 
stages of rehabilitation are given to enable the patient to be 


returned to the Services or to. industry with the least possible: 


delay.—I am, etc., ‘ 
,G. R. GIRDLESTONE, ~> 
Headıngton, Oxford Prendent of the ‘British Orthopaedic Assocation. 


** The memorandum runs as follows: 


ae members of the British Orthopaedic Association recognize 
the value of measures already adopted by the Ministry of Health in 
introducing rehabilitation into E M.S. orthopaedic, fracture, and 
accident services. They are not, however,’ satisfied that the later 
stages of rehabilitation have been adequately developed throughout 
the country,; and for this particular purpose they urge the importance 
of establishing special Rehabilitation Centres, in association with 
existing orthopaedic, fracture, and accident services; under the same 
administrative and surgical control, but as a.rule geographically 
separated in order to avoid the hospital atmosphere; and affording 
all facilities needed for the completion of treatment right up to the 
stage when work can be resumed. From undoubted evidence of 
grave wastage of man-power through accidents, they believe that 
the. developments recommended are of immediate urgency in the 
prosecution of the war. 


Listerism 


Sm,—I have read the correspondence on the Lister technique i 


in your issues of Sept:.5 and 26 and Oct. 3. A good case 
made out can’t have too much backing, but there seems some 
confusion as to Listerism among others who think aseptic 
surgery is different from what Lister taught. The three main 
principles of Listerism are: (1) disinfection of the skin, (2) de- 
struction or inhibition of the germs ın the wound, and (3) pre- 
vention of\ the entrance of germs into the wound. Lister 
used antiseptics to produce asepsis, and he introduced dressings 
and a “protective” (oiled silk). We are indebted to him 
for the undermentioned:: ı In 1866 he used crude creosote for 
wounds and banished pyaemia from his wards. He miade a 


“ plaster-of-Paris putty ” for a compound fracture and covered 


it with tin foil; and so paved the way to the ‘present-day 
method. (This was at a'time whén there was no bacteriology.) 
He tied the carotid artery pe horse under antiseptic conditions 
with good results, using first kangaroo tendon; this work 
then led him to chromic acid catgut. He invented a spray 
and this led to aerial disinfection. He taught the immobilization 
of wounds and fractures. He showed the possibilities of skin 
grafting. He insisted on sharp knives, so as not to' bruise 


tissues. He showed the correct way of giving chloroform. 


without’ death. He introduced drainage of wounds. He:was the 
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| first to open a knee iotat under anäséptiai He introduced ‘overwhelming majority of practitioners’ were, not y non- 
the. gauze bandage and the double cyanide gauze—thus aimed cooperative but hostile. This is a cardinal faufl in any 
' at asepsis. Hc introduced “ protective?’ —oiled silk çoated ‘with organization which sets out to do systematic preventive medicine 
dextrine; it was soaked ‘in, ‘boric solution. Here is added along the lines of periodic examipation. As Sir Jams 


‘proof of his goal—asepsis. You can’t have antiseptic treat- 
ment without simultaneous asepsis. He intreduced boric 
ointment. He invented a sinus forceps. He introduced massage 
after fracture treatment. He-insisted on instruments in trays 
, being ‘covered (asepsis). He first wired a fractured patella 
ander antisepsis. He advocated the defensive power -of human 
“ tissues. +J am, ete., 
Portsmouth. 


Release of: High! Benes Apparatus 

Sıx, —So much has been said of the hardship suffered by 
practitioners and patients from the impounding of diathermy 
`and short-wave apparatus by the Post Office that I think it is 
: only right, now that the restrictions have been modified, to 
put on record that, my apparatuses have beep returned to me 
with promptitude, efficiency, and in good working order. 
Although -they have been stored for fully. two years by the 


i L F 
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Post Offce, it is pleasant to report that ‘they have been ex-' 


tremely well cared for, and have come back in as good con- 
-dition as they were in when they were taken away. The B.M.A. 


has been largely instrumental in securing this relaxation of: 


the original order, and deserves the thanks of those who use 
high-frequency apparatus. 

One further point I should like to mention. " Although it 
has been considered necessary to retain screening restrictions, 
the Post Office have recognized the desirability of being able 
to treat cases without having’ to move them into screened 
cubicles. They have, in consequence, offered their technical 
help and collaboration in evolving an apparatus ‘which’ would 
be free from the drawback of causing so much interference 


as the existing. diathermy and short-wave apparatus and yet - 


be sufficiently portable and robust that it could be taken to 
‘the bedside of patients. ‘This would: make it possible to treat 
cases of pneumonia, shock, and burns. Their help will be 
of the greatest practical value, $ 

An’ experimental apparatus has already been constructed 
which, while itself not satisfactory, has shown the pitfalls to 
be aie and also that the problem is one capable of 
solution. ‘From the clinical and physical medicine point of 
view the use of short-wave currents in cases of shock is better 
than electric blankets,'radiant heat cradles, and methods that 
have to rely on the conduction of heat from the skin. e 
Postmaster-General points out, however, that the supply of 


the necessary valves during the: war may be extremely difficult. . 


This would be,overcome if, on clinical trial, the apparatus 
provided an improved method of combating shock.—I am, etc., 


C. B. HEALD, 
Chairman, TAYMER Medicine Group, B.M A 


‘Periodic Medical Examination 


London, W.1 | 


Sm,—It is to be hoped that the article om this subject öy 


Dr. Frank Ellis (Sept. 26, p., 365) will arouse widespread 
interest. At the present time it is inevitable that experiments 
m preventive medicine should be side-tracked-in favour of 
more urgent problems. The fact that the work of the Peckham 
Health Centre, which Dr. Ellis mentions, has had to be sus- 
pended must be considered "perhaps a minor tragedy of the 
war. Nevertheless, those’ of us who have been inspired by 


the teachings of the late ‘Sir James Mackenzie realize with . 


Dr. Ellis that medical science can make little further progress 
without a better understanding of the early stages of disease. 
‘Further, ‘we can only arrive at this understanding by re- 
organizing the medical services in’such,a manner as to permit 
of facilities for periodic medical examination of the whole 
population. Such facilities could be fitted without difficulty 
into most:of the plans which have been ‘elaborated recently. 
The purpose of this letter is to point`out certain difficulties 
_ and to make a concrete suggestion. Dr. Ellis mentions and 
discusses the work of, the Life Extension Institute in New York. 
I -was familiar with their published’ work, and also paid them 
along visit in 1939. I was impressed by the efficiency of 
their organization, but I had two criticisms to make. (1) The 
Life Extension Institute were not able to persuade the American 


“deneral nractitioner fn co-dnerate with them In fact the 


' Mackenzie emphasized at St. Andrews, the genera] practitioner 


is the most important instrument in any such scheme. It is 
the general practitioner who is in closest contact with the 
patient, his family and background. (2) A more important 
‘criticism of the Life Extension Institute is a technical one. 
Their methods of physical and radiological examination of each 
patiént were beyond criticism. They had also evolved a 
system of careful “history” taking, which represents a real 
advance. But physical and ‘x-ray examinations of so-called 
healthy people are not sufficient. If we are to detect those 
functional abnormalities which inevitably precede disease—the 
stage of symptoms (or even earlier) rather than that of signs, 
as Sir James Mackenzie put it—we must have a new technique 
of examination. This, in my view, is where the Life Extension 
Institute fail. Their methods are admirably adapted to the 
detection of early disease, but that is not enough. 

I have been engaged for many years in an attempt to devise 
and standardize a more sensitive and comprehensive technique 
for this sort of examination. The vast and fertile field of 
applied physiology and biochemistry is open to those of us 
who are doing this work. Now that this subject is arousing, 
more general interest it is desirable that all who are actively 
engaged in this sort of research should combine and agree 
upon: (a) A standardized technique to be used for periodic 
examination. If we expect facilities we must be clear as to 
exactly what facilities should be provided. The correspondence 
in the same ‘issue of the Journal on the subject of methods for 
the determination of blood sedimentation rate is sufficient 
proof, if such were needed; of the desirability of standardiza- 
tion. (b) A method of approach to the general practitioner 
The best method of enlisting the support of the practitioner 
would be to enrol him inside the framework of any such pre- 
ventive organization. In the meantime articles and books 
should be written setting out what knowledge we have and 
the manner in which such knowledge, applied to practical 
problems, could be of invaluable assistance to every practitioner. 

Finally, a suggestion. Could not a committee or subcom- 
mittee be set up for this purpose within one of the planning 
organizations? In peacetime this committee could be expanded 
to form a society which should bear the name of Sir James 
Mackenzie.—I am, ètc.. 

London, E C.1. 


~“ Constipation ” in Breast-fed Babies 


' SR,—Dr. B. F. Chapman (Oct. 3, p. 408) pertifiently alludes 
‘to a principle of wide application—viz.,, a child should be 
allowed. to! perform ‘its functions of intake and ouiput with 


E. OBERMER. 


“the minimum of interference. The process of “training” as 


to times ‘for feeds and as to times, places, and occasions for 
actions of the bowel is not merely unwelcome to the natural 
constitution of the child, it is reacted to by many children 
with feelings of angry defiance, aggression, hate, and obstinacy. 
In her desire and anxiety to “train” her child as ‘soon as 
possible, the mother, unknown to herself, may be “ getting her 
own back” for similar interference in her forgotten childhood. 
Furthermore, the child has to suffer interference emanating 
from ignorant, alarming, and misguided ideas as to what con- 
stitutes “ constipation.” The child is constituted to anticipate 
a pleasurable satisfaction from release of tension in the rectum 
in accordance with the timing of its own feelings and experience, 
its timing being neither that of the clock ‘nor of mother. I 
therefore resents any form of interference, most of all if thereby 
pain is substituted for pleasure, as is apt to accrue from admin- 
istering purges, enemata, suppositories, and the like by anybody 
however wittingly well-intentioned. An enema is all too prone 
to become an enemy in the mind of a child, hence resistant 
anal spasm and more prolonged “constipation” can result, 
even from the very thought of one, or of its giver. 

Those who, are concerned with the psychogenesis of many 
undesirable and handicapping character traits and &f many 
psychoneurotic symptoms are convinced of the close association 
between such traits and symptoms and interference with the 
child’s natural pleasures of ingestion And of elimination bv 
force maieure Àn interesting example of fhe evil that mothers 


. anxious mother. 
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do living after them has been-obgerved by Dr. Joan Malleson 
in her pa “ Vaginismus: its Management and Psychogenesis.” 
(Aug. 22, p. 213). Under the-section “ Aetiology,” she produces 
-onvincing evidence of the close association of this distressing 
disorder with anal pain of childhood. Dr. Malleson’s paper 
merits ‘the attention of all those concerned in the “ training ” 
of children ‘and gratitude ‘for her original observation of yet 
another malady that, in some cases, is.otherwise inexplicable 
than by unwarranted and cruel “ training.” We live and 
learn!—I am, etc.,, i 
London, W 1. ` a R. TRAVERS SMITH. 


Sm,—Your correspondent Dr. E. F. Chapman (Oct. 3, p. 408) 
disagrees with Prof. Charles McNeil’s remarks in his alphabet 
of breast-feeding on “one type of constipation.” No experi- 
enced paediatrician; least of all Prof. McNeil, will disagree with 
Dr. Chapman’s observation that’ “ large numbers of perfectly 
healthy breast-fed babies will only have a bowel action every , 
two, or three, or even four days : . . there is nothing whatever 
the matter with these babies, and they should be left alone. 
The regular daily habit will establish itself later on.” Dr. 
. Chapman infers,- however, that, he does not believe in anal 
spasm, and accuses Prof. McNéil of inventing “an imaginary 
pathology to explain a non-existent disease.” There is no doubt 
that such a condition exists, and it accounts for a considerable 
minority of the cases of inf requent defaecation in breast-fed 
babies. In both the habitual type- of infrequent defaecation 
and anal spasm the stools ‘are normal in colour and consistence, 
but anal spasm is characterized „by excessive straining at stool, 
with severe congestion of the face and tight ‘spasm of the 
sphincter ani muscle, which can easily Be distinguished by 
inserting the little finger. 

It is important to differentiate these two causes of infrequent 
defaecation so that ‘appropriate advice can ‘be given to the 
In the habitual type'I usually explain to the 

mother that the small amount of residue and the contentment 

which occur in breast-feeding account for the infrequency, and 
that daily motions will be resumed when a mixed diet is intro- 
duced, if not before. Such an explanation usually persuades 
mothers not to interfere with spontaneous bowel action and 
allays their anxiety. In cases of anal spasm I advise dilatation 
with the lubricated little finger daily for a few days and then 

. legs frequently. There is absolutely no indication for the 
administration of aperients in either condition, yet most mothers 
and many doctors give them freely and produce a needless 
disturbance of intestinal function.—I am, etc., 

Edinburgh. A ee L. HENDERSON. 


Srr,—I have‘ read with: interest: Prof.’ McNeil’s alphabet of. 
' breagt-feedin8 (Sept. 5, p. 271), and as one who is nowadays, 
almost solely interested in the psychological side of things, = 
I am delighted that he—so distinguished a paediatrician— 
should stress the importance of breast-feeding for infants 
whenever possible. The evideńce I have been able to collect 
in my work establishes beyond reasonable doubt the superiority 
of natural over artificial methods of feeding for the psycho- 
logical well-being of- both mother and child. There appears 
too often, a tendency among doctors to wean children 
prematurely, even when such weaning does not appear to be 
absolutely imperative. Dr: Mathias (Oct. 17,.p. 465) seems to 
imply this when he ends by saying: “ If artificial feeding were 
such a second-rate thing, why are there not more miserable 
children in doctors’ families? ” Is he not coming near to a 
recognition of one of the basic factors behind melancholia? 
Although Prof. McNeil recognizes the possibility of psycho- 
logical faults in mother and baby as giving rise to difficulties, 
does he not run the risk of artificially'inducing them by the* 
treatment that he advocates for constipation in the infant? 
It is on this account that I am reluctant to accept unchallenged 
his dictum that when constipation arises in breast-fed babies 
it should be relieved by the repeated passage of the doctor’s 
little finger into the baby’s anal canal. I have believed that 
constipation arising in early life will right itself if left severely 
alone. sychologically `it seems to be established that for 
a child under 6 the less physical interference it has the better, 
and the less the chance of a breakdown later in life. Prof. 
McNeil seems to haye overlooked the alarming fear and 
primitive hate that can be aroused and stored up in the mind 
of a small child and the distressing psychogenic repercussions 
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that may ensue from anal interference, the more so because: the 
child is too young to understand what is happening. In mental 
research ie I have had the opportunity: of treating certain 

and bofder-line cases over a considerable period, 
and I have found definite evidence that traumatic. environ- 
mental factors in infancy have played an important ‘part in 
their symptom formation and character traits in’ the adult, 
and certainly have influenced their adult behaviour. 

In his article Prof. Charles McNeil does not appear to 
go with the psychologist in these respects. To my mind 
the procedure he advocates runs the risk of inducing certain 
undesirable characteristics to develop as the child grows up. 
Reaction formations are liable to set in, among them shyness, 
asocial tendencies, 
acquisitiveness, etc., and the “ difficult” adult may eventuate. 
Such treatment may contribute towards changing a social being 
into an antisocial one, in accordance with how much or 
how little the child has registered the feeling of having been 
raped. He or she may well react to the intrusion into their 
private affairs or “house” of the doctor’s finger (however 
well lubricated) by repaying the compliment and later 
developing habits of a -retaliatory nature. They would then 
becéme the over-curious pérson—that “nosey Parker,” always 
poking into other ‘people’s business—or even worse, the 
delinquent, who “takes it out” -of society by breaking into 
other people’s houses and stealing their goods. 

There is a danger, too, of reinforcing an unconscious passive 
homosexual bias in the male or of setting up a vaginismus 
in the female. (Dr. Malleson has referred to such a contingency 
in her article published on’ Aug. 22.) Fear of-loss of sphincter 
control is @ very real thing to the small child, and this is 
temporarily at any rate increased, with its concomitant fear 
of dirtying. , It seems to me that no treatment that savours 
of violation should be administered to, the very young child 
unless such procedure be absolutely necessary for that child’s 
physical health; and that this is so in the technique under 
discussion Prof. McNeil does not appear to have established.— 
I am, etc., ž a ek 


Locdon A. Cyrm WILSON. 


Breast-feeding 

Sir,—Dr. J. Gordon Mathias (Oct. 17, p. 465) states that 
the-feed “should not be a sensuous orgy for the infant and a 
sexual experience for the mother.” The real question is not 
what a breast-feed should or should not be (according to ‘Dr. 
Mathias) -but-what in fact it is, physiologically. As to whether 
it is\a “sensuous orgy for the infant” we can infer from 
observation of the feeding infant; we have evidence that 
Nature intended it to be a “sexual experience,” using the term 
broadly, for the mother, in the well-known relation between 
stimulation of the breast and the uterus. i 


If Nature intended woman to feed infants woman should - 


be pronograde, he argues; are our simian relatives all 
As to caloric feeding for the (mythical) 
“classical ten-pound infant,” the fallacies of rigid adherence 
to caloric or other fixed systems in dealing with that most 
individual problem—infant feeding—are common knowledge 
Dr. Mathias argues that if the doctor is of the opinion ‘that 
“the baby and the mother would ‘fare better on artificial 
feeding, he should be equally competent to advise,” but 
earlier in his letter he says “ doctors in general know so little 
about infant feeding.” 
of these statements!—I am, etc., 
Darwen g 


Correct Use of Sulphonamides for Gonorrhoea 


< Sir —May I appeal, through your Journal, to all practitioners 
to help the campaign «against venereal diseases, by using 
sulphonamides for the treatment ‘of gonorrhoea in such ways 
as are calculated to make the patients non-infectious as quickly 
as possible and to run the least possible risk of creating 
sulphonamide-resistant strains of gonococci. From all parts 
of the country complaints are being received in the Ministry 
of Health that many practitioners start treating for gonorrhoea 
without first taking specimens for confirmation of the diagnosis, 
and give sulphonamides in quite inadequate dosage. Failure 
to take specimens makes it very difficult, whenever the 
symptoms have not abated or elapsed. to decide if the arivinal 


"R. C. WEBSTER. 


over-sensitivity to criticism or control, 


` 


I am afraid one must endorse both | 
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infection was or was not gonococcal because gonococci may 
have been merely driven to ground .by the remedy. Inade- 
quate dosage may. abate the symptoms without eradicating the 
infection ; thus by creating in the patient’s mind the ¢mpression 


that he i is: cured `it conduces to the spread of the disease. The, 


evidence that'it is possible to create sulphonamide resistance 
_in gonococci by, underdosage is sufficiently strong to warrant 
every effort to avoid it, because the spread of such strains 
throughout the country would take our anti-gonorrhoeal | 
measures back to the pre-sulphonamide era. A timid dosage 
with sulphapyridine may perhaps be understandable when the 

“infection is not life-endangering and the patient is ambulatory, 
because of the toxic effects of this remedy, but there is no 
reason for it in the case of sulphathiazole, which is now avail- 
able in sufficient amounts for the eradication of gonorrhoea 
from the Community, 

There is now good evidence that administration of 5 grammes 
of sulphathiazole on two successive days eradicates the disease, 
in males at least, in over 90%’ of cases, and four days’ treat- 
ment on\the same lines affords still better results; in neither 
case does such a dosage give rise to any undue proportion of 
toxic effects, provided that the patient is made to drink plenty 
of water during’ the period of the chemotherapy. It requires 
only slight imagination. to see the possibilities of this treatment 
from the point of view of the public health, if only all members 
of the profession - will collaborate in ae it properly.— 
I am, etc., 


_ Ministry of Health, S W.1. ` L. W. HARRISON. 


Sm,—In view of the .great importance of the control of 
gonorrhoea among the civil population, especially in wartime, 
T should like to draw attention to’ one easily avoidable 
hindrance to attaining this end. I refer to the common a nd, 
to judge by this clinic, increasing custom of practitioners pee 
give sulphapyridine _ (M & B 693) at sight in cases of urethritis. 
Not only is this done without any bacteriological confirmation 
of--the ‘diagnosis, but, what fs even more serious, the doses 
and rate of administration of the drug—e.g., one ‘tablet t.d.s. 
for perhaps ten days or more—are often almost perfectly 

, calculated to produce a drug-resistant strain of organisms. 
Only after this regime has been continued for a, week or two 
and has failed to clear up the discharge is the patient referred 
tova clinic, by which time, it will be agreed,*both diagnosis and 
treatment have been rendered considerably more difficult than 
they need be.—TI am, etc., ie 

Croydon V.D. Clinic, s, 


- ` 


P. W. HAMOND. 


First-aid Tyeafmnent for Fractured Spine 


Sır, —The greater part of my time in the last 3 years has 
been taken up with teaching and examining in first aid and 
, other subjects for the B.R.C.S- and ‘Order of St. John and 
- teaching the Home Guard first aid. I have been impressed with 
the difficulty the first-aid student often seems to have in 
following and grasping the essentials of the first-aid treatment 
of fracture of the spine. For some time past I have thought 
that the instruction on this subject should be simplified and 
standardized. I was therefore interested to read an article in 
First Aid and the Medical Practitioner, one of the Practitioner 
, booklets, on “ First Aid in Fractures,” by H. Osmond Clarke, 
F.R.C.S., of Manchester, in which he writes as follows: 


“ Fractures of the spine at any level should be’transported in the 
supine position on a hard flat stretcher, maintaining as far as possible 
the normal contour, of the spine by- inserting a small pillow or pad 
(e.g, a folded garment) beneath the limbar and cervical spines. 
It is of the greatest importance that an individual with an inj 
spine should be lifted on to the stretcher with his back supported | 
at several points. if the spine is allowed to sag excessively into‘ 
hyperextension or ‘hyperflexion, as may occur when a man is lifted 
by his shoulders and legs, irreparable damage may be done to the 
spinal cord. To summarize . , . SpineLift the patient with his 

. Spine supported at numerous points on to a hard, fiat stretcher with 
a pad behind the lumbar and cervical regions.” 


This teaching of Mr. -Clarke’s° appeared to simplify very 
much the first-aid treatment of fracture or suspected fracture 
of the spine, and to obviate the difficult (for first-aiders) question 
of the location of the injury, the difficult method of turning 


the natient an hic oida and the ctratchar an ite cida and nlacing 


the patient in the prone position on the stretcher, in fie case 
of fracture or suspected fracture of the dorsal or lumhar region. 
‘As this matter is -one of considerable importance, I wrote to 


_ my old friend Prof. Harry Platt and asked his opinion. He 


writes as follows: 


“ With regard to the first-aid teaching of the immediate handling 
of fractures of the spine, I think there is a tendency—and it is a 
laudable’ one—to ‘simplify the instructions. The distinction between 
cervical injuries and those in the dorsal or lumbar region is well 


- enough for the expert, but liable to be confusing to those untrained 


people who may be called upon to move the injured person. | 
myself, therefore, would agice with the teaching that all spinal 
injuries can be safely transported in the supine position, provided 
(i) the natural contour of the spine 1s maintained—e.g., by appropriate 
pillows; and (i) no flexron movements—or, indeed, extreme hypet- 
extension movements—are permitted during the lifting of the patient 
I do not think this subject has been debated recently by ortho- 
paedic surgeons, but most of them would be keen on having a 
, simple standardized method laid dòwn for the guidance of the non- 
expert. I think your scheme is sound.” 


The scheme to which Prof. Platt refers is one which I 
suggested should be used as a standardized treatment for all 
cases of fracture or*suspected fracture of the spine at any level 
-by all first-aiders as immediate treatment. In all cases where 
there is a history of accident or injury to the neck or backbone 
with pain and shock, even though there is no paralysis of arms 
and/or legs, treat as follows: 


(D Warn the patient not to tiy to move; (ii) keep him warm; 
(iii) send for the doctor, and if there is any chance of getting 
medical assistance in a very short time, do nothing more till the 
doctor comes;. (iv) if there is no chance of getting medical assis- 
tance within a reasonably short space of time, and (v) if you have 
trained assistants with blankets, triangular bandages, and stretcher, 


- (vi) proceed as follows: if the patient is found in any other posi- 


tion except on his back, with great care and all the assistance 
possible turn him gently on his back; (vil) tie the lower limbs 
together by applying broad triangular bandages round thighs and 
knees, and a figure-of-8 bandage round both feet and ankles; 
(viii) five broad triangular bandages are passed under the natural 
hollows of the body, so that they come to lie under his head, 
chest, hips, thighs, and calves; (ix) two strong poles are used and 
the bandages are looped or tied round the poles, and the patient 


„1s slowly and gently lifted on to the stretcher by two or, if possible, 


three assistants on each side; (x) the stretcher, which is hard and 
flat, is prepared by folding the blankets as in the Army method, 
with a‘small pad or cushion made out of folded garments placed 
on the stretcher behind the cervical and lumbar regions respectively 


It will be seen that this method incorporates the teaching of 
‘Prof. Platt and Mr. Osmond Clarke (to whom I am very 
grateful), together with other details already in use, and it is 
for the immediate first-aid „treatment of eee or suspected 
fracture of the spine at any level. J think not only orthopaedic 
surgeons but also teachers arid © students of first aid would 
welcome some such simplified standardized method of treat- 
‘ment.—I am, etc., 

J. L. Mor, M.B., ‘ChB., 
Lt.-Col., Zone Medical Adviser, ‘Anglesey Home Guard; 


County Medical and County Cm) Defence Officer, 
_ Anglesey Branch B R.C.S 


Subcutaneous Ligature of Varicose Veins 

Sir,—As the originator, to the best of my belief, of -this 
method J should like to express my gratification that Major 
E. L. Farquharson (Oct, 17, p. 453) has ‘found it useful. 

Further experience fas ‘somewhat improved the original 
technique (B M.J., 1941, 1, 626). I find Mr. Dickson Wright's 
method of introducing the stitch through a hypodermic needle 
rather easier than using a curved needle, and I have given up 
the standing position for the patient. If the position of the 
vein is marked on the’skin with ink in the standing position 
it is quite easy to carry out ‘subsequent manipulations while 
the patient lies down. I still use the intradermal wheals of 
novocain,, which take very little” more time, and certainly 
relieve the patient of some discomfort. 

As regards the permanence of the method, I have had a 
recurrence in, a case of ectasia which required Trendelenburg’s 
operation, but my other cases are still satisfactory, after more 
than two years in some of them. Whatever theoretical objec- 
tions may be raised, the fact remains that the method is 
successful and that no hospitalization is required while the 
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alone: Nincidentally, several of these ‘people who, have, been 

treated by, ‘subcutaneous ligature are’ among my most grateful , 

patients. ay am, etc., i 
Bradford. aI S - H. 5: Russet. M.D.: 


` 


‘Shock Treatment in Paychiatry 


SRI would like to tomment on your Jeading article on: 


‘shock treatment in psychiatry (Oct. 3,.p. 397). While one' 
must fully agree with- the need for systematic ahd /planned 
treatment in psychiatry and also regret ‘the tendency’ to regard | 
electro-convulsant therapy as a panacea, yet it would appear 
a mistake ‘to consider insulin shock and eleciro convulsani 
treatment as therapeutically discrete. / + 
“Your article makes the important point of the heed‘ for 
: standards of diagnosis and prognosis ; ‘and surely it is here that 
the ‘schizophrenias produce, the most difficult problems. Most 
psychiatrists would- agree that thé term “schizophrenia.” 
covers a group of more or less closely related syndromes, and 
the value of insulin. may be found greater, in‘ the schizophrenia- 


. like psychoses than in true dementia praecox, or possibly even ` 


, 


‘the other way round. In the former group of psychoses: we 
can certainly claim some striking results ‘with electro-cénvulsant 
therapy. In this clinic, for example, we have:seen the resolu- . 
- tion of thought disorders, depersonalization, in‘ fact every kind 
of, schizophrenia-like symptom-complex. 
` We do not assert. that’ electro-convulsant therapy should: 
replace insulin, but I feel sure that the time: ‘has not yet’ come 
for any, generalizations upon their respective merits. We 
should base our. therapy--on the most’ prolonged and, careful 
observations, and to this end one must agaih reaffirm the need 
(expressed in your columns in’ 1940) for” more ‘clearly: defined 
criteria in psychiatry. —I am, etc., 


r JONATHAN GOULD, M.B, B.Sc. 
Department of Psychologkal Medicine, , 
St. Hartbolomew' Hospital. , : 


hah 1 “Prevention ` ‘of Small-yox fe, as 
si—Now that the outbreak of major small-pox in ‘Glasgow 
1 at an end it is permissible to discuss ‘the question of the 
measures taken to combat it, and, in particular, the effort made 
- to secure the mass vaccination (or revaccination) of, the’ entire 
population of: the city. It will not be disputed that such a 
measure is a serious one to take from; more than one point 
of view.» Vaccination is,a:much more serious operation than, ` 
say, immunization against diphtheria. 
it constitutes a definite interference with health, and, although , 
this is usually only temporary,’it often lasts for over a “week,” 
and occasionally, for very much longer.-, It‘ is often serious 
ehough to neeessitate absence from work ‘for several days: or 
a week, and it may affect working ‘efficiency. even though, the 
individual continues. at work. , We! aré ‘told that the. total 
number of persons vaccinated in the Glasgow campaign was, 
~ 378,000. It would be interesting to: know (were the figures 
available) the total amount’ of time lost from work as a con- 
sequence, direct ahd indirect, of all this vaccination. 
Moreover, a vaccination drive, such as must have been, 
„practised in! Glasgow, ‘inevitably gives rise to, or at ee must 
have greatly intensified, public alarm and upset—ie., “ scare,’ 
a psychological condition scarcely conducive to maximum ‘pro- 
ductive efficiericy. - Lastly, the great administrative effort 
required for a ccination: drive on this scale must, it is reason- 
able to suppose, have tended to divert effort from ‘really 
important measures such as the effective following . up ‘ and 
control of contacts. ) MI ASS 
If promiscuous mass vaccination. of a community were really . 
“essential for controlling ~an’ outbreak of small-pox and’ pre- 
venting it becoming a serious’ menace, ;not,’only to the city, / 
in question but to the whole country, then, the effort, costly 
though it be in the ways' indicated, could ‘doubtless’ be justified. . 
But is it essential? Surely the evidence available from the 
‘behaviour of major smallpox in the past half-century is’ all 
against such an assumption. During this period the proportion 
of the population protected against , smali-pox by vaccinatior 
has contiguously .declined; until it is now ‘only a ‘minority, ‘yet, 
the disease has shown itself less. and less able to establish’ 
itself in this country, although it has been introduced again 
and again, sometimes urtder conditions ‘apparently vėry favour- 
able for enread 


i S 


In the majority of cases ' 


Take- ‘the .case of ‘Leicester, with which city IF am. best. 


acquainted, having been*M.O.H. there’ for`over 30 years (1901 ` ` 


to:1935). ‘During my term of office I had to deal with.'a number 
of outbreaks of, major small-pox, but mass ‘promiscuous 
vaccination of the population was never attempted,: or indeed 
advocated. . Yet the disease never got out ‘of hand, still less 
was -there any general conflagration—as: had been so often” 
prophesied—and this in spite of the: fact that the general popu- 
lation was, for all practical purposes, entirely unprotected , by 

~ vaccination. Thus, during the . 50 ‘years 1885 to ‘1934. the 
percentage of children vaccinated averaged only 8.5: During 
the: same period the total deaths from small-pox numbered 
only 53 in an“ average population of, say, over 200,000. . Other: 
towns have had a simular if Jess striking experience. ' In‘ view 
~of this, what serious grounds are there, for thinking that general’ 
vaccination of the population plays any important part, under 
modern conditions, in the effective gontrol of small-pox? . 

‘To prevent possible misapprehension ínay J say, that I have 

a profound belief in ‘the, utility of selected individual -vaccina- 
tion—e.g., in protecting sanitary‘and hospital’staff, and (to a 
less extent) in protecting actual contacts. —I am, etc, ` 

` Lemwester, ae : C. Kurio MILLARD 


i 
“ Dioäanal Ulcer Battalions.” 


` SR, —Large numbers, , probably many thousands, .of ‘men 
suffering from duodenal ulcer (and allied conditions) are being 


discharged from the fighting Services. The majority of these . 


. individuals are the best type of fighting man—sthenic, energetic, 


vigorous, and -of high courage; many are discharged against . 
their wishes. 
services should not be retained? Why ‘not’ form battalions or 
even divisions of “ duodenal ulcers”? 

With collaboration between the. “Ministries of ' ‘Health and 
Food: and the: medical branches ‘of the Services provision for 


feeding . and 'the treatment of large bodies of men :should |‘ 


present no real Uifficulty. Indeed, it should be easier and more 

‘ economical to cater for, say, a thousand ' men living ‘together 
under strict ‘discipline ` than for the: e number ° scattered _ 
throughout the ‘country in individual homes: 

And what a field for research: ,an opportunity : which į is not ` 
available in peacetime! Few will claim that our” present 
methods ‘of treatment of duodenal ulcer _are entirely satis- 
factory, Medical, treatment is generally inadequate: the’ 
surgical operations in’ vaene are drastic and crude.—I am, etc., 

“Dundee. Tatu ABER: Brown. 


i: Interchirigeable Shoes. ` 

‘Smz:—In the annotation on laterality, dominance ‘in~ ‘Shake- 
speare, (Oct. 10, p. 432) it is remarked that Dr. Johnson made 
‘the +“ surprising comment”: 
may put.his hand into the wrong glove, but ‘either shoe would 
equally ‘admit either foot,” and Sir Walter Raleigh ‘inferred , 
that Dr. Johnson possibly wore ‘his boots indifferently, ™ either ` 
on either foot,” and believed that,other people did the same 
thing. Is it not possible that in Johnson’s-time boots ane 
‘ghoes were made for either foot indifferently? |. 

Lord Cockburn, in Memorials of His Time, a classic volume: 
dealing with life in Edinburgh, especially the life of the Bench 
‘and the Bar, in the beginning: of the 19th century, describes 
his outfit when he was first sent to the Edinburgh High Schook 
in 1787. He was provided, among other ‘garments, with,“ brown 
corduroy breeches, tied at the kriees by a showy knot of brown 
‘cotton tape ; worsted stockings in ‘winter, blue cotton stockings . 
„in sumimer, and white cotton for dress ; clumsy shoes made 
“to be used on either foot, and each requiring to be used on 
alternate feet daily ; brass’ or copper buckles.” 

Some square-toed shoes seen on statues and in partait 

i of the;l fe and-17th centuries appear as if they could be 'worn 
ou eit 
- ofa, much earlier ` period, such as those worn by the- Prior, 
of Jorvaulx in Ivanhoe, were emer certainly interchangeable 
for the feet.—I am, etc. - 

Glasgow aw k 

= =e 

The King has granted! Di. J Harry Chapman Sinderson, ,C.M.G., 
, M.V O., O.BE., Dean of and Professor “of Medicine in the Royal 
` College. of Medicine of Iraq, authority to wear the Insignia of the 
Second Class of the » Order of El ,Nahda’ conferred upon, him by 
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‘ JOIN PATRICK. 








Is there any insurmountable reason ‘why ‘their ` 


“He that is frighted or hurried i 
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674 LEONARD * KIDD, M.D. - 
The death has taken placé at, Enniskillen, ' Norther Ireland,* 
of: Dr. Leonard Kidd, who for forty'years held the post of 
_ medical superintendent of Fermanagh County’ Hospi 
for thirty-six years was direct representative for Ireland on 
the ‘General Medical Council. Dr. Kidd, who was in his 
eightieth year, had been ill for a long time. 

He was a native of County Louth and spent his early youth. 


‘in Armagh. At one time, he was a master at Foyle- College, 


where he taught classical and modern languages. He was a - 


keen player of rugby football, -and once played for Ireland. 


' He received his medical training at Trinity College, Dublin. 
-and at Edinburgh,” ‘qualifying L.R.C.P.&SL in 1887, and 


taking his Dublin medical degrees in the following year. After 
various hospital appointments he settled in practice in 
Enniskillen, where his ‘“ monument” is the county hospital 
which he served as medical superintendent for so many years 
with marked ability and devotion. He transformed the institu- 
tion from a comparatively small, poorly equipped puilding 
for the aged and infirm into one of the most modern and best 
furnished hospitals in all Ireland. It was no longer necessary 
for patients, well-to-do or poor, to uridertake the hundred 
miles’ journey to, Dublin to undergo an operation. A theatre 


was installed, trained nurses introduced, proper accommodation . 


for nurses provided, and the progress went on until, just before 
his resignation in 1937, a new’ maternity ward and children’s 
clinic were added. ' Dr. Kidd was also for forty years medical, 
officer to Portora Royal School, and took a deep interest in 
the welfare of its boys, including its old boys. A portrait 
éf.him Was unveiled in the hall of the school early during 
\the present, year. : He was president. of Enniskillen District 


Nursing Society, and the high state of efficiency of nursing ` 


in Fermanagh was due largely to his efforts. For a time he 
was a member of his urban district council, where he zealously 
advocated improved hotising, water supply, and sanitation. 

_In medical politics he was a prominent figure. One of his 
ideals was a Ministry of Health for Northern Ireland, and he 
had many ‘consultations -with' the Prime Minister, the late 


Viscount Craigavon, and the Ministry of Home Affairs on the . 


subject, but" his advocacy was unavailing. He became a 
member of the British Medical Association as long ago as 
1889, and in 1906 he was a-very acceptable president of the 
Ulster Branch.-,He had also: been chairman of his own, 
‘Fermanagh, Division. When the Association visited Belfast in 
1937: he acted’ as vice-president of the Section of Medical 
Sociology.. He had also’ been president of the Irish Medical 


Association (now mergéd’ with the B.M.A. in the Irish Free ` 


State Medical Union). His long membership of the General, 
Medical Council, from ‘1906 until quite recently, introduced 
him to prominent medical: men in Great Britain, by whom he 
was greatly esteemed. , In ‘the war of 1914-18 he served in the 
R.A.M.C., holding’ the rank of ‘major. A deserved honour 
‘which came to him a; few years ago was his appointment as 
Deputy Lieutenant for his county. ' 


LOUIS C. PARKES, M.D. 


The death of Dr. Louis Coltman, Parkes at the age of 84 will 
recall to senior members of the Public Health Service a man 
who in his day did‘notable work in sanitary ‘science and was 
long known to students and practitioners as the author of a, 
standard textbook on hygiene which passed through eight 
editions. From University College Hospital. he graduated 
M.B.Lond in 1880 and M.D. in, 1882, and he one of the 
first to take the D.P.H. For many years Dr. Louis Parkes 
was medical officer of health for Chelsea and consulting 
“sanitary adviser to H.M. Board of Works, retiring from the. 
service of the Metropolitan Borough of Chelsea in 1923 ;. he 
‘was also’ honorary sanitarian ‘to the East End Maternity 
Hospital. He had been vice-president of the Royal Sanitary 
Institute, and was a Foreign Associate Member of the Société 
Francaise d'Hygiène. He held office at three Annual Meetings 
of the British Medical Association——as honorary secretary of 
the Section of Public Medicine in 1890, vice-president-in 1895, 


ad 


tal, and a 


and president. of the Section of Hygiene and Public Health in 
- 1909. He was the originator and sole author of the early 
editions of Hygiene and Public Health; Prof. H. R. Kenwood 
joined him later as co-author of that work, and collyforated 
in 1929 with Prof. Harold Kerr in preparing the eightg edition. 
Dr. Parkes also’ wrote small books on Infectious Diseases. 
Notification and ‘Prevention in 1893, on Elements of Health 
‘ih 1895, and on House Drainage, etc, in Relation to Health 
in 1909. “He edited the third edition of Corfield’s Treatment 
and Utilization of Sewage. He died im retirement at Holmbury 
St. Mary, near Dorking, on Oct. 11. 


ee 





Dr. ROBERT APPLEGARTH HENDRY died at Rugby on Aug. 13, 
and medicine. was the poorer for the loss of a general practi- 
tioner and gynaecologist who overcame his own disabilities in 
so heroic a' manner that'his tellows and patients always looked 
to him as the leader of local medical’ thought. He was a 
sufferer from arthritis for many years, but this he never allowed 
to interfere with the needs of his patients. He was always the 

` same kindly administrator to the sick and suffering, wherever 
or whenever he was called. I have watched him operate late 
at night, and his thoughtfulness towards the theatre staff was a 
model for any young surgeon. Whenever a meeting was held 
„at which controversy might arise he was an automatic choice 
as chairman, so respected was he by his colleagues for 
scrupulous fairness and honesty of thought. His academic 
career was brilliant, and he took the gold medal at the 
M.D.Lond. examination in obstetrics and gynaecology in 1908. 
He then ‘became demonstrator of obstetrics and gynaecology, 
subcurator of the obstetrical and gynaecological museum, and 
Ethel Boyce Fellow, University ‘of Liverpool; and honorary 
assistant: aecological surgeon, Hospital for Women and 
Liverpool Royal ry. When the highest honours in his 
specialty appeared within, his reach, illness snatched them from 
him, and in 1925 he gave up his work in Liverpool and entered 
general practice. His Jove for gynaecology was so strong that 
in 1936 he again took up hospital work, joining the honorary 
' staff of the Hospital of St. Cross, Rugby. He was elected chair- 
man of the Medical Board,.was chairman of the Rugby Division 
of the B.M.A., and had held’ the chair of various other com- 
mittees, including the local Rotary Club. Dr. Hendry leaves 
a widow and two sons. The elder, Capt. Preston Hendiy. 
R.A.M.C., is on active service in the Middle East. Shortly 
before hig death Dr. Hendry received the news that this son 
had been mentioned in dispatches.—P. T. D. 








Universities and Colleges 








' UNIVERSITY ‘OF OXFORD 

Dr. ‘Alexander M. Cooke, F.R.C.P., May Reader in Medicine, has 
. been elected to a professorial fellowship at Merton College. 

In Congregation on Oct 20 a‘decree was passed, establishing a 
professorship of social medicine. This gives effect to the decision 
announced in these columns on July 25 (p.‘101) to establish at 
Oxford an Institute of Social Medicine and to appoint a professor 
to be in charge of it." The Nuffield Provincial Hospitals Trust will 
deyote £10,000 aeyear for the next ten years for the pul poses of the 
chair and the institute in which the professor will work. 


“UNIVERSITY OF CAMBRIDGE 


Prof.’ H. R Dean, M.D., Master of Trinity Hall, has been elected 
the representative of the University on the General Medical Council 
for the five years from Oct. 22, 1942 

The late Sir Joseph Larmor, F.R.S., has bequeathed to the 
University £2,000 to'be devoted to providing medical and surgical 
assistance and sick nursing to junior members of the University. 

At a Congregation held on Oct. 16 the following medical degrees 
were conferred by proxy: : 

M.B., BCam—R. M. Emrys-Robers, A J. Rook, W F. Felton, M 
Koettlitz, J. B. Stanton, G. Wetheriey-Mein, I. N. Darbyshire, M, M. Brown, 


. H. Lim, W. P. U Jackson, R. J. F. H. Pinsent. 
M.B—J. Mackellar 5 


Cecil Clifford Dobell, M.A., F.R.S., of Trinity College, protis- 
tologist to the Medical Research Council, has been approved for the 
degree of Doctor of Science. 


UNIVERSITY OF SHEFFIELD 


Drs. H. Le Brun and W. A. Harney have been appointed temporary 
demonstrators of anatomy. The University Council has accepted, 
with regret, the résignation of Mrs..M. G. Happey, M.B, of the 
post of assistant -bacteriologist, and -has accorded. its thar&s to Dr. 
.Hdppey for her services. 
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QUEEN’S UNIVERSITY OF BELFAST “expected to be in the region of £1,500. Apparatus of this kind 
“Dr. William Lyle, a medical graduate of Queen’s University, Belfast, was not subject to purchase tax. It was not proposed to make 
and County Director of the Red Cross in that city, has been special grants towards this particular item of cost to those 
retn unopposed as a representative of Queen’s University in the county councils and county borough councils who would be 


No Ireland Parliament, to fill the vacancy caused by the death concerned, but Exchequer assistance was given towards the cost 
of Col. A. B. Mitchell, F.R.C.S.I. ; i of the treatment of. tuberculosis. i 


ROYAL COLLEGE OF SURGEONS OF ENGLAND . © ad : Diphtheria 
it is proposed to hold a meeting of Fellows and Members at the’ Replying on Oct. 15 to Mr. James Griffiths, Mr. BROWN said 
College in Lincoln’s Inn Fields on Thursday, Nov. 19, at 2.30 p.m., the number of cases of diphtheria notified during the first three 
when a report from the Council will be laid before the meeting. quarters ot this year wes 29,939. annie represented a decrease 
. i ot about 6,500 on the corresponding period last year., The 
ROYAL COLLEGE OF SURGEONS OF EDINBURGH provisional mortality figures for the first half of 1942 showed 
At a meeting of the Royal College of Surgeons of Edinbirgh, held a decrease of 0.8% on the corresponding figures for 1941. 
on Oct, 21, with Mr. J. W. Struthers, President, in the chair, the = 


following who passed the requisite examinations were admitted , ‘ - Making Sea-water Drinkable 
Fellows: j 2 The Department of Scientific and Industrial Research has 
W. R Dick D. Q W gune, P G. L Hesex-Lopresi. T. B FitzGerald, investigated on behalf of the Minister of War Transport 


R A Fleming, L. Gills, E. Gledhill, J. E. V. Jones, A N Reid, E. L. 


Sallingar, M. Sugar, H. Winter various methods of converting sea-water into drinking-water, 


and the conclusion has been reached that the most suitable 
x s apparat for use in a lifeboat would be a small still. Such a 
The Services still must have a high standard of ‘efficiency in view of the. 

n restricted space available for storage of fuel in lifeboats 
Experimental stills have been madè and are now under test. 


CASUALTIES IN THE MEDICAL SERVICES The Glasgow Small-pox. Outbreak f 


In an Admiralty list of casualties m H.M. minesweeper Leda, Mr. Leaca inquired on Oct. 14 whether the Glasgow sanitary 
published on Oct. 16, the name of Temp. Surg. Lieut. WILLIAM authority had tried to ascertain the vaccinal condition of the 
WILSON TENNANT, R.N.V.R., is included as “ missing, presumed electrical engineer who was found to be suffering from con- 
i 1909, and was educated at fluent small-pox when removed to hospital from a steamer at 
the University of Glasgow, where he graduated M.B., Ch.B. in Glasgow on May 29; Mr. JOHNSTON said this patient had been 
1940. He entered the R.N.V.R. soon after qualification. too ill to be questioned and the vaccination marks, if any, could 

Surg. Lieut.-Cmdr. Maurice Cay, R.N., who is reported not be seen because of the rash. The Ppatient’s companions 
~“ missing, presumed killed ” ın Oct., was the son of the late Capt. stated that he had never been vaccinated. Inquiries to his 
Cay, R.N., and graduated M.B., Ch.B. at the. University of relatives’ would have been difficult because they were in 
Edinburgh in 1934. After holding the post of assistant medical ⁄ Australia. Answering further questions on the same date, Mr 
officer at the Hope Hospital, Salford, he entered the Royal Johnston said that when the outbreak began revaccination was 
Navy in Jan., 1935, and was recently’ promoted. He leaves a offered tovall staffs likely to come into contact with small-pox. 
widow: A medical officer was vaccinated on May 29 without success. 

Missing.—Lieut. P. T, Chopping, R.A.M.C.,.Capt.- L. B. Gunn, after he had been in contact with, infection*on a ship. The 
R.A.M.C., Temp. Surg. Lieut. B. H. O'Neill, R.N.V.R, Surg. Lieut. shipping company was not responsible for notifying small-poa 
J. G. Reed, RNVR" ' “on this ship, as the ship’s doctor had diagnosed the case as 
measles complicated wi pneumonia. No blame attached to 
a ship doctor who made a mistaken, diagnosis in good faith. 


Medical Notes in Parliament The case was recognized as small-pox on admission to hospital. 


; : eg | Fees for Medical Certificates i 
Nutrition Council 7 noe Oct: 20 Mr. ea asked the: punter of Health 
Oct. 20 Sir E. GRAHAM-LITTLE asked whether the Parha- Whether he proposed to take powers to restrict the fees charged 
meets Secretary to the Ministry of Food would consider the VY doctors for certificates recommending extra diet or fuel on 
desirability of setting up a Nutrition Council, consisting of 2Ccount of ill-health, Mr. BROWN replica in the negative, but 
clinici laboratory workers, and medical officers of health, Said he understood that the B.M.A. d. recommended practi- 
as urged from many authoritative quarters. Mr. Ernest tioners to forgo-any fees for certificates of this kind where 
„Brown, who replied, said: I have read with interest the expres- they believed that hardship would result to the individual. 


sions of opinion about possible developments in the realm of Prevention of Frost-bite in Seamen.—} F ` 
nutrition, and have had an opportunity of discussing them with Norr Bese on Oct. 1 bel gion eee 4 ara Mre 
my colleagues. Though the advocates of the establishment of War Transport to seamen for the prevention and treatment of frost- 
a Nutrition Council appear to differ somewhat among them- bite. Every man sailing in Arctic waters is provided .with a 
selves both about methods and objects, the main purposes rubberized protective suit to guard a exposure in lifeboat or 
which they appear to have in view are already secured by exist- Gane Oil Foti provided for further tection and for massage. 
ing arrangements. Technical investigation and research are aspects of protection are under consideration. 
adequately ce for theres me Meditat Rescarch Counen, x 
the Agricultural Researc unci, an e partment o - ‘i ` 
Scientific and Industrial Research. A great volume of. work 1s HOSPITAL REGIONALIZATION IN LANCASHIRE 
continuously in progress under the auspices of these bodies, The Manchester Joint Hospitals Advisory Board, which represents 
and ‘the first-named comprises among its members and officers the voluntary and municipal hospitals of Manchester, the University, 
a number of scientists outside the medical profession, and from the loĉal Division of the British Medical Association, and the Local ` 
the outset much valuable research on nutritional problems has Medical and Panel Committee, has issued its fifth annual report, 
been conducted on its behalf. The application to current- Which covers the two years 1940-1. An account is given of the 
problems of the results of scientific investigation is primarily institution in Manchester of the blood transfusion service, whereby 
. the responsibility of the Health Departments, to which the four hospitals are centres for the distribution of stored blood to 
Ministry of Food and the Agricultural Departments look for fourteen. The service is under the general direction of the medical 
guidance in nutritional matters when framing their programmes Officer of health and the administration of a medical committee of 
“of production, import, ‘and. distribution of foodstuffs Co“ Which Dr: J. F.. Wilkinson of the Royal Infirmary is chairman 
ordination of the policies of the various Ministries concerned is The other matter dealt with ‘in the report ‘is an account of the 
fully provided for by appropriate interdepartmental machinery. events following the adoption of a resolution by the Board support- 
As regards. the international aspects of the subject, the Allied ing the proposals of the Nuffield Provincial Hospitals Trust, but 
Governments last year,appointed an interallied, comimittee’to Tequesting the Trust to approve of the Board being accepted ‘as 
prepare estimates of post-war relief requirements, and I under- responsible for the inauguration and formation of a properly con- 
stand that this committee has already arranged for a subcom- Stituted regional council‘ for a wider area. These views were 
mittee of Allied nutrition experts to examine, the estimates from ~ accepted by the Trust, and steps have been taken for extending the 
































Sie i area of the Board by approaching adjacent hospital authorities. An 

the nutritional standpoint. panes invitation has been accepted by the hospital authorities of Salford 
` Mass Radiography and Stretford to become members of a reconstituted Joint Hospitals. 

Mr. E Brown:stated on Oct. 15 that production of the Board covering these two municipal areas as well as that of 


standard apparatus for mass radiography had not reached a Manchester. The amendments to the constitution and functions of 
stage at which its cost could be closely determined, but it was. the Joint Board are being made. ere soe 
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EPIDEMIOLOGICAL NOTES 
Discussion of Table 


la Erigland and Wales during the week there was a sharp rise 
in the incidence..of the-common infectious diseases of child- - 
hood. “The notifications of measles, scarlet fever, diphtheria, 
and whooping-cough were 849, 190, 131, and 127 in,excess “of 
the previous week’s totals. 

The rise in the notifications of scarlet fever was fairly general, 
the biggest increases being in Lancashire 53 cases, Northum- 
berland 38, and Middlesex 36. The incidence of whooping- 


cough was little changed in London and the southern section é 


of the country, where there was a tendency towards a sli 
decline, and the increase was confined to the northern ete: 

The large rise in diphtheria was contributed mainly by two 
counties—Lancashire, where the cases rose from 140 to 195, 
and Cheshire, with an increase from 39 to 78. The principal 
centres of infection in Lancashire were Liverpool ‘C.B. 63, 
Manchester C.B. 26 ; and, in Cheshire, Ellesmere Port U.D., 28, 
had the largest number of cases. 

The biggest rise in measles was in Yorks: West Riding, where 
notifications went up from 332 to, 1,123. There were 108 more 
cases in the C.B.s, 201 in the UD, and 23 in the R.D.s, and 
the county contributed 24% of the total cases in England and , 
Wales. The largest returns were those of Leeds C.B. 264, and 
Bradford C.B. 131. Other big increases were recorded in 
London and Wales, with 106 and 104 more 
totals. In London the rise was greatest in St.‘Pancras, with 49 
more cases than the previous week. The chief centres of infec- 
tion in Wales were Flint yl U.D. 22), Glamorgan (Cardiff 
C.B. 22), and Merionethshire (Ffestiniog U.D. 21). 

In Scotland ,the chief feature of the returns was the rise in 
the notifications of measles from 185 to 303: the'rise was cón- 
fined to the counties of Lanark and Renfrew, with Lanark 
County 52, Glasgow Burgh 26, Greenoch Burgh 56, and Paisley 
Burgh 68. The only other outbreaks of. note were in the cities 
of Aberdeen 33 and Dundee 31. Diphtheria has been slowly 
rising in incidence, and the 220 .cases notified constituted the 
largest total during recent months, almost half of these cases, 
99, being reported in Glasgow. 

In Eire the incidence of acute poliomyelitis remained it a 
high level with 28 cases; they were scattered throughout the 
country and involved fifteen areas. 

In Northern Ireland scarlet fever, with an increase from 34 
to 60 cases, was the only disease to show any marked variation. 
One-half of the cases were recorded in Belfast. 


Dysentery 
The notifications of dysentery are still at a very high leyel, 
but there was a slight fall, 23, in the total. A new outbreak 
vae reported from Devonshire, 26 cases occurring in Barnstaple- 
Essex was the only one of the existing centres of infec- 
AE ‘where a considerable drop, from 33 to 4, took place. In 
Norfolk the cases rose from 13 to 18, involving five administra- 
tive areas, and in Yorks North Riding from 25 to 30 (notifica- 
tions for the week under review in Middlesbrough C.B. 28). 
In Wales there was a rise in Glamorganshire, Cardiff C.B., from 
-30 to 36, and in Caernarvon, Conway M.B., a drop from 13 
to 8. 16 cases were reported in London, and also i in Southamp- 
ton (Droxford R.D. 12). 
Small-pox 


"Further cases and deaths have been reported from the out- 
break at Methilhill, Fife. According to the daily press, up to 
Oct. 23 there‘have been 7 deaths and 21 cases in hospital ; 
there were over 100 direct contacts. 

‘In reply to questions in the Commons, Mr. Johnston, Secre- 
tary of State for Scotland, stated that the amount paid by the 
Glasgow Corporation for lymph used in the recent small-pox 
outbreak was £5,402, of which £1,075 was recoverable from 
the local authorities of adjoining areas. In addition lymph to 
the value of £6,000 was supplied by the Department of Health 
for Scotland.- 358 doctors and 190 senior medical students 
received fees for vaccinations, the largest individual amount 
paid being £271 2s. 6d. 


Returns for the Week Ending October 17 
The retums of infectious diseases in England and Wales‘ 
during the week included the following: scarlet fever 2,703, 
whooping-cough 907, diphtheria 971, measles 5,796, acute 
pneumonia 608, cerebrospinal fever 59, acute poliomyelitis 24, 
dysentery 165, paratyphoid 6, typhoid 6. 





Dr. Edmond R. Long, professor of pathology and president of 
the American Association for the History: of Medicine, and Dr. 
Henry E. Sigerist, director of the Institute of the History of Medicine 
at Johns Hopkins University, have been elected honorary members 
of the Society ‘of: the History of Medicine at Buenos Aires. 


an last week’s- 


No. 40 


_ INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases anf Vital 
Statistics in the British Isles during the week ended Oc 10. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). &) 
London (administrahve county). (c) Scotland. (d) Hire. (e) Northern Ireland. 
Diriks ad Deaths, and of Deaths recorded under each infectious disease, 
fan a The 126 great towns in En d and Wales (including London 
ondon (administrative county). (c) 16 principal towns in Scotland. a ) 
princpal towns m Eire. (e) The 10 primcipal towns in Northern Ireland 


Tin ii denotes no cases ; a blank spaco denotes disease not notifiable or no 
return available, 





1941 (Corresponding Week) 
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year, . 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births a aa 
Annual death rate (per 
1,000 persons living) 


Live births 
Annual rate per 1, 000 
persons Irving 
Stillbirths td i 
Rate 1,000 total 
bi Gncloding 
stillborn) .. 
































« a 
county), and Northern 
$ Includes ‘paratyphoid A and B for Northern Ireland. 


+ Owing to evacuation schemes and other movements of populations birth and 
death rates for Northern Ireland are no longer available. 


a y 
form for England and Wales, London (administrative 
Iroland. 
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© Medical News ` ` 

= = 
A 
Medical ool, University of Manchester, on Wednesday, Nov. 4, 
at 4 p.m., when Sir Charles Wilson, P.R.C, P. -» Will deliver an address 


on “ Morale in’ Leadership.” All graduates, and students ‘of 
medicine are invited to attend. 


Prof. W V: Mayneord, D.Sc., will give a discowse’ on “ The 
Measurement of. Radiation for Medical Purposes ” at the Royal 
- Institution, 21, Albemarle Street, W., on Friday, Nov. 6, at 5. p.m. 
A meeting of ‘the main executive committee of the Medical 


Superintendents’ Society will be held at ştation; Hotel, Derby, on 
Saturday, Nov. 7, „at Ir a.m.’ 


-An appointments system’ for out-patients will be instituted at 
St. George’s Hospital from Nov. 2. Private and panel doctors are 








asked to co-operate by telephoning to arrange appointments with, 


the appointments clerk at the hospital (Sloane 7151). , 


The Zentralblatt für Chirurgie of July 4 is dedicated tọ Prof ' 


Carl Henschen, director of the surgical clinic at Basle. “The issue 


contains’ his portrait, a foreword by Prof. Sauerbruch, and. several 


articles by his Swiss colleagues. i i 


The Yorkshire Post announces that a gift of £50, 000 is to bo made 
to the General Infirmary at Léeds by Mr. Charles Brotherton to 
cover the cost of building and equipping the’ private patients’ wing 
which was opened in November, 1940. This new benefaction will 
make available from the Infirmary’s special appeal fund a simiļar 
sum for proceeding with other much-needed ‘eftensions and develop- 
ments after the war. The private patients’ wing, gives accommodation 
for 90 patients, and 79 beds are now in commission. 


ting “of the: Manchester Medical Society’ will be held at the ` 


t 


Nursing mothers are to be allowed priority supplies of eggs for 


12 instead of 6 months, but doctors need only issue an, initial 


certificate “at the time of birth, ‘the local food office arranging the ` 


priority thereafter automatically. l i. 


Letters, Notes, and Answers l 


All communications in d to’ editorial business should be 

~- addressed to Tus EDITOR, BrarrisH MepicaL JournaL, B.M.A. 
House, Tavistock Square, Lonpon, W.C.1. 

‘ORIGINAL ARTICLES AND LETTERS | forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the' Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C 1, on 
receipt of proofs. Authors over-seas should indicate, on MSS. 
if reprints ‘are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
_Manager (bours 9 a.m, to 5 p.m.): Orders for copies of` the 

Journal and pace a yee should. be sent to the’ Secretary 

TaLEPHONE No.—B.M.A. and B.MJ.: EUSTON 2111. `> 

TELEGRAPHIC _ADDRESSES.—EDITOR, “Aittology Westcent, London; 

_ SECRETARY, Medisecra Westcent, London. i 

B M.A. Scoryst OrFice: '7; Drumsheugh Gardens, jani 


QUERTES AND ANSWERS r 
‘ ' First-aid- Treatment of Wounds 


J. R. L. writes: I am lecturing to a St. John Ambulance class’ on 
first aid, and. I have stressed the importance of antiseptic measures 
in dealing with such, wounds as they may have to treat. It 
occurred to me to gugbest that bad wounds might be well sprinkled 
with sulphanilamide. I’ will be much obliged by an authoritative 
opinion! on the advisability of recommending such a procedure to 
first-aid workers. i 














Recònditioning of Corks 


Dr. C. Hear writes: It is grossly wasteful to throw away corks from 
. returned empty medicine bottles. Boiling, though it sterilizes, pro- 
“duces a dirty-looking cork which I do not like to use. Can 
anyone tell me of a method of pieacting suitable for use in general 
practice? 53 


l , LETTERS; NOTES, FIC. © > 
~ Aid for the Women and Children of Abyssinia 


In these days of ŝo many deserving appeals to individual generosity 
it is often a help to be reminded of causes which, by their nature, 
can lay some claim te support from the medical profession. ‘One 
such cause is that of the Ethiopian Women’s Work - Association, 
which was first started to provide médical supplies and comforts 
for the troops in Abyssinia, but which is now tackling the even 
more @ifficult task of social welfare work among the women “and 
eileen of that country: The London office of the association 


n 1 
t 


to your Journal -and the ‘ 








has recently received an urgent request for a woman doctor-and ' 


for a social welfare worker to go out to Abyssinia to open clinics 
for women and children in all parts, of the country, and to 
organize homes for children who, through the war, have been 


separated from or lost their parents. For this a minimum of 


, £3,000 is needed, £1,000 has been réceived as a result of a broad- 
' gast, appeal in September, but the balance and more is needed at 
once if this humanitarian work is to’ proceed at all It is hoped 
there will bea genérous response to the’ appeal. Donations 
should be sent to Lady Barton, Hon. Treasurer, 19, Neville Street, 


London, S.W.7. ' 
` Treatment of Furunculosis 


“Dr. A... Cemacu writes from Capel Garmon, N. Wales: The type- 


of “ furunculosis ” described by Dr. G.,L. Davies (Sept. 19; p 


351) was well known. to Austrian, doctors in the last war. It was a 


eventually overcome by a single treatment which proved to be as 
specific as SUP 36 in Dr. -Davies’s case. A 15% solution of 
formaldehyde was applied locally ,to the initial papulé and its 
surroundings as early as possible, and repeated once or twice a 
day, with slight covering of the lesion to prevent chafing. As a 
Tule the papule was arrested by this and dried up within a couple 
of days, no further crops appearing after two or three lesions 
f had been checked in that way.. a i : 


_ Naphthalene ini Bedrooms T 


` Dr, B. B. HAZLETON, (Torquay), writes: It is not generaly own 
:' that `the'vapour from naphthalene as used in bedrooms with the 

- object of preventing the depredations of moths may be injurious 
to human beings. I Bave noticed the following symptoms: a 
feeling of weariness and lassitude in the morning with loss ‘of 
appetite and a muddled head.” ra 


1 
an hae v i 
` 1 


1 
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MEDICINE 100. YEARS AGO: aa 
Extract from a letter trom John Barrett to the Provintl Medical 


Journal, published on October 29, 1842: -` 


“ Gentlemen,—If we ‘may judge from: some late EEE 
Medical Gazette,’ the questio- vexata ' of 
what is’ Asiatic cholera has yet to be solved. Thus, we lave on 
the one side two cases of Asiatic cholera-forwarded you by Mr. 
West,.of Poole, and one to the ‘ Medical Gazette,’ by Dr. Ayres, 
of Thame (‘ Medical Gazette,’ Sept. 30), whilst on. the other we 
have Mr. Salter, a gentleman of thirty years’ experience in the 
locality of Mr. West’s cases, giying us an article on the ‘ Diagnosis 
of Asiatic and, Englısh Cholera,’ in which, though he cou teously 
disclaims any ' desire to impugn the correctness of. your very Te, 
spectable correspondent’s observations,’ ‘he urges the importance of 
correct diagnosis, and ‘in the latter part of his article remarks with 
respect to What he terms the ‘ genuine oriental cholera’ 
tirst case that came under my observation, I felt that I was “In the 


presence of a new disease, and that what I then witnessed I. had 


_ never before seen; and I have‘no hesitation in saying that, since 


the: disappearance of that epidemic, nothing resembling it- has 
crossed my path.’ There can be no misunderstanding this; he con- 
sidets, Asiatic cholera, if cholera at all, to be a cholera sui generis, 
whilst’ the communications of Mr. West and -Dr. Ayres would lead 
us to the conclusion that they, consider ‘ ‘the Asiatic cholera itself,’ 
to quote the words of Dr.-Ayres, ‘ may be nothing , more than an 
aggravated form of the disease so long familiar to us.” 

“@n which side oes truth rest? No doubt, if we consider the 
intensity of’ the cholera such as it appeared in 1831-2-3, it was a new 


, disease ; at least, for my own part, I have seen nothing approaching 


to it m this respect, and there were circumstances attending it 
which I Have never met with éxcept then—e.g., the intense blueness, 
and, if-the expression be allowable, the more deadly coldness'of the 
body during, life, with ‘the singular return of warmth and natural 
color after death; the insusceptibility to blisters and sinapisms at 
the commencement: and the occurrence of vesication some! dayè 
after at the-parts where they had been applied; and lastly, the much 
talked of post-mortem muscular action—circumstances which, no 
doubt, were witnessed by most medical men conversant ‘with 
cholera’ at the period in question. 

ES Few of your readers will, I think, disan from Mr. 
opinion that rice-water evacuations, spasmodic tension of the 
muscles, and the blue skin cannot be considered pathognomonic of 
Asiatic cholera; and I must add, that whilst I allow tHat tholera 
cases do not now (at least under -my observation) present us with 
any approach to the intensity of what was termed Asiatic cholera, 
yet in} a modified degree, they exhibit most of! the symptoms men- 
tioned by Mr. Salter as ‘ the. papio belonging to the early stage 
of ' Indian ag most to be relied upon ’—viz., ‘a remarkable 
shrinking or iveling' up of the~person,, and especially. ot the 
hands, fingers, and tongue, with cold breath, and squeaking, in- 
distinct voice, scarcely’ to be heard,’ or, as Dr. Barry has described 
it, ‘ the low whine like that of a dog dying from arsenic.’ . Several 
of these symptoms I have seen in the cholera of this- senson ” i 


‘In' the © 


Salter’s , 
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THE CLINICAL SIGNIFICANCE OF THE Rh FACTOR* 


K. E BOORMAN 


` B. E. DODD, BSc. `- 


AND : 
P. L. MOLLISON, M.B., M.R.C.P. 


The discovery of the Rh factorf (Landsteiner and Wiener, 
1940) and the demonstration of its importance in various 
fields of medicine (Wiener and Peters, 1940; Levine, 
Katzin,: and Burnham, 1941). haye recently aroused the 
greatest interest. Not only has an explanation now been 
found for many of the hitherto unexplained haemolytic 
reactions following certain homologous-group ` blood 
transfusions, but also a dramatic advance has been made 
in the understanding of the haemolytic anaemias of the 
newborn. \ 


It is well known that human erythrocytes contain, in 
addition to the A and B agglutinogens of Landsteiner, a variety 
of antigenic components. These other antigens, of which M 
and N have hitherto been the best known, are usually ignored 
by clinicians in the selection of blood donors because the 
corresponding antibodies occur only very rarely in human sera, 
and, moreover, these factors, although they act as antigens 
when injected into certain animals, very rarely stimulate the 
production of immune antibodies in man. By contrast, the 
importance of the Rh factor. lies in its ability to stimulate 
the formation of specific immune agglutinins in man. 

The presence of the Rh factor in ceftain human erythrocytes 
was first discovered by testing samples with anti-rhesus sera, 
prepared by injecting the blood of rhesus monkeys into rabbits. 
It was found that 85% of human bloods, irrespective of group, 
were ‘agglutinated, whereas 15% were not. The former are 
termed “ Rh-positive ” and the latter “ Rh-negative.” Persons 
whose erythrocytes are Rh-negative are capable, under certain 
circumstances, of forming an antibody which reacts with the 
Rh antigen. This may occur after transfusions of Rh-positive 
blood or, probably more commonly, when a woman (herself 
Rh-negative) becomes pregnant with a baby whose erythrocytes 
are Rh-positive. ; 

The first demonstration of the practical importance of the 
discovery of the Rh factor was made by Wiener and Peters 
(1940). These authors-described 4 cases in which haemolytic 
reactions occurred after the repeated transfusion of blood 
which would ordinarily have been considered compatible. They 

* weré able to demonstrate that the sera of 3 of these patients 
contained an atypical agglutinin which gave identical reactions 
with the anti-rhesus serum. They showed that all 3 of these 
patients were Rh-negative and that the blood responsible for 
the haemolytic transfusion reactions was Rh-positive. Ten 
further similar cases were next reported by Wiener (1941). In 
many of these cases it was possible to show that the transfusion 
of Rh-negative blood was by contrast as successful as an 
ordinary compatible transfusion. , 

Slightly earlier, Levine and Stetson (1939), had suggested 
that immunization of the pregnant!woman to an antigen con- 
tained in her foetus might explain the presence of atypical 
‘agglutinins in her serum and thus account for the comparative 


, "A rt to the Medical Research Council from the S.W. 
“London Blood Supply Depot. , 
t Throughout, the terms “ Rh factor” and “Rh antigen ” are 
used interchangeably, and the corresponding antibody is referred to 
as the Rh antibody. Rh agglutinin, or anti-Rh agglutinin. 





frequency of intragroup transfusion accidents in pregnant or 
recently delivered women. Later Levine, Katzin, and Burnham 
(1941) pointed out that these women in whom atypical 
agglutinins were found had often given birth to infants 
affected with erythroblastosis. They suggested that the haemo- 
lytic anaemia in the foetus might be due to the passage of 
the immune agglutinin across the placenta, with subsequent 
destruction of the foetal erythrocytes. At the same time they 


. stated that the majority 'of the atypical agglutinins had been 


found to give reactions identical with those of anti-Rh sera. 

The role of iso-immunization in the pathogenesis of erythro- 
blastosis foetalis was more fully considered by Levine, 
Burnham, Katzin, and Vogel (1941). These workers showed 
that whereas only 15% of «the random population were Rh- 
negative, of 153 mothers whose infants were affected with 
erythroblastosis foetalis 141 (92%) were Rh-negative. Of 76 
infants and 89 husbands in this group who were tested, all 
were found to be Rh-positive. In 70 cases the mother’s serum 
was examined within two months of delivery; Rh antibodies 
were demonstrated in 33 of these. From this examination 
it was concluded that iso-immunization of an Rh-negative 
mother to the Rh antigen contained in her (Rh-positive) foetus, 
with subsequent passage of the immune anti-Rh agglutinin back 
across the placenta, was the cause of the erythroblastosis in 
the great majority of cases. In the small remaining group. in 
which the mother was Rh-positive, it was considered that other 
blood group differences were responsible. Attention was 
drawn to the fact that 8 out of the 141 mothers had had 


, severe transfusion reactions although homologous-group blood 


had been used (but no attention had been paid to the Rh 
grouping of the donor). In the same paper ite was claimed 
that the affected infant maintains higher levels of haemoglobin 
and R.B.C. counts after transfusion of Rh-negative blood than 
after transfusion of Rh-positive blood. 

The heredity of the Rh factor was.considered by Landsteiner 
and Wiener (1941). They suggested that two allelomorphic 
genes—Rhb and rh—were concerned, Rh being dominant. When 
the husband’s phenotype is Rh-positive and that of the wife 
Rh-negative the phenotype of the baby will depend upon 
whether the husband’s genotype is RhRh or Rhrh. If the 
former, the infant's genotype will always be Rhrh and the 
phenotype therefore Rh-positive ; if the latter, the phenotype 
will only be Rh-posjtive in 50% of the siblings. These con- 
siderations help to explain the different incidence of erythro- 
blastosis in different families. 

From this brief consideration of the circumstances in which 
the Rh factor has been shown to play an important part, it is 
clear that tests-for Rh antigens and antibodies have con- 
siderable application in clinical medicine. This paper seeks. 
to confirm many of the observations reported above and to 
present some new findings. 


Sources of Test Serum 
Test serum may be obtained from two sources. Either an 
animal, preferably the guinea-pig (Landsteiner and Wiener, 
1941), may be immunized by being given a course of iffections 
of blood from rhesus monkeys, or serum may be obtained 
4270 
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from a human individual who has become immunized to the 
Rh antigen. In the first case the serum will alway have 
to be absorbed, since it will contain other antibodies acting 
upon h&man erythrocytes. Furthermore, only certain animals 
produce \atisfactory antibodies, and even from the good 
reactors only a small amount of serum will be obtained. 
The advantages of anımal sera are simply that they can be 
produced at will and that their reactions are more uniform 
than those of human sera. By contrast, the advantages of 
using immune human sera for testing are that with good 
fortune a comparatively large amount of serum may’ be 
obtained with very little trouble. Unabsorbed human immune 
sera containing anti-Rh agglutinins can only be used for 
testing’ bloods of the same group or of group O, however, 
because, of course, they may also contain anti-A and anti-B 
agglutinins. These agglutinins either can be removed by 
absorption with appropriate human erythrocytes or, according 
to Wiener (1942), may be neutralized by the addition of saliva 
from individuals of groups A and B who are known to be 
“ secretors.” 

In the present work .a start was made by finding a serum, 
from a woman who had recently given birth to a baby with 
icterus gravis, which agglutinated the majority of bloods of 
its own group. The reactions were better at 37° C. than at 
5° C. This serum was found to give reactions identical with 
those of ‘a second similar serum that! was obtained shortly 
afterwards, and the incidence of positive reactions produced 
by these sera suggested strongly that the agglutinins concerned 
were anti-Rh. Shortly afterwards, by the courtesy of the 
Rockefeller Institute, a sample of anti-Rh serum was sent to 
the Medical Research Council, and so it was possible to confirm 
that these human sera contained anti-Rh agglutinins. Through 
the kindness of Dr. Morgan of the Lister Institute we also 
had at our disposal some other samples of animal anti-rhesus 
serum obtained by the injection of guinea-pigs. 7 

During the course of the work some 49 sera were found 
which contained demonstrable Rh antibodies. In accordance 
with the findings of other workers (Wiener and Peters; 
Landsteiner and Wiener, Levine, Burnham, Katzin, and 
Vogel) it was noted that the sera did not give entirely parallel 
reactions. The majority were observed to react with the same 
cells as those with which the animal sera reacted. A few sera, 
however, gave a higher percentage of negative reactions with 
a random selection of human bloods. Also, in occasional cases 
bloods were negative with one serum and positive with another. 
If human sera are used for testing, as they were in most cases 
in the present investigation, it certainly does not seem advisable 
to use less than 3 anti-Rh sera for testing (see also Davidsohu 
and Toharsky, 1942). At least 3, and often more, different 
sera were therefore used as a routine. 


° Test Cells 


In_agreement with the findings of Landsteiner and Wiener 
great differences were observed between the sensitivity of the 
cells of different Rh-positive individuals towards a given anti-Rh 
serum. Whereas with a given serum the cells of one individual 
may be completely agglutinated, those of another may show 
< only a weak reaction. We have found ‘that, although these 
differences are constant with any one serum, they differ from 
one serum to another, so that cells which react well with one 
serum may react poorly with another, while other cells may 
react poorly with the first serum but well with the second. 

In examining a given serum suspected of containing arfti-Rh 
agglutinins it is clearly advisable to test it against several 
different known’ Rh-positive bloods. Furthermore, in titrating 
the serum against Rh-positive cells it is essenlial to use the 
same cells for every estimation it accurate ‘information is to be 
obtained about the changes in titre of the serum. 


Technique of the Tests 
A Historical 
In the reports of the first cases in-which anti-Rh agglutinins 
were detected in human sera it was stated that the reactions 
were more pronounced at low temperatures and that no notice- 
able reaction at all occurred at 37° C. (Wiener and Peters). 
Accordmgly, it was recommended that the mixture of cells and 
serum should be chilled. It was also suggested that the mixtures 


should be centrifuged before being examined microscopically 
for evidence of agglutination. 3 

By contrast, sera described by Levine, Katzin, and `Burnham 
(1941) were found to contain Rh agglutinins more active at 
37° C. than at low temperatures. In a paper published a little 
later Wiener (1941) also recorded the finding of sera containing 
Rh agglutinins more active at 37° C. He stated that, despite 
the use of the centrifuge technique, no Rh agglutinins were 
found in 6 cases, in:all of which there was a strong suspicion 
of their presence. At the end of the. paper, however, Wiener 


` refers to the fact that the tubes containing the mixtures of 


cells and serum from one of the cases showed a peculiar pattern 
of. the sediment. In‘ an article published soon afterwards 
(Landsteiner arid Wiener, 1941) particular attention was drawn 
to this sediment pattern as a sign of a positive reaction. It was 
pointed out.that after a mixture of cells and serum has been’ 
allowed to stand for some time the sediment at the bottom 
of the tube presents different appearances, according to whether 
or not agglutination has occurred. “ Negatively reacting bloods 
[then] show a circular deposit with a smooth edge, while positive 
bloods have a wrinkled sediment with a serrated border or 
show a granular deposit.” ; 

It was pointed out that sometimes, in spite of a distinctly - 
positive sediment picture, when the suspensions are examined 
microscopically the clumping may be quite weak. In our ex- 
perience, rough treatment, such as sharp tapping of the tubes 
before the withdrawal of a sample for microscopical examina- 
tion, can completely break up weak agglutination. 5 

Using the cold centrifuge technique originally advocated by 
Wiener and Peters, we had several failures at first in attempting 
to demonstrate Rh antibodies. Later, by treating the mixtures 
more delicately and by working at a temperature of 37° C. 
instead of 5° C., it was possible to show that some of: the 
sera examined did in fact contain Rh antibodies. Wiener (1942) 
has stated that the majority of Rh antibodies are more active 
at 37° C. than at 0° C., although in his opinion many of them 
are not much affected by alterations in temperature. 


Procedure Recommended 


(a) Testing Unknown Cells——The following technique is very 
similar to that recommended by Landsteiner ‘and Wiener (1941), 
although the importance of carrying out the tests at 37° C. 
when using human immune sera was first emphasized by Levine 
(1941). 


A suspension of the cells to be tested is prepared by adding 
one small drop (0.02 c.cm.) of blood to 1 c.cm. of saline; the 
final concentration should, be approximately 1 to 2% in terms 
of blood sediment. One volume of this suspension is placed 
with one volume of the test serum in a small tube, 7 mm. in 
diameter. As mentioned above, it is desirable to test cells with 
not less than 3 different sera. At the same time known Rh- 
positiye and Rh-negative cells should be put up with the same 
sera to act as controls. The tubes should be left for at least 
one hour, and preferably for two hours, before being examined. 
For reasons discussed above, the tubes should be kept at 37° C. 
whenever possible, although with animal sera the reactions are 


just as satisfactory at room temperature (Wiener, 1942). 


After the tubes have stood-for one to two hours the sediment 
which has formed is examined? preferably with the help of a 
hand Jens. The difference between typical negatives and posi- 
tives has already been described, but it must be added that 
only, the examination of a large series of sediments can make 
one familiar with all the possible appearances. When’ the - 
sediments have been examined and the reactions have been 
scored; the sediment in each tube is gently mixed with its 
supernatant serum by means of a Pasteur pipette, and a little 
of the mixture is then withdrawn and spread on a slide, and 
examined microscopically. Usually, definite clumping is seen 
in blood taken from the tubes giving macroscopic positives. 
Occasionally, however, only very small agglutinates are seen 
despite a characteristically positive sediment, and, as we have ` 
said, harsh treatment of the mixtures in such cases sometimes 
completely abolishes the agglutination. Nevertheless we prefer 
to rely upon ‘seeing agglutinates, macroscopically or micro- 
scopically, as a sign of a positive reaction, and simply to use the 
sediment pattern as a strong suggestion of the reaction to be 
expected. The danger of false negatives is of course reduced 
by the use of 3 different sera. ` 


When the reactions are weak it may be very difficult to decide 
from the microscopical appearance whether the reaction is 
true agglutination or pseudo-agglutination (rouleaux-formation). 
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This is a further reason for the use of several differént 
sera and for carrying out control tests with known Rh- 
positive and Rh-negative cells. Whenever sufficiently potent 
sera can be obtained it is desirable to add a volume of saline 
“to the volume of serum and of cells in order to diminish 
rouleaux-formation. i 


(b) Testing Unknown Sera—Sera suspected of containing 
Rh antibodies should be tested against at least 40 different 
group O bloods collected at random-and also with not less 
than 2 known Rh-positive and 2 known Rh-negative bloods, 
using the technique described above. If the reactions are 
positive with the known Rh-positive bloods and negative with 
the known negatives, and if the serum reacts with the majority 
of the unknown group O bloods, it is: practically certain that 
the atypical agglutinin is anti-Rh. It is advisable to test the 
serum with the cells of the individual from whom it came, to 
exclude the presence of abnormally powerful auto-agglutinins. 
If the latter are present they may be partially removed by 
leaving the serum in contact with its own clot at refrigerator 
temperature and then removing the serum while it is still cold. 

(© Direct Matching Test—In any case in which there is a 
possibility thdt the recipient's serum contains Rh agglutinins 
it is most desirable to perform the direct matching test in 
such a way that reactions due to the presence of these 
agglutinins will be detected. As emphasized by Wiener (1942), 
Rh reactions are usually not detectable by an open slide 
method, and it is therefore necessary to set up the reactions 
in tubes as described above. We have tested the most potent 
anti-Rh sera that we have encountered against known Rh- 
positive cells, using the ordinary slide technique, and failed 
to detect any evidence of agglutination. It is therefore necessary 
to prepare a suspension of the donor’s blood and mix it with 
the recipient's serum in a small tube as described above. 
Wherever possible the tube should be kept in an incubator 
for 1 to 2 hours; when an incubator is not available the 
tubes should be left to stand at room temperature for a similar 
period. Although it appears from Wiener’s observations that 
occasional anti-Rh sera are more active at refrigerator 
temperature, it is our impression, that such sera will prove 
to be very uncommon, and since testing at low temperatures 
introduces considerable additional difficulties it is‘suggested that 
in the present state of knowledge it is unnecessary to carry 
out a test at this temperature as well. ' 

At the end of 1 to 2 hours the sediment at the bottom 
of the tube is examined, and the impression gained is confirmed 
by gently withdrawing a portion of the sediment and examining 
it microscopically. The least evidence of agglutination must 
be taken as a definite contraindication to the use of the 
particular donor. 

When it is desirable to complete the test as rapidly as 
possible the tube containing the mixture of cells and serum 
may be centrifuged slowly at the end of 30 minutes (500 r.p.m. 
for one minute) (Levine, 1941). The tube is then gently shaken 
and the contents examined. We do not, however, consider this 
technique to be as reliable as that already described. 

It may be emphasized that Rh agglutinins occurring in human 
sera are immune bodies and that therefore their titre varies 
considerably, according to the time which has elapsed since 
their stimulation by the Rh antigen. Following the transfusion 


_ of Rh-positive blood, for instance, there may be a negative 


phase in which the titre is low arid it may be impossible to 
demonstrate Rh antibodies at all. During the next few days 
the strength-of the antibody increases, and reaches a peak some 
7 to 21 days after the transfusion. Thereafter the titre falls 
slowly. = 

Little evidence has so far been collected about the period 
of gestation at which Rh antibodies occur in cases where their 
formation is stimulated. We have, however, noted that the 
titre is low soon after delivery and that it rises to a maximum 
between 7 and 21 days later. The antibody may have practically 
disappeared in a few months or may still be detectable 5 years 
later, as in one of our cases. 


Results 
Random Samples of the Population Examined 
A random sample of blood donors (all white ; groups A + O) 
was tested with several human anti-Rh sera. All the sera 
used for these tests were considered to give similar reactions 


+ 





to the guinea-pig sera, and presumably correspond to the’ 
standard tvpe described by Wiener (1942) or to the “No. 1 
in our series” of Davidsohn and Toharsky (1942). 

Of 1,610 cases, 1,371 (85.15%) were found to be Rh-positive 
and 239 (14.85%) Rh-negative. These figures pond 
closely with those, recently quoted by Wiener (19g) (of 777 
persons examined, 14.4% were found to be Rh-negative) 


Mothers of Infants affected with Erythroblastosis 

Diamond, Blackfan, and Baty (1932) first suggested that uni- 
versal oedema of the foetus, icterus gravis neonatorum, and 
anaemia of the newborn were all manifestations of the same 
underlying disease process and could be conveniently grouped 
together and known as “ erythroblastosis foetalis.” 

Before mentioning the findings in a group of these cases, 
attention is drawn to the difficulty that is sometimes encountered 
in diagnosing erythroblastosis in the infant. Clinicians have 
stated that no line can be drawn between mild t icterus gravis ” 
and physiological jaundice of the newborn (Hawksley and 
Lightwood, 1934). Certainly, if the passage of immune incom- 
patible agglutinins across the placenta is accepted as the main 
causative factor in this disease, all degrees of severity will be 
expected. 

According to Diamond, Blackfan, and Baty, the features 
which enable jaundice associated with erythroblastosis to be 
differentiated from “physiological jaundice” are its earlier 
appearance and greater duration, and the associated features of 
an excess of erythroblasts in the peripheral blood at birth and 
their persistence -for many days or weeks after delivery, 
together with anaemia, splenomegaly, and hepatomegaly. How- 
ever, even when these diagnostic criteria are considered there 
may still be ddubt-as to the diagnosis because great variations 
in all these features are encountered. In making observations 
upon the serological findings in the mothers of infants with 
erythroblastosis it has been thought preferable to keep to 
classical cases of the disease, and this we have done. Never- 
theless, attention will be drawn to a group of jaundiced babies 
who possibly exhibit a mild form of the condition. 

We tested 48 mothers whose babies had definite erythro- 
blastosis ;, 46 of these were found’ to be Rh-negative, and in 
44 cases Rh antibodies were present. In all 48 cases the infant 
was Rh-positive. In the 4 cases in which no Rh antibody was 
found in the mother’s serum, other group differences were 
evident—e.g., the mother belonged to group O and the foetus 
to group A. The difference was always such that the mother’s 
serum contained an agglutinin incompatible with the infant's 
erythrocytes. The possible relevance of this finding is dis- 
cussed below. In 9 cases in which the mother’s serum contained 
Rh antibodies the infant’s serum was examined for the presence 
of these antibodies. in 8 cases in which the infant was 3 to 
10 days old at the time of examination no antibodies were 
detected. In the ninth case, however, in which the sera of 
identical twins were examined within 24 hours qf birth, definite 
Rh agglutinins were found in both. This is believed to be 
the first recorded instance of this finding. ` 

The Rh agglutinins in the mother’s serum were utrated 
at room temperature and at 37° C. in every case, using a 
standard technique (Taylor and Ikin, 1939), but the mixtures 
were handled more delicately than usual. In most instances 
the agglutinins were titrated at intervals after delivery, 
and these results will be reported separately. It may be 
useful, however, to mention that out of 41 cases examined 
within a month after delivery very high titres (over 512) were 
found in 3, moderate titres were found in 19, and very low 
titres (under 8) were found in 19 cases. These figures refer 
to the maximum titre recorded in each individual case; in 
the majority of instances the figures probably approach the 
maximum titre reached, but they do not necessarily do so 
in all cases. 

Cases of “ Physiological ” Jaundice 

As mentioned, this does not seem to be a sharply defined 
group. For the present purpose any baby developing jaundice 
has been included provided that there were none of the classical 
features of erythroblastosis described above and provided that 
there was reasonable evidence that syphilis, sepsis, or 
congenital obliteration of the bile ducts was not responsible 
for the jaundice. Tests were made in 24 mothers; 3 were 
Rh-negative. In these cases the baby was foid to be 
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Rh-positive and the mother’s serum contained an Rh antibody. 
Moreover, in one of these cases the mother had previously 
_ given birth to an infant affected with icterus gravis neonatorum. 
Thig finding suggests that certain cases usually diagnosed as 
physiolagical jaundice would be more properly regarded as 
mild ca of erythroblastosis.° The supposition that the 
aetiology of some cases of mild jaundice of the newborn is 
connected with the passage of incompatible agglutinins across 
the placenta receives further support from the findings in the 
other mothers and infants investigated. In these the incidence of 
cases in which the mother’s serum was incompatible with the 
infant’s erythrocytes (due to the presence of anti-A or anti-B 
agglutinins) was considerably higher than the expected incidence 
in a random sample of mothers and infants. = 


(The concluding part, with a list of references, will appear in 
j next week's issue). - 
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TREATMENT OF SHOCK BY DIRECT 
ACTION ON THE VEGETATIVE 
, ‘NERVOUS CENTRES* 


BY 


LENA C. STERN, M.D. 
Professor of Physiology, Second Moscow State Medical pris Wate 


The Mechanism of Traumatic Shock 
Efforts to produce shock experimentally play an impor- 
tant part in the elucidation of the mechanism of traumatic 
shock. The ‘criteria of shock conditions in all these 
experiments were: (1) sudden and persistent fall in 





blood pressure, with a rapid and feeble ‘pulse, (2) shallow ° 


breathing, (3) the absence of reaction on irritation, 
(4) lowering of the temperature. All this points to a 
disturbance of ‘thé vegetative nervous system, particularly 
the sympathetic, which in itself leads to a diminution of 
volume of the circulating blood, due to the accumulation 
of blood in the blood depots and diminution in the liquid 
part of the blood from plasmorrhoea. This disturbance 
of the vegetative nervous system is also a cause of chemical 
changes which characterize the course of shock (appear- 
ance of acidosis, diminution of glucose, etc.). This work 
also showed that with the weakening of the sympathetic 
nervous system there is a stimulation of the parasympa- 
thetic system which shows itself by a number of inhibitive 
effects. 


Experiments made by us and our colleagues (Rosin, Chvoles) 
have proved that sensitivity, especially to pain, plays an 
important part in the development of shock. They showed 
that irritation*of the skin by an induction current for 2 to 
6 hours causes shock, whereas with preliminary anaesthetizing 
of the skin with novocain much ldénger electrical stimulation 
is without effect. Given thé same conditions; shock is most 
easily produced by irritation of the skin on the inner surface 
of the thigh, the peritoneum, and the periosteum, whereas 
irritation of the dura even for as long as 8,to 12 hours does 
not cause shock. The rhythm of irritation is important, shock 
usually appearing much more quickly when the rhythm is 
quicker, . 

_ The significance of the preceding conditions for the develop- 
ment of shock in man has been proved by clinical observatiéns. 
Excessive tiredness, prolonged insomnia, insufficient noursh- 
ment, fear, exposure, loss of blood, and, not least, painful 
irritations, lead, after transient overstimulation of the sympa- 
thetic nervous system, to its exhaustion and thus facilitate 
shock. The results of these experiments show that shock is 
caused, apart from loss of blood, by a whole complex of 
circumstances connected with a definite condition of the 
nervous centres. Only when all ‘these conditions are present 
does shock develop. In clinical studies of shock, attention has 
been mainly directed to the functional state of the peripheral 
organs, such as the cardiovascular and respiratory organs. A 
more detailed analysis, however, has shown that all these 
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cardinal changes, including the changes in metabolism and 
in the physical and chemical state of the blood and the tissues, 
are not actually specfic to shock. In fact, similar changes, such 
as a fall in blood pressure, diminished nervous reactions, etc., 
can be caused by a depression of the sympathetic nervous 
system such as occurs also in other pathological states. All 
these changes form a syndrome which characterizes shock and 
shock-like econditions and can be caused by action on the 
vegetative centres; this points to the important part played 
by the central nervous system in the production of shock. 
It therefore follows that in order to be able to understand the 
mechanism of shock and to apply useful therapy and pro- 
phylaxis one must concentrate on the functional conditions of 
the nervous centres, on'their metabolism, and, in conjunction 
with this, on the character of the cerebrospinal fluid—i.e., their 
immediate nourishing medium. : 


Function of Cerebrospinal Fluid 


The importance of the cerebrospinal fluid to the functioning 
of the nervous centres has been shown by observations in 
laboratories and clinics for many years. These observations 
have proved that the cerebrospinal fluid (taken in its broad 
sense as the fluid which fills not only: the ventricles of the 
brain and the subarachnoid space, but the whole of the peri- 
vascular and pericellular spaces of the brain tissue) is the 


- immediate nourishing medium of the central nervous system. 


The chemical composition, as well as the physical, chemical, 
and biological. character, of, the cerebrospinal fluid mainly 
depends on, and is determined by, a special mechanism—the 
so-called haemato-encephalic barrier. The anatomical sub- 
stratum of this barrier is, apart from the vascular plexus, the 
capillaries and -precapillaries of the brain, in the first place 
their endothelium. The haemato-encephalic barrier has a great 
selective capacity, on account of which not all substances which 
normally circulate in the blood, or get there accidentally, pass 
from ‘the blood stream into the c.s.f. There takes place “a 
certain choice” as the result of which a relative constancy 


“of the composition of the c.s.f. is maintained, and there is 


a certain independence of possible changes in the consistency 
and quality of the blood. 

It has been shown that not only the introduction of abnormal 
substances from the blood into the c.s.f., but even a simple 
disturbance of interrelations between the normally existing 
substances in the c.s.f., such as between certain electrolytes, 
causes a more or less severe reaction in the nervous centres 
which sometimes leads to the death of the animal. In certain — 
cases we were able to notice that definite changes in the c.s.f. 
are accompanied by some features which resemble the complex 
of symptoms characteristic of shock and similar states. This 
particularly applies to the ions of Ca and K. It was shown 
that change in the concentration of these ions in the cs.f., . 


- leading to a change in the coefficient K/Ca, has a very 


strong influence on the condition of the central nervous 

system, particularly on the vegetative centres. For example, - 
the introduction of minimum doses of Ca salts directly into 

the csf., especially into the ventricles, brings about in the 

animal a condition of severe depression, whereas the intro- 

duction of minimum doses of K salts produces pronounced 

excitement. This suggests that the direct cause of tbe change in 

the functional condition of the cerebrospinal system may be 

a corresponding change in the composition of the c.s.f. Com- , 
paring’ the occurrence in shock of changes in the different 

physiological systems, particularly in the cardiovascular and 

respiratory systems, with the action which causes a stimula- , 
tion of the vegetative neryous system, we conclude that the 

sympathetic and parasympathetic nervous centres play the most 

important part in the production of shock. ‘The cause of 

changes in the vegetative nervous centres may be strong irrita- 

tion coming from the periphery. The intensity of effect brought 

about by such irritations depends on the preceding condition of 

the vegetative centres (their greater or lesser excitability and 

reactivity), which in itself is closely connected with the chemical 

composition of the c.s.f. 


The . possibility of varying the reaction of the sympathetic ' 


and parasympathetic centres by introducing into the cerebro- 
spinal canal certain substances such as K salts and Ca salts 
points to the influence of the electrolytic composition of 
the c.s.f. on the condition ‘and activity of the vegetative nervous 


’ 
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system. Diminished tone of the sympathetic centres causes those , are not observed, the injected fluid often does not reach the 
‘disturbances of function characteristic of shock,-and especially cerebral ventricles, but, following the normal flow of the c.s.f., 
of ,the haemodynamics, the’ ‘disturbance of which is quite passes into the subarachnoid space without reaching the vegeta- 
sufficient to bring about in different physiological systems those tive centres. The introduction of the fluid into the subaraghndid 
changes which characterize shock. It is therefore understand- »,space does not produce the necessary effect, because Z passes 
able that all efforts to combat the signs of shock are mostly ‘into the blood stream very'quickly without coming int contact 
directed to the re-establishment of circulation and the normal with the nervous centres. It can how be positively stated that 
action of the cardiovascular system. yy by fulfilling’ the necessary conditions as regards concentration, 
aie ET Ai temperature, and reaction of the solution of potassium phos- 
’ Failure of Shock Therapy | phate, as well as the rules of technique of its introduction 
' However, the ordinary methods of fighting shock generally into the cerebrospinal canal (i.e., the ventricles), a definite 
do not give positive results, because they do not influence . effect can as a rule be obtained. It is obvious that a positive 
the condition of the central nervous system. These negative action of potassium phosphate on the vegetative nervous 
results are explained to a great extent by the presence’ of the ` -centres is possible ‘only if the centres have stili retained the 
baemato-encephalic barrier. . Pe : ‘ability to:react. Completely exhausted vegetative centres which 
` As regards’ certain medicinal substances, it has been noted haye' lost their reactivity’ cannot be, re-established by this 
that, introduced into the ‘circulation, they have no’ effect on method. $ 
the central nervous system, whereas the introduction of minimal Taking into consideration the fact'that the introduction of 
quantities of the same substances directly’ into the cerebro- potassium phosphate into the cerebrospinal fluid increases the 
spinal canal, particularly into'the ventricles, often has a:marked tone of the sympathetic centres, its use is indicated in those 
effect. The conclusion, therefore, is that,in order to obtain cases in which symptoms of weakened tone are present. Irre- 
a positive effect one should introduce the substance intra- spective of whether we deal with shock or a shock-like 
thecally. The action of a substance admitted into the general condition, we cannot possibly expect any useful effect in cases 
circulation differs from the action of the same substance intro- in which there is an anatomical injury to the vegetative centres. 
duced straight into: the c.8.f. This applies particularly to those. An effect can be expected only in a purely functional dis- 
substances which are normally present in the cs.f. and the turbance of the vegetative nervous system. 
blood, such as K and Ca salts and some’ hormones. Many The time factor is of great importance. One obtains the 
experiments have proved that there is an antagonism between best results in casés when the potassium phosphate is introduced 
the. central and peripheral parts of the vegetative nervous into the ventricles of the brain within a short fime after the 
system as regards their reaction to the same substance. This ‘appearance of shock. This applies not only to traumatic 
antagonism more or less explains the absence of a positive shock but also to anaphylactic, peptone, and histamine shocks. 
anti-shock action of the medicinal substance when introduced This can be explained by the fact that the exhaustion of the 
straight into the circulation. Actually, if these substances do vegetative centres gradually increases, and ‘when it reaches a 
penetrate into the central nervous’ system, particularly the certain stage the possibility of stimulating them by any method 
vegetative centres, they may produce an opposite effect and disappears. ' 
thereby neutralize the immediate action which they have pro- The results’ obtained by laboratory methods have been fully 
duced on the peripheral vegetative organs. It follows, therefore, corroborated by’ clinical experience and at the front. To 
that in order to understand the action of a given substance obtain a positive effect 1 c.cm. of a solution of potassium 
one must take into consideration not only the permeability -phosphate in a concentration of 1/6 gramme-molecule, with pH 
of ‘the haemato-encephalic barrier for this particular substance, of 7.6, was found best. Introduction of potassium phosphate 
. but also the fact that the substance which easily passes through into the lateral ventricles not only increases the concentration 
_ the haemato-encephalic barrier into the c.s.f. may, on contact of potassium ‘but also diminishes the concentration of the 
with, the vegetative centres, cause an action which is opposite Ca jons, which leads to a considerable increase in the co- 
to the one on the peripheral organs. There is, therefore, an efficient of the K/Ca ions. When the potassium phosphate 
interference, and the final effect may be negligible or even is injected, one must remember the necessity for rapid penetra- 
» opposite to the one expected. To produce a direct action tion into the ventricles so that direct contact may be obtained 
on the vegetative nervous centres one must administer the with the vegetative nervous ‘centres. Laboratory experiments, 
substance directly into the c.s.f.`, ; t ' as well as clinical observations, have shown the importance 
One must add that a positive effect can be obtained only of the preceding condition of the sick or wounded, particularly 
in cases in which the given substance js introduced into the the increased excitability of the nervous system in the develop- 
ventricles of the brain, whereas the introduction of the sub-_ ment of shock. In prophylaxis it is rational to counteract 
stance into the subdural or subarachnoid spaces is usually the increased excitability so as to prevent exhaustion, which 
without effect because it passes rapidly from the c.s.f. into causes shock, by ‘giving sedatives, and blood trarfsfusion when 
the blodd stream and does not come into contéct with’ the there is loss of ,blood. To prevent a ‘possible relapse this 
nervous centres. ` eo prophylaxis can, be successfully applied also in the initial stages 
mx i . of shock, as well as after the shock has disappeared. The first 
~ Intraventricular Injection of K Salts . “condition for preventihg a repetition of shock syndrome in 
‘ Laboratory experiments (Chvoles) have shown that in many traumatic shock is the removal of the direct cause of shock, 
cases of experimental traumatic shock the direct injection into particularly the source of painful sensations, as, for example, 
the c.s.f. of a solution of K salts gave a positive result. In by\ocal anaesthesia. Fluid can be introduced into the ventricles 
most of the experiments the signs of shock disappeared very of the-brain by way of cisternal puncture. The following rules 
quickly, the blood pressure rose rapidly to normal, the rhythm must be obseryed. : 
of respiration became normal, as also the reactivity and > . } 
excitability of the animal. ` TLFN Technique of acai Injection f v 
‘It is interesting to note that in those cases in which-trauma | Fhe patient must be in a horizontal position (preferably on 
was accompanied by.a severe loss of blood (up to 50%) the it aido); the hend mst De lowes dhap Oe body a a sinlar to 
introduction of potassium phosphate into the c.s.f. without a Trendelenburg’s). The landmarks are the extemal occipital pro- 
preliminary blood transfusion brought the animal out of shock,  iuberance and the first cervical spinous process. These landmarks 
_ whereas in control experiments the introduction of a physio- are felt on the back of the head, which has been shaved and 
` logical solution’as well as a transfusion of blood had no effect. thoroughly disinfected. One fixes with a finger the skin between 
It appears, therefore, that under the influence of increased these two points and inserts the needle exactly in the midline at 
excitability of the sympathetic centres there is a mobilization the level of the external auditory meatus. Sliding along the occipital” 
of the blood from the depots and simultaneously a transference bone one reaches the atlantoid membrane. The moment this mem- 


of fluid from the tissues into the blood, as a result of which brane is perforated one hears a crackling sound. For this puncture 

the volume of the circulating: blood is increased. ` i one may use a graduated cisma needle or an ordinary ibar 
` Peys x ctu eedle. As a iminary measure one estimates 

The best results have been obtained by injecting potassium lent hich corresponds ih the ‘depth of the puncture (from 4 

phosphate-directly into the lateral ventricles or into the cisterna to 5 cm.). The criterion that the needle has penetrated into the 

magna, provided that definite rules are followed. If these rules, cisterna, magna is the appearance of translucent c.s-f., whick escapes 


` 
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from the needle after removal of the stylet. “On account of weak 
pressure in shock conditions the cs.f. very often does not appear 
spontaneously and has to be drawn out by:a „Syringe. After 1 to 2 

f the c.s.f. have been withdrawn with a syringe, 1 c.cm. of 
dor soNgion of potassium phosphate, which has been. warmed to. 
body te rature, is injected with a syringe under a definite pressure, 
so that it penetrates into the ventricles. This method, of treatment 
is very easy and can be applied at the front. The preparation of 
the potassium phosphate solution is not complicated, but must be 
done very carefully. The glass of the ampoules must be neutral. 
The. solution is a mixture of the monometallic and bimetallic 
potassium phosphate (concentration 1/6 gramme-molecule), and can 
be prepared either from these salts (K,HPO, and KH,PO,) or by 
adding the orthophosphoric acid to a solution of corrosive potassium 
up to pH 7.6. . 

As a rule the effect of this injection takes place in 1 to 2 minutes 
or even sooner (i.e. in the first place the blood pressure rises and 
the respiration becomes*dceper). The absence of effect within a 
few minutes is generally due to the fact that the fluid has not 
reached the ventricles, as a result of the incorrect direction of the 
needle or of insufficient pressure. In these cases one must repeat 
the operation. When toxaemia is threatening—i.e., when toxic sub- 
stances. which form in the injured tissues enter the blood—the 
farther formation of these substances must be’ stopped by excising 
the injured parts where possible; positive results, which are obtained 
by the direct action of potassium phosphate on sympathetic nervous 
centres, do not exclude the possibility of the appearance of toxaemic 
shock later on 


Conclusions 

1. In the last phase of traumatic shock there ıs first of 
all a considerable fall in the tone of the sympathetic nervous 
system and a partial rise in the tone of the parasympathetic 
nervous system. 

2. The most effective way of combating traumatic shock 
in its later phase is to. raise the tone of the sympathetic centres 
by direct action on the vegetative centres ; potassium phosphate 
simultaneously raises the tone of the sympathetic centres and 
lowers the tone of the parasympathetic. 

3. By direct action on the nervous centres the ionic potassium 
causes an excitability of the sympathetic nervous centres, 
whereas the ionic phosphates, by concentrating the ionized Ca, 
cause a diminution of the tone of the parasympathetic nervous 
centres. 

4. A direct introduction of potassium phosphate into the 
_ cerebrospinal canal contributes to a quicker action of this sub- 
stance on the nervous centres and at the same time obviates 
the possibility of its opposite effect on the peripheral part of 
the vegetative nervous system. 
` 5. The use of potassium phosphate as an anti-shock remedy 
is indicated in all those cases in which there is a diminution 
of the tone of the sympathetic nervous centres, such as a fall 
of the blood pressure, a lowering of cardiac activity and 
respiration, diminution of excitability, reactivity, etc. 

6. Potassium phosphate must never be used in cases in which 
there is increased excitability of the sympathetic nervous centres, 
such as sometimes occurs ın the first stage of shock. 

7. If haemorrhage is present it must be arrested by all avail- 


able means, because the considerable rise of the blood pressure . 


` through the introduction of potassium phosphate will definitely 
increase haemorrhage. 

8. To avoid a repetition. of shock it is necessary after “the 
introduction of potassium phosphate to remove the actual cause 
of shock, in’ particular painful stimuli. ‘ 

9. To ensure the direct action on the vegetative nervous 
centres, which are situated in the ventricles of the brain, 
potassium phosphate must be introduced directly into the 
ventricles. This is done by means of cisternal puncture. The 
fluid must be introduced with a definite pressure and the direc- 
„tion of the needle must be correct. The position of the patient 
must be horizontal, preferably on the left side, and the head 
must be lower than the body. 

10. One must act quickly, without loss of time, so as to, 
avoid a complete exhaustion of the vegetative centres. 

11. The introduction of potassium phosphate does not exclude 
all the other measures against shock, especially blood or plasma 
transfusion. 

12. Blood transfusion must be done in all cases where there 
is marķed loss of blood. In other cases a blood transfusion 
is not “absolutely necessary. 


DIRECT ACTION ON, NERVOUS CENTRES FOR SHOCK 
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RECENT TRENDS OF SOME INFECTIOUS 
DISEASES 
BY 


. .W. J. MARTIN, Ph.D. 
, (Of “he Medical Research Council Statistical Staff) ` 
London School of Hygiene and Tropical Medicine 


` 


The eii obtained by the introduction of “new methods 
of treatment in certain types of infectious diseases have in 
hospital experience been almost dramatic. It seemed worth 
while to find whether any change could be shown in the 
number of deaths for the whole country, from the numeri- 
cally more important causes for which,control has been 


_attempted. The estimated saving in lives following the 


introduction of new methods forms an interesting specula- 
tion. The death rates cannot be used as a statistical index, 
since the populations at risk in 1940 and’ 1941 are not 
definitely known, so the ratio of deaths to notifications 
has been adopted. 
Cerebrospinal Fever 

- The employment of chemotherapy in cerebrospinal fever has 
resulted in a very large decline in the fatality rate from this 
cause. A large increase in incidence of cerebrospinal fever 
occurred after the outbreak of war, an experience similar to 
that of 1914-18. The statistics for recent years in England and 
Wales arè: 














Deaths per 100 
Year Nottfications 
1934 ..- 
1935 .. 
1936 
1937 . 
Average of 1934-7 


1938 
1939 
1940 
1941 











If the average of the years 1934-7 is taken as representing 

the endemic level immediately before the general use of 
` sulphapyridine, it will be seen that a great improvement has 
been effected. The fatality rate was halved in 1939, and in 
1940 and 1941 it was less than one-third of the average value. 
On the basis of the average fatality rate of 66.60% during 
1934-7, the expected number of deaths in the three years 


1939-41 would have been 16,876. The number actually 
Tegistered was 5,264, or 11,612 fewer than expected. This is 
probably an over-estimate, since in a period when a disease 
is prevalent fewer mild cases are missed and there tends to _ 
be a greater proportion of wrongly diagnosed cases than in 
non-epidemic periods—factors that produce a decrease in the 
fatality rate. The most recent pre-war epidemic Occurred 
during 1931-3, when 5,919 notifications with 3,595 deaths were 
reported, giving a\fatality rate of 60.74%. The expected deaths 
in 1939-41 on the basis of this fatality rate would be 15,392 
—i.é., 10,128 in excess of the observed. An objection that 
could be raised to this comparison is that the conditions of 
life were vastly different in the two periods. To obtain 
approximately similar conditions of life—the aggregation of 
large sections of the ‘population—it is necessary to go back 
to the last war. During the epidemic of 1915-17 there were 
5,222 deaths and 8,068 notifications, Yielding a fatality rate 
of 64.72%. Taking this rate as a standard, the expected deaths 
in 1939-41 would have numbered 16;400, or 11,136 more than 
were recorded. 

It seems reasonable to suggest that as a consequence of the 
discovery and adoption of treatment by sulphapyridine about 
10,000 lives were saved during 1939-41. ~ 


Pneumonia 


The response of cases of pneumonia, particularly lobar 
pneumonia, to treatment with sulphapyridine has-been very 
successful, and large-declines in hospital mortality have been 
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recorded. The. effect of this treatrhent on the mortality of the 
whole country cannot be measured directly by means of the 
case-fatality rate, since we have no knowledge of the number 
of cases. Many factors influence the trend of the mortality 
from. pneumonia, and consequently large fluctuations occur in 
‘the annual rates. These varjations prevent a straight comparison 
being made. between the number of deaths occtrring in each 
‘year. The incidence of bronchitis has been used as`a criterion 
to test whether the years in question. were favourable or not 
A0 respiratory diseases. Unfortunately the deaths from lobar 
‘pneumonia are not available for 1940-1; the only data available 
are for ll forms of the disease at all, ages. There has been 
: the method of classification of causes of death 
these years: previous to 1940 the Registrar-General gave 
riority. to certain causes, and “now. he accepts the order’of 
th stated by the. medical attendant on the certificate. The 
deaths for 1938-and 1939 can be ascertained by. both methods, 
and a comparison shows that. the new classification slightly 
increases the total of pneumonia deaths and doubles. those 
from. bronchitis. The factors for reducing the ‘totals to the 
old classification. are 0.9466 for pneumonia and 0.5007 for 
‘bronchitis. . Applying these corrections to the years 1940 and 
1941; we obtain the following: 






















| All Forms of Pneumonia Bronchitis 
| Perceni Percentage 
; Deaths of pect of Average 
of 1934-7 of 1934-7 
Average DHE .. | 28,281 100 17,048 100 
1938 a | 25,945 92 13,273 78 
1939 .. fs «+ | 22,207 719 15,463 91 
t940 .. pe 21606 98 23,179 136 
194i s a 88 17,050 100 








The deaths from bronchitis suggest that a particularly severe 
tespiratory. mortality was experienced in 1940. The -difference 
between the percentage value for pneumonia and bronchitis 
was 12 in 1939 and 1941, but the difference of the percentages 
was much larger—38—in 1940. This difference of 12% might 
be used as an estimate of the effect of the new therapy on 
the mortality in 1939 and 1941, but the value for.1940—38 %— 
would be an overstatement, since bronchitis‘ tends to fluctuate 
more than pneumonia... This can be illustrated by taking the 
deaths for the previous 10 years and expressing them as a 
percentage. of. the. mean. number of deaths. The deviations 
then: found are: 


mate {1928 1929) 1930. 1931 1932 | 1933 | 1934 | 1935 24 1937 
Pneumonia ..| 0-4/41-9| —102| 8&7 -43 | —27 | —7-3|—133| —88| —4-4 


Bronchitis . qe S84 75 19-2; —3-7 | -0-2 | —19-7) ~25-3) —166 —15.3 
; | j 




















Although there has been an undoubted decrease: in the 
mortality rate from pneumonia, an estimation of its extent is 
rather speculative. It seems probable that the deaths would 
have been 10% higher, and if we can accept this as a not 
too optimistic approximation then, 7,500 lives were saved during 
1939-41. 

The deaths from lobar and other forms of pneumonia are 
differentiated in the returns for Scotland. | The statistics for 
recent years in Scotland were: 


li 
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Lobar Pneumonia bag Torms of Bronchitis 
Percentage Percentage lPercentage 
i | Deaths jof Average, Deaths lof Average; Deaths of ys 

of 1934-7 of 1934-7 of 1934- 

| 100 3,104 100 

gi 2,462 79 

67 2,653 85 

103 4,317 139 

83 3,091 100 

# 














The experience of Scotland is very similar to thaf of England 
and Wales if the trend of the deaths from bronchitis is used 
as a standard of comparison of respiratory mortality... It is 
evident that there has been a reduction in mortality from 
pneumonia, with a very large decrease in lobar pneumonia. 
In 1940 the deaths from bronchitis were 39% above the mean 


value, while ‘the deaths from lobar pneumonia. were 39°) be 
the average and the deaths from other forms of paeo 
were only 3% in excess of the mean. 

The reduction in the number of deaths from preur 
relatively greater in Scotland than in England and Wa 
mean annual number of deaths. during 1939-41, expre sed 
a percentage of the mean of 1934-7, was for all forms of 
pneumonia 88% in England and Wales and 76% in Scotland: 
while the values for bronchitis were almost the sime 100% 
in England and Wales and 108% din ‘Scotland. 


< Puerperal Sepsis i 

Puerperal sepsis forms. nemerioally the most import ni co 
ponent of maternal mortality. 
war 40% .of the- total maternal. pe 
cause. The _ continuity of the stat 







‘in the method of classification, described. in he parag rap 9 i 





pneumonia, several causes were added to puerperal s psi 
statistics for recent years, using the 1940 mortality classifi 
were: i 








Puerperal Pyrexia 














{ 
Total | ie 
Births | No. of Rate per i. : Rate. 
Notifications’ idee Births z ey O00 Birth 
1931 659, 014 8,085 123 l 
1932 7,567 goo] 
1933 és 47 7.399 0 | 
1934 d 622,851 81431 135 
1935 624,191 8.142 130 
1936 630,337 8.267 it 
1937 635,363 8,849 139 
1938 645,933 9,307 144 
1939 643,661 245 144° 
1940 629,760 7,582 120 3 
1941 yi 3352 121 | E 











Since the number of cases of sepsis is unknown the best 
measure of the trend of the mortality is to relate the deaths 
to the births. Although the case rate cannot be found, the 
incidence of puerperal pyrexia suggests that the prevalence ol 
sepsis at the beginning and that at the end. of the period were 
similar, with possibly: an: increase in the intervening years. The 
above figures show that the mortality from. puerperal sepsis 
has declined considerably and. the rate during 1940-1 had 
decreased to less than a half. of the value.of a few years: 


earlier. 
Measles 


A considerable decrease in mortality from measles hes 
occurred during the past 20 years, but this disease differs from: 


those previously discussed, as, although there has been steady 0 






progress in the control of measles, especially in the large 
towns, no sharp line can be drawn dividing ‘the period tg 
pre-treatment and post-treatment years. The number of deaths: 
in England and Wales in two-year periods, to eliminate: the 
fluctuations in the annual deaths:-due to the periodicity of 
measles, were: 








i 
Period Deaths | 
1922-3 1010 | 
1924-5 10,171 
1926-7 DTD 7205 | 
1928-9 te) 76900 l 
19301 ., 7476 | 

H 








Although the character of the attack and the severity of 
the accompanying complications vary from epidemic te 
epidemic there has been an almost progressive decline in the 
number of deaths. Serum prophylactics have been employed 
during the past decade, and special therapeutic measares— 
e.g., oxygen therapy—have probably influenced the trend of 
mortality. Other important contributing factors were the 
improved standards of nutrition and hygienic conditions and, 
in London, a greater proportion of admissions to hospital. 
A lowering of the virulence of the causative organism may 
also have had an effect. It is impossible to assess the relative 
importance of these Various causes of the decline in mortality. 

‘A comparison of case fatalities cannot be mad, since 
measles has been notifiable only since the start of the war. 
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The population at ages 0-15’ has fallen by almost one-fifth 
during the past 20 years, and this must be taken into account 
when estimating the change in mortality. If the deaths are 
ong p the average population aged@0-15 in 1922-5 and 
` this faclyr is applied to the estimated population at 0-15 in 
1940-1 (obtained by extrapolating a straight line fitted fo the 
population at 0-15 of 1935-9) the resulting expected deaths 
. for 1940-1 would be 8,722—i.e., 6,593 in excess of those 
observed. \ è 3 
We may conclude that- the sum of the various factors 
operating towards a decline has resulted in a reduction of 
childhood mortality from measles of about three-quarters of 
what it was 20 years ago. 





REDUCTION OF OLD-STANDING 
DISLOCATION OF THE KNEE-JOINT 


BY 


F. P. FITZGERALD, M.B., B.Ch., F.R.C.S.I. 


Orthopaedic Surgeon to St. Anthony's Hospital, Cheam, and 
Wellhouse Hospital, Barnet (E.M.S.) > 


There are two main indications for attempting reduction 
of a long-standing dislocation of the knee-joint : first, to 
relieve pain ; secondly, to overcome shortening as a pre- 
liminary to an arthrodesis, or excision of the joint. Forcible 
manipulation for such cases is usually contraindicated, and 
wedge plasters are obviously ineffective. The case here 
described was treated by the method devised by Hamilton 
Russell (1924) for the treatment of fractures of the shaft 
of the femur. This was slightly modified, skeletal traction 
being used instead of strapping extension. 


\s Case Report 


History—A man aged 56 had suffered from rheumatoid 
arthritis “for years.” He had been confined to bed for over 
two years and, according to his doctor, the duration of the 
dislocation was about 18 months. On examination the right 
knee was obviously dislocated. It was flexed to 140 degrees, 
with the leg externally rotated through 50 degrees (Fig. 1). 
Under an anaesthetic there were about 10 degrees of movement 
present. i 

Treatment—The hip was placed on an adjustable Braun 
splint, so that traction could be exerted in the line of the 

leformity (Fig. 2). Skeletal traction was applied through 
the os calcis. This was used instead of strapping so that the 





Fic, 1.—Note the clear view of the tibio-fibular joint due to 
the marked external rotation of the tibia. 


external rotation could be controlled. A sling was passed under 
the knee and attached to a cord which passed over a pulley 
(a) on a Balkan beam. Thence it was continued to another 
pulley (b) on the vertical limb of the Balkan beam at the level 
of the leg. A third pulley was fixed to the Böhler stirrup on 
the os,calcis nail (c), and a fourth (d) tied to the upright just 
below*b. The cord was then threaded over these and finally 
attached to a weight of 7 lb. The foot of the bed was elevated. 
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A cord was fixed from the outer side of the nail to a weight 
suspended by a pulley (e) on the horizontal limb of the Balkan 
beam to control external rotation. . ‘ 

Three weeks later a radiograph was taken, and it showed 
that the dislocation had been reduced (Fig. 3). During this 






: if . 
Fic, 2.—The traction under the knee pulls the head of the 
tibia forwards, The cord attached to the nail and passing over 
the pulley (e) helps to rectify the external rotation. The 
adjustable splint has been flexed to fit the contracted knee. — 


ss 


Fic. 3.—The dislocation has been reduced. 





f i lii 
ss 
Fic. 4.—The external rotation has been corrected and the splint 
has been lowered so that the knee is almost straight. à 





time the patient did not complain of any undue discomfort. 
As the knee was on the adjustable type of Braun splint (Fig. 4), 
it was possible to lower its horizontal position and thus 
gradually to extend the knee., By doing this and altering the 
line of pull accordingly, the limb could be straightened com- 
pletely. This took approximately 7 weeks. 


Summary 


» 

A simple method of reducing an old dislocation of the knee- 
joint is described. The ease with which the reduction was 
achieved makes it possible that this case was exceptional ; but 
the simplicity of the manceuvre would seem to warrant a trial 
in such cases. 
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A Pencil in the Urinary Bladdeg 


There are many accounts in the literature of an endless variety 
of foreign bodies in the urinary bladder, but I could not find 
another exactly comparable to the present case, and it therefore 
seems worth placing on record. , 


CasE HISTORY 
_ A married man aged 28 was admitted to hospital complain- 
ing that he had a pencil in his bladder. He was accompanied 
by his doctor, who gave the history that the patient had intro- 


~ duced the foreign body the previous night. 


On examination he was seen to be a well-developed man. 


‘His temperature was 98.6°, pulse 80, and respirations 20. He 


had only slight pain. He was able to pass water, but micturi- 
tion was accompanied by pain, especially at the end of the 
act. On occasion there was obvious blood in the urine. The 
frequency of micturition was every 4 to 5 hours during the’ 
day and night.: The stream-was only. a little impaired. The 
bladder was not distended. The end of the pencil was palpable 
in the perineum, projecting from the region of the bulb of 
the urethra and lying close under the skin. There was no 
extravasation of urine. By deep palpation above the symphysis 
pubis the pencil could be felt bimanually and movement con- 
veyed to its extremity. There was no discharge of ‘blood from 
the urethral orifice, but the latter showed signs of having been 
stretched, probably on a number of previous occasions. A 
radiograph (Fig. 1) showed the pencil lying vertically in the 





Fic. 1.—Radiograph showing position of the foreign body. 


pelvis behind the symphysis pubis and ‘projecting into the 
perineum. ; 
Cystoscopy was performed under general anaesthesia. The 
cystoscope on reaching the bulb of the urethra touched the 
pencil but slipped through the prostatic urethra alongside the 
foreign body without any difficulty. A good view of the pencil 
was obtained, and the inscription on it could be clearly seen ; 
there was a moderate cystitis. Suprapubic cystotomy was then 
performed. On opening the bladder the pencil was found to 
be lying vertically. Its unsharpened end was impacted in the 
mucosa of the fundus of the bladder, producing a small round 
ulcer but not penetrating the muscular coat. The distal end 
of the pencil lay in the prostatic urethra ; the point penetrated 
the urethra in the region of the bulb and projected into the 





Fic. 2.—The foreign body. 


tissues of the perineum. The pencil was easily removed by 
disimpacting the proximal end and withdrawing the distal end 
from the urethra. It measured 6} in. in length (Fig. 2). The 
bladder was closed with suprapubic drainage. 





The post-operative course was uneventful, the patient passing 
some urine naturally on the ninth day. At this time the 
suprapubic catheter began to leak, and was replaced by a 
Hamilton Irving box. The wound closed rapidly: the end 
of 3 weeks it was dry and the patient up and about. fle passed 
urine naturally, and at no time was there trouble in the 
perineum caused by the wound of the floor of the urethra. 


COMMENT 

On questioning the patient after operation he confessed that 
he had passed the pencil into his urethra many times, but thas 
on this occasion. it slipped out of reach and into the blad 
without: any great difficulty or pain. It is remarkable that 
an article: of this length could so easily negotiate the natural 
curve of the urethra. True, the urethra had been dilated by 
previous attempts, and this was confirmed by the condition of 
the external urinary meatus and by the fact that the urethra 
could accommodate the foreign body and a cystoscope without 
difficulty. Presumably the point of the pencil was made to 
perforate the floor of the urethra by muscular contractions of 
the bladder during micturition. å 

My thanks are due to Dr. Gubbin, medical superintendent of the 
emergency hospital in which this patient was treated, for permission 
to publish this case; to Dr. Fraser for the radiograph; to Dr. 
Winternitz, my house-surgeon, for assistance in the treatment of this 
patient; and to Miss Lewis for the photograph. 

Eric W. BINTCLIFFE, M.S., F.R.CS., 


Senior Surgeon, Ronkswood Hospital, Ministry of Pensions, Worcester 
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Cheese Itch: Contact Dermatitis due to 
Mite-infested Cheese Dust 


We would like to draw attention to a form of dermatitis affect- 
ing persons handling cheeses the surface of which has become 
infested with mites of the Tyroglyphus family. 

Some months ago three such cases were seen among two 
separate gangs of workers who were unloading imported 
cheeses at the dockside. While manipulating the crates they 
became showered with a fine brown powdery dust which thickly 
coated the cheeses; some hours later an acute irritable 
erythematous dermatitis developed over their faces, necks, and 
flexor wrist areas. They stated that all the other men who 
came in close contact with the dust were also affected, though 
less severely. Samples of the dust were found microscopically 
to be teeming with mites which were subsequently identified 
by Mr. E. Browning, Department of Zoology, British Museum 
(Natural History), as Tyroglyphus longior var. Castellanii, Hirst. 
the mite which is responsible for eruptions in hantilers of dried 
coconut kernel (cdpra itch). An account of these cases will be 
published shortly in the British Journal of Dermatology. 

Just recently another group of cases has occurred at a pro- 
vision depot among girls handling cheeses that had been stored 
for a considerable time. The dermatitis was of the same acute 
diffuse erythematous type and involved the same areas. A 
specimen of the cheese dust showed a heavy infestation of 
active Tyroglyphid mites with numerous ova and dead bodies. 

It is noteworthy that, except for a few small urticarial lesions 
on the forearms in one patient, the eruption in no case sug- 
gested a parasitic cause, but was characteristic of dermatitis due 
to an irritant. Moreover, as all who were exposed to the dust 
seem to have been affected, it would appear that the mites 
must generate an irritant of considerable potency. 

The dermatitis has subsided quickly, though in one case 
scaling of the eyelids persisted for over a fortnight. 

Tyroglyphidae are of world-wide distribution and, apart from 
cheese, may attack foodstuffs of many kinds, such as flour. 
grain, sugar, dried meats and fruits, and jams. They may 
therefore present a problem not only as a cause of occupa- 
tional dermatitis but as destroyers of stored foods, which is 
of added importance during wartime. In the case of cheese 
they live mainly in the rind and appear to cause little or no 
material damage to the cheese itself. They are not, of course, 
related in any way to cheese maggots, which bore into the 


cheese itself and are the larvae of a fly, Piophila casei, 


G. B. Dowtinc, M.D. ° 


St. Thomas’s Hospital. E. W. Prosser THomas, M.D. 
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oo e CYTOLOGY 
Cytology. and. Cell Physiology. Edited by Geoffrey Bourne. (Pp. 296. 
20s.) Oxford: The Clarendon Press: - > : 
It is to: be hoped that the title of this book will not restrict 
its readers to cytologists. It- contains a whole range of informa- 
tion on aspects of. the subject.on. which attention is most 
focused now. This means’ that it provides both the outlook 
and the facts: which ‘are so essential to every biologist. 
Knowledge: of the morphology of the cell has not made 
any great advance recently, although much can probably be 
expected of new techniques such as. micro-incineration and the 
électron microscope. But many facts of great interest have 
been found concerning the changes in- structure in different 
. physiological and pathological conditions. Knowledge of them 
_would resolve many of the mysteries that worry those to whom 
¿cytology has until now. appeared as an art of artefacts. Neuro- 
physiologists. have learnt to think of the mechanism of the 
nervous system in terms of the action of its component cells 
and the. properties of their membranes. Others, such as 
_ biochemists; pharmacologists, and pathologists, will have to 
think more and more’in terms, not of organs and tissue slices, 
but. of cells and intracellular systems. It must not be thought 
that the debt will be one-sided. The cytologist owes much 
to a wide range of sciences. Physical chemistry has helped 
in..the study of cell membranes; biochemistry has suggested 
methods for identifying enzymes within the cell’; genetics has 
led to advance in the knowledge of the nucleus. 
. . The standard of the work of the different contributors is 
uniformly high despite the difficult conditions under which 
they were working. Indeed it is just those chapters which 
appear to have been written in the absence of easy access 
: that would be most readable and 
instructive for those whose interest in the subject is greater 
than their knowledge of it. The only criticism of the book 
that can be: offered is that the system of references is very 
awkward to use. The publishers are to be congratulated on 
a production which is entirely of pre-war standard. 


HISTORY OF MEDICAL PSYCHOLOGY 


A History of Medical Psychology. By Gregory Zilboorg, M.D., in collab- 
oration with George W. Henry, M.D. (Pp. 606; 19 illustrations. $5.00 
or 288.) New York: W.W. Norton and Company Inc. ; London: George 
Allen and Unwin. 
This handsomely produced book is a successful attempt to 
trace the development of beliefs, facts, and theories about the 
human mind: in health and diséase. Dr. Zilboorg contributes 
the first: 12. chapters, and Dr. Henry the last two, on “ Organic 
Mental Ilinesses ” and “ Mental Hospitals.” Among the ilius- 
trations is an unusual one of Freud. è 

For centuries psychology was the province of the philosopher 
and theologian, and was neglected by medical men ; a history 
of medical psychology must therefore, Dr. Zilboorg remarks, 
be approached in a way “entirely different from that required 
by the history of medicine and surgery.” For all that, he sticks 
fairly closely to the story of medicine, and it would not be 
unfair to describe his book as a history of medicine as seen 
through the eyes of a psychologist. 

Hippocrates observed of epilepsy that it appeared to him 
“to bein no way more divine, nor more sacred than other 
diseases, but has a natural cause from which it originates like 
other affections ” ; and that “ they who first referred this disease 
to the gods appear to me to’ have been just such persons as 
the conjurors, purificators, mountebanks, and charlatans now 
are.” Hippocrates gave a rational classification of mental 
diseases, and looked upon the brain as the centre of reason, 
to be displaced later by Aristotle to the heart. To Hippocrates 
the action, of the four humours on the brain was an important 
determinant of mental disorder. The clear-headed view of 
Hippocrates—that mental disease was the result of natural 
causes—was not followed by Plato, who said there were two 
kinds of mania, one due to disease, the other “a gift of the 
gods.” So- back again came the idea of the divine origin of 
mentalMisorder. Although Aristotle believed that the “ souls ie 
of man acted as a unit, he considered that reason was inde- 


` pendent of man or matter, and that it 
"by illness because it. was immaterial an 


“ness 


* 


‘turbed by any noise. . 














Dr... Zilboorg states, played a decis in: ue 
psychiatry, because it “naturally must reject the very existence 
of purely psychological troubles.” oe ets 

In the second and first centuries B.c, gleams of clear light. 
in the histery of medical psychology illumine vivid ark- 
into which men were. to descend. centuries lat 
Asclepiades, it appears, realized that mental disease could 
due to emotional disturbances: he prescribed baths, “ musica 
harmony and a coficert of voices.” for his patients; and con 
demned the practice of keeping ‘the mentally sick in cells an 
dungeons. fete pi 


















Dr, Zilboorg gives. some remarkably interesting quotations ae 


from Cicero, worth reproducing here: “ Man being composed 


of body and soul,” Cicero writes, “ why is it that so much- a 


attention has been paid to the art of the preservation of the. 
body and the curing of bodily ills; why is it that this art, 
which because of its usefulness was attributed to the power of 
the gods, has so badly neglected the development. of the art: 


of healing the soul?” “Is it,” Cicero asks, “that the ailments 


of the soul are less injurious than physical ailments, ‘or is it 
that physical ailments admit of ‘treatment while there is. no 
means of curing souls? But. diseases of the soul are both 
more dangerous and more numerous than those of the body.” ~ 

Living in the first century of our era, and practising in 
Alexandria and Rome, Soranus of Ephesus was notable for hi 





NS 
insight into. mental conditions and -his humane approach. to. 





treatment. He condemns the use of force and the excessive 


employment of drugs and purgatives, ‘“ Much tact and dis- > 


cretion,” he said of mental patients, “should be employed — 


in directing attention to their faults ; sometimes: misbehaviour ; 
should be overlooked or met with indulgence.” “ Maniacs.” 


must be placed. in a moderately lighted room, which is of 


moderate temperature and where the tranquillity is not dis- 
. . Their beds should be solidly fastened 
and placed in such a manner that they do not see persons 
who enter +a variety of irritations is thus avoided.” (Soranus, 
it may be recalled, advocated blocking the mouth of the uterus 
with cotton or ointments to prevent conception.) And so we ~ 
come to Galen (a.D. 129-200), of whom Prof. Major: 
Greenwood says, “... It is only the psychological aspects 
of his teaching which have survived the collapse of Galenism 
as a medical system.” j ; 
The above is a brief summary of. the first four chapters 
of Dr. Zilboorg’s book. Then follow chapters called, “The 
Great Decline” ; “The Ruthless Surrender to Demonology ” : 
“The Blows of the Witches’ Hammer ” ; “ The First Psychiatric 






` Revolution ” ; “ The Age of Reconstruction” ; “ The Discovery 


of Neuroses”; “The Era of Systems”; “The Second 
Psychiatric Revolution”; “ Epilogue.” Dr. Zilboorg naturally 
gives a lot of space to Freud, but his treatment of Adler. and 
of Jung, especially the latter, is too summary. It is odd that 
both Roger and Francis Bacon are not separated in the index. 
sharing the one entry, “Bacon.” Dr. Zilboorg’s style is undis- 
tinguished, and might well have been more terse.. For his ¢ 
industry in compiling a book packed. with so much interest. 
medical men devoted to the history. of their profession will , 
be much indebted. . 


DIRECTORY FOR THE ‘DISABLED 

Disabled? ‘Inquire Within. Central Council for the Care of Cripples, 

34, Eccleston Square. London, S.W-1. oe ninie 
This useful booklet has been produced with the object of 
assisting citizens’ advice bureaux, hospital almoners, and social 
workers whose duty it is to direct disabled persons to sources | 
of appropriate help. Whether disablement is the result of 
crippling disease, or of injury sustained in war. service, in air 
raids, or in industrial accidents, there is now a large network 
of provision covering the country—though some ‘areas are 


‘better provided than others—which it is very useful to has. 


catalogued. “a : 

The booklet first describes the statutory services which are 
available, principally through the Ministries of Health, I abour. 
and Pensions, and then gives a list of the voluntary agencies... 
and their particular functions. The Central Council: for the 
Care of Cripples itself is a co-orcinating agency for all organiza- — 
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tions working for the welfare of cripples. There are also 
the After-Care Association, the Invalid Children’s Association, 
the Royal Surgical Aid Society, the British Legion, and various 


organizations for Service people. Then a brief description is 


given of the means of treatment, education, and after-care 
available to the physically defective child and the services for 
the physically disabled adult, including the orthopaedic sections 
of Service hospitals and the arrangements for dealing with 
air-raid casualties, industrial workers, and civilian disabled in 
general. “ 

The impression obtained from this booklet is of an abundant 
provision, though it needs to be set over against the vast— 
indeed the appalling—extent of crippledom of one sort or 
another. The Ministry of Health has lately established under 
the Emergency Hospital Scheme seven orthopaedic centres in 
the London sectors and eleven in other regions of England 
and Wales. But there is only one in Yorkshire and only one 
in Northumberland and Durham. Fracture departments have 
been set up by the Mjnistry—56 of them for long-stay cases 
and over 200 for ambulatory and short-stay—but in Yorkshire 


and Northumberland and Durham there are only five of the 


former compared with twenty in the London sectors. Particulars 
are also given of the various Government and other schemes 
for the training and resettlement of disabled persons, including 
the arrangements for occupational therapy set up in E.M.S. 


and other hospitals and for vocational training under the ` 


Ministry of Labour’s scheme. This booklet will be of service 
to many medical practitioners, especially in industrial areas. 


ee 


Notes on Books 


A Bibliography of Aviation Medicine, by EBBE Curtis HOFF 
and JOHN FARQUHAR FULTON, is published in London by 
Baillitre, Tindall and Cox at 22s. This is an amazingly complete 
and up-to-date collection of over 5,000 references, It contains 
little explanatory subject-matter, for the clear indexing and 
tabulation are self-sufficient. The articles are listed under sub- 
ject headings with detailed subheadings, and there are also 
alphabetical indices of authors and subjects. Several smaller 
bibliographies of aviation medicine have appeared before, but 
the present large volume prepared for the Committee of Avia- 
tion Medicine of the National Research Council of America 
will supersede all others and will be invaluable to that rapidly 
growing army of research workers who are helping the flying 
man to meet the increasing demands made by his machine. 


The thirteenth edition of Pye's ‘Surgical Handicraft is the 
third since Mr. HAMILTON BAILEY took this work in hand. 


‘Destroyed by enemy bombing while in preparation, with the 


loss of the illustration blocks and a large number of the original 
illustrations, this edition was again bombed when just about 


to be published. Its birth therefore has been a difficult one, . 


for the ultimate success of which both authors and publishers 
are to be congratulated. Several of the forty contributors are 
now serving as members of H.M. Forces. The useful and 
practical features of this book are too well known to require 
further comment. The tribute paid to Walter Pye, the original 


‘editor who died in 1892, could be enhanced by a few words as 


to who he was, what his appointments were, and the nature 
of his work, while it would add to readers’ interest to know 
who the intervening editors have been. What from the vicissi- 
tudes attending its production appeared to be an unlucky 
thirteenth edition may well prove to be the most popular and 
most successful printing which this well-known book has yet 
had. It is published by John Wright and Sons, Ltd., at 25s. 


Beaumont’s classical observations and experiments on Alexis 
St. Martin really provided the basis for the modern study of 
gastric digestion. Indeed he noted points which remained 
neglected for many years and in which interest was only revived 
in the 20th century, such .as the regurgitation of bile and the 
psychical factor in gastric secretion. Dr. GEORGE ROSEN gives 
an interesting account of The Réception of William Beaumont s 
Discovery in Europe (Schuman’s, 20, East 70th Street, New 
York ; $5.00). In this he shows that Germany first realized its 
significance, and England soon after. Its recognition in the 
United States, its home of origin, came decidedly later. The 
introduction of the stomach tube by Kussmaul in 1867 com- 
pletely diverted interest from Beaumont’s work until the time 
of Pavlov. The book is well documented and well produced, 
but we hesitate to recommend the expenditure of a sovereign 
for its 86 pages at the present time. 
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The report prepared by “ Mass Observation ” for the Adver- 
tising Service Guild entitled People in Production was noticed 
on its first appearance in a leading article-in our issue of May 
16, 1942, under the heading “ Morale on the Hom Front.” 
This interesting document on British war productigf’ has now 
been reissued as a Penguin Special of 280 pages at the low 
price of 9d. 
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Preparations and Appliances 
(eee e | 


A MODIFICATION OF THE THOMAS SPLINT 
Dr. M. P, LAuFER writes from the County Hospital, Keighley: 


To apply a Thomas splint to a seriously injured limb is often 
a very difficult matter. The main difficulty consists in the 
sliding of the ring up the whole length of the injured limb 
without pain, discomfort, or displacement. 

The modified Thomas splint, as here portrayed, dispenses 
with all the difficulties attached to the application of. the 
ordinary splint. Its advantages are easily enumerated: (1) 
There is no need to slide the ring up the limb ; it is put around 





it. (2). The handling of the injured limb is reduced to a mini- 
mum. (3) The danger of increasing shock and displacement is 
lessened. (4) The number of helpers is substantially reduced. 
(5) The hinge is 14 in. away from the joint formed by the 
internal: bar and the ring ; it is just outside the part of the ring 
which represents the effective area essential for the immobiliza- 
tion of the limb. (6) The “ lock ” is simple 

and secure; it is opened and locked by 

pulling the movable part of the ring in 

axial direction; the “spring” action of 

the halved: ring makes it possible. (7) 

The lock is outside the pressure area. 

(8) Last but not least, the modification is 

easily made on any Thomas splint with a minimum of cost. 
- The photograph shows the locking of the ring. At this stage 
the areas of hinge and lock may be padded. The line drawing 
gives details of the “ lock.” 

First-aid teams who have not the benefit of an anaesthetist’s 
help to effect painless application of the ordinary Thomas splint 
to a severely injured limb will be the first to profi@ by the 
‘modification. 
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‘SOME ASPECTS OF SHOCK THERAPY 


The gradual deterioration of the. clinical condition which 
occurs in some. cases of. tissue trauma or severe haemor- 
: thage in spite of repeated transfusions of blood or blood 
substitutes is only too painfully familiar. It is believed 
that this failure of transfusion therapy is due in large 
“measure to a breakdown in the mechanisms involved in 
maintaining an adequate volume of blood. Various ex- 
planations have been given of the causes of failure, but 
none of them has been satisfactory. They have been con- 
cerned mostly. with. those factors which could reduce the 
“amount of actively circulating blood. This has been due 
C to the widespread belief that the essential lethal element 
is a reduction in the volume of circulating blood. 

In recent months several significant papers have made 
it clear that too much emphasis has been placed on the 
blood volume and too little on the other factors relating 
‘to the heart and the blood vessels. Wiggers and his col- 
» leagues’? have studied the effects of the withdrawal. of 
quantities of blood equal to approximately 40% to 50% 
ef the initial blood volume. in anaesthetized dogs. They 
showed clearly that two factors were necessary to produce 
“irreversible shock”: (1) a change in the myocardium, 
. and (2) a failure to increase the total peripheral resistance 
‘in the circulation. By “irreversible shock” they meant a 


2 ‘condition in which the reinjection of the blood withdrawn 


was not followed by recovery. The change observed in 
the myocardium was a diminution of the normal response 
of the heart muscle to the stretch imposed on it by a given 
“venotis pressure. This change was due to impairment of 
the nutrition of the heart muscle as a result of a reduced 
coronary flow from a low arterial pressure. The other 
finding that the total peripheral resistance of the circula- 
tion was never maximal in their experiments suggests that 
there was some degree of depression of the vasomotor 
centres in the medulla. The failure to increase peripheral 
resistance would rapidly yield a state of hypotension suffi- 
cient to rediice coronary flow and accelerate the onset of 
myocardial damage... In Wiggers’s experiments it was found 
that the myocardial change occurred in the presence of 
an adequate blood volume and was independent of haemo- 
„concentration and haemodilution. If it be considered that 
the precipitating factor was the persistent hypotension, this 
might have been due to the action of the anaesthetic on 
those centres which would normally act to restore arterial 
pressure. This view receives ‘support from the work of 
Fine et al.,> who noted that, while haemorrhages up to 40% 
of the blood volume did not cause a persistent hypo- 
tension in unanaesthetized animals, the same amount of 
haemorrhage caused permanent hypotension in animals 
anaesthetized with nembutal. It is significant that both 
groups of workers used barbiturate anaesthetics, which are 
known to depress the hypothalamic and medullary cardiac 
- and vasomotor centres. 
Dr. Lena Stern, in an article in our present issue (p. 538), 
has introduced a new treatment of shock which depends 





on a method: at: stimulati. the se cardiovascular MERR 


directly. Without knowledge of the work of Wiggers and 
of Fine she has focused her attention on the ‘condition ; 
of the vegetative nervous system and concluded that there — 
is a reduction in the activity of the. sympathetic system 









simultaneoysly with an ‘increased stimulation of the para- __ 
On the basis of her work on the potassium- i 


sympathetic. 
calcium balance in the cerebrospinal fluid - 
decided to attempt to raise the’ potassium content ò 
intraventricular c.s.f--and in. this way.-to increase the act 
vity of the sympathetic while inhibiting | the -parasympa 


thetic by a direct effect of potassium ions on the ganglion a 


cells. Without increasing the blood volume by. transfusion. 
Dr. Lena Stern observed that intraventricular injections of © 
a potassium salt immediately raised” the blood pressure 
and. apparently brought the animal. out of shock. These 
findings have been applied successfully to- the treatment . 
of war casualties. ` Ta 

Unfortunately, no details of the types of casé treated 
are given, and so one cannot, evaluate. the new. method ol 
treatment. That it should fit in with the papers referred 
to above is a happy and timely coincidence. One point 
may be discussed further. Dr. Stern considers a state of 
parasympathetic hyperactivity to exist with depression of 
the- sympathetic centres. The observation of Wiggers 


et al.) that the myocardial defect was a lack of response ye 


to stretch suggests that this defect may be attributable in 
part to vagal overactivity—first, by diminishing the calibre 
of the coronary vessels, and, secondly, by releasing potas- 
sium ions, which act directly on heart. muscle. Winkle: 
et al.* in 1938 showed that only a small’ increase in blood 
potassium was necessary to cause obvious electrocardio- 
graphic changes, and these were due to effects on the 
myocardium. When the potassium concentration was.. 
gradually raised there was cardiac failure in „diastole; i 


with the dilated heart observed -in cases of experi mental = 






shock from trauma or haemorrhage. 
that finally takes Place potassium may well be the lethal 
agent. Scudder,’ i in 1940, stressed the part played by potas- 
sium poisoning in shock and suggested. the. use of adrenal 
cortical hormone as a remedy. Unfortunately, expecta- 
tions have not been realized. The reasons for the partial 
failure have been studied by Fine et al. They showed 
clearly that cortin alone is ineffective in treatment of 
shock, but when saline solutions are given intravenously 
with cortin there is in some animals a rise in arterial 
tension which tends to be maintained. Desoxycortico- 
sterone acetate is ineffective either alone or with saline 
infusions. It would seem, therefore, that with the present 
evidence treatment should be aimed. at increasing peri- 
pheral resistance and not at eliminating excess. potassium 
from the myocardium. Given an efficient coronary flow 
by relaxation of coronary vessels and increased arterial 
tension, any potassium excess in the myocardium would 
be speedily dissipated. 

Although there are many gaps yet in the. evidence, it 
is clear that Dr. Stern has come forward at the right 
moment and has reoriented our views on the treatment 
of shock. That does not mean, however, that transfusions 
will cease to be used. Her work will need confirmation ; 
and, granted that confirmation is forthcoming, it would 
appear that Dr. Stern’s treatment should be reserved for 
those patients who do not show progressive increases. in 
arterial tension as transfusions are given: Whitby and 
his colleagues® have made it clear that the gradual stepping 
up of the arterial tension with successive transfusions is 
the best prognostic feature in treatment of haemorrhage 
and shock | from injury. 





e 1 Amer. J. Physiol., 1942, 136, 401. 
2 Ibid., p. 421. 
3 Surgery, 1942, 12, 1. 


4 Amer. J. Physiol., 1938, 124, 478. 
3 Shock, J. P. Lippincott Company, 1940, 
& Lancet, 1941, 1, 99. 
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. FOETAL. AND POST-NATAL ` CIRCULATION ` 


The solution of the various, problems which . are en- 


‘ countered in the study, of thé foetal and - post-natal 


circulation of - the blood: has: attracted the attention, of 
scientific. workers since the. times of Galen,. who first 


described the foramen ovale, and who has himself been _ 


described as the “founder of modern physiology.” He 
was succeeded- in the seventeenth century by Harvey, 


Lower, and“ others. More recently the early embryonic -an 


stages in the development of, the heart and vascular system 
have been, studied by means of serial sections and recon- 
struction models by, His, Born, Tandler, Prentiss, and many 
others. The work accomplished by. these pioneer investi- 
gators, and the inferences made by, them,_ have now in 


large measure- been confirmed and have received a new’ 


impetus from records demonstrating the actual course of 
the circulating blood currents obtained by modern methods 
of technique, which at the suggestion of Sir Joseph Barcroft 
and Dr. H. Barron have been utilized and adapted for the 
study of the foetal circulation by Dr. A. E. Barclay, 
Dr: K. J. Franklin, and Mr.-M. M. L. Prichard.1 These 
workers have employed direct and indirect x-ray ‘cinemato- 
graphy, combined with intravascular injection of radio- 
‘opaque media, in the, investigation of the time and manner 
of closure of the ductus arteriosus, the closure ‘of the 
foramen ovale, and the intracardiac flow of blood reach- 
ing the heart through the superior and inferior venae 
cavae, and also the: circulation of blood reaching the foetus 


* by the umbilical yein through the liver and ductus venosus. 


This work, which has been’ carried out at the Nuffield 
Institute.for Medical Research, Oxford, has been extended, 


“and was also preceded by other experimental work on the 


_ foetal circulation, including that in the pulmonary vessels ; 
this has been supplemented by a valuable historical record 


of the literature and studies in comparative anatomy and ` 
embryology contributed by Dr. E. C. Amoroso of the ' 
Royal Veterinary College, London, Dr. K. J. Franklin, 


and others. . 


It will not be possible in this short article to do more i 


than give a brief summary of some of the more important 
results that these authors have been able to demonstrate 
in living eutherian foetuses (principally sheep) delivered 
by Caesarean’ section and photographed while the foetus 
was still in connexion with the uterus by means of the 
placénta and vessels of the umbilical cord.. In these opera- 
tions a radio-opaque material was injected into one of 
the ‘foetal veins (external jugular, femoral, or umbilical) 


` and respiration prévented, so as‘to disturb the conditions 


of intra-uterine life as little ds possible, Perhaps the most 
striking results which have been demonstrated by these 
means are: (1) The division of the inferior or posterior 
vena-caval flow into two streams, (a) a larger passing 
through the foramen ovale into the left atrium, and (b) a 


“smaller which enters the right ventricle through the right 
atrio-ventricular or tricuspid orifice. 


(2) The flow of the 
whole of the superior or anterior vena-caval blood through 
‘the right atrium and right ventricle into the pulmonary 


, ‘trunk, and by the ductus arteriosus into the descending 


„aorta and’ pulmonary arteries. (3) ‘The flow from the 
placenta via the umbilical vein to the inferior vena cava ; 
a small portion only of this blood is by-passed through 
the ductus venosus, and enters the inferior vena ‘cava 


, directly ; the larger portion traverses the liver substance 


through branches of the ‘umbilicdl véin, which carry the 


. blood to the hepatic sinuses and so to the large hepatic veins 
_which open into the posterior vena cava. (4) Lateral radio- 


= of the circulation through the heart of a foetal lamb 


have also been obtained which show the influence of the 
tubercle of Lower—welf developed in the sheep—in direct- 
ing the anterior vena-caval inflow, and thus preventing a 
mixture of this current with that which passes front the 
posterior vena cava through the foramen ova 

The division of the posterior vena-caval inflow into two 
divisions was inferred in 1776 by C. F. Wolff, who esti- 
mated that “towards full term about two-thirds of the 
inferior ‘vena-caval blood would take the left-hand. route 

and about sone- -third the right-hand one.” Wolffs work 
did not become generaily known, but was confirmed by 
Ziegenspeck in 1905 in. guinea-pig and human hearts. 
Ziegenspeck' made drawings of the relation which the 
caudal, Iower edge of the interatrial septum has to the 
‘posterior vena-caval channel, as seen when looking at it 
from below, through a transversely divided posterior vena 
cava in an:excised foefal heart. The actual division of 
the inflowing blood from the posterior vena cava in the 
circulating blood stream of the living foetus has, however, 
been demonstrated for the first time by the writers whose 
work’-we are considering, as well as other records of the 
circulation in the intact foetus. 

From the physiological point of view, and owing to 
variations which are met with in different types of animals 
rendering inappropriate certain terms that are now used 
in bhuman:anatomy, the authors have found it neces- 
sary to introduce some new names. Thus the projecting 
ridge which divides the posterior vena-caval channel into 
right and left terminal divisions is named the crista 
dividens, and the boundaries of the foramen ovale are 
described as (a) a fixed portion, consisting of the curved 
lower edge of the upper part of the annulus ovalis (sep- 
tum H), and (b).an apposable portion, the valve of the 
foramen ovale or upper free.portion of the septum primum, 
which -overlaps the fixed portion, or “crista dividens,” on 
its left side. 





IMMUNIZATION AGAINST INFLUENZA 


Early and inconclusive attempts to immunize against 
influenza with virus vaccines have been followed up in 
the United. States, and several prolonged and painstaking 
studies have now been reported. The problem is far more 


‘complex than it orjginally appeared, for it is now known 


that at least two distinct viruses are concerned, and other 
indistinguishable cases occur in which the causal agent is 
unknown. , The virus originally isolated by Andrewes, 
Laidlaw, and Wilson Smith is designated virus A; the 
unrelated virus B was identified by Francis two years ago ; 
and influenza from which neither of these can be recovered 
is known as influenza Y. That the first two are immuno- 
logically quite distinct is confirmed by the observations of 
E. R. Rickard, F. L. Horsfall, G. K. Hirst, and E. H. 
Lennette’ on the relation between the antibody content 
of the blood'and susceptibility to influenza. Whereas a 
high antibody level is correlated with immunity to the 
corresponding virus, susteptibility to the other is un- 


: affected. They make a further deduction which is quite 


unexpected and somewhat disturbing—that the higher the 
degree of immunity to either of the known viruses, the 
greater is susceptibility to influenza Y. This conclusion 
seems to suggest that a factor apart from humoral 
immunity must take part in. determining susceptibility to 
influenza. The same workers’ describe a clinical experi- 
ment on a large ‘scale in which some of the inmates in a 
number of State institutions were inoculated with a for- 
malinized vaccine of virus A and canine distemper virus. 





1941, 78, 100; 1942, 7R, 240. Prit. J. Radiol, 1938, 


a 57; “1355. 49% 305; Hoia 227. Vet. J., 1942, 98, 29, 


1 Publ, Hlth, Rep., Wash., 1941, 88, 1819. 
2 Ibid., p. 1863. l . 
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The effect on serum antibody to virus A was determined 
by neutralization and complement-fixation tests, and the 
aetiology of subsequent cases of influenza was verified in 
the ‘sa way. Their conclusion is that the incidence of 
influenza¥A was significantly reduced. _On the other hand, 
M. Siegel, R. S. Muckenfuss, M. Schaeffer, H. L. Wilcox, 
and Ann G. Lieder, in a study carried on over four years 
in a large institution for mental defectives, and employing 
similar vaccines, reach the discouraging conclusion that 
immunization had no effect in reducing the frequency of 
‘ influenza, whether due to virus A or to othef organisms. 
This is not only a prolonged ‘but a detailed and thorough 
study, and its circumstances—confinement to a single large 
institution with patients under complete control, and the 
alphabetical separation of inoculated and control cases— 
entitle it to serious consideration. Several incidental obser- 
vations made are not’ éncouraging, and perhaps the least 
hopeful feature of the whole subject is the evidently tran- 
sient nature of immunity, however produced. Not only 
does the ‘antibody titre decline demonstrably within a few 
months of vaccination, but in several cases repeated attacks 
of influenza due to virus A were observed, indicating that 
the infection itself does not necessarily confer a lasting 
imrounity: If this is generally true of the natural disease, 
what can be expected of any method of artificial immuniza- 
tion? In all these studies the vaccine contained indcti- 
vated virus ; living virus was employed i in ‘earlier American 
studies, and it is of interest in this connexion that F. M. 
‘Burnet, who has succeeded by intratracheal injection in 
producing influenza A in Macacus cynomolgus (M. irus), 
found vaccination in this animal by the subcutaneous route 
to be effective: only when living virus was used. Taking 
this evidence as a whole, it cannot be said the influenza 
virus vaccines now available have much claim to ‘be 
regarded as satisfactory immunizing agents. All this takes 
no account of the common cold, in which other viruses 
are believed to be concerned. An altogether new approach 
to this problem seems necessary if any real progress is 
to be made. ' 


EPILEPTOGENIC PROPERTY OF 
SULPHATHIAZOLE: 


. The local application of the sulphonamide drugs to wounds 
has recently been employed to a considerable extent. In 
this use sulphathiazole has been found in many respects 
unsatisfactory, and it is now apparent that, applied to the 
cerebral surface, it is apt to be particularly dangerous. 
Watt and Alexander® report 10 cases in which craniotomy 
was performed and sulphathiazole applied to the wound 
intradurally or extradurally after suture of the dura, as a 
prophylactic against operative infection. In 6 cases the 
craniotomy was frontal ; in 5 of these the’'dura was opened 
(in one case merely punctured for ventricular tapping), and 
all 5 developed early post-operative epileptic attacks, often 
with focal features. The attacks generally ceased within 
a few hours, but 2 of the patients passed into status 
epilepticus and died. In the remaining frontal case the 

~ thickened dura was not ned, and it presumably provided 
an effective’ barrier against diffusion of the drug in solu- 
tion towards the underlying brain. The-remaining 4 cases 
of the series were spared the epileptic complication, and 
in these the craniotomy was lateral or posterior in position ; 
the dura was widely opened. It is interesting that in one 
case of this group there was focal epilepsy as a leading 
pre-operative symptom, yet there was ‘no post-operative 
complication ; in contrast, all the affected cases had no 
previous history of epilepsy. The authors, in animal tests, 





. 3 Amer. J. publ Hlth., 1942, 35, 55, 186. 
> et Austral. J exp. Biol. med. Sci., 1941, 19, 281. 
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found that in,9 out of 10 experiments sulphathiazole 
applied to the cerebral surface is a powerful epileptogen. 
This.property was found not to be related to sterilization 
of the powder or to the source of manufacture. 
experiments also confirmed the clinical experience that 
sulphapyridine is not -an epileptogenic ‘substance, and 
sulphadiazine and sulphacetamide were.found to be 
innocuous. Simultaneously and independently Pilcher, 
Angelucci, and Meacham were working on a similar 
experimental investigation in a larger series of animals. 
In a preliminary report® they also sound a warning against 
the use of sulphathiazoJe intracranially. In a high per- 
centage of their experiments the application of sulpha- 
thiazole to the surfacé of the brain was followed by 
epilepsy with focal characteristics! The concentration of 


the drug in the blood and the cerebrospinal fluid remained 


at a low figure. 

‘ These observations, swhen followed up, may perhaps 
throw some light on the causation of epilepsy. But the 
important practical point that emerges is that sulpha- 
thiazole may not be used with impunity in proximity to 
the brain. It is also apparent that other chemotherapettic 
substances, as they become available in the future, must 
be fully tested experimentally before they can be eee 
clinically. j 


2 


s ` EGG-WHITE INJURY IN MAN : 
Last year (Oct. 11, 1941) it was noted in this Journal’ that 


it had not yet been shown that biotin, vitamin H, or. 


co-enzyme R (probably all the same substance) was neces- 
sary for man. This year Sydenstricker and his colleagues? 
have reported certain symptoms in four patients (three 
white men and one negro woman) who volunteered to eat 
a diet free from biotin and rich in egg-white. 


75 g. farina, 205 g. cane sugar, 32 g. lard, 10 g. washed 
butter, 25 g. lean beef, and 200 g. dehydrated egg-white. 
This represented 387 g. carbohydrate, 31 g. protein other 
than egg-white, and 32 g. fat, with a‘ total caloric value 
of-1,960 daily. In addition 928 calories were derived from 
the 160 g. protein and .32 g. fat in the.egg-white, making 


‘a total daily caloric intake of 2,888. This diet was poor 


in all vitamins except riboflavin, which was present to 
the amount of 10 mg. per 100 g. of egg-white. The fol- 
lowing supplements were therefore given daily : thiamine 
hydrochloride 6 mg., riboflavin 9 mg., nicotinic acid 
75 mg., pyridoxine 5 mg., calcium pantothenate 5 mg., 
ascorbic acid 75 mg., vitamin A 5,000 units, ferrous 
sulphate 1 g., and calcium lactate 1 g. 

- At the beginning of the experiment all the eN were 
in good general condition’ and free from symptoms and 


.signs of avitaminosis. During the third and fourth weeks 


all developed a fine ‘scaly dermatitis which did not itch 
and which disappeared spontaneously. In the seventh 
week one patient came out with a maculosquamous dermat- 


itis of the hands, arms, and legs. During the seventh and | 


eighth weeks all showed 2 greyish pallor of the skin. 
which, being out of proportion to the blood picture, was 
interpreted as evidence of peripheral vasoconstriction. 
The three white patients showed definite atrophy of the 
lingual papillae, patchy with the production of a “ geo- 
graphic” tongue in one, general in another, and on the 


Their’ 


The diet: 
consisted of a mixture of 125 g. rice, 80 g. white flour, - 


lateral thirds of ‘the tongue in the third. The negro 


woman's tongue was not affected until the fourteenth 
week. None of them showed the capillary engorgement 
seen in pellagra or ariboflavinosis. Dryness of the skin 
of the extremities with: well-defined reticulation and a 





6 J. Amer. med. Asz., 1942, 118, ei 
1 British Medical Journal, 1941 ’s 518 
© J. Amer. med. Ars., nada 114, 199 
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‘ tendency to. fine branny desquamation developed again in 

the-ninth and tenth weeks; No ocular or genital lesions 
- were observed.. After the, fifth, week many of the symp- 
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toms associated with vitamin B, deficiency began to appear 
—e.g., ‘mild depression to extreme lassitude, muscle pains, 
hyperaesthesia, ‘and anorexia:’ There was a diminution in 


. the haemoglobin content ‘of the blood, the sumber of 


erythrocytes, and the volume of packed red cells, in spite 
of a theoretically: adequate intake of iron and protein. 
The ,daily excretion of biotin fell from the 29-62 ug. of 
persons taking a normal diet to 3.5-7.3 pg. ‘When a 
biotin concentrate was injected (75-300 ug.: daily), depres- 
sion, muscle pain, precordial distress, and anorexia were 
abolished on the third to fifth day of treatment. The ashy 
pallor disappeared in.four days. The urinary excretion 
of biotin rose: to 55 pg. and later, with a larger .intake, 
to 150 pg. per, day. When medication ceased it fell to a 
level slightly below that of patients eating a normal diet. 
Thus the experiment seems to ‘afford clear evidence that 
biotin is essential’ to the nutrition of man. 


+ i 
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GASTRIC SECRETION AND ULCER im 


Peptic ulcer arises only in those parts. of the digestive 
tract exposed to the action of acid gastric juice, and all 
experimental and clinical research seems to 'prové that both 
acid and pepsin must be present if ulceration is to occur. 


Exactly how the normal gastric mucosa is protected from - 


acid, digestion, and how tissue resistance; gastric secretion, 


_and acid neutralization are pretisely interrelated, are not 


yet fully known. Certainly the healing of chronic ulcer 
is not prevented by the presence of gastric acid; and such 
things as’ tone, motility, emptying time, and spasm have 
all to be taken into account. 


‘Some of the many - -aspects of this subject were recently . 


reviewed by Ivy’ in a ‘lecture under the- title,“ The 
Mechanisms of Gastric Secretion,” in which he emphasizes 
again the two periods of gastric secretion—first, the con- 
tinuous (or interdigestive), , and, secondly, the digestive. 


The former is perhaps foo often overlooked; it occurs >: 


when the stomach is empty, persists throughout long 
fasts, and is of variable amount and acidity. The nature 
of the stimuli which give rise to this continuous secretion 


-is uncertain. It goes on during sleep, and Dragstedt? noted 
- that in patients with duodenal ulcer the fasting night secre- 


tion of gastric juice totalled from 500 to 1,200 c.cm., 
compared with usually less than, 300 c.cm. in normal per- 
sons, Experimentally it is possible in animals, by keeping 
up stimulation, to increase this continuous secretion, and 
in such cases typical chronic perforating ulcer has been 
produced (S. H. Walpole and others’). Ivy also points 
out that the continuous secretion is increased by operations 
on’ the upper abdomen, and describes how, after a Pavlov 
pouch has been made in the dog, the pouch will “ hyper- 
secrete” for days or weeks on end. Such secretion is 
diminished by atropine, though not abolished. The second 


_ period of digestive secretion is made up of three phases 


—the cephalic, the gastric, and the intestinal. The first 
of these acts through the appetite and is dependent upon 
both conditioned, (cerebral) and , unconditioned ` (non- 
cerebral) reflexes, the vagi containing the'excitatory nerves, 
which are inhibited by atropine and may be interrupted 
by cutting. Vagotoity asa treatment for ulcer will there- 


cephalic (or nervous) phase of gastric secretion is contri- 


_buting to the total secretion in the individual concerned, 
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' fore depend for its effects largely upon how far the: 


‘partly by chemical secretagogues . either presen fe 
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as well as upon the other results of vagal section on gastric 
tone, emptying time, and circulation. The gastric phase is 
governed by mechanical distension of the stomach, ass 
ood 
(e.g., lean meat) or arising from its digestion. e intes- 
tinal’ phase is entirely concerned with chemical substances 
which stimulate gastric secretion when applied to the intes- 
tine, of which soap, fatty acids, and peptone are examples. 
Neutral fat,‘on the other hand, when present in the small 
intestine inhjbits gastric secretion through the production 
of a substance—enterogastrone—acting through the circu- 
lation. Gastric evacuation is largely determined by the 


‘antral tone, antral contractions, the activity of the pyloric 


sphincter, and the character of the food. The intestine 


_ also exerts control over the pylorus. 


These various phases of gastric secretion may be con- 
sidered from the standpoint of treatment: for example, 
the possibility of. controlling the continuous night secretion 
by atropine, the inability of gastro-enterostomy to influence 
the cephalic or ‘intestinal phase of secretion, the signifi- 
cance of mechanical distensjon in provoking gastric stimu- 
lation. Various extracts.resembling enterogastrone in their 
action have been applied as inhibitors of secretion ; but so 


' far the only extract to be used with success has been that 
of the posterior- pituitary. 


Whatever may be the ultimate cause of peptic ulcer, the 
immediate lines of attack on questions of aetiology and 
treatment would seem to be by way of a thorough 
understanding of the mechanisms of gastric secretion and 
movement. ' 


_ GOOD ‘AND BAD CHEMOTHERAPY FOR 
Di GONORRHOEA 


Aik experts in the treatment of gonorrhoea it has 
become a truism that the quicker a patient is cured the 
less chance (a) of his spreading the disease, (b) of his 
default before cure, (c) of his developing a blood dys- 
crasia, and (d) of. the infecting gonococci becoming drug- 
resistant. Last week we published at p. 528 a letter from 
Col. L. W. Harrison, Adviser on Venereal Diseases to the 
Ministry of Health, appealing to all practitioners to help 
in the campaign against this disease by using sulphon- 
amides for ‘the treatment of gonorrhoea in such ways 
as are calculated to make the patient non-infectious as 
quickly as possible and to run the least possible risk of 
creating sulphonamide-resistant strains of gonococci. Col. 
Harrison’s letter gained reinforcement fromea letter pub- 
lished simultaneously from Dr. P. W. Hamond, medical 


' officer in charge’ of the Croydon V.D. Clinic, who also 


deprecated the custom of giving sulphapyridine at sight 


‘in cases of urethritis without any bacteriological confirma- 
. tion of the diagnosis and in‘doses likely to encourage a 


drug-resistant strain of organisms. It appears from these 
letters that many doctors are ruining the chances of eradi- 
cating gonorrhoea, and are often promoting its spread, 
by a timid haphazard dosage. There is now good evidence, 
says Col. Harrison, that administration of 5 grammes of 
sulphathiazole on two successive days eradicates gonor- 
rhoea, in males at least, in over 90 % of cases, and four 


- days’ treatment on the same lines gives still better results ; 


“in neither Case does such a dosage give rise to any undue 
proportion of toxic effects, provided that the patient is 
made to drink plenty of water during the period of the 
chemotherapy.” 


Mr. L. R. Braithwaite will deliver the Bradshaw Lecture, 
on “ The Role of Bile in Duodenal Regurgitation,” at the 
Royal College of Surgeons of England, Lincoln's Inn 


‘Fields, W.C., on Thursday next, November 12, at 215 p.m. 
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TETANUS 


BY 
LESLIE COLE, M.D. F.R.C.P.’ 


The’ causal organism of tetanus, Clostridium tetani,'is a 
rod-shaped Gram-positive organism. Its most important 
attributes are that it produces spores which “are highly 
resistant, that these spores germinate in wounds only under 
anaerobic conditions, and that it produces an exotoxin 
which is absorbed and has a strychnine-like action on the 
cells óf the central nervous system. It is prevalent in soil 
and is a common inhabitant of the digestive tract of many 
domestic’ animals, Particularly horses. Perhaps for this 
reason the disease is most often found in agricultural dis- 
tricts, where the spores are spread by manure and horse 
ploughing. 
Predisposing Causes . 

The incidence of tetanus in a district or on a battlefield 
depends partly an the prevalence of spores in the: soil and 
partly on the type of wound. Deep, penetrating, or lacerated 
wounds allow spores to develop under anaerobic conditions, and 
growth is also favoured by pyogenic or other anaerobic infec- 
tion and the presence of tissue necrosis or foreign bodies. 
Such conditions are a commonplace of modern war. On the 
other hand, uncleanliness of slight or superficial wounds with 
scab formation, sealing of slight wounds, or infection of body 
cavities may also lead to tetanus, and these are now the chief 
sources of infection in civilian practice. Whitlows in agricul- 


tural workers are a not uncommon cause of severe tetanus., 


Other, though unusual, sources of infection are intramuscular 
injections, grey wool used in padding plaster-of-Paris splints 
and infecting the wound under the plaster, felt applied over 
a pressure sore, infected catgut, puerperal sepsis, and umbilical 
infection in the newly born. 

With the widespread-use of prophylactic antitoxin the type 
of wound which causes tetanus has been profoundly modified. 
After the obvious wound it is prevented, but it tends to crop 
up when. least expected. 


Prevention ` $ : 


With thorough organization it should be possible to prevent 
tetanus entirely, but once the disease has developed only a 
certain proportion of patients can be saved. Prevention is 
therefore of supreme importance, and two methods are now 
available. 

Passive Iramunization.—This is attained by injecting a smal! 
dose (3,000 I.U.) of antitoxin soon after a wound has been 
received. The value of this was proved when it was. first 
introduced on a large scale during the early months of the 
war of 1914-18. The figures given by Bruce show that when 
this was done the incidence of tetanus. fell from 9 per 1,000 
wounded in September, 1914, to 1.4 per 1/000 in the November. 
Even when this does not prevent the disease entirely it usually 
lessens the severity and lowers the mortality. After prophylactic 
antitoxin cases generally have a long incubation period, 
relatively frequent local tetanus, and a slow onset of reflex 
spasms or sometimes none at all. Jt is umportant to remember 
that the passive immunity conferred by one such injection 
lasts only between two and three weeks, so that a wound in 
which infection with tetanus persists will produce the disease 
at the end of this time if no further prophylaxis is given. For 
this reason the injection. should be repeated at weekly intervals 
after severe wounds, and’ an injection’ should always be given 
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before operation or manipulation of old wounds because these 
have been known to stir up a latent infection. After some 





very severe .heavıly infected wounds the first prophylactic dose 


may with advantage be doubled. 


Active-Immunization—Ramon and Zoeller showed that this 
could be produced by injections of formolized toxin (toxoid). 
and a modification of their method is now used in the British 
Army. Two injections of 1- c.cm., at an interval of six weeks, 
are given to the soldier béfore he goes on active service, and 
this procedure seems to confer immunity for a year and 
probably much longer. It is very important to remember that 
the rise in antitoxin titre ıs much greater after he second 
injection than after the first, so that a single injection has 
comparatively little immunizing power and the second must 
be given. It has been shown that the immunizing effect of 
toxoid is increased if it is given with T.A.B., and the two may 
therefore with advantage be combined. 


The Passive and Active Methods Compared.—The dis- 
advantages of the passive method are that antitoxin has to be 
given soon after a man is wounded, which is not always possible 
in modern war,; that, occasionally, severe reactions follow or, 
sensitivity to horse serum, given later, is produced; and that 
even when repeated the antitoxin does not always completely 
protect. The active method, on the other hand, only rarely 
produces slight reactions, has the great advantage that it can 
be completed before the soldier goes on active service, and 
does not need to be repeated until a year or more. Its efficacy 
has not yet been tested out oh a mass scale over a long period, 
but experimental evidence and: practical experience in this 
war suggest that it is reliable. For reliance to be placed on 
this method alone in dn army it is clear that every man must 
be immunized; therefore it is important that exact records 
of injections should be included in his papers. At present 
both methods are ‘used; prophylactic antjtoxin being given 
to all wounded even if they haye already been actively 
immunized. ; , 


Déscription of the Disease 


At onset typical tetanus is characterized by fleeting pains. 
chiefly in the neck and back; these are followed by the 
gradual onset of, stiffness, first affecting the masseters so that 
there is difficulty in opening the mouth, and later the muscles 
of the trunk so that the spine is rigid and slightly arched and 
the abdomen board-like. In the early stages the eyebrows are 
drawn up, with wrinkling. of the forehead, and: the corners 
of the mouth are drawn _back, producing a peculiar facial 
expression. called the risus sardonicus. Dysphagia 1s some- 
times an earlier symptom than trismus. The severer the case the 
more rapidly rigidity and trismus increase, and they tend to 
be more nd more increased by manipulation or movement. 
This reflex excitability gradually becomes greater until sudden 
reflex spasms occur in which the jaws are forcibly clenched, 
the chest is fixed so that respiration is temporarily stopped, 
and the spine arched backwards in the position called 
opisthotonos. These reflex spasms ’may come on any time 
from twelve hours to seven days after the first onset of trismus. 
and the earlier they begin the more severe ‘and fatal is the 
disease likely to be.- The time between the first appearance 
of trismus and the establishment of reflex spasms (period of 
onset) can generally be estimated to within six hours, and 
is a good indication of prognosis. If it ıs less than forty-eight 


` hours, death usually takes place within six days whatever is 


done; but if it is Jonger than this there is a good chance 
of recovery, which becomes greater as the period lengthens. 


` In severe cases which recover, reflex spasms may continue to 


occur over a period of three weeks, increasing to a maximum, 
waxing and waning for a time, and then gradually getting 
less severe until they cease, “leaving only tonic rigidity, which 
may persist for several weeks more, but eventually passing 
off. Reflex spasms are dangerous because they stop respiration, 
sometimes for several ‘minutes, make feeding impossible, and 
exhaust the patient. Tonic rigidity in itself is harmless. In 
fatal uncomplicated: cases death usually takes place within 
six’ days either from prolonged respiratory spasms, if these 
are not controlled, or from cardiac ‘failure when toxin reaches 
vital centres in the medulla. it is often preceded by 


hyperpyrexia. = - cr ee E - 


, 
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P teen tae Clinical Types i 
For convenience tetanus maybe divided: 
follows: >>’ ; co, 
Type J,.in which at onset there is local tetanus in the 
“wounded ,limb with, rigidity or twitching, and in ‘which the 
typical generalized, picture appears later. - > A 
Type 2, id which there-is generalized tonic rigidity. without 
“reflex. spasms. e : 
_ Both these types are mild,‘ and usually occur after prophy- 
‘lactic antitoxin. + , : S ' P 
` Type 3, like Type 2, but.the stage`of tonic rigidity passes 
_ into the stage of reflex spasms described above. INi 
ı „Type 4—splanchnic tetanus—in which the muscles of de- 
| glutition and respiration are involved early and generalized 
‘ symptoms are slight or.do not’ have time to appear: This form 
ıs very rare and fatal, and usually follows a visceral infection. 
‘Type 5—cephalic (Kopf) .tetanus—in which paralyses or 
Arritation /of cranial nerves, most commonly the seventh or 
oculomotor, appear -early and generalized tetanus only later. 
, This type usually follows wounds of the head or neck, and 


al 


~ | 3 
into five types, as 


. maybe regarded-as a form of local tetanus. If'the wound. 
’ «gs not severe the prognosis “as a ‘rule is good.” 


i š ` 


Z da Pg Diagnosis 
“Lockjaw ” is a good name for tetanus because it emphasizes 


~X the most significant’ early symptom. A small girl was told 


thab-if she cut herself_-between -hér thumb and first finger 


y 


. she would get lockjaw.` A few weeks later she did this, and 
-a few days afterwards, finding that she could not open her ` 


mouth, shé told her parents she had lockjaw, It was only 
after she had been seen by three doctors, and after a good 
deal of delay, that her diagnosis was confirmed and treatment 
begun. . The onset of painless stiffness of the jaw after a wound 
‘should always suggest the’ possibility of tetanus. Other 
important confirmatory signs in the early stages are: rigidity , 


‘ of the spine, with slight arching of the back so that the flat 


of the hand can be passed between the bed and the small of 


the back without difficulty, and almost painless but board- ' 


like abdominal rigidity, increasing when the trunk’ or limbs 
are manipulated or the patient attempts to move. The facial 
expression is also an important diagnostic sign. “Os , 


oa Differential Diagnosis 
From the early occurrence of trismus, tetanus has to „be 
_ distinguished from local’ affections of the mouth such as an 
‘impacted wisdom tooth, tonsillitis, ‘peritonsillar. abscess, “or 
glands about the angle of .the jaw. All these conditions are 
painful, while the trismus of tetanus is comparatively painless ; 
-and this fact, along with a careful ‘examination of the mouth 
and throat, is usually sufficient to-solve the difficulty. Local 
_tetanus may be mistaken for neuritis or arthritis, but, in the 
former, stiffness or twitching is more marked and pain js less. 


- Cephalic tetanus with cranial nerve palsies hag to bé dis- 


tinguished from Bell’s palsy, polio-encephalitis, and meningitis, 
-and the generalized form from meningitis and encephalitis also. 
’ Tuberculous meningitis may simulate it very closely. In these 
latter, diagnostic lumbar puncture may be necessary. When 
, abdominal rigidity comes on before trismus, tetanus may be 


~à mistaken for acute abdominal conditions- such as appendicitis 


` marked feature. 
. the problem. 


. general management. 


nt 


‘or perforated gastric ulcer, but pain is a mofe ‘pronounced 


early symptom in the latter. . f 
Finally, the reflex spaşms have to be distinguished from 
other forms of convulsion such as' hysterical or epileptic fits 
and fhose of strychnine poisoning, in which trismus is a less 
‘In these a careful history will often solve 


i . . Treatment i 
„This is best considered „under four headings: Antitoxin, 
treatment of wound, control of refiex spasms, and feeding and 


` 
Antitoxin 


i 4 - 4 
. When toxin is exerting its effect on the ‘nervous ,system 


» it is extremely doubtful if it can be neutralized by antitoxin ; 
.- consequently if a lethal dose is so acting before antitoxin is 


„giyen, this, treatment canngt, save the ‘patient. Happily in 
most cases -antitoxin can be given early enough to prevent the 
aes 3 ~F pi 
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absorption: of a lethal dose. The first need, theréfore,. is to 
flood the circulation with antitoxin as soon as possible after 
the first symptoms havé appeared, so that toxin in the “blood 
and lymph which is still accessible to antitoxin is neutralized 
and any further absorption from the wound prev ted. A 
single large dose ‘(200,000 I.U.) should be given b the intra- 
venous route or, if this amount is- not available, as large a 
dose as possible. - In the case of wounds of a limb 10,000 
units may also be injected into the subcutaneous tissues round 
_the wound or deeply girdling the limb above the wound. 

Repetition of Doses.—In cases with slight wounds I am very 

doubtful if anything is to be gained by giving further antitoxin 
With severe wounds 50,000 units should be repeated at weekly 
intervals or ‘before any operation, until reflex spasms have 
ceased. It is difficult to see what is to be gained by daily 
repetition of injections, for it has been shown that antitoxin 
continues to circulate in large amounts for at least ten days 

~after a big initial dose, and repeated injections are a worry 
to the patient and tend to increase spasms. To continue to 
give antitoxin after the reflex spasms have ceased and only 
tonic rigidity remains is a sheer waste. 

Other Routes.—Antitoxin is also given intrathecally and 


, -cisternally, usually in combination with intravenous injections. 


and good results are claimed by some workers; the evidence. 
however, is conflicting. In my opinion nothing is gained and 
a great deal may be lost through the éxcitation of spasms 
by such procedures, and they are better avoided, particularly 
under Service conditions., If for any reason antitoxin cannot 
be given intravenously jt should be given intramuscularly. 
Before using antitoxin inquiry should be made as to previous 
serum therapy and for any history suggesting a tendency to 
allergy’ or anaphylaxis, and in cases of doubt desensitization 
should be carried out. If no contraindications are found the 
serum may be injected direct into a vein and need not be 
' diluted or warmed. A solution of,1 in 1,000 adrenaline should 
be at hand in case of reactions. 


Treatment of Wound 


The wound should be touched as little as possible for az hour 
after antitoxin has been ,given. The aim should then be to 
convert an anaerobic into an aerobic infection by thorough 
drainage and removal of necrotic and infected tissue and 
foreign bodies. Wounds should be irrigated four-hourly with 
hydrogen peroxide through Carrel’s tubes if for other reasons 
this is suitable, and dressirigs should not interfere with free 
drainage. It is thought that the practice of early excision of 
wounds, which was introduced in 1917, lowered still further 
the incidence of tetanus. The occurrence of tetanus may also 
be a factor in favour of amputation when this is considered 
for other reasons. 

; Control of Reflex Spasms 

‘Tonic rigidity in itself is not dangerous; but reflex spasms 
exhaust the patient and stop respiration? and if is these which 
` need to be checked. The rate at which they develop is the 

best indication of their approaching severity. If they begin 
within forty-eight hours of the first onset of trismus they 
usually increase rapidly both in frequency and in intensity. 
and may be very difficult to control. In such cases it is well 
to make preparations to deal with a sudden’ prolonged spasm 
should one occur without warning. 

In mild cases and in the early stages before reflex spasms 
have begun, doses of potassium bromide up to 20 grains two- 
hourly or sodium luminal up to 1 grain four-hourly usually 
suffice for sleep and rest and to lessen the excitability of the 
nervous system. When reflex spasms come on they are most 
easily controlled by avertin or. paraldehyde, given rectally as 
for basal anaesthesia. The dose of avertin should, be between 
0.07 ‘and 0.1 c.cm. per kg. of body weight (estimated), and 
this usually stops spasms for from four to six hours. After 

_ this the dose has to be: repeated, and it is-sometimés necessary 
to give three such doses a day, and often two a day for 
some days consecutively. The effect in the individual patent 
and the frequency and severity of the spasms when they recur 
are the best indications for dosage. The dose of paraidehyde 
should -be at least 1/2 drachm per stone dissolved in normal 
saline (1 drachm.to 2 oz.). -Both avertin and paraldehyde 
tend to produce cyanosis, and this should be cogtrolled by 
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warmed oxygen given by catheter or mask. Evipan ‘jntra- 
venously is useful, particularly for sudden severe spasms. which 


` stop respiration completely ; as also is nembutal, 14 grains 


by mouth and repeated. Morphine and heroin should be 


employed sparingly, but are useful at times. Nitrous oxide 
and oxygd, chloroform, and ether are also occasionally of 
value, but if spasms are severe they cannot be inhaled. With 


all sedatives the risks of overdosage have to be weighed against 
the risks from the disease. If there is moisture in the lungs 
atropine should be given subcutaneously. 


Feeding and General Management 


Reflex spasms are excited by external stimuli of all kinds, 
and these must be reduced to a minimum. Patients should be 
kept as quiet as possible in a darkened room or at least be 
screened from others. ' The bedclothes should be cradled, and 
all necessary manipulations, such as feeding and the giving of 
injections, done while the patient is most deeply under the 
influence of sedatives., In sevére cases a sister or orderly should 
be near the patient all the time. It-is important to maintain 
strength by giving plenty of nourishing fluids and feeds when- 


ever opportunity occurs. Glucose or cane sugar in water or- 


weak lemonade, milky foods, egg arid milk, broth, and bovril are 
all good, and the last two tend to make up any loss of 
chlorides from excessive sweating. When trismus is severe 
it is sometimes necessary to “extract teeth before feeding: is 
possible, and occasionally feeding by stomach tube is necessary. 
Avertin is often of great value in relaxing the jaw, and the 


“attempt to feed should be made from one to three hours after 


the drug has been given. 
occasionally useful. . 

On active service the question may arise whether patients 
should be evacuated. The decision may be a difficult one and, 
apart from the wound, depends chiefly on the severity of the 
reflex spasms: and the stage which the disease has reached. 
Patients who have not developed any reflex spasms four days 
after the onset or whose spasms have almost subsided can 
usually be moved with safety. Those who are developing them 
within four days or who are still having severe spasms should 
stay. í 7 


Feeding by rectal drip is also 


Complications ‘and Prognosis 

Pneumonia is a not uncommon and a fatal complication, 
and, if suspected, sulphapyridine should be given. Retention 
of urine occasionally occurs, and hyperpyrexia is usually a 
terminal event. The latter should be treated by antipyretics 
and tepid sponging. Sequelae of tetanus are rare. 

In arriving at a prognosis the factors that have to be con- 
sidered are: ‘whether there has been active or passive immuniza- 


’ tion; the severity, degree of infection, and site of the wound ; 


the length of the incubation period and period of onset; the 
age and physique of the patient; the presence of intercurrent 
disease or injury, loss of blood, or exhaustion; the severity 
of reflex spasnts; and the conditions under which treatment 
can be carried out. An incubation period of more than seven 
days, a period of onset of more than two days, the presence 


of local tetanus, ‘and a slight wound only, are all in favour’ 


of recovery. Other things being equal, the prognosis is better 
with wounds of the leg than with those of the head, neck, 
or arm. In war; ‘intercurrent weakness from the severity of 
the wound itself, from haemorrhage, and from exhaustion has 
to be weighed against the- beneficial effects of active or passive 


immunization. 
——__ 











The 34th annual meeting of the Medical Benevolent Society for 
the East and-North Ridings of the County of York (including the 
City of York) was held in the rooms of the York Medical Society 
on Sept 30, Dr. C. H. Milburn, of Harrogate presiding. The 
treasurer's report showed the society to be in a sound financial 
position, and it was decided to make further investments in Govern- 
ment securities. Since the last meeting two members had died, and 
sympathy was expressed with the relatives. One new member was 


elected. The annual grant to the dependants of‘an invalid member. 


was renewed. The following officers were elected for the year 

1942-3: Dr. M. Jacobs, Hull, President; Dr. Howard Jackman, 

York, President-Elect; Dr. G. F. Longbotham, Middlesbrough, 

Vice-President; Dr. D. Matheson Mackay, Hull, Hon. Treasure: ; 

and Dr. W. W. A. Kelly of 92, Micklegate, York, Hon. Secretary, 

to whom igquiries may be addressed. 
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SOME OBSERVATIONS ON SENDING 
ASSISTANCE TO BOMBED . TOWNS . 
: BY 


F; WILFRED WILLWAY, M.D. M.S., B.Se., F.R.C.S. 
Temp. Hon. Assistant Surgeon, Bristol Royal Hospital ; 
A.RP. Officer, Bristol Royal Infirmary . 


I put forward these observations with some diffidence though 
they are written dogmatically. Many may be more experienced, 


- but I have not had the good fortune to read their papers on 


the subject. If this paper provokes a discussion it will have 
served some useful function. Apologies are offered for the 
overuse of the “first person singular,” but this is a personal 
report, and the observations and deductions are in no sense 
official. i oni ; 

In the winter of 1940-1 Bristol received its average share 
of air raids. I was active in all save one of these and learnt 
first-hand lessons. As the winter of 1941-2 approached we 
were all keyed up to face the bombardments that never came. 
Instead raids were made on smaller neighbouring towns, notably 
, Weston-super-Mare and Bath. It is obviously- possible to view 
„a raid on a neighbouring, city with considerable detachment. 
Such vision may be useful, and I had the good fortune to 
assist in the “ good-neighbour policy” in all these raids. In 
cach case we spent part of the time in the “ blitzed city ” and 
part of the time organizing in the “rescuing city.” This %as 
possible as the raids were repeated on the second night in. 
each town. : 

On the whole the good-neighbour system worked well, but 
it is felt that many improvements could be made. I do not 
propose to detail what was done—this might be invidious— 
but the following commentary may be of interest. Admittedly 


, some of it is painfully obvious, but most British cities found 


that it took actual bombs to drive the lessons home! 
Communications 
It is clearly‘ vital to establish some sort of contact between 
the city needing rescue and the rescuer. It is true that rescue 
parties can be sent fully equipped and self-contained to a 
considerable degree, but usually fresh supplies, relays of helpers, 
etc, are necessary. As a busy voluntary hospital, heavily 
worked and with a war-depleted staff, we do not carry supplies 
sufficient for “self-contained” as' opposed to “shuttle or 
circulating” rescye work. A fully self-contained unit would 
obviously need rations, a field kitchen, water, etc. None of 
this is available, nor is it considered desirable, though certain 
improvements along these lines could be made. In the case 
of the Weston raid, phone communication with Bristol was 
good though the line was sadly overworked (raid excitement) 


and messages were repeated ‘unnecessarily—for example, a ' 


request for more sulphapyridine was separately- phoned up 
by four officials. 

In the Bath raids communication was bad.. (This is written 
in terms of the hospital personally visited.) I arrived there 
at 2 p.m. on the day after the first raid. (I was then leading 
a surgical team under orders from the Group M.O) We saw 
cases and operated till 12 midnight, staying at the hospital 
for the second raid. At 4.45 a.m. casualties were again arriving. 
Since leaving Bristol we had been unable to contact Bristol 
or the other Bath hospitals. -The sole contact was the visit 
of a dispatch rider at 4 p.m. on the first day. We had then 
been there only two hours and were ‘in no position to know 
what extra help might be needed, as the problem had only 
just been surveyed—e.g., some 60 casualties in an unfamiliar 
hospital with facilities for two teams to operate. At that time 
we were not au fait with the laundry position or the drug and 
dressing position. ae i 

At 6 o'clock on the morning of the second raid I returned 
to Bristol in my own car to obtain further aid. Clearly this 
was wrong. It should not be necessary to detach a surgeon 
to act as a dispatch rider. It is now obvious that when the 
dispatch rider called at 4 p.m., the aid I should have requested 
was the honour of a further inspection at, say, 10 p.m., when 
we would have understood the situation better. We should 
then have known enough to appeal for rations. The large team 


‘ 
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1l brought was deplorably fed, yet it worked for 24 hours except 
for a 4-hour break, and most of its members had been up 
and doing in Bristol for 14, hours ‘previously. Good warm 
drinks and substantial meals afe necessary for the, nurses, 
doctors, and others in ‘such circumstances. . 

It is suggestéd that the best system of-communication would 
be as folle ws: ; . Se ae 

The Group Officer’s nominee ‘(subsequently termed the 


` “ Peripheral Group Officer”) should visit the bombed city at 


' the- earliest possible moment after the raid. He should inform 


ti 


himself of the situation'and establish a centre for his messages, 


` probably at the largest hospital, definitely at any hospital able 


to: telephone. .He then phones his opposite number in ‘the 
rescuing city or sends in his dispatch rider (who often could 
phone from just outside the city, saving time) and makes his 


~ wants known. ‘This shuttle service must be kept alive until 


the work of “ the incident” is over. The Central Group Officer 
can then organize all the help necessary. The Peripheral Group 
Officer must continually inform himself (not wait.for informa- 
tion) how the ‘hospitals in the bombed area are fanng and 
their needs as they arise. For example, the destruction of a 
laundry at Weston created an-immediate laundry problem. I 
initiated an immediate “ Jease-lend laundry system,” with Bristol 
doing the wash. A functioning Péripheral Group Officer is in 
my opinion vital, to avoid overlap and, duplication, often 
multiplication, of rescue services. : 7 


, When Should Help be Sent? - 


When a small city is bombed there is no need to wait for ` 


a request for help. Surgical help should leave with the 
Peripheral Group M.O.’s team, -the latter to be fully responsible 
for communication (detailed above). The hospital in .the 
bombed city may be cleverly organized, but it will need help. 


' If it is so staffed that it does not require help in an air raid, 


then it is over-staffed and is wasteful of man-power, and doctors 


should Be requisitioned from it for military service! The policy. 


of “waiting to be asked” is pernicious. Suitable help cour- 


‘teously ‘offered will always be welcomed. .It ig not necessary 


to mention that the bombed cities alluded to asked for help 


_and sensibly used it, and have sent subsequent thanks which 


were much appreciated. In one city that was helped, on the 


arrival of the rescuing team the whole resident M.O. staff o i 


the hospital retired to béd-—-a sensible manœuvre. . 


. * What Type of Help should be Sent? 
1 have firm views on this subject, and they conflict to some 


. extent with E.M.S. authority as stated in the “Red Book.” 


‘over the smaller is not in-the greater excellence of its consulting . 


However, I will. venture to dogmatize. i 


i 1. The “Shock Troops” Team 


The first help to be sent should be strong parties of medical 


students with a few sensible hqusemen. These I consider my 
shock troops—they are “ go-anywhere-do-anything men.” They 
will give a blood transfusion, take a blood pressure, shave a 
head, write notes (vital: Ihave seldom sten a “General” 
write a note), put out a small fire, act as,stretcher-bearers, give 
simple anaesthetics, form a minor surgical team, and generally 


do the ten-thousand-and-one things that “ proper doctors ”: 


seem to find beneath them. The supreme pull of the big city 


staff but in the number of its medical students. "Where possible 


I would include in the shock division that other salt of the 


earth, an almoner with her clerk. This division, warmly 
clothed* and well fed, should be on the road within 14 hours 
of news of “the incident.” This news came in abbut 3 a.m. 


_when there was a-midnight raid 25 miles away, though I am 


- ‘can well leave at a much later hour, say breakfast-time. They. 


convinced, this information could be expedited. .The “shock 
troops team ” and the Peripheral Group M.O.’s team can well 
leave together. 
aa _ 2. Surgical Teams 
The surgical teams that seem to be so beloved of the E.M.S. 


are not needed ‘in the first few hours unless the stricken area 
has no surgeon at all (highly improbable), in which case a 
surgeon must’ leave -with the shock troops. Most casualties 
"* Battle dress for shock troops is old clothes, a torch, pencil and 
pad, and a pair of dressing SSOTS. : 
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can well do with a few hours’ sest ; the few “vitally urgent” 
cases can be dealt with by the local surgeons, who, having 
withstood the night’s raid, will appreciate relief at 9 a.m. to 
see to their own homes, etc., but who do not want relief at 
5 a.m. or 6 a.m. d 

The surgical team should consist of surgeon assistant, 
anaesthetist, two nurses with theatre experience, and a sufficient 
number of medical students. The wise surgeor» will pack his 
own kit; every surgeon will, have his own fancy, but in air 
raids thé best surgeon is the one who needs the least tools. I 
have a passion for taking razors (and a student to hone them) 
and nail-brushes ; experiences of “ hair like barbed wire” have 
developed this taste. J may here cavil at the usual theatre 
technique. The surgeon’s clean washed hands are usually an 
improvement on the patient's wounds, while the ordinary theatre 
ritual is fantastically oversafe for a primary amputation or 
excision of wound edges of; say, a hole in the buttock. It is 


well to carry goods for one’s own comfort—e.g., a theatre suit, 


gum boots, and a mackintosh. The visiting surgeon who bothers 
the visited hospital for these things is not helping—he’s wasting 
time, energy, and tempers. Ideally, a surgica! team should be 
relieved every 8 to 10 hours, otherwise efficiency will fall off. 
The provision of relief is the duty of the Peripheral Group 
M.O., whose job is always to view and review the problem, 


.note how the work is progressing, and contact the centre. The 


surgeon in these teams should be a good general surgeon. 

If one took the E.M.S. “Red Book” too literally the first 
duty of an M.O. at an E.M.S. receiving hospital apparently 
would be'not to treat the sick but to notify them to someone 
else! Vide the following extracts: 


rA 
Page 17, para. 25.—“ Whenever a patient with head injuries 
, is admitted to a hospital the Regional Consultant must be 
informed immediately, if possible by telephone confirmed in 
writing, unless the patient has been admitted or transferred to 

a special centre, or has been visited by a neurosurgeon.” 

Page 15, para. 20.— Chest wounds, whether admitted 
direct or from first-aid posts, should not be retained at 
casualty: hospitals, but should be evacuated as soon as 
possible to one of the special chest centres. If a case is not 
transferred at once the. Regional Consultant must be informed 
immediately, if possible by telephone as well as in writing. 
* A copy of the notification must also be sent to the Regional 
Hospital, Officer, or in the case of the London Sectors to the 
D.G.E.M.S. at Whitehall. All penetrating wounds and 
severe crush injuries of the chest must be notified, but there 
is no need to do so in the case of surface wounds or simple 

fractures of the ribs.” 


Fortunately, so far as my information extends, England is 
full of doctors who: read these regulations with a blind eye 
or swallow them cum grano salis. It is not disputed that they 
may be right and proper in “quiet periods” in a hospital ; 


’ certainly they are de trop ina blitz period. 


e 

3. The Special Technique Team i 
-By “special technique team” 1 mean those surgeons and 
assistants whose work requires trained assistants and, maybe, 
special instruments, etc. These teams may be found in neuro- 
surgery, fractures, thoracic work, burns, and facio-maxillary 
work. Their use calls for much thought. ‘] do not deny that 
many difficulties arise. There are various possibilities, and it 
is well to discuss°them. The “quiet period” duties of these 
teams are clearly those of (i) attendance to routine duties ; 
(ii) dissemination of information to their colleagues who 
practise in a more general way ; (iii) holding demonstrations of 
technique, etc. 
- Their duties in a raid are less easily defined. Three possi- 
bilities emerge: (A) Should they remain at their base ready 
to deal: with what comes to hand? (B) Should they await the 
summons of the Peripheral Group M.O.? (C) Should they tour 


_ the hospitals in the bombed city seeking their wounded amid 


the'debacle? It is assumed that all these “ specialists ” cannot 
do both A and B. If they can, then there are far too many 
of these single-minded gentlemen, and they should be drafted 
elsewhere! In fact, the super-specialists should be organized, 
like the National Fire Service, on a drafting basis. 


Possibility A is not ideal. In practice the patient does not 


_ often_reach the right centre,-and certainly not „unharmed. 
= A e 
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With regard to possibility B, jt is argued that the Peripheral 
Group M.O. will not be properly advised when to call for the 
special technique team and that delay may thus occur: This 
is surely a matter for education. (My own criterion of the 
“ FIR.Q@S. standard” is a “young surgeon who. knows when 
he does know.”) Sees Ow, 

The third possibility (C), the “ touring the battle-front ” idea, 
raises interesting points—e.g., o should tour? What should 
he take? The practice of the consultant touring alone is almost 
valueless, If he gives a little advice in the excitement of an 
air raid it may or may not get properly acted upon. If the 
consultant himself rolls up his sleeves and actually works, then 
he’ is working in strange surroundings minus his subordinates 
and cannot do the case justice. Further, he is likely to have 
a case that takes a long time, while the theatre door is crowded 
with fuming general surgeons waiting to lop off a leg or excise 
a wound. i A 

In this connexion I put up two workable ideas for criticism. 


(a) Let the copsultant tour alone, but let him take an 
ambulance with him and let him seize the suitably wounded and 
there and then pack them off to his centre. Of course this will 
mean that the early bird will get the worm, for I must confess 
to haying .seen cases of multiple injury from air raids.* 
It is-clear that the consultant cannot be “ selecting winners ” on 
tho spot and curing them at the centre at-one and the same time. 
[t is assumed, however, that the rest of his team remain at the 
base, and in the absence of the General they carry on. If they 
are unable to act alone another consultant must~move to the 
centre or base as its own consultant moves to the periphery. 


p= 


(b) The consultant arrives fully equipped with his own team l 


and tools and does the work on the spot. “ Fully’ equipped,” 

/ then, should mean “everything,” or almost everything, the 
battle area supplying only a room. This method is expensive 
and it is slow. The necessary three-ton lorries would have to 
leave at the start of the incident. If their personnel was dis- 
persed at all ıt would take a long time to collect. I once made 
plans with Brigadier Cairns for the Oxford Neurosurgical 
Service to relieve Bristol in this manner. We never .tried the 
experiment, but my opinion is that if from Bristol an S.O.S. 
was sent at 12 midnight the‘lorri¢s with relief might roll in 
about 12 noon the following day, probably later. Say 3 hours 
to get an S.O.S. out, 4 hours to collect and feed the team 
(one on week-end leave, one ill, one at a new address, etc.). 
and 4 to 6 hours on the road. Anyway, the E.M.S. has not 
provided fully equipped civilian teams in the sense alluded to— 
at least not in my region. i 


Probably choice a above is the better in view of present 
conditions. Choice b is certainly worth trial, and could be 
experimented with in one or two regions, and data collected. 


4. Nursing Rellef 

This is important, and requires nice judgment and execution. 
A two-nights-running air raid is a heavy test of*the usually 
busy, usually under-nursed general hospital. If`to the admis- 
sion of numbers of casualties be added minor bomb damage 
(windows blown in, no black-out, etc.) and „noisy excitement 
in the’ daytime precluding rest, then the strain on the night 
nurses is heavy. We tried.the experiment of exchanging units 
of nurses between the central city and the bombed town, thus 
providing a “quiet night.” This needs much arranging. and 
nice timing when ail hospitals are working full out with minimal 
staffs. Two experiences in practice are related, and are 

instructive: gẹ 
Twenty nurses were sent at 9 p.m. to the Weston. General 
- Hospital after the second night’s raid (obviously no one knew 
„f a third night’s raid would occur). These nurses were cour- 
teously received and were distributed among the wards ; during 


e the night the local nurses were each given 4 hours off duty 


and: ‘their work thus lightened. Had a raid occurred the 
augmented staff could easily have shared the work. (A similar 
exchange of house-surgeons' is desirable.) A similar party of 


- 20 nurses were sent to another hospital, where the matron had . 


‘already been advised to expect them. They were met on 
arrival, told they were not wanted, and sent back crestfallen 





- “In these cases the zealous resident must notify (see ‘ Red 
Book "’) three or four different consultant advisers and later divide 
the single patient- among three or four different hospital centres. 
In the interests of logic the E.M.S. should appoint a multiple- 


« 
‘ 


to Bristol. What a lack of imagination and tact!" The hospital 
in question did not- even notify this action to the A.R.P. 
organizer, with the result that next day a bus was sent to 
fetch back nurses who had been returned the night before! 

These contrary experiences merely confirm the need for good 
planning. oo i 
Summary 

The salient features of the above observations may be sum 
marized in the form of a’time-table, thus: 


Time Duties of Central Bureau Officer at ‘‘ University City ” 
Say 12 Incidents at Blankville - 
midnight t is ed that Blankville is 1 hour away by ordinary car! 
00.30 hours | ` Notification received at “ University City ” of Blankville’s blitz 


Immediate summoning of shock troops. aoe Peripheral Grour 
M.O.’s ‘unit. Co tion: “ Blankville surgeons 


enough or should a n be sent now?” 
Departure of Peripheral Group M.O. and shock troops, all fod 








warm, transport fixed, etc, $ 

03.00 hours mar special consultants and general teams to stand by for 

ours 
04 00 hours (Depending on communications available to receive 
to from Blankville.) Assess the degree of help which aay be 

05.30 hours necessary 

08.30 hours Dispatch ical relief teams quantum sufficit. Begin to plan fœ , 
their relief S.O.S. -B.—Information should be arriving 
constantly from the heral Group M.O. 

09.00 hours for evacuation of beds in Blankville S.O.S. 


[And so on, depending on the seriousness of the ar raid.] 
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PROPOSED NEW MEDICAL SCHOOL FOR 
LONDON 
FOUNDED ON L.C.C. SERVICES 


The establishment of an undergraduate medical school founded 
on the hospital services of the London County Council—which 
are by far the most comprehensive in the country and perhap> 
in the world—is proposed in a report which has been presented 
to the Council by its General Purposes Committee. The repor: , 
is in the form of a statement of evidence to be given by the 
Council to the Interdepartmental Committee on Medital Schools 
recently set up by the Minister of Health and the Secretary 
of State for Scotland under the chairmanship of Mr. W. M 
Goodenough. i 

The new school would be established at one of. the L.C.C.> | 
larger general hospitals and would utilize other hospitals and 
institutions as required. It is assumed that ‘it would become- 
an internal school of the University of London, which, in 
agreement with the Council, would provide the professional 
and teaching staffs. The arrangement would be similar- tc 
that obtaining at present between the British Postgraduate 
Medical School and the L.C.C. Alternatively, the Council itself 


“might be responsible for the general direction of the school 


as in the case of the school for teaching in psychiatry attached 
to Maudsley Hospital. It is claimed that the experience which the 
L.C.C. has gained during the last 7 years in the case of the British 
Postgraduate Medical School (in which it has satisfactorily met 
any necessary modifications in the administration of Hammer- 
smith Hospital) should be of great value in dealing with any new 
project on these lines. Any.-arrangement which the Counci 
would make: to extend medical education would be, open to 
women students equally with men. On the financial side the 
Council would expect to be treated by the Government no 
less favourably than the voluntary hospitals and present medical 
schools. ` 

The L.C.C.’s interest in medical education flows from tts 
position as the major health authority for London, from the 
fact that it is the ‘largest civilian employer of medical staff 
in the country, and from the facilities which its hospitals. 
numbering about 100, and its health services afford for a 
complete medical education. For some years past it has pro- 
vided for the clinical teaching of undergraduate medical stidents 
by the affiliation of its general hospitals with voluntary tegching 
hospitals for, teaching in obstetrics, fevers, ‘psychiatry, venereal 
diseases, and other subjects. Up to.the outbreak of war 11 of the 
medical schools were linked with 16 of the Council’s “ acute ” 
general hospitals, in which classes and demonstrations were 
held, conducted by the resident medical staff, the Council’s con- 
sulting staff, or members of the teaching staff of the students’ 
medical school. Instruction in obstetrics has already been given 
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at 10 of-the L.A.C. hospitils tọ students from 9 of the London 
medical schools. * Emergency courses of instruction in. fevers 
are given at the fever hospitals, and, although the arrangements 
are not -systematized, lecture-demonstrations to undergraduates 
are, given at most of the mental hospitals. ` Plans’ are in hand 
for the teaching of psychological medicine in the Council’s 
mental health services after the war. * , ° 
~ In so far as the Council’s resources are used to augment the 
teaching in voluntary teaching -hospitals (apart altogether from 
the proposal to set up. the new school) the report calls, for 
closer iùtegration, particularly from the point of view of con- 
unuity of teaching. - It is suggested that an advisory board be 


" APPROVED NAMES. FOR DRUGS - 
ki 2s att e eee Dae ed ei eR 


appointed for each combination of ‘linked hospitals to make- 


recommendations to the, hospital authorities concerned for the 
appointment of teaching staff, the personnel of the board to 
consist of representatives of voluntary teaching hospitals and 
of the L.C.C., with whom representatives of London University 
would be associated. Teaching appointments should be re- 
garded as including university chairs and readerships and the 
recognition of holders of whole-time posts as teachers of the 
university, while part-time consultants and specialists would 
be ‘available for work in either voluntary or municipal hospitals, 
or both. If it is decided that a student after qualification but 
before registration should be required to hold a house ‘appoint- 
ment, the Council, would consider a reasonable adjustment of 
its medical staffing arrangements to enable that to be done. 

; It. is, also considered that -the service which the L.C.C. 
performs in thé field of public health and social welfare should 


be brought more closely to the notice of medical’.students as ° 


a means of acquainting them with the wider aspects .of social 


and preventive medicine, and the Council is prepared to offer , 


facilities for organized instruction in the public health services 


and for the appointment of its staff `as lecturers. Finally the” 


report calls ‘for better co-ordination of the facilities for post- 
zraduate medical education in London, and the closer linkage of 
iny new centres of postgraduate instruction with the British Post- 
staduate Medical School as the nodal point. . ~ t 
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i . APPROVED NAMES FOR DRUGS | 
THE PHARMACOPOEIA COMMISSION’S POLICY , 


During the war the General Medical Council has published 
‘rom -time to time; on the recommendation of the British 
Pharmacopoeia Commission, lists of approved names for sub- 
tances produced by British manufac , iN some instances 
inder licence granted by the Comptrollér-General of Patents, 
Designs, and Trade Marks. The intention has been to recognize 
lon-proprietary names which could be used freely by manu- 
‘acturers,,and thus to avoid the difficulties to médical men ‘and 
sharmacists which result from a multiplicity of names for the 
ame substance. . When any. of the substances for which names 
tave been approved have been admitted to the Pharmacopoeia, 
he approved name has been made the official title, but the 
ecognition of’an approved name does not imply-that the sub- 
tance will necessarily’ be admitted to the Pharmacopoeia. 

The Pharmacopoeia Commission, has now formed an 
idvisory committee on nomenclature to assist it in the sélection 
£ approved names. ‘Suggestions for. suitable names will be 
nvited from the manufacturers interested in the production of 
. substance for which an approved name is required, and full 
onsideration will be given to the suggestions received. The 
-omunission ‘hopes that the approved names will be generally 
dopted, and would deprecate especially the introduction of 
cw names for substances for which approved names have been 
mblished. ` i 

~-Principles of Nomen 


The Commission has adopted ‘the following statement of 


rinciples as a guide in the selection of approved names: 

1. Names should, preferably, be free from. any anatomical, 
thysiological, pathological, or therapeutic suggestion. This 
pplies only to chemicals.” Such suggestion cannot always be 
xcluded tn the naming of biological products. z 

2. The accurate chemical name should be used if suitable ; 
rhen it is unsuitable an attempt should first be made to form 

namo by the combination of significant syllables from the 
cientific chemical name, and to include an indication of the 
otent element or constituent of a compound. 

3. Names should be, in: general, preferably of two, three, 
r at most four syllables. ae 


! 


` 


., Should be avoided. 


~Mr. DENNIS’ OWEN CLARK, 


: freed the boy, and turning on 
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4. Names should be distinctive in sound and spelling, and ` 
should not be liable to confusion with names already in use. 


5. Names which: are difficult to pronounce or to remember 


should be avoided. z Š 
‘6. The addition of a terminal capital letter or j 
7., Names used in the current United States Pharmacopoeia, 

or adopted for the next revision, should be used either as 

principal titles or.as synonyms. 

8. Names used in tbe British Pharmaceutical Codex or in 
„New and Non-Official Remedies should receive preferential 
consideration. ~ ! 

',9. The following terminations, which are now well recog- 

nized, should be used.so far as possible: 

` ine (Latir py for alkaloids and organic bases; 

-in (Latin - , for glycosides and neutral principles ; 

-ol, for alcohols >and phenols (-OH group); 

-al, for aldehydes; 

-one, for ketones and other substances containing the CO group. 


- itone or -itone, for drugs of the barbiturate group; 
-caine or -aine, for local anaesthetics. 


.Approved Names alreddy Published 


Certain names originally published as approved names have 
now been made official by the inclusion of monographs jin 
‘Addenda to thé British Pharmacopoeia, 1932. ` i 


Official Names : Third Addendum Other Names 
i Brometho!l : Avertin 
Carbachol Doryi 
Hexobarbitone ~ Evipan 
Todoxy1 Uroselectan-B 
taxol Cardiazol 
Mepacrine hydrochloride Atebrin 
Mepacrins methancsulphonate Atebrin musonate 
Nikethamide j Coramine 
ne, Prommal 
Soluble hexobarbitone Evpan sodium 
Fouadm 


Oficial! Names : Fourth Addendum . 
Pamaquin g 
Suramın À 


_ New official names were ‘given to certain substances included 
in the British Pharmacopoeia, 1932, and. the Addendum 1936. 
For: those names reference should be made to the relevant 


+ publications. 


’ : Approved Names - * Other Names 
Amethocaine hydrochloride 
Cyclobarbitone 
Dienoestrol ~ Dt-p-hydroxyphenyibexadiene 
Diodone Pera : 
Diphenan Batolan 
Dithranol Cignolin 
Ethisterone 


Ethinyltestosterone ; lutocyclin , 
3 lutogyl ; pregneninolone : 
progestoral ; proluton C 


Menaphthone Benin 
enap. -methyl-1 : 4-naphthoquinone 
Qdenadione U.S P. XII) 
Meprochol Esmodil 
\ Mesulphen Mitigal 
4 Pethidino hydrochloride Dolantin , 
= Phentodol Bilselectan 
Pholedrine ‘ Veritol 
Soluble phenytoin Epanntin; eptoing sodium di- 
y phenylhydantoinste ; solantoin : 
soluble dilantin 
Sulphacetamfic Albucid 





‘N 


AWARDS FOR GALLANTRY 


r F.R.C.S., medical officer, mobile 
unit, Weston-super-Mare, has been appointed an M.B.E., and 
tho G.M. and the B.E.M, have been awarded to Mr. HENRY 
Cox and Mr. WILLIAM JAMES TYE, members of a rescue party, 
respectively. The citation in the London Gazette reads: 


“ During an air'raid a house was demolished and five le 
were buried in the debris. Cox cut a hole in the floorboards ond 
reached a woman, whom he released. Ho then came to a boy who 
was buried, lying on his back. Cox removed some debris by hand, 

r his own- back was able to drag him 
out. Tye then went.into the tunnel to try, to release a girl whose 
legs were pinned between boxes which were taking the weight of 
some tons of debris. This could not be moved without the risk 
of kill two other trap: persons. Although the whole structure 
was liable to collapse, x and Tye worked in relays, and, with 
their bodies, shielded the child from falling masonry and rubble, 
receiving cuts on their heads in so doing. Periodically, Dr. Clark 
went in the small opening to administer morphine and finally to 
perform the delicate operation of amputating the girl’s leg, but 
this was found to be unnecessary, and after five hours she was 
released. Cox and Tye showed great cotrage and devotion to duty 
and the calmness and efficient demeanour of Dr. Clark mspireg con- 
fidence in the victims and rescuers.” , ° 
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INFLUENZA EPIDEMICS: SOME CONUNDRUMS 


In the Section of Pathology of the Royal Society of 
_ Medicine, on October’ 6, Dr. C. H. ANDREWES, F.R.S., 
delivered his presidential address, which he had entitled 
“Thoughts on the Origins of Influenza Epidemics,” and 
propounded certain conundrums, with the broad lines on 
which the search for a solution might be made.’ 


Of the periodical outbreaks of influenza the major ones were 
apparently due chiefly to influenza A, the virus isolated in 1933 
and previously called “ epidemic influenza virus ” ; others might 
be due wholly or partly to influenza B,-the virus isolated 
independently by Francis and Magill in America in 1940, 
resembling the virus recovered earlier in being pathogenic for 
ferrets and mice but immunologically quite distinct. But along 
with the lesser influenza A outbreaks there occurred many 
cases of clinical influenza (called in America “influenza Y ”) 
which yielded no laboratory evidence that either of these 
viruses was concerned. ‘A second conundrum was that 
influenza A viruses varied from one outbreak to another alike 
in rapidity of spread in the human population, in the ease. 
with which they were established in ferrets, and in the ease 
with which the ferret-adapted strains could be got to infect 
mice. On the whole, the strains most infective and virulent, 
for man had been those. which most readily infected laboratory 
animals, but this relationship was by no means certain. Yet 
another problem was the whereabouts of influenza‘ virus, 
between epidemics. Influenza was only prevalent in Britain 


every other year, and when it came it was almost confined _ - 


to the months January to March. The virus seemed to dis- 
appear for about 21 months out of ‘24, and this two-yearly 
rhythm roughly coincided with what was occurring on the” 
European Continent and in North America. Swine . influenza” 
' showed a somewhat similar regularity. It broke out in herds 
of pigs on the Middle West every winter and, the virus dis-. 
appeared every summer. Shope suggested that the virus had 
been seeded into the herd well ahead of the epidemic, but 
produced no disease until some trigger, such as change of 
weather or exposure to wet, fired off the epidemic. Did 
influenza virus persist in a masked or occull form, not neces- 
sarily, as in the case of the pig, in a worm in the lung? 
Again, there was the puzzling circumstance that some relation- 
ship was shown to exist between the immunity of an individual - 
and the level of neutralizing antibodies in his serum, and 
yet potent antibodies ‘diminished only to a limited extent his 
lability tœ infection. i 


‘The Search.for a Solution ` 


\ Dr. Andrewes then passed’on to consider the broad lines 
along which he felt that a'`search for an answer to these various 
conundrums might be profitable. He discussed the supposed 
evolution of a virus on the presumption that the occurrence of 
influenza in an individual or community depended to some 
extent—not solely—on the grade of influenza virus ; no doubt 
the specific and non-specific resistance of the individual or 
community, the weather, and social conditions also played 
their part. Nor did he suggest that influenza viruses of’ one 
‘outbreak would all belong to one grade; rather would the 
mean of the virulence grade of prevalent viruses vary from 
time to time. Two facts, when placed in juxtaposition, made 
him pause. This country was remarkably free from influenza 
for some years before 1890, but after the epidemic prevalence 
of the early ’nineties influenza had never fallen to anywhere 
near the 1890 level. Evidently an-abnormal influenza epoch 
set in. The other fact, was that in 1934, 1936, 1938, 1940,. 
and 1942 influenza A, so far as could be judged from laboratory 
tests, was practically non-existent in England and Wales, and 
yet, as compared with: the pre-1890 era, these had been years 
of relatively high prevalence of clinical influenza. Apparently | 
waves of influenza A had been superimposed on an increased 
prewilence of something ‘which was not influenza A. He was 


z 


EPIDEMICS ‘aie j 
attracted by the hypothesis that the influenza’ virus had been 
regularly taking a heavier toll of human livés since 1890 than 
during the forty years before that, but that only in certain 
years had circumstances allowed it to attain that grade at 
which it became recognizable as influenza A. aac 

Believing that the conception of a basic influenza virus 
suggested new" lines of experimental attack, he went on to 
picture » humap community in winter-time. A certain number 
of people might be carrying avirulent basic influenza virus, 
which spread by seasonal coughs and colds, and increased 
its grade of virulence by passage through a series of unduly 
susceptible persons until it caused symptoms. Three recent 
descriptions recorded influenza outbreaks in communities fol- 
lowing upon epidemics of febrile catarrhs a few weeks earlier 
which had yielded no: virus; the catarrhs might have, played 
a part in the genesis of the influenza outbreaks. But’a catarrhal 
outbreak must not be expected to precede One of influenza in 
every locality. A moderate view would picture epidemics of 
influenza as arising not from a single source or from latent 
infections of ubiquitous distribution, but from a limited number 
of scattered foci. When virulence had, been speeded up locally, 
further spread by droplet infection could occur in the orthodox 
way. In such circumstances an increase in grade of virulence 
and spread through the community would take place or slow 
down according to the'strength of various factors, including 
probably the average antibody level. Passage through very 
susceptible persons would heighten the grade of virus, and 
passage through the relatively immune would induce a fall. 
This idea of a gradation in properties of influenza viruses from 
basic virus to pandemic virus afforded a feasible explanation 
of the conundrums. * 


Possible Prevention or Control of Epidemics ‘ 


Could such a picture assist in the prevention or control of 
influenza epidemics? The sequence of events leading to an 
epidemic was complex and might be interrupted at several 
different points. It might be attacked at its beginnings when 
virus of low grade was finding opportunity to spread widely. 
Improvement of aerial hygiene by, better ventilation and other 
meastres,' if it decreased other respiratory infections, might 
make it difficult for influenza virus to get up its evolutionary 
momentum. Present methods of vaccination had only a limited 
value in protecting individuals, but influenza might quickly 
peter out if introduced into a closed community most or all 
of whose members had been recently vaccinated and whose 
antibody level was accordingly high ; this was specially likely 
if the virus had not already attained toovhigh a grade. Burnet 


‘in 1937 suggested that intranasal instillation of living attenuated 


virus might- prove an effective immunizing procedure. The 
idea had theoretical advantages, but it was not yet known how 
to attain at will a safe and effective attenuated virus. It was 
rather like the lighting of small controllable fires in advance 
of a dangerous spreading conflagration, only to be done in 
the ‘face of grave menace and if one was sure that the fire 
one had lighted would not get out of hand. Another suggested 
method of control for which good results had been claimed 
was local passive immunization of the respiratory mucosa by 
inhalation af atomized antiserum. 

Should pandemic influenza recur Dr. Andrewes believed it 
would be found to be primarily a virus disease, and that the 
virus would be rather different from the influenza’ A virus 
of these times, though not unrelated to it. At the moment 
it seemed wise to learn all we could about the influenza which 
was with us, hoping to be better prepared to deal with the 
arrival of its fearsome relation. ` Before the 1918 pandemic 
there were a number of signs and portents in the form of 
abnormal prevalences of respiratory infections. He did not 


_ know that anyone ‘had detected any grave epidemiological 


omens recently, but"he would be arash man who indulged in 
prophecies, hopeful or gloomy.- ' 


\ 

At the meeting of the Tuberculosis Society of Scotland held 
in Glasgow on Oct. 23, with Dr. C. Cameron (president) in 
the thair, : Honorary Membership was conferred upon Sir 
StClair Thomson. who afterwards gave a Jecture on “ Tuber- 
culosis of the Larynx: Diagnosis and Prognostic Value,’ 
illustrated with a lantern demonstration. 
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Air Disinfection 

Sir,— With reference to your annotation entitled “A New 
Method of Air Disinfection” (Oct. 10, p. 431) ‘may I be 
permitted to‘add a few remarks. We are of opinion in these 
laboratories that fundamentally chemicals exert their lethal 
action on bacteria by the same mechanism, whether ,the field 
of activity is in the test-tube or in the air. In estimating 
‘values, however, phenol coefficient and water solubility are 
pre-eminent in the” former ‘field, while vapour pressure and 
“diffusion coefficient are additional factors of importance in 
the latter. When a bactericide is being tested in the air, rate 








Tuberculosis and Milk 


Siz,—It is good to see Dr. C. O. Hawthorne again taking the 
field for pasteutized milk (Oct. 24, p. 494). Made’ withe his 


. usual graciousness his plea may carry conviction to hugdreds ^ 


of your readers and urge them to fresh efforts among their 
patients. Let them be wary, bowever, of a rebuff awaiting 
them. They may be told, and truly, that this summer 
pasteurized milk soured as quickly as the raw product. It was 
my own depressing experience to see a bottle of raw milk 
being taken to my grandchildren as their.(pasteurized) supply 
“is so bad”! Taken up with the company responsible the’ 
fact emerged that the call-up of skilled workers meant in- 


` efficient processing of the milk and sterilization of the bottles. 
. It was therefore of special interest to see in the Report on 


and duration óf action are noted. The two are incompatible ; 


in our experience, which, as `a matter of fact, fits in with 
theory. 


A germicide with a high vapour pressure has a rapid but evanescent 
action, while one with a low vapour pressure is relatively sluggish, 
‘albeit durable in its action, the test-tube phenol coefficient often 
coming but little into the picture. Glycols are examples of the former 
type of substance and hexyl resorcinol of the latter, resorcinol being 
an intermediate type. We found (J. Hyg., Camb., 1940, 40, 320) pro- 
pylene glycol to be about as potent in the air as was carbolic acid, 
hexyl resorcinol being some 200 times as potent. Robertson found 
that 1 g. of the glycol in 50,000,000 ml. of air had under optimum 


‘conditions an effect (not pronounced), while we have observed a‘ 


definite effect of hexyl resorcinol in a concentration of mist of ‘1 8. in 
100,000,000,000 ml., and, of resorcinol in ten times this concentration. 


These phenols are ‘thus, definitely “ scmewhat more effective.” than ~° 


glycols, and the contrast between their behaviour in air pna in water 
1$ apparently again “ extreme ’—a not “ unfamiliar * ation 
by other workers besides ourselves. At Portslade it is fa felt that 

“no light has yet been obtained’on its mechanism,” and it may 
be pointed out that some of the phenols, as used by us, are odour- 
less, non-irritating, and so far as test animals are concerned non- 
toxic. 

It has to be confessed that we have really no knowledge as to the 
minimum effects sufficing to control cross-infection of respiratory 
diseases. It is possible that long before an inability to grow on 
agar plates is evident the bacteria in question have been so damaged 
that they are unable to cause infection: ‘The arbitrary standard we 
set ourselves of a 90 ta 95% kill within 10 minutes may be valueless 
or, on the other hand, unnecessarily severe. It is for this reason 
‘that the relative merits of different bactericides cannot be assesstd 
until they are subjected to field tests, bearing in mind that they 
must have, or course, a low host- —parasité toxicity ratio and other 
essential characteristics. 

As regards mechanism of action—i.e., whether acting in mist or 
in vapour form—the probable answer 13 that bactericides may be 
lethal in either form. Few who have ‘studied the subject would 
doubt . is. ' But the size and number of germicide units in.the air 
govern We collision frequency with the bacterium, so that it should 
theoretically have contacted 25,000 times the amount of germicide 
molecularly dispersed than when dispersed as a stable mist con- 
sisting of 1 » particles. Hence we see why bactericides of high yapour 
pressure kill quickly, -whether originally dispersed as mists or 
vapours. A quick kill of necessity calls for the employment of a 
larger amount of germicide than does a slower kill, and the question 
arises ag to how far durability is to be sacrificed for rapidity of 
action. For example, „1,000 mg. of resorcinol painted on the floor 
of a chamber of 1 m.’ capacity will sterilize the atmosphere of the 
test organism in half an hour, and even when there is free access 
of the air to the outside will continue to do so for weeks. ‚On the 

‘other hand, 1 mg. if mechanically atomized or heat volatilized 
will sterilize in 15 minutes, ‘but will have lost.practically all its 
activity within halé an hour. The surface area of evaporation, is 
very large in the latter case, but the reservoir of supply .is small. 

_ If the paint be used in conjunction with, the mist, the rate and 
durability of kill are influenced in the direction dictated by theory. 

Finally, to consider solely resorcinol and propylene glycol: the 
choice lies between ‘the use of 1 part of the former 'to kill in 15 
minutes and 100 parts of the latter to kill in 5 minutes. Both 
procedures, including several others, are, in our opinion, ‘* promis- 
ing,” but in these laboratories the glycols ‘were discarded as 
germicide bases in,favoyr of the phenols 4 years ago} and subse- 
quent studies have strengthened our: view of the apparent general 
superiority of the phenols. 7 


H -am, etc., 


” Portslade Research Laboratories C. C. Twort. 


i 


Tuberculosis in Wartime, the recommendation that “ specially 
skilled workers in pasteurization.depots should be placed on 
the list of reserved occupations.” Man-power is being saved 
by the new regulations concerning the delivery of milk. Should 
not equal attention be given to those who handle the milk 
before it reaches the retail distributors? 
. If confidence ın pasteurization is once lost it will be regained 
with great difficulty. Dr. Hawthorne’s medical missionaries 
should at least feel they “have their quarrel just” and that 
Government support is behind them. If the wartime situation 
does not allow an adequate supply of skilled workers for 
“ processing,” should we not ask for a stronger pronouncement 
from the Government concerning the necessity for home 
boiling?—I am, etc., 
Moor Park. 


: ESTHER CARLING 


: - Hepatitis 

Sm—I have read with interest Dr. Philip Evans’s report 
(Oct. 17, p. 446) of an epidemic of hepatitis. The condition 
of‘ infectious jaundice is probably more prevalent in London 
than is realized but remains unrecognized, while more frequent 
reports come from country districts because the cases are not 
ane between many doctors. 

ae called early in September of this year to see a girl 

aged 3 who was working as an assistant in a day nursery 
in the North of London. She had a temperature of 101° F.’ 
and signs of mild sore throat. For four days she was running 
a temperature between 100° and 101° F., with no other 
symptoms except, nausea and occasional sickness, when she 
took veganin tablets. , On the fourth ‘day I found a slightly 
enlarged firm spleen; the next day she developed jaundice 
with biliuria’ and clay-coloured stools, which were, however, 


“not quite free from bilirubin. Two days later the stool turned 


normal again; biliuria disappeared, but the urine was still « 
rich in urobilin for the following week ; jaundice of the skin 
grew a little more intense. The temperature dropped to about 
99° F. when the jaundice appeared. The liver was considerably 
enlarged for a couple of weeks, but was never tender to`touch. 
-The agglutination itest made 10 days after was negative for 
typhoid and paratyphoid fevers and for the salmonella group 

When I ‘questioned: the girl, who, was quite intelligent, 
J learnt that a number of the children at the nursery had 
diarrhoea and in some of them she noticed pale stools, just 
as she‘had had. One child had developed jaundice. * On further 
inquiry I was able to trace 3 more cases of jaundice from 
the nursery, which had been seen at the same period by a 
doctor. Probably more cases had no medical attendance at 
all. Another assistant at the day aursery, 18 years old, had 
‘to go to a hospital with pneumonia late in September. There 
she developed jaundice about a month after I had seen the 
other girl, this being quite a usual incubation period of this 
disease. She had pale yellow stools; later she developed 
granulocytopenia.. The hospital doctor explained the jaundice 
as a toxic reaction to sulphapyridine treatment of the pneumonia. 
I am inclined to think the jaundice was an ‘infectious hepatitis 
just coinciding with the pneumonia, and that severe leucopenic 
reaction was caused by the failure of the liver to “ detoxicate ” 
the drug. Though infectious jaundice generally takes a mild 
course it appears highly desirable that these cases should be 
made notifiable in view of the long convalescence, especially 
in adults. This outbreak was quite unknown to the medical 
Officer attending the nursery—I am, etc., 


London, W 9 > F. MULIER. 
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Purpuric Type of Cerebrospinal Fever 

Sir,—Dr. E. H. M. Milligan’s letter (Oct. 3, p. 405) has called 
fny ettention to the earlier reference which he notes (Dr. I. S. 
® Fox, Aug. 22, p. 218). Commenting on the case of fulminating 
purpura which he had described, Dr. Fox adds: “ The illness 
is so fulminating and death occurs so early that complete in- 
vestigation is generally not possible.” 
to deal with these tragic cases will readily endorse this. — 

There is one simple measure that I have never seen recorded 
which is worth doing because it may enable’the diagnosis of 
“massive bacteriaemia with meningococci to be made at once. 
' During one of the most severe epidemics of cerebrospinal fever 
with which I had to deal and which occurred in Kunming, 
China, during the winter and spring of 1936-7, a child of 3 
was brought to the hospital with an 8-hour history of severe 
fever. There was a moderately extensive purpuric rash, and 
a, diagnosis of cerebrospinal fever of the purpuric type was 
confidently made. For some reason, in addition to a lumbar 
puncture, a blood film was taken and stained by the 
Romanowsky method. To our astonishment the film showed 
masses of meningococci. They were to be seen in every field 
clumped together in groups of 6 or 8 to some dozens. A 
number of other films were taken and all showed the same 
thing. During the course of the epidemic, although blood films 
were taken in cases without any purpuric rash, we were not 
fortunate in obtaining . a similar: positive result. Later, two 
further purpuric cases were seen, and ‘in both of them 
Meningococci were present in considerable numbers, though not 
as many as in the first case and they had to be searched for. 
All of these cases were fatal within 36 hours, and all were in 
young children. 

At that time the sulphonamide drugs were only becoming 
known, and in the years 1938 and 1939, when Kunming was 
grossly overcrowded, scarlet fever and typhoid were ths chief 
epidemics. Cerebrospinal meningitis was only met with 
sporadically, so that there was no opportunity to try the éffect 
of massive doses of sulphapyridine a left Kunming in July, 
1939). I would suggest, therefore, that in any cases where there 
is a purpuric rash with high fever, and especially during an 
epidemic of cerebrospinal meningitis, blood films should. be 
taken at once, stained by the Romanowsky or similar method, 
and examined for meningococci. In this kind of case every 
minute is valuable, and the sooner vigorous sulphapyridine 
treatment is instituted the greater the possibility of saving these 
desperately 111 patients.—I am, etc., i 

ALEXANDER J. WATSON, M.D., ‘D.P.H. 

Mildmay Mission Hospital, E 2, 


Child Health : 

Si,—Prof. Charles McNeil’s review of 60 years’ child health 
in Holland, Scotland,’ and England (April 4, p. 429), coupled 
with your leading article, prompts me to the expression of 
views that have long struggled for opportunity of outlet. . 

That “lack of knowledge on the part of doctors and nurses 
responsible for the welfare of infants before and after birth” 
is a root cause of our failure in this potentially fruitful field 
of medicine is undeniably true~ Nor can one have anything 
but approval for Prof. McNeil’s suggestions for the reorganiza- 
tion and emphasis on child health and welfare in our medical 
curricula. I would go further and add the following recom- 
mendations, 

First, that the B.M.A., Ministry of Health, or some other 


responsible body with the necessary powers and facilities should: 


appoint a medical committee to collect, collate, and co-ordinate 
the vast amount of knowledge we already possess on the subject 
of child health. On:the basis of their recommendations the 
necessary changes required in medical education of medica) 
students, nurses, health visitors, and child welfare workers could 
be carried out, and, in addition, some standardization of 
teaching and method could be adopted to counteract the present 
welter of confusion and contradiction between the advice meted 
out to the bewildered mother by her family doctor, health 
visitor, and clinic adviser. Secondly, that the co-operation of 
the Board of ‘Education be invited and the advisability of 
including biology, elementary. physiology, and hygiene in the 
teaching in all schools be urged. After all, if is ignorance 
in parents and grandparents that we ultimately wish to eradicate 


Those who have had ` 


v 

in.addition to our own limitations as a profession. Only too 
ofte are our effort and advice frustrated by “ grandma who 
had eleven children” (two of.whom died in infancy). 


Thirdly, it seem probable (indeed hopeful) that some form 


of: State medicine, will bé evolved’ after’the war. Surely the 
welfare of the child (and incidentally of the general practitioner) 
will best be served by bringing the better trained and educated 
G.P. info the public health or State-aided service as the child 
welfare clinic doctor. Even now the G.P. is no more ignorant 
of child health and infant welfare than the average assistant 
medical officer of health when he first takes over a, baby clinic 
Indeed, he is often much more capable of giving good practical 


advice, and if Prof. McNeil’s proposals are adopted he will ` 


be even more:so. The practitioner is thus being brought back 
in his rightful place as the family physician and first link in 
the chain of medical supervision. The child is getting that 


' continuity. of treatment and observation that is needed for the 


best results, and the very real conflict between clinic and doctor 
is avoided. The doctor would have the facilities of the public 
health service at his command, health visitors, and laboratory 
aids, and the service of a consultant paediatrician could also 
be incorporated. Furthermore, each G.P. could see infants 
of all his own patients without extra cost to the family, and 
large overcrowded child welfare clinics with their attendant 
dangers would be avoided. 

‘I am convinced that our present stat of child welfare 
clinics run’ by the local health authorities is not producing 
satisfactory results. J myself (im peacetime) frequently had baby 
clinics of 60, 70, and 80, numbers being only the least of their 
disadvantages. There is a tendency inherent in all such clinics 
either to give away or to sell at reduced prices various artificia} 
baby foods, which is, in my opinion, reducing the amount of 
breast-feeding instead of increasing it. A high proportion of 
breast-feeding can only be achieved by close observation and 
help from a well-trusted adviser in the last month of pregnancy 
and the first month of infancy. This the clinic doctor in the 
present system does not and cannot give. But small clinics 
run by family practitioners who have had adequate training 
would do much to reduce child mortality and morbidity and 
lay the foundations of a healthier and, I hope, happier people 
Finally, such a system -would tend to offset the increasing 
absorption of members of the profession'in purely or largely 
administrative work.—I am, etc., 


y Eric TOWNSEND, 


Egypt Capt. RA MC. 


+ 


Loneliness in Infancy 


Sm, —I was delighted to read Dr. D. W. Winnicott’s letter 
(Oct. 17, p. 465) on loneliness in infancy, It is a matter that 
has. beén exercising my mind greatly during the past year 
or two, during which the exigencies,of war have removed me 
from my psychotherapeutic (analytical) practice and have 
required me to live in a hotel in a “reception area.” 

My work as an analyst had convinced me of the ey- mous 
significance of emotional distress in very early infancy—¥“stress 
usually the result of being alone and helpless and ‘without 
reassurance in times of discomfort or wakefulness in a still 
alien world. This kind of experience I had uncovered in mal- 
adjusted adults and seen as the source of a fundamental sense 


of insecurity, of the feeling of “the world against me,” and- 


of the fear of feeling and impulse, which so often characterize 
the neurotic personality. At the hotel I saw again and again 
these foundations being laid, not as the result of a physical 
separation.of mother and infant, but by young mothers them- 
selves (wives of officers), bursting with anxious enthusiasm not 
o “spoil” their babies, and convinced that the one way to 
avoid such “spoiling” was to leave them aloné and untended 
from one feed to the next, no matter how desperately they 
might cry, and to cut down all physical and social contact and 
play to a minimum. 

I maintain that “lethal” is not too strong a word to apply 
to such treatment, and lethal it has probably literally been 
in those not so rare cases of the baby found dead in its cot 
or pram, having, one surmises, cried itself sick and choked on 
its own vomit. But to keep to the psychological point, of 
view, damage must result from such unnatural treatment. These 
infants (1) are left to deal alone and without reassurance with 
mounting rage and fear, which become beyond their power 
to control; (2) suffer too much deprivation and restriction 
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of normal’ impulses ; (3) 2 are allowed no scope for the develop- 
ment of thé first’ personal relationship with the mother. for. 
which, as the late Dr. Ian Suttie has shown (Origins of Love 


and Hate, 1935), there is an inherent instinct in the infant and | 


which lays the foundation of all future personal relationships. 
“The consequences of the first and second injuries (too gréat a 
demand and too much deprivation) are ‘the ‘development of 
(a) fear of feeling, inhibiting later emotional groWth, and 
(b) excessive cravings or (if over-repression has“had to be 
invoked to escape the intolerable situation) inhibition of normal 
impulses ‘and a turning inwards instead of outwards for sources 
of satisfaction, The baby with finger or thumb in its mouth 
and the other hand fingering the hair or an ear is a charac- 
teristic result, and to my mind already reveals in thèse gestures 
the signs of future neurosis or maladjustment. The result 
of, the third injury is a failure to lay-sound foundations for 
future personal relationships, and the production of either a 
‘mother-fixed ‘(excessive craving again) or an'‘isolated personality 
incapable of deep outgoing affection. 
! What perplexes me is the anxiety of these young mothets, 
and thé almost sadistic infliction of their maternity-nurse-. 
derived principles on their defenceless babies. Is it that they 
themselves are „the product of similar infant care and, ,as a 
result, lack the passionate impulses of love and- compassion 
towards their babies which seem natural to the older ‘genera- 
tion of mothers? ‘Victorian mothers cuddled their babies and 
demanded correct behaviour from their older children. Modern 
‘mothers -are anxiously cold and remote in the handling of 
their babies and Jet their older children run amuck; Which 
method produces the better adult? Is there a connexion 
between werld-wide war and the newer methods of baby 
‘culture?—I am, etc, Re 
Wem Yg ’ 


Ps aif Breastfeeding ‘ k 
~ SR, —Dr. J. Gordon Mathias (Oct. 17, p. 465) says: “If 
‘Nature intended women to feed their young successfully, then 
they should adopt a more reasonable attitude and,go on all 
‘fours 2; .and hẹ asks: “Could there be a more awkward 
position for the suckling babe than the-arm of its mother 
‘to sit on and a large breast to hold on to?” Hospital practice 
ıs to insist on the mother sitting up to suckle her child, and 
handbooks for mothers also recommend this as the method 
‘of choice. It is left for the mother to find out- for herself 
sooner or Jater that it is much easier and more comfortable 
to lie at full length, with the infant lying beside her. Apart 
from the gain in comfort and convenience, this position also 
ensures regular Test periods, of which the nursing mother is 
much in need. ' Greater emphasis to mothers and to their 
relations on this’ need for rest might help to tide women over 
the special danger period for lactation—the few days after 
they get about again. The food` and vitamin supply: and the 
hygienic conditions of lactating women require as much con- 
sideration as those of pregnant women both from their doctors 
and from the general public. Prof. Charles McNeil, in his 
„excellent alphabet of breast-feeding (Sept. 5, p. 271), claims 
‘ the economy-of the national milk supply as a special reason 
for encouraging breast-feeding. He forgets that at least 
2 pints of cow’s milk, or their equivalent in ‘calcium, protein, 
etc, are probably required by the woman for' each pint of 
milk secreted, as is recognized to some'extent by the Ministry 
‘of Food in allowing 2 pints of milk -daily for infants under 
l year and extra supplies of eggs also. Recent work indicates 
a raised requirement of vitamin B during lactation, which 
‘should be remembered as well as the commonly stressed. need 
for vitamins A, D,-and C.- 
Dr: Mathias appears to resent the possibility that mobin 
and babies may enjoy the process `of suckling. Surely the 
fact that it is enjoyable should be emphasized, and the new- 
‘made mother should not'be left unaware that to suckle her 
' „baby i is, as ‘Dr. Violet Russell says (Sept. 26, p. 377), “a pleasure 
Sand not an irksome duty.” 
' I should like to. ar hasze Prof. McNeil’s teaching that 
scanty. lactation should be treated by shorter intervals between 
-feeds.. Too many mothers, nurses, and doctors regard the 
4-hourly interval as sacred.: Dr. Violet- Russell urges the 
relaxation of the rules‘of regular feeding ‘during* the establish- 
' ment of- lactation, and: the sime relaxation is necessary if the 


LAURA Hurton. 


milk supply ‘falls off. A baby can be put on to 3-hourly or’ 
even 2-hourly feeds for a few days, and will return without 
any difficulty to 4-hourly feeds ds the milk supply rises. J, 
have known babies: weaned, on medical advice, at the age of 
2 or 3 weeks on the ground of “lack of milk,” when guckling 
had been carried out only at 4-hourly intervals and on only 
one breast at each feed. Very few women could lactate with 
this inadequate stimulus. T certainly could not myself, though 
I have successfully suckled 5 babies up to the age of 10 or 
12 months. The failure of mothers to breast-feed their babies 
is often associ ined with the doctor’s advice to wean the baby. 
It is to be hoped that Prof. McNeil’s alphabet of breast-feeding 
will help many doctors to give other advice.—I am, etc., 


Doctor’s WIFE 


Treatment of Malaria 
Sir,—I was glad to see that'Prof. Warrington Yorke (Aug. 8, 
p. 167) disagreed with Sjr Rickard Christophers’s sweeping 
assertions regarding intramuscular injections of quinine at the 
meeting of the Royal Society of Tropical Medicine on July 23. 
At the African Hospital here, with over 300 beds and an 
average out-patient attendance of-260, between 30 and 50-intra- 
muscular injections of quinine are given daily and we have 
not seen the terrifying results he mentions, The quinine solu- 
tion is prepared locally. -We have found that it shortens the 
course of the malarial attack and is a great saving in quinine 
—6 gr. daily as opposed to 30 gr. in an adult. We always 
- give an injection of atebrin to blackwater fever cases.on admis- 
‘sion and to patients with malaria who have previously had 
blackwater fever, and we have never had cause to regret it 
'—I am, etc., 
J 


R. N. HALL, 
Nigeria. Medical Officer i/c City Hospital, Kano 


Dressing for Thiersch Grafts 


Sm,—The following method of dressing Thiersch grafts may 
be of interest, Over the grafted area a piece of sponge rubber 
3/4 in. thick is applied directly and fixed in position by means 

- of parallel 1 /2-in. strips of elastoplast spaced at intervals of 
about an inch so that light even pressure is secured. The 
sponge rubber is previously cut into a square or rectangle 
, allowing about 1/2 in. -overlap, and the corners and sharp 
edges are trimmed off with scissors. It is sterilized by boiling 
and the excess water squeezed out. No other dressing is 
applied and the part. is left exposed to the air, if necessary 
under a cradle to prevent contact with bedclothes. The dressing 
is not interfered with’ for about 10 to 14 days unless there is 
a foul smell or excessive discharge around the edges. On 
removal complete healing is' the rule. Even when mild sepsis 
occurred; which is difficult to prevent in a small proportion 
of cases when working under semi-tropical conditions, the 
grafts “ took ” well and often completely. While ne originality 
is claimed for the details of this method, I have found it give 
far more satisfactory results than any of the other methods 
which were tried. The sponge rubber was obtained in sheets 
from the Dunlop Rubber Company, Bombay.—I am, etc., 

F. V. STONHAM, 
Major, I M.S 
Scabies 

Sir,— What is a “standard treatment”? Dr. G. H. Percival,! 
in his interesting article on the cure of scabies, criticizes my 
colleagues ahd myself for calling a course of three applications 
of sulphur ointment the “standard treatment”; he states that 

- the standard treatment is one of six inunctions, and as his 
authority cites the publication by Walker and Percival.* We 
based our expression “ standard treatment ” on the advice given 
in the circulars õn scabies officially published by the Ministry _ 
of Health and on the directions given in many reliable text- 
books of‘ dermatology. I am sure that all’ those: concerned 
with the treatment of scabies would pay full attention to the 
carefully considered suggestions of writers of the calibre, of 
Walker and Percival, but for Dr. Percival to state that a treat- 
ment becomes a standard one because he has published an 
article containing the suggestion is an assumption to which few 
others would aspire. Incidentally it has repeatedly been shown 
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‘that with proper supervision even untrained personnel will 
cure very nearly 100% of cases of scabies with three inunctions 
of sulphur ointment, and even one application has been found 
by the health department of one of our larger cities to cure 
90% of cases. To give six inunctions is a gross waste of 
medicaments and’ of man-power. 

e advisability or not of disinfesting clothing, etc., is a 
question which is apt to become somewhat confused. I think 
that my. experiments have shown that infection from: inanimate 
objects, while occasionally possible, is unlikely to be one of 
the commoner ways of contracting ‘ scabies.’ , ‘This does not 
directly affect the issue concerning disinfesting the belongings 
of patients known to be suffering from scabies. After adequate 
treatment with benzyl benzoate emulsion I have shown that the 
body ig covered for at least twelve hours with an acaricidal 
film which will serve as an efficient disinfestor. If clothing 
and blankets do not often infect the normal body they are 
even less likely to reinfect a properly treated patient, and a 
painting with, benzyl benzoate might be used prophylactically 
by anyone who is compelled to share a bed with a case of 
scabies. If Gordon and Seaton‘ had put a little benzyl benzoate 
on their rats’ tails befofe applying the infested cloths they 
would have obtained a different result. ` 

Dr. Percival alleges that in 1941 I advocated the omission 
of’ disinfestation but had more recently modified my views. 
Actually in 1941 I suggested that disinfestation might possibly 
be dispensed with but that further work was needed to clarify 
the issue. That work has now been done by a multitude of 
progressive medical officers of health.and-others. In a number 
of areas where the standards of diagnosis and treatment are 
high, disinfestation has been dispensed with without any 
deterioration in the results. Practical experience has shown 
that any possible increase in relapse rate (if this exists it is 
certainly undei 1%) is fully offset by the great economy. In 
areas where contrary results have been obtained the fault has 
usually been attributable to bad diagnosis, as conditions other 
than scabies have been given incorrect treatment, with an 
unsatisfactory so-called relapse rate for “ scabies.” 

Dr. Percival suggests that no technique is likely to be 
successful in 100% of cases This implies that sarcoptes is 
more difficult to kill in some patients'than in others. With 
this view I completely disagree. I have found nothing to 
suggest that these parasites behave differently in different 
patients, and two, or at most three, applications of either 
sulphur ointment o1 benzyl benzoate, if properly used, will 
kill every parasite in every case of scabies. Even one applica- 
tion of benzyl benzoate emulsion will -kill over 99% of the 
parasites. The lesions produced by scratching and secondary, 
infection will, however, show considerable variation in their 
reaction to treatment, and their persistence often gives rise'to 
the erroneous view that the scabies is still uncured. Incidentally, 
even if I found no live parasites after treatment I should not 
be entirely Satisfied with a new method if I could only observe 
the patients for a fortnight. As with other parasites there is 
a great “ wastage” with sarcoptes, and a month or six weeks 
may elapse before the mite population regenerates sufficiently 
to be easily’ recognizable.—I am, etc., 

Sorby Research Insntute, Sheffield 


‘ Prevention of Scabies 


Sır, —The fact that the scabies epidemic continues almost 
unchecked in -spite of weekly articles in the B.M.J. shows that 
there ‘is something lacking in our approach. We still think 
of disease in terms of cure rather than prevention, and when 
we do considér prevention it is along the stereotyped line of 
catching cases early and inspecting all contacts. Our preven- 
tion does not begin until a family has actually got scabies ; 
but .to be effective we must start before that. 

Scabies is very much commoner among the poor than the 
rich. If we could find out what gives the latter their relative 
immunity we should have gone*a long way towards stamping 
out the disease. I was taught that scabies is not caught, by 
shaking hands with people but by sleeping with them, the 
implication being that it is aetiologically akin to the venereal 
diseases. What my teachers failed to realize is that double 


KENNETH MELLANBY. 


beds are the rule in working-class: homes, so that if one of. 


3 Mellanby, K. (1941). British Medical Journal, 2, 405 
© i Gordon and Seaton (1941). Ann. trop, Med. Parasit., 35, 2. 
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. he “Jay with Cassio lately.” 


the boys gets scabies his brother is sure to get it too. Many 
women dislike sleeping alone, and when their husbands are 
fire-watching they go to a friend’s house, sleep with the. wife, 
and put their children into bed with her children. Richer 
people do not do that; if they joined forces with another 
family they would all sleep in separate beds, and if these 
were not available they would consider their house full and 
not take in visitors. 

Customs’ vary, and it would hardly be considered proper 
for the adjutant of a battalion to sleep with. the second in 
command, but that would not have been at all strange in 
Elizabethan times, and Iago quite casually told Othello that 
Nor is it af all unusual to-day 
for -working-men to’share a bed. Recently I saw two-civilians, 


Strangers to each other, compulsorily billeted in Norwich and 


sharing a bed, both of whom had scabies, caught, as each 
supposed, from the other. The wealthier classes make a habit 
of taking off all their underclothes when they_undress at night,' 


but manual workers and their families usually put their pyjamas 


over their vests. That is a custom which can easily be changed , 
I find people are quite ready to accept the idea once it is put 
to them. Personal hygiene and social custom are the most 
important factors in the aetiology of scabies, and it 1s not 
good medicine to ignore them.—I am, etc., 


Norwich FREWEN Moor. 


Py Treatment of Impetigo 


Smr,—The article on wartime dermatology by Surg. Lieut. R.. 
Workman Carslaw (Oct. 10, p. 420) again stresses the im; 
portance of discarding ointments wherever possible in order 
to conserve fats, and quotes Dr. R. T.'Brain (Oct. 4, 1941, 
p. 492) that an ointment in the treatment of impetigo is inad? 
visable, as a film of grease retains exudates and sweat, which 
encourage the growth of organisms and irritate the follicles. 

Havıng tried various time-honoured remedies—e.g., removal 
of scabs with olve oil or fomentations followed by ung. 
hydrarg. ammon. dil.—for impetigo, especially in children, with 
indifferent success, I have in the last few months treated a 
large number of cases by the method advocated by Lieut.-Col. 
J. H. Smith (Nov. 1, 1941, p. 640)—the application of liq. 
ferri perchlor. fortis without ‘previous removal'of scabs—and 
the results have been excellent. The spread of the infection 


- has been stopped, and the period of infectivity has been 


shortened very considerably. ‘ The action of the solution is 
that of an antiseptic and powerful astringent, coagulating 
albuminoug fluids. It has no action on the unbroken skin 
andis non-poisonous to living matter (Hale White, Materia 
Medica and Therapeutics, 1942). 

The advantages are simplicity of application—the treatment 
can be left in the hands of the patient—cheapness, and it 
avoids the waste in fats. The, disadvantage is that the solution 
is painful on application and rather contraindicated for very 
young children. For these I have used 2% aqueous gentian 
violet as recommended by Dr. G. A. Grant Peterkin (Sept. 20, 
1941, p. 422), but the’ treatment is more prolonged and the 
solution is mainly effective in the dry scaly stage. I have 
also used the liq. ferri perchlor. fortis solution in intractable 
cases of infantile eczema with very good results. 

At a time when conservation, of raw materials is so essential 
I would urge a wider application of this treatment in impetigo 
and the abandonment of the ointments so commonly used 
—JI am, etc., 


Newcastle, Staffs C. SIMPSON SMITH. 


r 


Classification of Nerve Injuries 


Sır, —Lest he should rejoice too much I must point out that 
Dr. Walshe was included among the three. unnamed com- 
plainants mentioned in my reply to Dr. Russell Brain; he 
was kind enough to write to me at great length when I was 
trying to make up my mind about these names for nerve 
injuries. If numbers meant anything I could dilate on the 
more numerous favourable letters that I have received, chiefly 
from medical officers in the Services who send patients here. 
These men, like myself, are more interested in clinical work 
than in laying waste your valuable space with verbal casuistry,- 
and they discussed the classification and its clinical application 
rather than the three new words—or neologisms, as Dr. Walshe, 
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iddly enough, prefers, to call them. ‘The “hice: types could 


lave been labelled “ A,” “.B;” and,“ G,” dike the vitamins (and | 


ombined lesions, would have been represented with engaging 
implicity- by combinations of ‘these letters); but 1 thought; 
nd still, think, that, after the confusion that has prevailed, for so 
ong in the nomenclature of- nerve „injuries, * neurotmesis,” 
' axonotmesis,” and “ neurapraxia ” were rather better in that 
hey | were descriptive and reasonably accurate. It is to be 


ioted that Dr. Walshe, even though he commands “the illimit- ' 


ible resources of our mother tongue,” suggests no alternative 
iames to .cover all the conditions we are considering. 

‘Jt is good of him to mention “ fibrin suture,’ for the use 
f this term shows:that one, does, not use new words just 
‘or the fun of the thing, but only when they are needed. 
eek: is a’ fairly elastic word; anatomists, botanists, and 
‘oologists use it for unions in which stitches play no part, 
ind the significance of stitches in :the surgical definition is 
10 more than an indication that until recent times stitches 
vere the only available means of~joining sundered' tissues. 
‘ts use in “fibrin suture” is as‘ plain as a pikestaff ; one does 
vith a fibrin clot what is usually done with’ stitches, so why 
nyent a new word? As for being ‘a terminological purist— 

‘can make so such :claim ; for one thing, I never, learned 
3reck. But like those who invented the words “ telephone,” 
“microphone,” megaphone,” and “ loud-speaker,” I want a 


ame for a thing, -and surely it is no offence. if the term 


1appens to be etymologically correct. ‘ 


. If Dr. Walshe reads again Weir Mitchell’s’ case records’ he : P 


vill find descriptions of all three basic „types of nerve injury, 
jut Weir Mitchell was denied the facilities we enjoy for direct 
:Xamination ‘of damaged nerves and he never essayed an un- 
squivocal classification or gave, names to the lesions. 
gid describe a striking clinical phenomenon and, Dr. Walshe 
10t being there to stop him, called it by a Greek name, 
‘ causalgia.” 
ind perhaps his work on ordinary nerve injuries would be 
ætter known ‚had he made the classification that was almost 
vithin his grasp and christened the three types. It might have 
yrevented ‘the lamentable confusion that followed. 

It is never too late to mend, and here is a classification which 

believe to ‘be fairly accurate and is undoubtedly useful ; 
Dr. Walshe assails it only because the nomenclature is Greek, 
ı language to which he~is notoriously “allergic. I am quite 
mrepentant, and am encouraged to be so by his choice of 
yadinage rather than reason as his weapon.—lI am, etc., 


Wingfield-Morris Sios Homin, Oxford. H. J. SEDDON. : 


. : Working for a Salary a ae 
Sm.—Dr. H. G. Calwell (Oct. 17, p. 464), in his disagreement 
vith Sir Beckwith Whitehouse’s statement, quotes a series of 
vioneers who have achieved notable progress in spite of working 
or a fixed salary... A striking similarity in all the examples 
quoted by Dr. Calwell is that they were working in tropical 
liseases, presumably in places far from the: distractions of 
ivilization as found in our large cities, and that they were 
nostly no ordinary men, but of. a type calculated to “come out 
trong” in any circumstances, 50 that I maintain that they 
wrovide the exceptions to Sir ‘Beckwith Whitehouse’s tule, and 


lo not disprove it. as a series of examples from our ‘public’ 


iealth . „and municipal hospital services might have done. , 
Jn my own experience of municipal hospital work in two 
vig cities I have both felt the onset of mental sloth and stulti- 
ication of effort indicated by Sir B. Whitehouse, and have 


een men of promise enter- the service and noted their deteriora- ' 


ion into routine workers of mediocre performance and excessive 
sutside interests. Observing this tendency in myself I hastily 
tbandoned the security of a salary of fixed limits, a pension, 
ind a “dead-end” job, and returned to voluntary hospital 


vork, amid the derision of my late colleagues. It required an- 


fiort, which has since proved, well worth the making, since 

have just acquired: an appointment in my specialty with 
acilities for teaching and research which I ‘should not have 
ryotained had I remained in the municipal service. The vast 
najority of us are all too easily influenced by environment, 
ind should, therefore,.seek out that which stimulates our efforts, 


vhich in most cases will not be. found in the fixed-salary : 


wsitions. —I am, étc., y ` 
Una M. WESTELL. 


Preston. , 


-~ 


„However, | 


Weir Mitchell is remembered chiefly for this,” 
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_ The Profession and the Services 


Sik Ons feature of the “calling-up” of medica] men for 
the Services, which has, as yet, excited little or no comment, 
is that affecting: the voluntary hospitals. Many young surggons 
working in these ‘institutions have now been called up., I do 
not know the actual numbers involved, but in one hospital T 
know ‘of four out of a staff of five general surgeons are now 
in the Services, and so far as one can judge their surgical 
work there 1s not, to put it mildly, arduous. 

It would not appear that such a system is i in the best interests 
of either the surgeons, their future patients, or the general 
public. As a team surgeon in the last war, I have a very 
lively recollection of the fine organization in the R.A.M.C. of 
that time, when mobile surgical teams were formed, each con- 


' sisting of a surgeon, an anaesthetist, a theatre sister, and two 


R.A.M.C. orderlies. These teams continued work dt their own 
hospitals and became’ familiar with each other’s methods, etc., 
and were ready to proceed to any “sector” of the front where 


„and when their' services were required. 


The: advantages of such an organization are so ‘obvious that 
one wonders why it should not have been applied, in principle 


_ at’ least, to the present situation.—I am, etc., 


GEORGE McMULLAN. 


, % 2 


Medical Planning Now 
Sm, —1 have just read Mr. H. J. McCurrich’s letter (Oct. 24, 

p. 498). No sensible man has any illusions about politicians, 
but up’ to now it would seem that, a great many of our 
profession have not realized and do not realize the urgent 
need for the doctors to go ahead with their plannings now. 
They have not realized that there is no choice between the 
present state of affairs and State medical services: the latter 
are.already here. One has only tô see the large number of 
well-equipped new county hospitals which have sprung up 
in the last few years, and the large number of county medical 
officers and clinics. No, the only choice we have is this: 
are the politicians going to run the medical services or are 
the medical profession? We should begin now to find men, 
medically qualified, to be trained in administrative work. 
Doctors are the only people who can understand doctors’ 
problems, but they should bè properly trained. It is no good 
putting a man into an administrative post merely because he ' 
thinks he would like to “ have a stab at administrative work ” 
and feels that is his métier. 

The medical ‘profession seem to have forgotten the lesson 
they should have learned when National Health Insurance was 
first brought in. I sincerely hope that there will be a great 
many more McCurrichs to see where the real question lies 
and what the real danger is.—I am, etc., 


Ledbary. GEOFFREY G. AIREY. 


-t 


The Services ° 


The King has made the following ‘awards in recognition of 
pa and distinguished services in Burma during the period 
1941, to May, 1942: 


C.B.E. (Military Division) : Temp. Brigadier T. 
Pie ye L ): p. Brigadier T. O. Thompson, 


O.B.E. (Military Division): Lieut.-Col. 
LM.S. 


1 DS.O.: Temp. Col. G. E. MacAlevey, M.C.. RA.MC, 
Capt. C. W. Elphick, R.A.M.C. 4 


M.C.: Capt. H. O'Hara, R.A.M.C. 


Mentions în Dispatches : Acting Col. J. Taylor, O.B.E, Major (Act: 
Lieut -Col) W F Lane, Major S. O Bramwell, Capt (Temp Majo A T 
Martin, Capt (Acting Major) M. S. Holman. and Caps. O W. W Clarke, 
P W ODill-Russell A. P Hick, R A.M.C.; Acting Col. G M. Moffatt, O B E., 
Majors (Temp Lieut.-Cols) C S Gamble and H Ss. MacEvoy, Mayors 
(Acting Lieut -Cola) A- E Kingston and P L. O'Neill Major D F., Eastcott, 
Capts N Ahmad, N K. Mitra, and S. M. Basu, and Lieuts A. Krishaswamy, 
ST Le Ra eee s: Rao IMS ; Assistant Surgeons F. J Burby, C E. 

a an now, Ca S. 

Sune Rae Omen pt M. Paw and Liceut. M Nag, 


x CASUALTIES ‘IN pe MEDICAL SERVICES 
ee —Acting Lieut.-Col. W. Gardner, R.A. ee Capt. 


F. Oppenheimer, 


F Hewlings, R.A. M Ca War Subs. Capt. | T. A. Shannon, 
I risoners o War. Majo L. Feinhols, I.M. S., Adm Lieut.-Col. 


' Missing —Assistant ie AR Coshan, I.M.D. s 
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We regret to announce the sudden death on Sept. 30 at 
Dunham Massey, Cheshire, of Mr. FRANK HoLT DIGGLE, 
F.R.CS., surgeon-in-charge of the ear, nose, and throat depart- 
ment of Ancoats Hospital, Manchester, and laryngologist to 
the Christie Hospital and Holt Radium Institute., Born at 
Heywood, Lancs, in May, 1886, he was educated at Rossall 
School and had a successful student career at Manchester, 
winning two scholarships and the prize in clinical medicine. 
He graduated M.B., Ch.B. (with honours) of Victoria Univer- 
iy in 1909, and after resident posts at the Manchester Royal’ 

ry and further surgical study ın London obtained the 
Fellowship of the Royal Colleges of Surgeons of England and 
of Edinburgh in 1913. During the last war he served with 
the rank of captain R.A‘M.C., and was surgical specialist to 
two casualty clearing stations. Fot his war service Holt Diggle 
was made O-B.E. in 1919. After returning to civil practice he 
was, for a short time on the staff of the Birmingham and Mid- 
land Ear and Throat Hospital, and “then went back, to 
Manchester as surgeon to the Manchester Ear Hospital and 
-aurist and laryngologist to Ancoats Hospital and the Man- 
chester Union Hospitals. Later he became lecturer in applied 
physiology at thé University. He was also laryngologist to the 
Royál School of Music in Manchester and to the Duchess of 
York Hospital for Babies. He jomed the British Medical 
Association in 1921 and was secretary of the Section of Oto- 
chino-laryngology at'the Manchester Meeting of 1929, and 
published a number of papers on his specialty in these columns 
and elsewhere. : j 


` 
5 


Dr. GEORGE SMITA of Donaghadee, Co. Down, died in Ards 
District Hospital on Sept. 2 after a short illness. The elder 
son of Mr. E. C. -Smith of Islandmagee, chairman of Antrim 
County Council, he was educated at Sedbergh and had farmed 
tor some years on an extensive scale before entering the Queen’s 

„University of. Belfast in 1922. He graduated M.B., B.Ch. in 
1927 and held resident posts at the Royal. Victoria Hospital and 
several other institutions. He proceeded-M.D., B.Sc., D.P.H., 
und was for some time in the school medical services of Down 

* Regional Committee. Since 1936 Dr. Smith had established an 
excellent practice’ in Donaghadee, and in addition was medical 
officer to the infectious diseases block of Ards District Hospital. 
{n these spheres he was greatly beloved and esteemed by all 

-with whom he came in contact. His untimely death in his 43rd 
year is deeply regretted, and warm sympathy is extended to his 
widow and two young children. i 


Dr. Henry WILLINGHAM GELL, O.B.E.,-of Church Aston 
Manor, Newport, Shropshire, died on Sept. 14 in his 86th 
year. His father was the Rev. J. P. Gell and his maternal 
grandfather was Sir John Franklin, the Arctic explorer. After 

\ obtaining his degree at -Balliol College, Oxford, he entered St. 
Bartholomew’s Hospital and qualified M.R.C.S. in 1885, taking 
the M.B.% year ‘later. He then embarked on what eventually 
became a large practice in the West End of London, living in 
Ayde Park uare. In his earlier years Dr. Gell took a 
prominent part in the work of the National Health Society, 
both as lecturer and examiner, and wrofe a popular little book, 
Aids to the Injured and Sick. He was for some time vice- 
chairman of the Paddington Board of Guardians and served 
for many years on the Metropolitan Asylums Board, presiding 

J over many of its committees, more particularly the Ambulance 
Committee, where he took an active part in inaugurating the 
first motor ambulance service for the Metropolis. After his 


retirement from practice he went to live at Woolhampton Court, 


Berkshire. “During the last war he gave voluntary service to 
the Reading War ‘Hospital, for which he' received the O.B.E. ; 
towards the close of the war he undertook the treasurership 
of that hospital and set to work to inaugurate one of the earliest 
of the contributory schemes. Dr. Gell had been a member of 
the B.M.A. for 57 years. 


We regret to announce the death of Dr. WILLIAM J. CANDLISH 
of Bulwell on Sept. 18. Born at Birkenhead in 1886 he was 
educated at Bolton*School and studied medicine at Edinburgh 
University. He had a distinguished career as a student, winning 
the medals for anatomy and pathology and the Wightman 
scholarship in clinical medicine. He qualified in 1912. After 
holding the resident post of casualty officer at Leicester Royal 
Infirmary and doing’ an assistantship he went to Bulwell. 
Notfingham, in March, 1914. During the last war he volun- 
teered three times for the R.A M.C. He was twice rejected ; 
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the third time he was accepted but was deemed indispensable 
During this period he was carrying on a three-man practice 


‘single-handed and also acting as civilian medical officer to the 


troops stationed at Bulwell Hall, and latterly to the cadets of 
the Nottin University O.T.C. Dr. Candlish was appointed 
medical officer to Basford Infirmary in 1919, and during a long 
association with that institution assisted its development intc 
a modern hospital. For many years he served on the Notting- 
ham: Pane] Committee and was a member of the Médico. 
Chirurgical Society, of the North of England Obstetrical 
Society, and of the British Medical Association. He was for 
many years an examiner to the General Nursing Council and 
medical officer to the Post Office. In 1939 he was appointed 
chairman to the Nottingham Medical Recruiting Board, a 
position he held at the tıme of his death. Candlish (writes 
H. J. M.) was one of those men whose capacity for work sur- 
prised everyone, and his enthusiasm was an inspiration to all 

e: ran a large general practice, and for years had allowed 
himself little time for leisure. Since his appointment as medica: 
officer-in-charge of the Basford County Hospital he watchec 
the development from chronic to more acute work, taking « 
particular interest in the emergency obstetric side. His interesi 
in this branch of the work led him to take the Edinburgh M.D 
at the age of 48, and three years later the Diploma of the Roya’ 
College of Obstetricians and Gynaecologists. He was.a mar 
appreciated not only for his skill but for his straightforward: 
ness, “ kindliness, and tact—one had only to into the 
hospital to recognize at once that the right atmosphere was 
there. In consequence of this atmosphere the staff was with 
him heart and soul, and one realized that here was, the righi 
man in the right job. In his general practice, too, one fell 
immediately that the welfare of the patients always came first. 
and it was this will to serve to which he subordinated all else 
which eventually proved too much and precipitated his final 
illness. He will be sadly missed by a very large circle of friends 


After 58 years of active medical service Dr. GEORGE 
AUGUSTUS EDWARD ROBERTS died at Twyford, Hants, on Oct. 
6, 1942, aged 80. Born on Feb. 2, 1862, at Ashley, Staffs, son 
of Dr. Thomas Roberts, he qualified at the Middlesex Hospital 
L.S.A. 1884, M.R.C.S. 1885, and D.P.H; 1897. After serving 
as house-surgeon to the Royal South Hants and Southampton 
Hospital he succeeded his father in practice at Twyford in 1887. 
and became M.O. to Winchester Guardians Committee. He 
was appointed M.O.H. to the Winchester Rural District Council 
in 1895 and held this post till Sept. 30, 1942—nearly 48 years 
Largely owing to ‘his efforts the Diamond Jubilee Hospital ai 
Winchester, of which "he wasin charge, was built, and later the 
small-pox hospital. Dr. Roberts had been a member of the 
B.M.A. since 1887, and was also a member of the Society of 
Medical Officers of Health. He acted as honorary secretary of 
the Hampshire Local Medical and Panel Committees from 1912 
to Dec., 1941, and for some years was a member of the Hamp: 
shire Insurance Committee. He published two papers in these 
columns: “Lead Poisoning from Home-made Wines” (1894 
and “ Lead Poisoning from Electrolysis of Water Pipes ” (1906) 
Of wide experience, great kindliness, and sound judgment, he 
was always abreast of the times. A pioneer motorist in 1897. 


‘he drove till the year of his death. He began to use his owr 


x-ray apparatus before the Boer War, and radium ià 1909 
He was also an early wireless enthusiast and held one of the 
first transmitting licences. A keen fisherman, none could tie 
a better fly ; an amateur mechanic of no mean ability ; all tha 
came his way he took ın his stride. When this war broke out 
in spite of his advancing years, he was M.O. i/c of Casualty 
Services. He served to the end. He leaves a daughter anc 
two sons, both doctors. 


x 

Dr. WALTER TYRRELL BROOKS, who died in retirement al 
Swanage on Oct. 14, had been for many years a leading practi- 
tioner at Oxford, where he was physician to the Radcliffe 
Infirmary and for some time Litchfield lecturer in medicine 
He was born in London on Oct. 25, 1859, and from King’s 
College School went up to Christ Church and graduatec 
M.A.Oxon. He studied medicine at King’s College Hospital 
taking the M.R.C.S. and L.S.A. in 1882, and the M.B:Lond 
with honours in medicine after winning schqlarships at King’: 
and holding a demonstratorship in physiology and anatomy 
During the last war he served as officer-in-charge of the medica 
division of the 3rd Southern General’ Hospital with the rank 
of lieut.-colonel R.A.M.C.(T.F.). Dr. Brooks was for some 
time medical officer to Radley College, coroner for the Univer 
sity of Oxford, and administrator of the Orthopaedic Hospita 
at Headington. He was a member of the British Medica 
Association for many years and chairman of the Oxfordshire 
Insurance- Committee in 1926-8. At the Annual Meeting of 
the B.M.A. at Bristol in 1894 he was honorary secretary of the 
Section of Medicine and its president at Oxford ten years later 
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ce UNIVERSITY OF OXFORD 


i ‘ 
In-a Congregation, held on Oct. 15, the following degrees were 


conferred : i ° 
DM. . C Oldfield. 
B.M, B'Ca.—M. G. Elis 


; ` W. E Hum, D. S. Goldfoot, *L. J Buseell, 
W.H H Andrews, *R. E. ee 


B. Tagart. 
i *In absence. š 

An additional examination in medicine, surgery, and midwifery for 
the degrees of B.M., B.Ch. will bé held at the end of March, 1943. 


- UNIVERSITY OF LONDON 3 
lt was reported at a meeting of the Senate, held on Qct. 28, that 
Sir-Girling Ball had been elected Dean of the Faculty of Medicine 
tor the period 1942-4. . nr 
_+ UNIVERSITY OF EDINBURGH 
On Oct. 23.Prof. J. H. Gaddum, Sc D., M.R.C.S., successor to the 
late Prof. A. J. Clark in the Chair of Materia Medica, gave his 
maugural’ lecture. The Principal of .the University, Sir Thomas 
Holland, welcoming the new professor, remarked that he was the 
third in on who had come from the Chair of Pharmacdlogy 
in London University. Prof. Gaddum’s. subject was “ The Develop- 
ment of Materia’ Medica in Edinbuigh,” and he devoted the first 


[j 


part`of his‘ lecture to an account of the work of all the holders of | 


the chair from the time when it wag separated from the Chair of ` 


Botany in 1768. He concluded by stressing the importance of the 


modern: science of pharmacology to the student of medicine, who ~ 


must understand the language of the laboratories well ‘enough to get 
full benefit from the discoveries that were coming from them. 


‘ UNIVERSITY OF GLASGOW 
Atia graduation ceremony on Oct. 24 the following medical degrees 
were conferred : - i y 


.B., CH.B —*Douglas Jamieson, tN. R. 


research or the best dissections or preparations 
of anatomy. 


W. G. Manderson gamed the John W. Wer Prize for the highest aggregate 
marks dwif and diseases of in 

o m e held du ions women the final degree examinations 

ROYAL COLLEGE OF SURGEONS OF ° EDINBURGH 

At the annual meeting of the College, held on Oct. 21, the following 
officers were elected for the ensuing year: President, Mr. J. W. 
Struthers. Vice-President, Dr. H. M. Traquair.. Secretary and 
Treasurer, Mr. K. Paterson Brown. Representative on General 
Medical ‘Council, Mr. Alex Miles. Convener of Museum Committee, 
Mr. W. Quarry Wood. ‘Librarian, Dr. Douglas Guthrie. ~ < 


CONJOINT BOARD IN SCOTLAND, 


The following candidates, having passed the final examinations, have 
been admitted L.R.C.P.Ed., L.R.CS.Ed., L.R.F.P &S.Glas. : ` 


“R. W. Adam, J F. Allan, H. A. Anderson, A G. Annan, ‘S. W. Bowden, 
Cara 


W H'N Calwell, W Candib, Y. N yannopoulos, T A. Chrisie, 
J. F.: Couch, G. L; K. Crampton, D. Y Curran, G H Curtain, D. B 
. Donaldson, M. A. A EH Gayer, D. M Forsyth, I. Gitlitz, I.- G. “Graber, 
Y. HL Karara, A. Klar, Kathleen M. McCusker, M. Macintyre, A. F. McInnes, 
Amy Mooney, A. S ‘Neilson, O M. Neshamkin, D' J. M. D. Roper 
A. R. C Salem, W. J. H. Sayers, A. H. M. Shouman, J A Sinclair 
B. M- ‘Singh, A. W , Smith, B Solomon, ` W J. Stevenson, G. H. Vawda, 


- medical men had-left the Army during the present war. 
\ MINER asked if it 


_ Medical: Notes in Parliament 
S, 
E Pension Appeal Tribunals 3 A 


Major MILNER asked the Minister of Health whether he 
could, if required, provide or make available a maximum of 50 
medical men for the-staffing of pensions appeal tribunals, either 
permanently or on the understanding that-they could be released 
on short notice if urgently required for other purposes. Miss 

’ HorssprucH said that the pressure on the services of medical 
men was so severe that it would be difficult to supply those 
suitably qualified for this work iù the numbers indicated, Any 
new obligation imposed upon the medical profession in war 
conditions would prejudicially affect other services, Major 
MILNER: May we take it that though it is difficu]t it is not 
impossible? Sir FRANCIS FREMANTLE: Is proper attention being 

iven to the possibility -of employing men who are discharged 
om high positions in different Services, who are men of great 
experience and could be u’ed for this kind of work? Miss 

,HorssrucH: Yes. i 

Dr. Hapen GuEsT asked if it was not the case that a certain 
number of medical men in the Services were retired on account 
of age or of having held high rank for a certain period, and 
if there were not enough of these people fully to fill all the 
requirements of pension‘ appeal tribunal purposes. He knew 
positively and could give Miss Horsbrugh a list of these people 
who would -fill all these places. Miss HorsprucH said she 
hoped Dr.‘Guest would send her that list as soon as- possible 


Discharge of Doctors from the Service 


“Asked the approximate number of medical men twho 
on’ whatever grounds, had left the Army during the present 
war, Sir JaMES GRIGG stated that about 800, auaina 

ajor 
was not the fact that many of these medical 
men were quite suitable for utilization in other capacities 1n 
_the Army, and that they were all qualified medical men who 
‘had been removed from the Army or had received their dis- 
charge, or something of that sort. Sir JAMES GRIGG said that 

a great many of them—more than half, in fact—had been 
-invalided out. i 


Non-medical Cominissions in the R.A.M.C. 


On Oct. 20, in reply to Mr. H. N. Linstead, Sir JAMES GRIGG. 
Secretary for War, stated that pharmacists trained in zoology 
and physiology serving in the R.A.M.C. or newly recruited would 
be eligible for consideration for appointment to non-medical 
commissions in the R.A.M.C. They would normally be com- 
missioned as second lieutenants, but would be eligible for pro- 
motion to war substantive lieutenant after 6 months. Selected 
officers would be eligible for promotion to captain as and when 
vacancies arose. 


Progress in Rehabilitation 


Mr. R. J. TAYLOR opened on Oct. 22 a debate on rehabilita- 
tion in industrye He said that between 1928 and 1988 accidents 
in mines and quarries numbered 1,600,000 and in all other 
industries 1,600,000; From 10% ‘to 15% of the persons affected 
would be cases for rehabilitation. He praised the work done 
at Mansfield Rehabilitation Centre-and said ttreatnient there so 
helped spinal -cases that. the, men were able to go back to their 
own work. ' 

Mr. BERNARD TAYLOR spoke of the close co-operation between 
the safety and welfare officers appointed by two colliery com- 

anies in Nottinghamshire and the surgeon in charge. of the 

Mansfield- centre. Tbe work was carried on even after a man 
_re-entered the industry. Of 400 consecutive fracture cages 

among employees of the Bolsover Colliery Company, 389 of 

the patients returned to productive work and 378 to their pre- 
. accident work. - Those who could not return to the minin 
industry. were turned over to the Ministry of Labour, whic 
had facilities for training. 

Mr. ToMLINSON, for the Ministry of Labour, said-the process 
of restoring lost muscle tone and the full functions of the 
limbs and of ‘maintaining general health and strength should 
begin as soon as the patient's condition permitted, and should 
be a continuous „proces When restoration in the medical 
sense had been achieved, social and industrial experts, in con- 
sultation with the medical experts, should decide whether the 
patient could return to his former occupation or to what 
occupation. In the Emergency Hospitals Scheme many ortho- 
paedic, centres had been established, with a full range of 
facilities. Other hospitals had been noted for fracture cases. 
At least a skeleton service was available. The people fespon- 
sible for the work at Roehampton had been pioneers in a vital 
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cause. Twelve months’ experience had been gained of ‘the 
scheme introduced by Mr. Bevin in Oct., 1941, for training and 
resettlement of disabled people. A greater scheme might 
emegge from this. The psychological effect of interviews -in 
hospital which brought home to the individual the possibility 
of returning to work was great. The scheme had been extended 
to all types of industry, and up to the end of August 41,000 
people-had been interviewed. Of this total about 29.000 had 
been placed in or found employment. Of 600 blind persons 
interviewed, 200 had been placed in employment other than that 
previously deemed suited for the blind. Many blind persons 
were to-day doing jobs in engineering shaps. Treatment and 
training centres at Exeter and Leatherhead had been taken over 
by the Ministry of Labour.. ; 
: ‘Venereal Disente ` f i 

Mr. Barstow on Oct. 22 asked whether the Minister of 
Health proposed to take steps to enforce compulsory notifica- 
tion of venereal disease, having regard to the increase in these 
diseases throughout the country. Mr. BROWN replied that he 
was considering what action could most appropriately be taken 
to check the spread of venereal disease. At present he doubted 
whether compulsory notification was best calculated to secure‘ 
this object. He further told Colonel Heneage that he was aware 
of the difficulties of dealing with carriers of venereal disease. 
He had under urgent consideration the ,most effective methods 
of dealing with them. - ” 


’ Service Discharge for’ Tuberculos: 


Sir WALTER WomERSLEY said on Oct. 22 that of the total 
number of men invalided out of the Forces from the outbreak 
of war until the end of Sept. last 5.8% were discharged on 
account of tuberculosis. Of the claims made in respect of this 
disability rather more`than 70% had been allowed. - i 


Small-pox E 
The Secretary of State for Scotland was asked whether he ` 
was aware that there were errors in regard to the vaccinal 


"a 


, condition of 5 out of the 33 cases of small-pox which occurred 


in Glasgow, and whether he would insist 
of Health for Scotland ascertained all facts more accurately in 
future. Mr. JoHNSTON said he was aware that subsequent 
investigation elicited further information about the vaccination 
history of certain small-pox patients. The original statements 
of the patients and their friends were checked by further in-’ 
quiries as pressure of work more essential to the control and’ 
eradication of the disease poet: At any given date, the 
Department of Health for Scotland could only ascertain from 
the local authority concerned the position according to the 
evidence then in the authority's possession. Asked whether, in 
view of the serious risks likely to result from the failure of 
ship doctors to notify cases of small-pox on vessels arriving 
in this country from oversea ports, as happened at Glasgow 
on May 29 last, he would ¢onsider the desirability of issuing 
a special memorandum to such doctors on the diagnosis of that 
disease, Mr. Johnston said that this suggestion would be con- 
sidered in current discussions between the Health Departments 
and the Ministry of War Transport regarding measures of pro- 
tection agasnst seaborne infection. ` 


\ Notifable Diseases . ~ 
Mr. Brown has furnished the following statistics of the inci- 
dence in Great Britain during the past 5 years of diphtheria, 
cerebrospinal fever, measles, pneumonia, and whooping-cough. 
Mr. Brown remarked that only certain forms of pneumonia 
were notifiable, and compulsory notification of measles and 
whooping-cough was not introduced till late in 1939. 


at the Department 








Cerebro- 





/ . 
Year Diphtherla somal Measles (Primary or Whooping- 
Fever Influenza!) ugh 

1937 61,341 1,140 — 55,896 — 

1938 65,008 1,288 — 45,160 — 

1939 47,349 1,506 — 42,307 — 

1940 6,260 12,767 409,593 47,877 53,630 

ae 50,935 11,073 409,531 50,921 173,319 
(First } 20,340 4,252 100,762 27,528 36,861 

six mths l 


£ 


i Admission to Medical School : 

Sir E. GRAHAM-LITTLE asked on what the Minister of Health 
based his allocation of ,quotas of admission of students to 
individual medical schools. Mr. BROWN said that by arrange- 
ment with the Minister of Labour quotas for male medical 
students at each medical school were based normally on the 
average yearly admissions over the three years 1936 to 1939. 
In certain cases a variation to suit local conditions was allowed 


et 


on the advice of, the Chief Medical Officer of his Department 
after considering the representations of the school authorities, 
Quotas for women students were similarly fixed on the basis 
of the average admissions for the three years 1937 to 1940. 
Where the number of male applicants‘fell short of the quota 
for mien, no objection’ was raised to’ the admission of women 
to make up the deficiency if the school so desired. He had no 
authority to make a quota conditional on acceptance by the 
school concerned of a certain proportion of women students. 
That issue was under consideration by the Committee on 
Medical Schools. ; ae 


Incidence of Industrial Dermatitis—On Oct. 20 Mr. Bevin told 
Mr, Pritt that cases of industrial dermatitis notified to the Ministry 
of Labour in 1941 and 1940 numbered 7,291 and 4,744 respectively, 
A total for this year; was not available, _.Posters were widely 
exhibited in factories wh there was a special dermatitis risk, and 

reventive measures were’also promoted through medical and wel- 
are supervision, supervision of washing arrangements, and in other 
ways. 

Rural Doctors’. Petrol'—On Oct. 20 Mr. Scorr asked the Minister 
of Fuel and Power if he was aware of the inconvenience suffered 
by doctors in country districts by the present petro! restrictions and 
the consequent danger to public health, and if be would consider 
depositing extra petrol coupons with the local police, to be issued 
to doctors and ambulance drivers in cases of emergency when their 
own supply was. exhausted. Mr. LLoyd: In consultation with ‘the 
British Medical Association arrangements have been made to secure 
that no doctor shall be ‘hampered by lack of petrol for his essential 
professional journeys. 'I am not aware of any failure of these 
arrangements, but I shall be happy to consider any case of which 
Mr. tt will give me iculars. : 


Notes in Brief 

The number of persons in Great Britain insured under the National 
Health Insurance Acts at the end of 1940 (the latest ‘date for which 
the information is available) was approximately 22,300,000. i 

Mr. Bevin is advised! that it is not necessary to make industrial 
dermatitis a notifiable disease. , i 

A scheme has been framed for financial assistance. on demobiliza- 
tion to men and women who were pursuing courses of study at 
universities before being embodied in the Forces. 

According to sample' statistics taken earlier this year about 1% 
of recruits examined under the National Service Acts are rejected 
on account of pulmonary tuberculosis. y 








Medical -News _ Di- 





At a meeting of the Committee of Management of the Medical 
Insurance Agency on Oct.,28, the Chairman, Sir Humphry Rolleston, 
Bt., G.C.V.O., K.C.B., M.D., resigned this post, which he has held 
since 1924 continuously, A resolution expressing high appreciation 
of his long and valuable, service was passed by the Board and 
ordered to be entered in the minutes. Sir Robert Hutchison, Bt., 
M.D., was appointed as his successor. 


The Pharmaceutical ,Society of Gieat Britain has arranged a 
lecture on “ Nutrition,” to be given by Prof. J. C. Drummond, 
scientific adviser to the: Ministry of Food, at Friends House, Euston 
Road, N.W., on Thursday, Noy. 12, at 230 p.m 


From Nov. 8 to 22 inclusive a National Exhibition of Soviet Life 
in War and Peace will be held at the Wallace Collection, Hertford 
House, London, W. ing the fortnight a comprehensive pro- 
gramme of events has been erranged. Among them is an address 
on Nov. 12, at 1 p.m.,!by Dr. Joan McMichael, who will speak on 
the medical services in' the Soviet Union. Films will be‘shown on 
various aspects of Soviet life throughout the fortnight at 4 p.m. every 
day. y 1 & 

A sessional meeting of the Royal Sanitary Institute will be held 
at the Royal Beach Hotel, Southsea, on Saturday, Nov. 14,” at 
10.45 a.m., when papers will be read by Dr.’A. G. Shand on 
“ Diphtheria Immunization, with Special Reference to the Work of 
a Mobile Clinic,” and by Dr. J. W. Thornton on “ Wartime Dis-. 
infestation.” i 


A lanterr lecture on “ The Future of Health and Hospitals from 
an` Architect’s Point of View” will be given by Mr. Charles E. 
Elcock, F.R.I B.A., in, the Physics Lecture Theatre, Royal Fort, 
University of Bristol, òn Fnday, Nov. 27, at 2.30 p.m., under the 
auspices, of the Bristol and District Divisional Hospitals Council. 


Among its other activities the Fiee German Institute of Science 


‘and Learning arranges icourses of lectures on scientific and medical 


subjects. The programme for the. period ending Dec. 15 can ‘be 
had from the Secretary, 16, Buckland Crescent, N-W.3. 

Dr. W. R. Wooldridge, president of the National Veterinary 
Medical Association, has announced the formation of a Veterinary 
Educational Trust to raise and administer funds for providing better 
facilities for the education of veterinary surgeons. 


` 


‘ 
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Discussion of Table 


in England and Wales there was a mse of 25%, 1,146 cases, in 
the incidence of measles. The other large variations were 
increases in the notifications of scarlet fever, 90, and acute 
pneumonia, 67; and decreases in the incidence of whooping- 
songh 65, and diphtheria, 20. The first case of typhus yeported 
m the country for thirteen years occurred in Bournemouth 
C.B.; the last case was in Sunderland C.B. during 1929. 

The rise in measles was general throughoutthe*country, -but 
was mast pronounced in the adjacent counties of ‘Yorks West 
‘Riding, Lancashire, and Cheshire; the notifications: in these 


counties: were 523, 170, and 120, respectively, higher than the 


totals of the preceding week. y - 
„Scarlet fever has been on the upgrade for eight consecutive 
weeks, the number of weekly notifications being larger than at 
any time since the autumn of 1937. The only variation of note 
in the incidence during the week reviewed was an increase of 
33 cases in Essex. 

Exceptions to the general decline in diphtheria were the rises 
in Staffordshire, 25, and Durham, 22. `The largest fall was that 
of Lancashire, where there were 41.fewer cases. 

The trend of whooping-colgh, although decreasing for the 
whole country, fluctuated within the counties. The largest of 
these variations in the incidence was a drop of 46 in London. 

The number of cases of dysentery has fallen by one-third 
during the past month, but the incidence is still at a high level. 
During the week there was a fresh outbreak in Hertfordshire, 
28 cases (Bishop’s Stortford U.D. 22, Hertford M.B. 4, Hertford 
R.D. 2). An increase of 9 was recorded in the totals for 
Norfolk, 27 cases, and Northumberland, 14. In Yorks North 
Riding notifications fell from 30 to 11, and in Wales from 46 
to 15. : 

In Scotland there .were substantial rises in the notifications 
of measles, scarlet fever, and dysentery. The rising trend of 
each of these diseases was due_mainly to the experience of only 
one town: Edinburgh ‘experienctd’ a. rise from 63 to 113 in the 
number Of cases of scarlet fever; in Paisley measles went up 
from 68 to 120 cases. 
almost half of the total notifications. 

In Eire an increase was reported in the notifications of 


` 


London (adminıstratıve county). (c) Scotland. (d) Hire, (e) Northern Irel 


are for : (a) The 126 great to 
London (a 


INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vita] 
Statistics in the British Isles during the week ended Oct. 19. 


of Principal Notifiable Diseases for the week and those for the corre- 
week last year, for : (a) En and Wales (London included). a 


of Births and Deaths,'and of Deaths recorded under each infectlous disease, 
wns in England and Wales (including London). (b) 
ve county). (c) The 16 principal towns ın Scotland, (d) The 
13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland 


- A dash — denotes no cases; a blank space denotes disease not notifiable or no, 


return available. 


ny 


; Dundee with 36 cases of dysentery had. 


measles, diphtheria, scarlet fever, and: whooping-cough. Whoop- ` 


(ng-cough was confined to two areas: Dublin 41, and Co. Clare 
(Kilrush R.D.) 17. Almost half the recent cases of measles 
have been recorded in Co. Mayo (Castlebar R.D.). The out- 
break of poliomyelitis 
of the colder weather the incidence would drop sharply has not 
been realized. Since July there. have been 137 cases, with 34 


deaths, i 
Diphtheria Immunization 


Out of the 1,440 local authorities in England and Wales, 685 
have reported to the Ministry of Health that up to the end of 
June 50% or more ofthe children aged between 5 and 15 had 
been -immunized ,in their areas. 

Small-pox 
There have been no fresh cases in the Methilhill outbreak, 
Fife, but a suspected case, a contact from Methilhill, has been 
reported in the Larkhall -district of Lanark. The, movement of 
contacts has caused concern and, according to the Press, almgst 
led to a strike at the local colliery because contacts were allowed 
to return to work. According to statements in the Press on 
Nov. 3, 2 cases of amall-pox have been reported in Edinburgh 
and 1 in Belfast. 


Returns for the Week Ending October 24 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,619, whooping-cough 
984, diphtheria 971, measles 6,803; acute pneumonia 659, 
cerebrospinal fever 66, acute poliomyelitis 25, dysentery 177, 
paratyphoid 7, typhoid 12. ' ` 


` 











From a study of 706 State nurses in 6 different municipal hospitals, 
D. R. Hastings and D. G. Behn (Amer. Rev. Tuberc., 1941, 44, 681) 
conclude that the extent of tuberculosis and of tuberculin-positive 
reactors is no higher among girls about to enter training than for any 
similar group of young women. The infection rate, as measured by 
a change from a negative to-a positive tuberculin reaction, is about 
11.6% higher for those`nurses who spend a certain portion of their 
training period on tuberculosis service. At the beginning of training 
96.3% of the girls had completely negative x-ray films. At the end 
of three years of training the figures were 93.3% -for nurses on 
tuberculosis service and 94.8% for those on general nursing. 
Tuberculin-positive nurses, the authors point out, are much less likely 
to develop tuberculosis during training than are tuberculin-negative 
nùrses. 


‘ 


ee and the hope that with the onset ' 


° 1942 1941 (Corresponding Week) 
Disease 
(a) |© | OMI O|] @ |®%]©]@;o© 
= 110 t 3i] — 5 
1 
25| 1,034| 41) 300| 34| 36 
1 a — 5} 1 
— 207| 11| 100| — 
T 3j —j|— 
— — 63 2 5 
4 P| 3) 17 34) 1$ 
Measles 5,796] 291) 353) 45 ae 41] 18] 54 2 
Deaths 2| — 1): bo en (arid We 
es [= 
Ophthalma neonatorum 92. 3} 17) —| — s9) 6| 13| —| — 
Paratyphoid fever .. 4 1y— | — 64, 4) 12| — 
Deaths , .. | — |i- J-l — |- = 
Pneumonia, mfluenzal* 608] 32 1 1 705| 25 3) 2 7 
Deaths (from influ- 
enza) oe ee 17} 1 1 1 11] 18) 4 — 7 
184 9 
Ensues primary T A A oa 
Polio-encephalitis, acuto 4 — 
Deaths Sa a — = 
Polom; acute 24 3) 2|; 3; 9 6 
eee [2 4-| 
Puerperal fever — 2| 17 4 — ' 1 5 3 1 
Deaths Ea J- =e 
Puerperal pyrexia 133 5; 18 2 144) 14) 16 — 
Deaths `- .. . 
Relapsing fover ESNS — | = |- = 
Deaths oe i 
Scarlet fever 1,336} 35| 258| 48| 29 
Deaths | oe 
Small-pox ERGA es s = 
Deaths $ — ee re a e 
Typhoid fovert 23} 2) 4) az 1, 
Eisis aia 1| — 14; —|— 
Typhus fever .. z ene ne a ee 
Deaths J—-l—-|— 
— 
Whoopimg-cough 997 0| 34| 61 8| 1,970) 227| 68| 23 8 
Deaths s| — | — — 9 3 1| — | — 
Deaths (0-1) year, ir 9 691 49 23 289) 28 4 05 
Infant mortality rate 
(per 1,000 live births) 7 
Deaths: (excluding still- 
oS aa . 3,880] 535| 542) 201| 113) 3, us 509 1 110 
Annual death rate 
muai persona irene) ` 12-2] 13-4| $ f {1-1} 110 > 
Live births .. ‘one 6,033| 727) 945| 377) 252 5,153] 460) 892) 304) 210 
Annual rate ,000 
persons living Pr 19-5} 25 2} ¢ 18 11202) ¢ 
Stillbirths 7 ae 0 18| 44 207| 11} 36 
Rate 1,000 total 
bartha (including 
stillborn) .. te 4 39 
































































































“*JIncludes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 


} Includes paratyphord A and B for Northern Ireland. 


Owning to evacuation schemes and other movements of population, 


t birth and 
death rates for Northern Ireland are no longer available. s 
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a) 

All communications in d to editorial business should be 
addressed to Tae EDITOR, BririsH MepicaL Journal, B.M.A. 
Houssz, Tavistock SQU. Lonpon, W.C.1. 

ORIGINAL ARTICLES: AND 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should co 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9, a.m. to 5 p.m.). “Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TaLerpHone No.—B.M.A. and B.M J.: EUSTON 2111. 

RAPHIC ADDRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. ` 
B.M.A. ScormsH OFFice: 7, Drumsheugh Gardens, Edinburgh 


QUERIES AND ANSWERS , 


k ’ Anaemia in Young Adults—Dietetic? 

Dr. G. D. Summers (Lincoln) writes: I was interested to read Mr 
A. J. Hobson’s letter (Oct. 17, p. 467). I can report a dietetic 
anaemia of similar symptoms locally among women and girls 
between ages 11 and 31. I first noticed it 6 months ago, and 
Increase in numbers is progressive. A patient aged 40 with a 
similar anaemia had given a pint of blood 7 weeks previously. 
I suggest.as causes: (1) Mother feeds up the men and boys at the 
expense of the girls and herself. (2) The great lack of eggs locally 
since they were collected for the larger towns, nothing coming back 
to the countryside to replace them. Parsley is said.to be good 
for one, Can any of your readers tell me whether it contains iron 
or any vitamin, please? 


Infra-red Radiation for Migraine 

Dr OLIVER SPRINGER (Glasgow) writes: In reply to Dr. E. V, 
Claydon (Oct. 17, p. 472) I do not think that the case mentioned 
was a true migraine, as any such patients who have been under 
my care, and who have been complaining about the usual sensory 
phenomena, have never reacted to infra-red radiation. I have, 
however, obtained excellent results, ın cases of recurrent head-” 
aches, by treating the fibrositis at the back of the neck with heat 
aad massage. I have never had an 
of in 





mmunicate with the Secretary 


« 


` 


R A . 


-red radiation to my head or that of any of my patients. 


: Aspirin for Asthma 2 

Dr. H. THISTLETHWAITE (Sedbergh) writes: Dr. W. Lees Templeton 
(Oct. 24, p. 503) appeals to logic to justify homoeopathic doses (of 
aspirin). I have had some training in‘ logic, but can construct 
no: valid syllogism from the premises given. The argument 
appears to stand thus: 10A causes X in B ; 2A relieves X in 
C; .’. 2A will relieve X in D, E, F,.and G, not to say in B also. 
As I once unintentionally practised this argument upon an. A- 
sensitive patent with a proprietary mixture containing 14 gr. 
of sodium salicylate per dose I am in a position to state that the 
only possible conclusion in my logic is that even 14 A causes X 
in B. I hope I make myself clear. 


Income Tax - 

Pension under Superannuation Act 
“ D.P.H.” ıs in receipt of a pension granted by a local authority 
undér the Superannuation Act and has claimed exemption from 
tax on it on the ground that his retirement, and therefore the 
grant of the pension, was occasioned by permanent impairment 
of health attributable to work ‘in ‘connexion with civil defence 
and supervision of military accommodation. The inspector of 

taxes has refused his claim. i 


*.” We cannot'advise “ D.P.H.” to appeal against the inspector's 

decision. Such à pension does not fall within the various classes 

' of disability pensions ‘specified in Sec. 16 of the Finance Act, 1919, 

nor is it paid by the Ministry of Pensions in respect of war 

injury. The war has accelerated the grant of the pension, but its 
nature and source are unaffected. . 


A 


-, Pension for Military Service n 
Ex-R.A.M.C.” has been discharged, owing to chronic illness con- 
tracted while on active service. He is at present beihg paid an 
allowance by the Ministry of Pensions at the rate of £195 per 
Ponudi, Is this allowance subject to United Kingdom income 
tax 


*." The question is governed by section 18 of the Finance Act, 
1919 which provides that “ (h) retired pay of disabled officers 
granted on account of medical unfitness attributable- to or 


` 


“ 


LETTERS forwarded for publication , 


y ill effects from the application > 


a 





————* 


aggravated by naval, ‘military, or air force service’. . . shall 
be exempt from income tax.” The section provides further that 
“ where the amount of any retired pay or pension to which the 
section apples is not ‘solely attributable to disablement or dis- 
ability’ the relief [i.e., the exemption] shall extend only to such 
part as" is certified by the Ministry of Pensions... to be 
attributable to disablement or disability.” Presumably ‘ Ex- 
R.A.MC.” will be en itied to the exemption. j 


` , LETTERS, NOTES, ETC.. 


í » 
A Light Trailer Ambulance 

Dr. T. J. T. WumorT. (Louth, Lincs) writes: Dr. K. Vernon 
Bailey’s letter’ (Sept. 5, p. 296) raises a question that is of great 
importance: throughout the country. Ambularices of many types 
have been improvised ‘everywhere, ‘but a means of dealing with 
stretcher ‘cases before ambulances are available is likely to be a 
major problem. red ra will not always be able to get very 
near their cases, and also may not be allowed to discharge these 
in the immediate proximity of a hospital. Therefore, as Dr 
Bailey has pointed out, some means of doing away with, or at 
least easing, stretcher-bearing’ is essential. In this large area of 
scattered smal] villages we are trying to solve the. problem by 
having small carriers | made by local handymen, each for one 
stretcher, that can be moved by one person. These are made 
from old cycle wheels! and front forks braced together and fixed 
at the top to the outside of a wooden frame on which a stretcher 
can be placed. The weight of a patient keeps this fairly well in 
position, but four projecting pieces of wcod at the corners improve 
the stability. A leg is also necessary to allow of the carrier being 
rested. One on a hinge was first tried, but as this was found 
difficult to work by one person while also supporting the stretcher, 
a fixed leg has now been found better, even though|it has to be 
somewhat short and does not give a quite level position on 
standing These carners are very rough and inexpensive, but will, J 
‘believe, do the job for which they are designed. A cycle manu- 
facturing firm has been approached and is considering the 
possibility of making carriers somewhat on the above lines 


R.A.M.C. Training: Some Hints 


H. D. McC. writes: May I make a few suggestions which may be 
helpful to medical men, especially the older ones, who may be 
called up and go to No. 1 Depot R.A.M.C. for training: (1) Be 
yaccinated and have your T.A.B. inoculation at your leisure before 

‘ you go. (2) A bicycle is very useful as the -Mess is 1} miles from 
the camp. (3) Break in a pair,of boots. (4) A pillow is a great 
comfort, as the Army ones are hard. The adoption of these sug- 
gestions will increase the comfort and render the course not only 


interesting but pleasant. 
' 1 


JO a 
MEDICINE 100 YEARS AGO 

Extracts from a leadihg article in the Provincial Medical Journal 
of November 5, 1842: ; : 

“A case was tried labt week at Barnstaple which requires notice, 
as it involves a point of law materially’ affecting the interests of 
the medical profession. ' Mr., Joce, a respectable general practitioner, 
residing at Barnstaple, brought an action against a lieutenant in the 
navy, ` named Shapland, for medical attendance.’ The defendant 
pleaded the statute of limitations with respect to a large portion of 
the debt; the remainder, £2 19s. 9d., he admitted on the record. 

“ It 18 unnecessary for us to notice the opening speech of Mr 
Joce’s counsel, as it referred to matters unconnected with the point 
to which we are desirous of directing attention. This point is the 
alleged necessity of proving the seal of the Apothecaries’ Company, 
in cases where an action for debt is brought by a member of the 
company. On the . of the plaintiff, Mr. Joce, an attempt was 
made to prove the seal by the evidence of several medical men, 
who had formerly received licences from Apothecaries’ Hall, and 
who testified to the similarity between the seal attached to Mr. ° 
Jéce’s license and their own. Mr. Praed,:the Recorder of Barnstaple, 

' before whom the case was tried, decided that such evidence was 
insufficient. ... Mr. ‘Joce’s counsel was not prepared to bring 
forward any evidence of the kind required by the court, and Mr 
Joce was accordingly non-suited ... : 

“The point of law upon which Mr. Joce was defeated is by no 

. means a new one; it has been debated over and over again in 
courts of justice. It id agreed upon all hands that the certificate 
must be proved, and the only question which remains is, what is 
considered sufficient proof in a court of law. The Recorder of 
Barnstaple seems to that it is necessary to prove the seal of 
the court,’ but herein we believe him to be in error. Several of the 
judges have decided that it is merely necessary to produce the’ 
original certificate ted to the plaintiff, and to give reasonable 
evidence of its being a genuine document. This may be done by 
proving the signature of one or more of the persons whose names 

- are attached to the certificate as examiners, and showing that such 
persons acted as examiners at the time of signing the document.’” 


' ' 
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THE HEALTH OF THE DOCTOR?* 


BY 


A. HOPE GOSSE, M.D. F.R.C.P. . 
Physician to St. Mary's Hospital and the Brompton Hospital 


t 9 
L chose for this address the subject of- mortality and 
morbidity among medical men because I believe I have 
had unique experience of this subject, and have access to 
innumerable records in connexion with it.” I shall unfold 
to you the causes of death, as well as the amount of ill- 


health and its various causes, among medical men who. 


start with good average health, after medical examination, 
at the average age of 30 and are followed up until 60 or 
65 years old. I shall then deal with the claim that coronary 
thrombosis is the “ doctor’s disease.” The family history 
of those who develop coronary thrombosis and pulmonary 
tuberculosis will be contrasted with that ofthe healthiest 
members of the ‘profession who are still in active practice 
at the age of 65.‘ 

It is important to remember that this experience applies to 
those who enjoy good health at the average age of 30 and 
have a good prognosis for health and life. 
been an insuperable task for me, even if it were worth while, 
to analyse the records of all the years, 1938 was chosen for 
a detailed analysis as it was the last pre-war year and there 
was no. epidemic. uA 

In that year there were under observation 8,884 medical 


men drawn from al! branches of the profession, including dental - 


_ surgeons. Their ages ranged from 25 to 65 in the following 
age groups: 25°to 35, 2,411; 35 to 45, 3,604; 45 to 55, 1,799; 
55 to 65, 1,070. The average age at which: the men came 
under observation was just over 30 years, and they were not 
followed after 65 years of age. The ill-health of the doctor 
will be divided into those diseases which’ cause death, and those 
which cause disablement from following any part of his pro- 


fessional work for a period of at least 7 days, such disability. 


being certified by a registered medical practitioner. Illness 
causing inability to work for any period shorter than 7 days 
was not observed, and is not included in this analysis. The 


source of my material is such that the investigation can be ’ 


regarded as based on complete and reliable records. I have 
been unable to find any comparable figures (for total numbers, 
accuracy of records, and the number of years followed up) 
either for the medical or for any other profession or grade 


of worker. 
Mortality Rate 
I shall‘now deal with the mortality of doctors during theu 
most strenuous working years from the ages of 25 to 65, based 
on the deaths in 1938 among the 8,884. Deaths occurred in 
all’ decades and in the following numbers: ° 











Ages | Nos Observed Deaths Dea 
25-35 2411 8 033 
35-45 3604 9 024 
45-55 1,799 8 044 
55-65 1,070 16 15 
falls Bet = 
In 1938,. however, the death rate of ages 25 to 35 was noted 


to be high, with 8 deaths, so the same decade for 1939 was 





* The Presidential address to the Medical Society of London. 


As it would have’ 


' to do,his work for 7 days or over are “included. 


analysed. It showed only 3 deaths out of approximately the 
same numbers of doctors, a percentage of 0.12—a fairer figure 
for the annual experience of that decade. With this corrected 
figure it will be noted that the annual death rate increases in 
each decade, as we would expect, but in the following ratio— 
0.12 :0.24 :0.44: 1.5, or as 1:2:4:13. As, however, each man 
is exposed, to the annual death rate for his decade for 10 years 
before he passes into the next decade his risk for each decade 
must be 10 times the annual risk, and these figures amount 
to 25; in other- words, 1 in 4.doctors die before the age of 
65, or it may be.more happily stated that 3 out of 4 doctors 
survive till 65 years of age. 

It is true that 41 deaths a year among 8,884 men for 40 years 
gives a death rate of only 18.4% ; but this method of calcu- 
lating does not take into account that the average age of the 
8,884 in 1938 was 414 years. This average age of 414 is 
lower ‘by 3} years than the mean between 25 and 65 years 
of age, and the lower years have been shown to have a lower 
mortality. 


What are the causes of early death among doctors? In 


. addition to the year 1938, when there were 41 deaths, I took 


the year 1939 and up to May, 1940, so as to get 100 consecutive 
deaths among these 8,884 doctors, omitting those from enemy 
action. The causes of 89 deaths were obtained; the causes 
of 11 could not be determined, so I took the next 11 deaths 
to get a consecutive 100 in which death certificates were 
available. : 


Causes of 100 Consecutive Certified 
Deaths in 8,884 Doctors 


Cardiovascular degeneration .. 17 
Malignancy 15 
Pneumoma (rleuriay) 12 
Coronary thrombosis 10 
Hemipleg: 

suet e de and misadventure 


Poin. berilad . 


J Amer. med. Ass. 100 Consecutive 
Death Notices at all Ages 
15J 8 cardiac 
7 arteriosclerosis 


ftp wrt | Bu 


Perf. duod. ulcer 
Cirrhosis of liver 


Unstated 


f 
o 
B 
= 
k 
Ef Pil dee ee Rin ANUA V 


EE E Sey or ania 


Causes of ness among Doctors i 


- What are the causes of _morbidity among doctors? Let 
me first repeat that no account is taken of illnesses of Jess 
than 7 days, but all illnesses in which the doctor was unable 
If the year 
1938, 1,620 of the 8,884 doctors were ill for over a week, . 
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m many instances for many weeks. Some of them had been 
ill for months or years; on the other hand, some were only» 
beginning’ long illnesses. These ‘1,620 were certified by 
registered medical practitioners as suffering from the following 
disabilities : ' 





Respiratory infections 351 , Insanity 11 
uenza $ 5 276 | Colts 11 
Accidents 100 | M ; 11 
LC.T. skin 68 1 š 10 
Anxiety state 60 | A fibrillation 9 
Fibrositis 4 55 | Measles 9 
Appendicitis bs are 54 | Scarlet fever 7 
Infecuons of hand 51 | Diphtheria 7 
Special | sonsos 4 7 Prostate s 7 
uc r n-pox 

CRS. 33 | Ischio-rectal abscess 5 
. cardiovasc dis . 29 | Angina pecto. - 5 
Pyelitis and cystitis 27 `| Glandular fever 5 
Pneumona . 21 | Erysipelas i ‘ 3 
Pulm. tuberculosis cis 18 | Gout ae 3 
Renal disease š "n 17 | Whooping-cough 3 
Gall-bladder o 15 | Diabetes 2 
Jaundxe . es 13 | Hyperthyr8idism 2 
Mumps si t 12 | V.D.H. fe 2 
Asthma .. it j 1 Undulant fever 2 
Coronary thrombosis . 1 Thyrord disease 2 
Rh. and osteo-arthrıtis 12 | Ty; hoid x 1 
Acute rhoumausm ae 7 11 n.lassifed causes .. 156 


“These 1,620 doctors were totally incapacitated for 7,040 
weeks in the first six months of their illness and 3,942 weeks 
in the second sıx months, a total of 10,982 weeks. In otber 
words, 1,620 doctors out of 8,884 were ill and unfit for work 
for 10,982 weeks in 1938, an average illness rate of 47 days 
each, while 7,264 doctors did not have a week’s illness ; the 
average sickness for the 8,884 was therefore 8.6 days a year 
To generalize, every doctor must expect to have an average of 
8.6 days of illness every year from the age of 25 to 65. 

As a check on these figures and the conclusions drawn | 
investigated the amount of sickness in 100 consecutive doctors 
who reached the age of 65. They had been under observation 
for an average of 30} years, and had suffered 3,314 weeks” 
illness—that is, an average of 7.5 days every year from the 
age of 35 to 65. Those who reach the age of 65 might be 
acclaimed as slightly tougher than the whole group, which 
includes those who fall by the wayside and die on the journey. 
perhaps after a long illness. Seven out of the 100 doctors 


did not have a week’s continuous illness during their working — 


lives. 
Coronary Thrombosis 

. The title of “ the doctor's disease ” has been given to coronary 
thrombosis. The reason for this may lie in the last published 
Decennial Report of the Registrar-General relating to the 
deaths in England and Wales for 1930, 1931, and 1932. The 
causes of death were tabulated under 86 groups of occupations, 
and the report shows that the deaths from angina pectoris or 
coronary disease among 25,000 physicians and surgeons 
amounted to 79. This was no less than 368% of the average 
of all occupations, and was commented on as follows: ‘ Their 
angina pectoris ratio of 368 was much the highest amongst 
the 86 occupations, being 64% in excess of the ratio for the 
remaining occupations in Social Class I and 114 times as great 
as that for agricultural labourers.” è 

It must be assumed that deaths from coronary thrombosis 
were then usually certified as angina pectoris. It was at that 
time that a new conception of coronary thrombosis had been 
demonstrated to us by our colleagues in America, and this 
new and accepted conception was applied to ‘e deaths of 
doctors before it permeated the certificates of ail other social 
classes. It is to be expected that the Registrar-General’s next 
Decennial Supplement will show a further increase for doctors 
and a far greater increase in all other classes of workers as 
this cause of death is substituted for myocardial degeneration. 
The Registrar-General on page 57 referred to “ the still more 
rapid increase in certification of deaths due to angina pectoris.” 
A fairer comparison may be to take the total of deaths due 
to “heart diseases,” which shows that physicians and surgeons 
had a mortality 138% of the average of the community. This 
figure is still high, but it does not bear the enormous significance 
of over three and a half times the death rate from angina 
pectoris of the general population, The Registrar-General 
seems to have taken the same view, for on page 60 the 
following? much-less-quoted statement is found: “It would 
appear that degenerative disease in the heart affects all classes 
of, males to much the same extent. but whereas amongst men 


whose social conditions are iost favourable it tends to express 
itself in forms diagnosed as angina pectoris or coronary disease, 
at the other end of the scale’ it tends to take forms described 
on death certificates as myocardid] degeneration.” 

_In the Proceedings of the Staff Meetings of the. Mayo Clink 
for Nov. 5, 1941, p. 714, is an article by F. A. Willius entitled 
“A Talk on Cardiac Disease among Physicians.” 'He opens 
his paper thus: “ Why do so many physicians die from heart. 
disease? ” and goes on, “The cardiac death rate among 
physicians to-day is appalling. Anyone doubting the authenticity 
of this statement need only peruse the obituary list of any 


+ current number of the Journal of the American Medical Asso- 


ciation to find death ascribed to heart disease in 30 to 60% 
of cases in which the cause of death is stated. In the majority 
of instances coronary dise is the cause of death, and 
coronary thrombosis is the ranking killer.” -A fallacy is avoided 
by the words “in which the cause of death is stated.” It is 
quite possible that when only 42’out of 100 death notices 
mention the cause of death these may include all the coronary 
thrombosis deaths. It would appear from my list that 27 out 
of 100 deaths among doctors before the age of 65 are due 
to cardiovascular degenerative causes and 9 to cerebral vas- 
cular degenerative causes. Even then their death rate is lower 
than for the male population of England for the same year. 
eo. l 
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B=1938 ( DOCTORS) 
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Where is the evidence that any other profession or tra 


' has a lower rate than 27 cardiovascular deaths in 100 deaths 


before age 65? I, cannot! find it. I do not think it exists 
I do not believe coronary thrombosis is “ the doctor’s disease.” 
The true position in Great Britain is that 1 doctor in 4 dies 
before he reaches the age'of 65, and 1/10 of 1 in 4, or 1 ip 
40, dies from coronary thrombosis, and less than 1 in 10 up 
to 65 years of age dies from all cardiovascular and cerebro- 


‘vascular degenerations, including coronary thrombosis. 


It then appeared to me of interest to analyse- the family 
histories, as known at the age at which a man comes under 
observation, in those who suffered from coronary thrombosis 
or pulmonary tuberculosis, and as a control those who reached 
the age of 65 and were in work at that age. They are set 
out in the accompanying table. í 


` 


F amily Histories 





| |Of37 who died} Control | Of 37 who suf- 
: \ofordeveloped| Group fered from 
| Coronary .| of 37 at 

Thrombosis |Workat65) Tu 








Parent died of vascular hemiplegia 6 7 3 
» ` » » heart diseaso T 5 5 3 
-n » n an . i 2 1 1 
e 980 8 . tuberculosis 1 0 1 
Brother or 
sister 4, » oo» » | 4 3 3 
Relative „p » č ě » i Li 2 0 0 
Mean blood pressures : Systohe |. 133 130 130 
Diastolic. . 80 86 81 
Average weight a Vg 12 st. 12 Ib 11st. 5Ib.| 11 st, 10 Ib. 





Mo. i r 
From these small figures it might be misleading to be at 
all dogmatic ; but in general it may be said that there is no 
evidence at all here that men who develop coronary thrombosis 
have had a parentage with a bad family history of early cardio- 


-~ vascular disease. The healthiest doctors at the age of 65 have ’ 


, © of 30 and 65 have no worse tuberculous family history than ri 
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had a similar family history of cardiovascular disease, and , 
much the same may be said of those who develop pulmonary 


tuberculosis ; my inference is that the same experience would Rh ‘FACTOR 
be found in the same number of ‘doctors suffering from other ! y ` 
diseases. Also, it can be generally stated that ethé medical 
é B. E. DODD, B.Sc. 


men who develop pulmonary tuberculosis between the ages 


K. E. BOORMAN 


the healthiest doctors, nor indeed than those who develop S 


coronary ` thrombosis. I believe the converse is true: that a 
. family history of tuberculosis is negligible after the age of 


30, and even before that age. 
Onset of_Çoronary Thrombosis—The records were 


-searched to find at what ages coronary thrombosis occurred, 


P. L. MOLLISON, M.B. M.R.C.P. 
: (Concluded from p. 538) 


. Haemolytic Transfusion Reactions Due to Rh 


then 
Antibodies 


$ 


how many died of this illness, how many survived and were As first pointed out by Wiener and Peters, the repeated 


unfit to work again, and how long 


| those worked who 
< -~ pleted their convalescence. - z“ : 


, 


transfusion of Rh-positive blood to an Rh-negative individual 
may be followed by a haemolytic reaction due to the production 
of Rh antibodies as a response to the first or subsequent 


com- 




















© Average duration of unfitness for any work was 18 weeks. 


Unfit for Work Returned to Work | 

' ` 8 years, 1 ~ 188 
i S-a 3 h Working : 

i i psf rom 

o. of Living ın r; ° 

APFach Group in 1005 : - oe 

366) i8 i | \ Ps eee 

. . wore _ {Reached 63” 2 


From this it can be said that out of 37 who develop coronary 


thrombosis 11, or approximately 1/3, die, 8 become ambul 


but unfit for work, whereas 18, or half of them, are workjng 
after R year or for a few years. Liability to coronary thrombosis 
steadily rises with successive years, as one would expect, 
but only to the age of 45, when a plateau is reached which 


` remains flat to the age of 65.' 


Onset of Tuberculosis—At what ages do the 37 who suffered 


from tuberculosis develop ‘their disease? 


k 











* Average duration of unfitness for any work was 65 woeks. 


i Summary 
1. The causes ‘of 
' have been stated. 


2. The causes and incidence., of ill-health among doctors 


, have been tabulated. 


3. The title of “the doctor's, disease,” given to coronary 


disease, is challenged. 
, 4. It was found that the 
vascular degeneration was the same for 37 doctors 


doctors who were still working at the age of 65, both 
groups having been passed fit at the age of 30. 


5. It was also found that the parental history as regards 


pulmonary’ tuberculosis was the same for 37 doctors 


developed pulmonary tuberculosis as for the control grou 


37 doctors who were still working. at the age of '65, both 
groups having been passed fit at the age of 30. ere 
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death among doctors ‘before the age of 65 


parental history as regards cardio- 
` i 1 ‘ who 
‘developed coronary thrombosis as for a control group of 37 


transfusions. The following case is probably of the mildest 
type of this reaction. . 


A Mild Type of Reaction | 

Case 1—A man aged 25 had had symptoms of ulcerative 
colitis for 8 years. .In November, 1940, he had a relapse and 
received two transfusions totalling 2,500 c.cm. of citrated stored 
blood of group QO: These transfusions were followed by 
clinical improvement, and the patient remained well for many 
months. He was readmitted to hospital in April, 1942, wi 
a return of symptoms, however, and in view of the success of 

~ the previous treatment it was decided to give him a further 
transfusion. He was found to belong to group O Rh-negative. 

His serum ‘was tested against a series of group O bloods and 
found to give no reactions at all at 37° C. or at any other 

temperature. It was therefore considered safe to proceed with 

‘the transfusion of blood from two of these donors. For pur- 
poses of record these bloods were also tested with anti-Rh sera 
and found to be’Rh-positive. 

_ 1,000 c.cm. of citrated blood from these two donors wat 
iven slowly over a period of 5 hours. Following the trans- 
usion the patient had a slight headache and a rise of tempera- 
ture to 100° F. but no other symptoms, and when seen on the 

~ next day expressed himself as feeling better for the transfusion 

A venous sample was obtained 48 hours after the transfusion 

for comparison with the pre-transfusion sample. It was found 
that only insignificant changes in haematocrit and haemoglobin 

values had occurred; at the same time it was noted that the 
serum of the later sample was distinctly yellow, in contrast ` 
. with that of the pre-transfusion sample, which was pale. A 
_ test was made to see whether the Rh-positive blood was sur- 
viving in the recipient's circulation by testing a suspension of 
blood taken from him with a potent anti-Rh serum. Many 
moderate-sized clumps were found in the suspension, thus 
: indicating the survival of a substantial part of the transfused 
+—— . blood, since a control test with the recipient's blood before 
transfusion showed no trace of agglutination. e : 

.. A further sample was obtained upon the fifth day, and it 

. was noted that the serum was even mote icteric ; a quantitative 
van den Bergh test showed that it contained 1.5 mg. per 10€ 
-ce.cm. Examination of the serum with a series of group O 
bloods ,revealed the presence of ‘an Rh antibody. A survival 
test showed that only a small amount of Rh-positive blood 
was now present in the circulation. On the seventh day after 
transfusion there was no trace of the donor blood in the 
recipient’s circulation, and the Rh antibody had risen further 
in titre. ‘ 

Throughout the period of observation the patient continued 
to improve slowly, and he left hospital on the eighth day 
Blood urea estimations were carried out upon the fifth and 
severi days after transfusion ; strictly normal values were 
‘found. 


atory 





these 


wao, Reactions in Recently Delivered Women 
ese The frequency with which intra-group haemolytic transfusion 


reactions occur in women whose infants are affected with 








erythroblastosis foetalis has been stressed by Levine, Katzin. 





———— 


During the Balkan campaign according to German 
ing were dysentery and influenza. Acute influenza was often di 
to distinguish from typhoid. The percentage of cases of bro 
pneumonia (41) was high. Half of the cases were treated 


sulphonamides and the other half with “ novalgio ” and quinine. 
The results were the same in both groups. The author believes that 
obtained by intravenous injection of quinine-, 


the best results were 
calcium. 


experience 
(Weiler: Dtsch. Militdrartz., 1941, 11) the principal diseases occur- 


and Burnham, and corroborated by Wiener. In the present 
series of investigations 4 such cases have been encountered 
Two illustrative cases are here quoted to demonstrate the 
variation in severity of the reactions. 

Case 2.—A woman aged 25: two previous pregnancies. The 
first was normal throughout, resulting.in the birth of g normal 
baby. The second resulted in a baby which develo jaundice 
during the first week -of life, but subsequently improved with- 
out relevant treatment. _Aftet delivery the mother was found 
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with 
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to have high blood pressure, oedema, and albuminuria. During 
the thirg pregnancy she remained well until about the eighth 
month, when swelling of the ankles, albuminuria, and hyper- 
tension developed. At this time the uterus became suddenly- 
more bulky and hydramnios was diagnosed. On June 9, 1942, 
sho was delivered of twins, the first of whom died after 2 to 3 
hours and the second after 8 hours. Both infants had gross 
ascites and all the other features of hydrops foetalis. On -the 
fifth day after delivery it was decided to give the mother a 
transfusion because of her anaemia. It was found that the 
patient’s group was O Rh-negative, and that her serum con- 
tained an Rh antibody. (The twins were group A Rh-positive.) 
Two group O and supposedly Rh-negative donors were 
selected by tests made with the patient’s serum and with another 
human serum containing only moderately-áctive Rh antibodies. 
A concentrated cell suspension was prepared from the blood 
of these two donors and transfusion was begun at a drip rate 
By the end of an hour approximately 250 c.cm. had been given 
without any untoward reaction. Shorfly afterwards, however, 
the patient started to complam of violent lumbar pain, difficulty 
in breathing, and generalized discomfort. The ‘transfusion was 
stopped, approximately 300 c.cm. having been given, but she 


started to shiver and had a violent tigor followed by a rise in . 


temperature. A venous sample ~was obtained 3 hours after 
the beginning of the transfusion, and it was found that the 
serum had become intensely icteric. Examination of the 
recipient’s blood confirmed that her cells were group O Rh- 
negative, type MN, and that her serum contained an Rh anti- 
body. The blood of both the donors was now retested with 
a sample of human serum containing very potent Rh antibodies. 
and it was discovered that one of the donors was Rh-positive 
(and the other Rh-negative). Both belonged to type N. By” 
means of the differential agglutination technique it was possible 
to show that by the day after the transfusion the recipients 
blood stream contained only. half the expected number of type 
N cells (the calculation being made from the known amount 
and known red cell count of the blood transfused) Moreover, 
there was no trace of reaction with the potent Rh antiserum. 
It thus was clear that the blood of the Rh-positive donor had 
been eliminated, whereas that of. the Rh-negative donor had 
survived. The fate of the latter cells was investigated by tests 
made during the following few weeks ; it was found that they 
were only slowly eliminated. : 

Since the post-transfusion sample contained no free haemo- 
globin in the serum it was not surprising that the patient's urine 
was free from this pigment. The subsequent course of the case 
was entirely favourable.. 

Case 3.—A woman aged 36: four previous pregnancies. The, 
first was terminated by craniotomy of the foetus because of 
disproportion. The second child was born prematurely after 
induction of labour a week or so before term. The child was - 
very jaundiced, and died on the second day. The third preg- 
nancy terminated in the birth of a stillborn child at 8 months. 
The fourth pregnancy resulted in the birth of a macerated 
foetus at 7 months. The fifth pregnancy was terminated by 
Caesarean section on Aug. 26, 1942. A living female child 
was delivered, but slight jaundice was apparent. At the end 
of 24 hours it was more jaundiced, and on the 28th a blood 
count showed R.B.C. 1.89 millions per c.mm., Hb 52%, and 
normoblasts approximately 16,000 per cmm. The infant died 
on Aug. 29. - 

Following the Caesarean section the mother became rather 
collapsed, and 20'oz. of citrated blood of group O were given. 
An hour after the end of transfusion she had a rigor, and 6 
hours later complained of, severe abdominal pain and backache 
and’ the 1espirations rose to 56 a minute. On the day after 
transfusion she was slightly jaundiced, and 29 oz. of dark 
brown urine were obtained by catheter. During the next 4 days 
only 12 oz. of urine altogether were passed. and the patient 
died suddenly on Aug. 31. Microscopical examination of the 
kidneys showed the typical features of necrosis of the tubules 
and the presence of masses of pigment in the tubular spaces. 

Investigations carried out on Aug. 30 showed that the patient 
belonged to group A.and was Rh-negative; her serum con- 
tained an Rh antibody. Her husband’s group was O Rh- 
positive. A test was made by the “inagglutinable count” 
technique to see whether any of the group O blood given 4 
days previously was surviving. It was found that this blood 
had been completely eliminated from the Tecipient’s circulation. 
It was thus clear that the blood had been incompatible, and 
on examination it was found, as expected, that the donor was 
group O Rh-positive. 


? Transfusion of the Affected Infant 


Leyirie, Burnham, Katzin, and Vogel have already reported 
that after the transfusion of Rh-negative blood the infant 


some. cases of “‘hetero-specific pregnancy 2s 


maintains higher values of RÌIB.C. count and Hb concentration - 
than after the transfusion of ;Rh-positive blood. Nevertheless, 
from observations of changes in R.B.C. counts and Hb con- 
centration it is difficult to reach decisivé conclusions unless 
considerable and consistent ‘differences’ are found. A more 
reliable method of demonstrating the different survival of Rh- 
negative and, Rh-positive blood in the circulation of infants 
affected with erythroblastosis jis to use the method of differential 
agglutination. By an elaboration of this method’ it:is possible 
after transfusing a mixture! of Rh-negative and Rh-positive 
bloods to estimate the survival- of the two types separately. . 
The result of these experiments will be reported’ later (Mollison), 
but the following preliminary conclusions are set out, since 
they appear to be important from the point of view of- 
treatment. ‘ ' 

The rate of destruction of Rh-positive blood in the circulation: 
of: affected infants varies enormously from one case to the 
next. In some cases only slight differences have been found 
between the survival of, Rh-positive and Rh-negative blood 
More often, however, very great differences have been observed 
The fact that there is a group in which the period of survival 
of Rh-positive blood is so much shorter than that of Rh- 
negative blood makes it very desirable to use Rh-negative 
donors as a routine for transfusion in cases of erythroblastosis 
foetalis. ; ! 

Discussion í 

-Iso-fmmnnization in Pregnancy . 
_ Dienst (1905) firgt noted 'that when the mother’s serum con- 
tained -an agglutinin that was incompatible with the infant's 
erythrocytes the potency of her iso-agglutinins increased con- 
siderably during the fourth to eighth days after delivery. 
Jonsson (1936) made a study of the sera of women 2 to 3 months 
after delivery and found. evidence of specific stimulation in 
that is to say, 
when the mother belonged to group O and the infant to 
group A, for example, the mother’s anti-A agglutinins were 
found to be stimulated. Jonsson did not titrate the sera, but 
simply used the presence of isd-haemolysins as evidence of an 
immune response. For this reason probably, he found evidence 
of specific stimulation in only a certain proportion of cases 
As mentioned above, Levine and Stetson first suggested that 
the presence of atypical agglutinins in the serum. of-a recently 
delivered woman might be the result of immunization to an 
antigen in the foetus; and Levine et.al. soon afterwards 
described many cases in! which the atypical agglutinin had 
been found to be anti-Rh, and thus developed their theory of 
the aetiology of erythroblastosis foetalis, as outlined above. 
Naturally some explanation is needed for the fact that the 
presence of immune anti-A agglutinins in the serum of a 
mother carrying a baby of group A usually leads to no obvious 
abnormality in the baby, whereas the presence of immune 
anti-Rh agglutinins is so often associated with erythroblastosis 
of the (Rh-positive) infant. Wiener has suggested that this is 
because the Rh factor is found only in the erythrocytes, whereas 
the A and B substances are present in all the body tissues 
and secretions (in the majority of individuals whose erythrocytes 
contain the A or B factor), and thus protect the erythrocytes 
from damage. Levine ef al. have suggested that in those 
individuals of group A,}B, or AB whose body fluids do not 
contain the group-specific substances (the non-secretors- of 
Schiff) the presence of immune anti-A or anti-B agglutinins in ` 
the mother’s serum may, lead tocerythroblastosis. It may be 
pointed out that in any ‘case in which the immunizing factor, 
be it Rh or A or B, is present only in ‘erythrocytes, it is neces- 
sary to postulate the actual entry of foetal erythrocytes into 
the maternal circulation for immunization fo occur. ` 

Wieħer (1942) has suggested that other atypical agglutinins 
besides anti-Rh may occasionally be the cause of erythro- 
blastosis. The presence! of atypical agglutinins, different from 
anti-Rh, in the serum of a recently delivered woman has been 
reported by Levine and Polayes (1941), among others. 

In the series of cases described here, in which the infant 
had definite erythroblastosis, an immune agglutinin incom- 
patible with the infant's: erythrocytes was found in the mother’s 
serum in every case In 44 out of 48 cases this agglutinin was 
anti-Rh, although in some of them immune anti-A or anti-B 


- agglutinins were also found. In the remaining 4 only immune 
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anti-A or anti-B agglutinins were observed. Moreover, in these, bility test be used as a routine before the transfusion of recently 


4 the presence ‘of other atypical agglutinins was: uńlikely, 


because the mother’s serum did not agglutinate any: of a‘series . 


of 10 to 20 group O bloods when tested at different tempera- 
tures. This observation supports the idea that anti-A or anti-B 
agglutinins may occasionally cause the ‘destructien of foetal ` 
erythrocytes of group A-or B and thus be the chief aetiological 


factor in some cases of erythroblastosis foetalis. 

: to demonstrate’ Rh agglutinifs in’ the infant’s ` 
serum in the majority of cases is not surprising, since these 
antibodies are not usually present in high titre in the mother’s 
serum and since they will be expected to be absorbed on-to the 
infant’s (Rh-positive) cells. Nevertheless, as we have said: 
they could be readily demonstrated in one ‘case in which the 
sera of identical twins who lived for only a few hours after 
birth were’ examined post’ mortem. aes ; 
It will be noted that in the present series Rh antibodie 
have been found. far more often than in'the series described 
by Levine and his co-workers. The technique used by the 

_latter authors consisted-in'incubation of the mixture of cells 
and serum (30 to 60 minutes at 37°-C.), followed’ by centrifuga- 
tion at low speed (500 r.p.m.) for one minute ‘and ‘by ‘gentle 
shaking to- resuspend the sediment. The tubes were then 
examined macroscopically for evidence :ọf agglutination, and 
apparent-negatives were examined microscopically.: We have 
found that this technique is not so sensitive as that of simply 
allowing the mixtures to stand ‘in-the incubator for 2 hours; 
followed by examination of the pattern of the sediment and 


, by a withdrawal of a portion of the sediment for microscopical 


examination, the latter operation being carried out with delicacy: 
Even the gentle shaking of-the tubes advised by Levine et-al. 
may, in our experience, completely abolish a weak reaction. 
It is of course’ necessary to carry out control tests with Rh- 
negative cells if weak reactions are to be accepted as evidence 


of the presence of an Rh antibody. 


Selection of Blood Donors for ‘those. who have become 
, _' ,Imnivnized ` to the`Rh Factor ' 

In the 3 cases described `in-+which haemolytic reactions. 
followed the transfusion of Rh-positive blood to an Rh-negative 
individual who had previously ~been immunized to the Rh 
factor, it will be noted that the essential feature is a rapid 
‘elimination of the donor blood from the recipient’s circulation: 


` This finding is im striking contrast to the survival time of 


compatible blood, which has been shown to be consistently 80 
to 120 days (Wiener, .1934 ; Mollison and ‘Young,'1942). From 
the 3 cases quoted above the impression may: be gained that 


" serious sequelae are the exception and-not the rule following 


- the transfusion of Rh-positive blood to a person whose serum 


_ contains an Rh antibody. However, it should ‘be mentioned > 


that in the 2 cases of which details have not ‘been. quoted 
the transfusion was followed by oliguria with a steadily rising 
blood urea. In these cases the patient, after being critically 


: il, at the. end of 7 to 10 days after transfusion gradually’. 


‘started passing normal quantities of urine again, and recovered. 
Even. in Case 1, in which there were apparently no untoward 


. consequences at all, it is clear that the transfusion was of no 
~ benefit to the patient. 


_In Case 2 it was demonstrated that Rh-negative blood sur- 
-vived normally in the recipient’s' circulation after. transfusion. 


, and Wiener (1941) has published many such cases in which 


: he. has'been able to demonstra 
“ normally. 


te that Rh-negative blood survives. 


‘For the transfusion of any recently delivered woman, and 


' particularly: in any case in which there is a suspicion that 


, the ‘individual has become immunized to the Rh factor, it ` 


is clearly very desirable to have „available a panel of Rh- 
negative donors. . At present large stocks of potent Rh test 
‘sera are not available, but if the ‘recipient’s serum is found 


"to be incompatible with the donor’s cells it should be possible 


to test the serum against a number of other individ 


5 aa uals and to 
‘find a compatible donor. i s 


7 


- , Itis probable that a modified compatibility test, as described 


“above, will serve to’ detect -the majority of cases in which 
' Rh agglutinins are present. Clearly it will be of further help 
to know whether the prospective recipient is Rh-negative or 
not. It is. strongly recommended that this modified compati- 

+ ek ` 4 ` re 


, deliveréd women is undertaken. Where there-are no facilities 


for carrying out this test two compromise procedures are 
available: F s 
(a) -In any case'in which there is reason to suspect that the 


infant has erythroblastosis, or if there is a suspicion that any 
previous infant has had. roblastosis, transfusion of the 
mother’ should be, avoided ‘if possible. Obstetric shock, post- 
partum haemorrhage, etc:, should be treated by serum or plasma 
transfusion. Cases in which erythroblastosis is suspected should, 
include all cases in which. the infant is stillborn without obvious 
cause, and all cases in which the infant is born with oedema, 
jaundice, or obviouse anaemia: (b) Rh-negative donors should 
be used as a routine either- for the group mentioned in pro- 

, cedure a above or, better still, for the transfusion of all recently 
delivered women. This latter procedure has already been 
adopted by Levine’ et al: (1941) and Wiener (1941), ‘but it must 
be Painted. out that its immediate. application on a large scale 
would ‘present very’ gréat difficulties. 5 

In discussing the choice of a donor for the affected infant 
the question of the’ suitability of the ‘mother or father naturally 
arises, since they may be the'only donors readily available 
In this, as in all transfusions, the most important factor is 
‘the compatibility of the donor’s erythrocytes with the recipient’s 

serum. Compatibility in this: case,-however, has-to be defined 
as “enjoying normal survival in the recipient’s circulation,” 
because it is not usually possible to demonstrate Rh agglutinins 
in the infant’s serum, even in cases in which rapid elimination 

„of Rh-positive blodd is observed. From the point of view 
of the donor’s ‘erythrocytes the mother is sujtable and the father 
unsuitable. : 

There is another factor to take into account, however—the 
compatibility of the donor’s serum with the recipient’s erythro- 
cytes. This factor is ignored by some clinicians who regularly 

„use, for instance, individuals of group O for transfusion to 
individuals of any group. Nevertheless, as demonstrated 


` recently by Aubert, Boorman, Dodd, and Loutit (1942), the 


transfusion of serum containing potent ncompatible agglutinins 
can result in the destruction of some of the recipient’s erythro- 
cytes. In infants who have developed a haemolytic anaemia 
as the result of the passage of Rh agglutinins through the 
placenta it is obviously undesirable to transfuse further amounts, 
and for this reason the transfusion of blood from the mother 
is to be deprecated. f 
Clearly, the ideal donor is an Rh-negative individual whose 
serum does not contain an Rh antibody and whose blood is 
also of the same group as the infant. However, when the 
infant is of group A and the mother is group O Rh-positive, 
and the ‘destruction ‘of the infant’s erythrocytes is due to the 
mother’s anti-A agglutinin, as we have supposed above, the 
most suitable blood for transfusion will be group O the serum 
of ‘which contains lJow-titre agglutinins, since, by analogy, 
grqup A blood will probably be destroyed more quickly than 
- group O blood in the infant's circulation. f 
To sum up, the most suitable donors for the majority of 
erythroblastotic infants requiring transfusion are' group O 
Rh-negative persons: whose serum contains only low-titre 
agglutinins. Since they will also be the most suitable donors 
for transfusion for the majority of recently delivered women, 
it seems very desirable for every donor organization to collect 
a group of such individuals. 


Incidence of Affected Infants in Different Families 

When a case of erythroblastosis has occurred in a family 
some help may ‘be given in the prognosis regarding future 
children by testing the blood of father, mother, and any avail- 
able siblings. Jf, for instance, the mother is Rh-negative and 
the father Rh-positive and any of the children are Rh-negative, 
-it is clear that the father’s genotype is Rhrh, and therefore 
there is an even chance that future children will be Rh-negative 


“and presumably not affected with erythroblastosis. If, on the 


' other hand, all the children are Rh-positive, it will be more 
likely that future children will be affected. 

_ Summary and Conclusions 
In every case of erythroblastosis examined the grum of 
the mother, has been found to contain an immune agglutinin 
which is, incompatible with the infant’s erythrocytes. In 44 


‘ ‘ 
+ a ` 
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out of 48 cases the agglutinin was anu-Rh, In the remaining 
4 cases ıt was either anti-A or anti-B. Because of this latter 
finding iPis considered that the anti-A and the anti-B agglutinins 
are capable of causing destruction of the infant’s erythrocytes 
in a certain number of cases and thus, in some instances, of 
being the main causative*factor of the ee The 
finding of weak Rh antibodies in the sera of the mathers of 
some babies with “ physiological jaundice ” supports the idea 
that there is no clear-cut distinction, from the clinical point of 
‘view, between mild and severe “jaundice of the newborn. 

At the present time, if serological*tests are used as an aid 
in the diagnosis of doubtful cases of eyythroblastosis, com- 
patibility of the mother’s serum with the infant’s erythrocytes 
may be regarded as a strong point against the diagnosis, 
provided that the mother’s serum is examined by a sensitive 
technique between 7 and 21 days after delivery. On the other 
hand, if the mother’s erythrocytes are shown to be Rh-negative 
and her serum is found to contain anti-Rh agglutinins, the 
diagnosis is strongly supported. 

A change in the method of, selection of blood donors in 
certain cases is urgently needed. This applies particularly in 
the case of transfusion of recently delivered women and, above 
all, whenever there is any suspicion that. the present infant 
is affected with erythroblastosis or when there is any previous 
history of the birth of jaundiced babies or of stillbirths without 
obvious cause. 

At the same time, a modification of the present method 
of testing for compatibility between the bloods of donor and 
recipient must be made. Methods for carrying out these tests 
are described, and compromise procedures are discussed for 
cases in which there are no facilities for making these tests. 

It is recommended that every blood bank takes steps to 
establish a panel of group O Rh-negative donors whose blood 
will be available, first, for the transfusion of the cases referred 
to above, and, secondly, for use as a routine in the transfusion 
of infants affected with erythroblastosis (when transfusion is 
required). 

We should like to thank the staff of the Hospital for Sick Children 
Great Ormond Street,’ and the following medical officers, all o 
whom have given us much help by drawing our attention to cases 
and allowing us access to them, and in many instances’ by colleen 


samples and supplying very useful clinical information: Drs. 
Ackroyd M. Bannister, A. B. Bentall, R. K. Bowes, D. 


Dingle, A. B. Field, V. B. Gresn-Armyta e, L. G. Higgins, 
evan Jones, 'H. M. . Mackay, H Le . G. Mactan ane, 
J. Murray, J. V. O'Sullivan, E. B. Petrie, Pickles, . K. 


Rickford, R. C, Thomas R. B. Tulk- Hart, Janet Vau fan and 
Prof. Young. We should also like to thank Dr utit for 
help and facilities in carrying out this work 
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The Queen has expressed her great interest in a plan launched by 
the Central Council for the Care of Cripples to open a new resi- 
dential home and school for severely crippled boys, and has sent a 
donation of £1,000 which had been placed at her disposal by members 
of the “ Bundles for Britain ’” branches in America to be used for 
the children of this country. The council has been deeply infpressed 
with the great need for more homes in the reception areas for 
severely crippled children, who cannot easily move aboyt and 
whose parents are often unable, under war conditions, to care fòr 
them adequately. The Shaftesbury Society, one of the council's 
affiliated members, which has had wide experience in running homes, 
has agreed to open: this.new home provided the necessary capital of 
£10,000 can be raised. About half the sum has now bee promised. 


‘system of blood groups show zoning: 
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OPTIMAL PROPORTIONS OF ANTIGEN 
AND ANTIBODY IN TESTS FOR 
Rh ANTIBODIES 
BY 
G. L. Io M.D, PhD., MRCP. 
R. R. RACE* MRCS, LR.C.P: 
AILEEN M. PRIOR, M.Sc. 
I : l AND 
ELIZABETH W. IKIN,* B.Sc. 


(From the Galton Laboratory, Department of Pathology. 
Cambridge) 


That the extent of the| reaction resulting from mixing 
homologous antigen and, antibody in a test-tube depends 
very largely on the proportions of the two reagents in the 
mixture has long been known. The proportions optimal 
for reaction can be determined (Dean and Webb, 1926, 

Duncan, 1932), but, while a particular antigen and its anti- 
body will in suitable proportions produce a very well 
marked reaction, it may be possible, by varying the relative 
amounts of the same reagents; to get a mixture in which 
no reaction can be seen. Goldsworthy (1928) found that 
a specific antibody in the serum of a patient suffering 
from hydatid cyst of the tung could easily be missed unless 
the serum and the antigenic fluid, obtained from echino- 
coccal cysts in the livers' of cattle, were mixed in propor- - 
tions suitable for producing flocculation. Workers with 
precipitins and bacterial agglutinins are familiar with zone 
phenomena due to the varying proportions of antigen and 
antibody in the different mixtures of titrations. Some 
human sera containing! iso-agglutinins of the A-B-O 
in titration with 
homologous red cells the best reaction does not take place 
in the mixture in which the iso-agglutinin is strongest, 
but in one in which it is} more dilute, so that in a titration’ 
there is a pro-zone of one or more tubes in the series 
before those in which reactions are greatest. Although 
on very rare occasions serum may be encountered which. 
will show no agglutination with appropriate cells unless 
it is suitably diluted, zone phenomena give little trouble in 
testing for the A-B-O groups 


We have recently examined a sample of human serum con- - 
taining antibodies for the Rh blood-group factor of Landsteiner ~ 
and Wiener (1941). Used undiluted, this serum agglutinated 
the red cells of strongly positive reactors to anti-Rh, but’ failed 
to agglutinate cells from more weakly positive reactors. When, 
however, the serum was suitably diluted, definite and clear-cut 
agglutination was obtained with these weaker cells. Landsteine: 
and Wiener found marked differences in intensity in the re- 
actions given by the red cells of different Rh-positive persons 
Wiener (1942) mentions that with some human anti-Rh sera. 
used undiluted, reactions were inhibited until the sera had been 
heated at 56° C. for’10 to 20 minutes; the behaviour of the 
serum we describe was unaffected by heating. We obtained 
the serum in.the middle of July, 1942, from a mother (B.)}— 
of group O—who on Nov. 6, 1941, gave birth to a female 
child (her second), which died of erythroblastic anaemia on 
Nov. 16, 1941. B. is Rh-negative ; a daughter born 24 years 
aro 1s group O Rh-positive. 

The Rh Factor 

Red cells containing Rh react with immune seia prepared 
by injecting rabbits or guinea- pigs with the blood of rhesus 
monkeys. The factor is inherited as a simple Mendelian 
dominant and is present in about 85% of American whites 
Boorman, Dodd, and Mollison (1942) have found a similar dis- 
tribution in England. The examination of a small series of 
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negro bloods suggested there might be racial differences in 
distribution, and very recently Landsteiner, Wiener, and Matson 
{p42 found only one Rh-negative person among 120 full- 
looded American Indians, whilst among 155 Indians of mixed 
ancestry the distribution of the Rh factor was intermediate 
between that for whites and pure Indians, according to 
expectation. Antibodies for Rh do not normally occur in 
human plasma, but when Rh blood is given to some of the 
persons lacking the antigen the body recognizes it as foreign 
and eliminates it. At a first transfusion the haemolysis may 
be so gradual as to be unsuspected, but Rh antibodies may 
then be produced, and Rh-positive blood given at a later 
transfusion may cause the most serious‘reactions. Immune 
antibodies to Rh may be responsible for reactions in women, 
transfused for the first time, who have recently given birth to 
a child or had a miscarriage or stillbirth, the antibodies having 
been formed in response to Rh antigen present in the foetus 
and inherited from the father but absent in the mother. Such 
antibodies produced in a mother against an antigen present in 
her foetus but lacking in herself may be passed through the 
lacenta and may react with and damage the red cells of the 
oetus, and it seems certain that erythroblastosis foetalis, a 
familial haemolytic disease of the newborn, is caused in this 
way and that the antigen most commonly involved is Rh. As 
most donors are Rh-positive it is of the greatest importance 
that anti-Rh in the serum of any recipient shall be detected. 
Human sera containing anti-Rh in sufficient strength are 
probably the most convenient reagents for detecting Rh. 


Technique 

The serum of B. was tested, by a technique similar to that 
used by Landsteiner and Wiener, against the red cells of a 
panel of known positive and negative Rh reactors of group O. 
Equal volumes—about 0.05 c.ctn.—of the undiluted serum and 
of red cell suspension consisting of 4 to 5% of whole blood, 
as judged by eye, were mixed in 2 in. by 1/4 in. precipitin 
tubes, on which glass caps were. placed to prevent evaporation 
during storage. The tests- were made in duplicate, and one 
set was stored for 2 hours and read at room temperature, 
while: the other was stored in a room at about 37° C. and 
cead there after the same time. The reactions were read by 
disturbing the sedimented cells in the tubes as gently as possible, 
and looking for macroscopic agglutination by holding the tube 
to the light. Some of the contents of any tube that did not 
show agglutinates visible to the naked eye were transferred 
to a microscope slide and spread by means of the stem of a 
Pasteur pipette, using only just enough pressure to ensure that 
the cell suspension was plainly visible under a low power 
of the microscope. ` 


The sediment in the tubes was examined, before it was dis- 
turbed, by inspecting the base of,the tube. Landsteiner and 
Wiener stated: “ Negatively reacting bloods then show a circu- 
lar deposit with a smooth edge, while positive bloods have a 
wrinkled sediment with a serrated border or show a granular 
deposit. From these readings, as a rule, the diagnosis can 
readily be made.” We are sure ‘that what Landsteiner and 
Wiener say about reading the sediments is quite correct, but 
wo are not yet expert enough to rely'as much on this type of 
reading as on seeing agglutinates themselves either by the naked 
eye or under the microscope.’ í 


Titration Tests 


When it was found that the undiluted serum failed to react 
with some cells known to be Rh-positive these anomalous cells 
were examined by a titration method’ Series of falling dilutions 
—undiluted, 1 in 2, 1 in 4, etc.—of. the serum in equal volumes 
of normal saline solution were prepared, and equal volumes 
af cell suspension were added to each tube of a series. When 
‘he titrations were read it was seen that the serum produced 
1 well-marked zone, with the earlier tubes showing little or 
10 reaction, but with quite definite reactions in later tubes 
of the series. ` 

In the Table are shown the results of the titrations with 
he red cells of four group O Rh-positive persons. There are 
narked differences in intensity in the reactions given by these 
versons, and without titration Nos. 3 and 4 would have been 
aken as negative. Of 14 lots of group O Rh-positive cells in 
u experiment of which the four examples in the Table are 
wart, five were like Nos. 3 and 4 and would have been diagnosed 
\8 negative; they all showed clear-cut reactions in the later 
ubes of the titration. Duplicate titrations were stored and 
ead at room temperature (21.9° C.): the reactions were much 
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less marked, and No. 4 of the Table and another set, positive 
at 37° C., gave no reaction even on titration. Levine and Katzin 
(1940) found a human serum containing anti-Rh which had 
a greater degree of activity at 37° C. than at lower temperatures. 
and Mollison and Taylor (1942) have reported that the human 
anti-Rh sera they have examined react “better at 37° C. than 
at room temperature. 

As Landsteiner and Wiener indicated, the reactions given 
by some sera and some Rh-positive cells are very uncertain, 


Table showing Titration of B.’s Serum with Cells of Different 
Rh-positive Persons (Tests Stored for 2 Hours and 
Read in Room at approximately 37° C.) 











Tabo No. 
0 Iv 

1 y w — — 
2 y ++ w = 
3 C v (+) (+) 
4 Cc y + wW 
5 Cc Vv ++ ++ 
6 v y w Y 
7 ++ v w ka 
8 v + (4) -= 
9 w — — — 
10 wW — — — 

Order of strength of reaction : C>V>++>+>(+)>w . 

No reaction uw scored as negative without a mucroscopical examination } 


reactions weaker than V were determined with a microscope. 
C=Clumps of cells ın clear surrounding fluid visible to naked e: 
AT ana weaker reaction, with clumps distinctly visible to naked cye, 
although surroun fluid 1s not clear. 
++=Very big clumps microscope, + = not quite such big clumps - 
+) = less than +. g 
w=Definite weak reaction in which there is a uniform distribution of very smill 
clumps of about 6 to 8 cells. 
r a a 
and th¢ intensity of the reactions between the same reagents 
varies somewhat on different occasions. Sometimes B.’s serum. 
undiluted, has given a slight reaction, “ w,” with some of the 
cells with which on other occasions it reacted only when 
diluted. 
Identification of the Antibody in B.’s Serom 


The Rh groups of the panel of donors mentioned above 
had been determined with sera which had been shown tu 
contain Rh antibodies by comparing their behaviour with that 
of an anti-Rh serum very kindly sent to the Medical Research 
Council by the Rockefeller Foundation of New York. AR 
of a panel of 18 group O donors—15 Rh-positive, 3 Rh-negative 
—have been correctly diagnosed by B.’s serum. Paterson, Race, 
and Taylor (1942) stated that “ when the reactions given by 
a known and an unknown antibody and the same panel of 
red celis are identical the odds in favour of the two antibodies 
being the same can easily be calculated. The probability that 
the apparent identity of the two antibodies is due entirely to 


al b! 


chance is given by the formula , where n is the number 





in the panel and a and b the numbers of positive and negative’ 
reactors.” 15! 3!, 

‘ 181? 
zie as the probability that the identity of the results is due 


merely to chance; in other words, the odds in favour of the 
antibody in B.’s serum being anti-Rh are 815 to 1. Members 
of groups other than O have also been properly diagnosed 
for Rh by B.’s serum, suitably absorbed to remove anti-A and 
anti-B. 





Applying the present figures, we get 


Titration Advisable 


Since discovering the necessity, for titrating B.'s serum we 
have, when testing for the presence of Rh antibodies, never 
been satisfied they were absent until examination by the 
titration method—6 or 7 tubes—had been made. If B. had 
needed a transfusion a direct test between her serum and the 
cells of, say, No. 3 or 4 in the Table would not, without 
“titration, have: disclosed the incompatibility. It appears ad- 
visable to use a titration method in direct tests between the 
serum ,of a recipient and the cells of potential donors if the 
Rh factor may be involved ; and it may be that in some cases 
titration will prove to be the only method of disclosing ia- 
compatibility due to other blood-group factors. 


* 3I =“ factorial three ”=3 X2x 1 =6. 
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Summary and Conclusions . 


Tite anti-Rh-containing serum of the mother of a baby which 
died of erythroblastic anaemia caused, when used undiluted, 
the agglutination of red blood cells of strongly positive reactors 
to anti-Rh, but failed, undiluted, to agglutinate more weakly 
reacting cells. When these weakly reacting cells were added 
to serial dilutions of the serum well-marked agglutination 
occurred if the serum was suitably diluted. These findings 
suggest the advisability of using a titration method before 
deciding that anti-Rh is not „present in a serum, and in direct 
tests between the.serum of a recipient and the red cells of 
potential blood- transfusion donors. 


We are grateful to Dr.'T. H. Boon, regional transfusion officer, 

, Newcastle- -upon-Tyne, and to Dr S. G. M. Mackay of the Newcastle 

«General Hospital for the trouble they have taken in getting B.’s 
serum and details of her case. 
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PHYSICAL TREATMENT OF ACUTE 
WAR NEUROSES 
SOME CLINICAL OBSERVATIONS 
: oy oe 
WILLIAM SARGANT, M.B. M.R.C.P., D.P.M. 
Deputy Clinical Director of an EM.S. Neurological Unit 


During this war there have been few reports on the actual 
value of the various physica] treatments of acute war 
neuroses. The methods adopted have had not only to 
be tested in the last three years but also modified from 
those employed in peacetime. As things have turned out, 
they have proved a very valuable part of any comprehen- 
sive clinical ‘scheme of treatment and rehabilitation for 
such patients. The scope of psychotherapy and environ- 
mental adjustment for acutely ill patients is somewhat 
limited : ¢here is little time today for intensive psycho- 
therapy, and with the country now organized for total 
„war and subject to random bombing it is not always pos- 
sible to find an environment where the individual is’ not 
exposed to stress and can also be usefully employed in 
the war effort. The aim of physical treatment is to bolster 
up the constitution so that unavoidable stresses are better 
tolerated by the individual. Should active fighting on a 
second front develop or a renewal of severe air raids occur, 
the sphere of, usefulness of such treatments will be greatly 
enhanced, and a knowledge of their possibilities is conse- 
quently of importance to everybody: 


In this unit we have had unparalleled opportunities of testing 
and developing such methods. After-the Flanders retreat we 
admitted convoys direct from the Dunkirk beaches. Subse- 
quently, months or weeks later, during which time their con- 
dition had often gravely deteriorated, acute cases were admitted 
from other sources. During the Battle of Britain we received 
casualties from coastal areas and bombed aerodromes, and 
during the long winter aerial bombardment of London we had 
to deal with patients suffering from acute neuroses who had 
broken down after weeks or months of useful service as 
members of the Civil Defence Services. On several occasions 
bonf>s were dropped, either on the hospital or in the grounds, 
and at these times and throughout the raids we obtained very 
valuable experience at first hand on how to use these methods 


: prophylactic sedation. 


with a unit of neurotic patients presenting a wide variety of 
panic reactions. 

Since over 3.000 Service cases alone, both acute and chronic, 
have had to pass through our limited bed accommodation, 
there has been a pressing need to seek means of accelerating 
processes of normal recovery, of preventing aggravation of 
existing symptoms. and of getting patients well enough to 
return either to readjusted duties in the Services or to some 
usgful civilian occupation. Our aim has been to avoid, if: 
possible, a recovery that is long-drawn-out. 

Our most important finding has been the supreme need .for 
immediate first-aid treatment of, the acute neurosis occurring 
in a good previous personality. ‘This is best done by physical 
methods. Application of treatment should be ‘considered in 
terms of hours rather than of days or weeks. In this way 
conditioned fears can. be to a certain extent prevented from 
becoming ingrained in the personality, and neurotic behaviour 
patterns that were primarily released under severe stress from 
recurring whenever the individual is again exposed to the 
slightest danger. have also Jearnt that the response to 
treatment depends fal only on the speed with which treatment 
is given but also on innate qualities of personality. No treat- 
ment will endow a patient with qualities of stamina that he 
never previously possessed. A fundamental constitutional] 
stability under ordinary stresses has been found of over- 
whelming importance; to a good prognosis. Previous general 
instability offers a very poor one. ` 


First-aid- Treatment ` 


- For the acute panic state, the advantages of heavy sedation 
given at the earliest possible’ moment have been amply 
demonstrated. As a rule too little rather than too much is 
given. At the first sign of impending breakdown in a good 
previous personality very heavy: sedation, immediately applied 
to produce unconsciousness for some hours, may stop the 
development of a neurosis requiring treatment in hospital. The 


‘individual's natural stamina is thereby allowed some hoùrs to 


re-establish itself at a time when his will-power and morale 
are showing signs of! initial failure to cope any longer with 
the stresses encountered, and he is temporarily open to the 
acquirement of a wide variety of conditioned fears. 

In an emergency alcohol can be used as a means of rapid 
first-aid sedation, but! other chemical methods are preferable 
Two to four drachms of paraldehyde, for instance, are very 
useful, because the drug acts so fast. Six to nine grains of 
sodium amytal may jalso be given, or 10 to 20 grains of 
medinal, But these drugs have the disadvantage of not taking 
effect for from one-quarter,to half an hour. During even this 
short period the seeds of a future conditioned ‘phobia may be 
implanted. In the hyperacute condition, especially when the 
patient is disturbing those around him and destroying 
their morale, the best method of treatment is the production 
of immediate unconsciousness by intravenous barbiturates. 
Whether such first-aid measures will have to be followed by 
further treatment depends to a certain extent on the physical 
state of the patient. If he has already lost 1 to 3 st. before 
he starts breaking down, he probably needs further treatment 
and rehabilitation, and should be sent back to hospital after 
these initial first-aid measures. Psychological’ improvement is 
rarely permanent if the patient’s physique has much deteriorated. 
However, if the stress’ has’ been short-lived though very severe, 
and if the personality ig sound, then deep sleep for some hours 
may be quite sufficient to enable the patient to carry on his 
work, especially if initial heavy sedation is supplemented for 
a day or two by mildér sedation. 

Breakdown can alsp be prevented by the judicious -use of 

Courage and will-power. have physical 
components and are certainly not directly dependent on the 
psyche. Both these attributes of the mind readily weaken if 
the person is fatigued. Loss of weight, loss of sleep, or even 
a poor quality of sleep may bring latent weaknesses in the 
power of resistance the surface in neurotically predisposed 
individuals. During a period of temporary crisis the individual’s 
final breakdown cam often be, averted by the judicious use 
of sedatives given deliberately to extend to the maximum his 
limited reserves of nervous energy. Battles are won by hanging 
on even a few hours longer than the enemy. It was interesting 
to find soldiers who had been able to go through the stress 
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of Dunkirk fortified by brandy. obtained during the retreat 
but who made a hopeless showing when faced with a minimal 
stress in England. If such prophylactic sedation is used: occa-. 
sionally in`a crisis, addiction ‘need not be feared in any except 
severely psychopathic cases. Methods of treatment that are 
useful for the many should not be rejected because of the 
weakness of a few. As well as the need for sedatives, there 
is.often an alternative one for temporary stimulants -to tide 
over a few hours of fatigue and stress. Here benzedrine may 
be found exceedingly useful, and again, in normal persons, 
there need be no fear of addiction. There has been no real 
evidence of addiction in non-psychopathic types, despite the 
current popular phobia ; even the neurotic individual does not 
crave for prolonged sleeplessness,: which this drug produces. 
‘ Numerous publications during the war have emphasized the 
value of intravenous injections of barbiturates as an aid to 
ring the memory of events for which there has been a 
hysterical amnesia ‘or to investigating a patient’s illness from 


a psychopathological angle. In addition, however, these drugs ; 


are extremely useful as a means of dealing with other acute 
hysterical conversion symptoms, such as the sudden loss of. use 
of an arm or a leg, immediately they occur. The drug is 
injected, anxiety ‘is rapidly relieved, being replaced by a sense 
of well-being, and the patienf is susceptible to suggestion and 


the restoration of function in the part affected. This treatment ' 


should preferably be given by the medical officer at the casualty 
clearing station as soon as the symptoms occur. If they are 
taken early there may be no need for the patient's transfer 
to a neurosis centre, unless other symptoms need attention. 
Tf acute hysterical conversion symptoms are left untreated for 
more than a few hours the abnormal behaviour pattern becomes 
more ingrained and obvious escape mechanisms grow more 
fixed by the patient’s removal to a safe area. 


Continuous Sleep Treatment 

If severe anxiety or hysterical symptoms have continued for 
even a week or longer, other treatment is necessary which 
cannot be done except in hospital, though not necessarily very 
far from the scene of fighting or bombing. By ‘this time 
physical changes will have become more pronounced and con- 
ditioned fears will have taken a firmer hold. A much longer 
period of sleep treatment is necessary to’ destroy these. Any 
sedative drug can be used. Paraldehyde can be given, orally 


or rectally, in doses of' 2 to 4 drachms every four hours ;- 


alternatives are 3 to, 6 gr. of sodium amytal at four-hourly, 
intervals, hyoscine and luminal as advocated by Mira, or mix- 
tures of these drugs combined, if necessary, with 2 c.cm: of 
somnifaine twice a day. . The aims of treatment are to avoid 
undue toxicity, to procure 20 hours\of sleep out of the 24, 
to adjust the dose so that sleep is neither too light nor too 
deep and patients are roused to take their meals, and to see 
that during the 7 to 10. days the treatment is being continued 
the patient receives 3 to 4 full meals a day and is given enough 
fluid to restore his physique and avoid the dangerous toxic 
effecta of the drugs. At the end of the treatment sedation is 
slowly reduced. Other measures, which were-useless while 
the' acute anxiety and physical deterioration dominated the 
picture, may then be effective. ‘It is ‘wise to clear up out- 
standing hysterical conversion symptoms, if they are present, 
by intravenous injections of barbiturates and suggestion before 
the treatment is started. ~- 


o Modified Insulin Treatment 

Another. interesting group of patients admitted to a neurosis 
centre comprises the ‘good previous personalities who break 
down only gradually over a long period of stress and have 
kept on fighting against their increasing symptoms. After weeks 
or months of intense strain they may find that.they are 
starting to have anxiety and hysterical responses to stimuli 
that previously left them almost unmoved. By: this time they 
will probably have lost from .1 to 3 st. in weight and they 
show a peculiar mixture of anxiety, hysterical, and reactive 
depressive symptoms in proportions depending on their con- 


stitutional make-up. They can be superficially responsive to. 


encouragement and psychotherapy: psychotherapy may, in 


fact, seem the treatment of choice because the patients are. 


reasonably co-operative, but they quickly relapse under any 
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fresh strain, despite a superficial improvement. If, for instance, 
they are rapidly cured in this state of a conversion symptom 
and returned to duty, they are shortly ‘readmitted, mór dis- 
couraged than before. They are often dubbed malingerers 


-because of the insidious onset of the condition, but the doctor’s 


suspicions as to the true nature of the illness should be roused 
by the fact that their past record is good. They generally 
retain insight’ into their deterioration and are ashamed of it. 
They cannot control their increasing somatic responses to fear 
stimuli, however hard they try. This type of patient was most 
often ‘seen among good A.F.S. personnel who had done excel- 
lent work during three months or so of the London air raids 
before breaking down, and among those who tried to carry 
on for some.considerable time after return from Dunkirk 
despite an increasing ‘nervous disability. They resemble 
descriptions of the good type of patient who broke down on 
the western front in the last war after months of hard fighting 
and good morale. They should be distinguished from the 
individuals suffering from hyperacute anxiety state or the purer 
forms of endogenous depression, so far as physical treatment 
is concerned. They are best treated by a modified form of 
insulin therapy, which should be carried out in a base hospital, 
free from conditions of acute stress. The technical details 
of this treatment have been described elsewhere (Sargant 
and Craske, Lancet, 1941, 2, 212). It has been found 
most useful for fairly rapid restoration of physique and 
of some degree of working capacity, though the patients are 
rarely able to return to the full stresses that precipitated their 
illness. Of the 300 or more patients that we have treated by 
modified insulin therapy ‘in this unit, these patients and those 
suffering from mild reactive depression have done best. Often 
they will gain a stone or more in a few weeks, and the vicious 
circle of anxiety and loss of weight and increasing incapacity 


„is broken. The fact that they are being given a definite treat- 


ment is not without its psychological effect. On recovery these 
patients should be sent to modified duties or a somewhat less 
exacting environment, as they remain conditioned to their past 
experiences and have a horror of being reduced to a similar 
state again. In some patients the illness has been started 
initially by a head injury or by blast effects. 


Convulsion Therapy 


Among the other good personalities that may break down. 
especially ‘after three years of war, there are many patients 
who get sent either to neurosis centres or to mehtal hospitals. 
Included among them are the over-conscientious non-com- 
missioned officer with many years’ service and the valued 
industrial worker who are particularly prone, to break 
down into a depressive state because of their previous con- 
scientious obsessional personality. Such patients carry on till 
they are sleepless, retarded, have ideas of guilt, or blame 
themselves for failing in their excessively high standard of 
duty or for letting down their comrades or superiors. These 
patients do not respond well to modified insulin therapy ; 
despite a large intake of food, they do not put’on weight. 
Metabolic changes have occurred which are difficult to reverse 
and are reflected not only in a depressed attitude of mind but 
also in a general slowness of bodily movement, easy fatigability. 


. and retardation of thought, speech, and even facial expression. 


Sometimes this distressing condition can be broken up by a 
long course of continuous sleep treatment lasting up to three 
weeks, but this will occur in only a relatively small proportion 
of the ‘patients treated. One may have to wait months, a year, 
or even longer for spontaneous recovery to occur, even if the 
patients are immediately discharged from the Army or removed 
from stress. They are inaccessible to psychotherapy or re- 
assurance. Convulsion therapy, however, should produce a 
rapid improvement in up to 75% of those patients with a good 
previous personality and genuine severe depression. Such 
treatment carries with it a slight risk of fractures, but has 
not the far from negligible mortality of a long course of con- 
tinuous narcosis in inexperienced hands. Fractures can now 
generally be avoided with clinical skill and correct positioning 
of the.limbs and body. If fractures should occur they will 
rarely cause a period of disability longer than that of the 
untreated illness. Therefore, if the illness appears likegy to 
be long, this treatment should be considered. The advantages 
should be weighed against the risks. y; 
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Conclusion 
* Itewill be seen, therefore, that methods of physical treatment 


“are now available as an aid to shortening the period of total 


disability in many acute psychiatric conditions. In good pre- 
vious personalities acute panic states, acute anxiety states, 
anxiety hysteria, and statessof depression now all have their 
appropriate treatments along such lines. ‘These treatments 
must, of course, be used in conjunction with other established 
methods, both psychotherapeutic and environmental, to bring 
about recovery, restore the individual’s self-respect, and 
diminish liability to further breakdown. Clinical experience 
greatly enhances their possibilities, just as poor judgment in 
the selection of cases may rob them of all effectiveness. 
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NIGHT . VISION IN THE ARMY 


BY 1 


B. W. RYCROFT, M.D., F.R.C.S., Major, R.A.M.C. 


Command Specialist in Ophthalmology 


Much has been written on the subject of night vision, 
which in peacetinfe has interests of academic value; in 
wartime, however, the interest must be essentially prac- 
tical and a contribution to the efficiency of the fighting 
Services. Ht follows, therefore, that any investigation of 
night vision among troops must endeavour to obtain infor- 
mation which will be of value to unit commanders in their 
conduct of operations. 


Briefly such information will consist of: (1) The general 
state of night vision in the unit as a whole and also in com- 
parison with other similar units. (2) The names of personnel 
whose night vision is above average and who are especially 
fitted for night patrols, night leadership, night “spotters,” etc. 
(3) Picked drivers whose night vision is above average and 
who may safely be trusted to lead a column of vehicles at 
night in total darkness without lights. (4) Drivers who are 
night-vision-defective and dangerous in their present military 
occupations. (5) Contact with the unit as a whole enables an 
opinion on the general ophthalmic state to be given—e.g., what 
percentage should be sent for routine examination. ` 

To obtain this information the military specialist in ophthal- 
mology requires portable test apparatus, simple to work and 
robust in construction, which can be employed throughout the 
Army to give tniform and standard results. The co-operation 
of the unit commander is also essential, and, in our experience, 
is always willingly given in spite of disturbance to training 
programmes caused by our visits. Thanks to the initiative 
of the Consulting Ophthalmic Surgeon to the Army, Brigadier 
Sir Stewart Duke-Elder, the Army now possesses such apparatus, 
and our experience in 10,000 cases has proved that it fulfils 
the required criteria stated above. 

The Army Night-vision Test 

So far as is possible, in any night-vision test, thé object is 
to stimulate the parafoveal and peripheral areas of the fundus. 
The test object, therefore, in the Army test is a large V mounted 
in five different positions on a translucent screen behind which 
is @ small bulb run from a dry battery and controlled by 





a rheostat and voltmeter. The lamp is at varying~ distances 
from each of the five screens, which are arranged as an irregular 
pentagon. The whole apparatus can be rotated so as to bring 
one gcreen at a time in front of the patient, 

Before examination the soldier is asked the following ques- 
tons: (1) What is your age? (2) Have you any eye trouble 
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and do you wear glasses? (3) How is your sight in the dark? 
(4) Do you live in the-town or in the country? (5) What is 
your job in civilian life? (6) What is your job in the Army? 

The subject sits at one metre from the apparatus and is 
rendered fully dark-adapted by wearing dark goggles for 30 
minutes ¢ at the end of this period these are cleared of moisture 
—a most essential pro¢edure—and he then writes down the 
position of the five V’s in turn; his night vision is accordingly 
assessed, If he sees all five V’s his night vision is excellent ; 
if he misses all five it is very bad. Thus, night vision 5/5 is 
excellent ; 4/5, 3/5, 2/5, and 1/5 are average ; 0/5 is poor. 

All that is required for mass examination at the unit location 
ig, a dark Nissen hut divided in two by a curtain. On one 
side the test is conducted ; on the other the men wait in their 
goggles, and clerical work is carried on with shaded lights. 

Full dark adaptation is important: after examination the 
night vision is recorded in the soldier’s personal documents, 
and a record of the entire unit is made, incorporating - the 
previous questions. It'is possible’ to examine 200 men daily 
with this test, tabulating results as follows: . | 


TABLE I 











T/C=Town or country ; G- whether or not the man wears glasses 
1 


4 


| Analysts 


When the unit has been examined the results are carefully 
analysed, and classification into three main groups is made 
thus: 

A) Men whose night Vision is above average—i e., ‘i 5 , 

” ” ” ” » average—i.c., 4/5, 3/ 2/5, 1/5 
” ” ” »  » below average—i.e., o/s 

The night-vision defectives are further analysed to indicate 
to the unit commander why these mer have failed in the test ; 
they are grouped according to four factors which have in- 
fluenced their result-namely: : 


1. Age—Experience has shown that most men over 30 
years of age are both! slow in the rate of dark adaptation and 
defective in night vision. This is a general statement for 
practical purposes and does not hold good in every case: it is 
adversely affected if the soldier has an error of refraction, and 
it is improved if he is well educated. After 30 years of age 
deterioration in nightvision becomes marked with the passage 
of every year. | 

2. Defective day ‘vision influences night vision by errors of 
refraction especially| in myopia, corneal nebulae, familial 
defects, and other ocular diseases. For convenience and 
simplicity, all cases whose night-vision defect is thought to be 
due to any of these factors are placed in this group. 

3. Intelligence plays a part: it is noticed that officers, head- 
quarters companies, and the more intelligent types of men do 
well, whereas the man of the labourer class often fails because 
he does not grasp the’ significance of the test. The result, how- 
ever, is not vitiated, as this is not the type of man one -would 
choose for night operations demanding initiative. Careful 
investigation has shown that environment plays little part:’ it 
does not seem to matter whether a man is town-born or 
country-born, but the opinion was formed that miners were 
rather better than most of their class. 

4. “No explanation” has sometimes to be noted when a 





-man persistently fails and when none of the previous factors 


are in evidence. It may be due to steamy goggles or 
malingering. , 
When the unit report is complete it-is sent to the commanding 
officer, and a star is placed against the names of men who are 
dangerous in their present military occupation—e.g., carrier 
drivers. An example of such a report is as follows: 


Subject: Analysis of Night-vision Tests 
To: Officer Commanding, 
The Blankshire Regt. N 

I have the honour to forward the analysis of night-vision 
tests of your command, carried out on ........... > 
Number tested ar oe a oe .. 656 (622) 
Number with excellent night vision—above average.. 373 (298) 
Number with, poor night vision—below average 70 (80) 
(Figures in parentliesis are those of another unit for comparison) 
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Assessment ` 

(a) 5/5 is excellent, and indicates - particular suitability for 
night operations. i : 

' (b) 0/5 is bad. Such cases are underlined in red, with a 
probable explanation written in red ink alongside. 

' (c) A star indicates that the soldier is dangerous in his present 
military occupation, which should be changed. (Very careful 
‘consideration is given to these cases.) - 

7 Remarks ó 

The following factors influence the result of night-vision tests : 

(1) Age—Poor results are normal over the age of 30 years, 
especially if combined with day-vision defects. 

(2) Intelligence—Sometimes a soldier does not co-operate, 
although every encouragement is given. Poor results are always 
repeated. f 

(3) Defectrve Vision—Soldiers wearing spectacles, etc., are 
always night-vision defective. 

(4) “ No Explanation.”’—Indicates a possible technicat defect, 
such as steamy goggles, undue fatigue, etc. 


Analysis of Night-vision Defectives ` 
we 18 G37) 


Number defective due to, age as 
S » » » intelligence 14 (19) 
+ % » » Vision | os ne 30 (22) 
Number of men in whom no cause was obvious 9 D 
Number who are dangerous in their present military 
occupation Iy ae ai Ks . 1 6 


It is interesting to note that in one unit two starred drivers 
had previously had minor accidents at night, a fact which 
emerged after their night-vision examination. 3 


Results 


The results of night-vision examination must always be 
viewed in their proper perspective, with a due sense of apprecia- 
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, Summary r 

An analytical and statistical report of night-vision tests in 
the Army is presented. - i 

The method used, in this command, of making practical 
recommendations to unit commanders with a view to increased 
efficiency of night operations is desçribed. 

My thanks are due to brother officers who have done so much of 
this tedious work, Majors C. Heath and S. Smith, and Capt. I. 
Aubrey, M.C.; a to Brigadier Sir Stewart Duke-Elder for his 


. encouragement and advice. x 
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BAGASSOSIS 
‘FURTHER NOTES OF FOUR CASES 


BY 
J. A. GILLISON, M.B. Ch.B. 
‘AND 


F. TAYLOR, M.B., BS. 


Drs. Castleden and Hamilton-Paterson described in the Journal 
of Oct. 24 (p. 478) “an industrial lung disease” which they 
called “ bagassosis.” Four men, all from the same factory 
and suffering from this condition, have been seen by us; two 
of them were the same as Cases III and IV discussed by the 
above contributors. Our interest was aroused, first, when one 
of the men related a series of symptoms which did not fit 
into any well-known clinical picture, and, secondly, when he 
remarked that several other men who had worked on his 
machine—a “ bagasse-shredder ”—had shown identical symp- 
toms. We therefore asked to see these others. 


Characteristic Symptoms ' 


In reviewing our cases—their histories, and 


symptoms, 


tion of a man’s general training and efficiency. Failures must ~ clinical findings—we were struck by the close similarity existing 


be repeatedly tested before being condemned, and change of 
occupation recommended only when the soldier himself, having 
a lack of confidence at night, has failed on the test and holds 
a responsible position. It is not difficult as a rule to detect 
the malingerer: the test is completely new and unfamiliar to 
him. Table II shows results of mass examinations, conducted 
by various surgeons: 5 


Tise I.—Infantry Brigade. Percentage Analysis of Night-yision 
i ests 








Over Average | Under Average 
3 1% T% 
29% 11% 
E HA 











Here it is seen that the over-average percentage is strikingly 
constant for each regiment—namely, about 31 %—whereas the 
figures for night-vision defectives vary somewhat. 





TaBLe Il1.—Percentage Analysis of Night-vision Defectives 








From Table II it will be noticed that Regiment-A has 
a lower proportion of men who are defective on account of 
day-vision defects than has Regiment D; these regiments also 
show parallel figures’ where the night-vision defect is due to 


age. In point of fact, Regiment D was a regiment-composed 
of older men and of lower grade than Regiment A, which was 
a battalion of young men. Regiments B and C may be taken 
as,examples‘of an average unit. 

_ In this command-no treatment has been undertaken for 
night-vision defects; and apart from the remedy of day-vision 
defects it is difficult- to see how the above figures could be 
altered, Up to date about 10,000 cases have been examined, 
and results of analysis comply with, those figures obtained for 
a brigade. $ 


s 


between them, and by certain“ outstanding features which 
appeared to characterize this condition, hitherto unknown to 
us. These typical details seem worthy of additional emphasis, ` 
and are set out as follows: 

(1) Each man showed an “ incubation period ” of approximately 
the same length, as the time of exposure to. bagasse dust before the 

_ onset of acute symptoms was from two to four months in all cases. 

(2) The acute phase of the illness was of sudden onset—e.g., one 
was riding home on his bicycle feeling quite well, when, 20 yards ` 
from his door, he suddenly felt “ winded ” and started coughing 
violently, reaching home with difficulty. Another, at work, “ sud- 
denly felt a tightening feeling across,the front of the chest, and a 
severe hacking cough came on.” 

(3) The cough was particularly violent and continuous for several 
days. > e 

(4) The sputum was described by the four men in the following - 
colourful phrases: “ Dark, and looked and tasted *like rotted 
bagasse” “ Green, ‘blue, and dirty, with a foul smell.” ‘ Dark 
and yellow, with a burning taste.” “‘ Like manure.” 

(5) Three men described severe retrosternal pain coincident with 
the onset of cough and dyspnoea. This was aggravated by move- 
ment, and in one case was so severe as td stop his ‘turning over in 
bed 3 


(6) All complained of great weakness, which continued for 
months: one, when “ walking to the bus, had to keep stopping for 
support, was as weak as a kitten, and wished he were dead.” 
Another “ wanted to Jie down, was hardly able to work at all, and 
thought he would collapse.” Still another, after returning to work, 
was unable to go up the incline to the station platform. 

‘ (T) Less specific, but equally marked in each case, were mental 
depression and loss of weight and appetite. 

Our physical examinations revealed nothing different from 
the findings of Drs. Castleden and: Hamilton-Paterson. It 
was brought out, however, that exercise tolerance stil] remained 
decidedly poor in three of the men, long after the acute phase 
had passed. (One patient, Case III of previous paper, was 
noticed to have a central scotoma on the right, due to retinal 
atrophy—? incidental.) 


Results of Investigation 
Our investigations, less numerous than those made by Drs. 
Castleden and Hamilton-Paterson, consisted of x rays, broncho- 
scopy, and bacteriological examination of sputum and bagasse. 
These were kindly carried out at the London Chest Hospital 
by Drs. F. G. Wood, H. V. Morlock, and S. R. Gloyne 
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respectively. All -our cases were seen and investigated only in 
the Jater stages—1 -tò 14 years after the acute onset. 

. In one case only was there decided x-ray evidence of disease: 
This was in the same man described by Dr. Castleden as his 
Case IV, whose x-ray film was reproduced as Fig. 8. 
film, taken three weeks after Dr. Castleden’s, was identical. 
Dr. Castleden’s interpretation is that this case “may be going 
to resolve or might progress to the fibrotic type of lesion 
seen in Case IL” As the man had worked as a coal-miner 
for 20 years, is it not moré likely that these persisting appear- 
ances are those to be expected? The radiologist reports: 
“ General increase in striations in both lungs, the appearances 
being suggestive of silicosis in the reticular stage.” The diffi- 
culty in interpreting radiological findings is emphasized by the 
fact that still another of our cases Had been a coal-miner for 
13 years. ; 

Bronchoscopic examination showed? G) Abnormal congestion of 
the trachea and bronchi; Gi) excessive white frothy mucus; (iil) 
glazing of mucosae more marked than normal. Examination of 
bronchoscopic swabs showed no moulds, but in òne case “ un- 
identified Gram-positive and Gram-negative bacilli”; in another, 
“ Gram-positive bacilli only”; while a third was sterile—all 
organisms thought to be contaminations and not pathogenic. The 
crude fibre showed neither bacilli nor moulds. 


An important aspect, other than the purely pathological, 
is the legal one. In all our cases the men had had a severe 
and prolonged illness, almost certainly as a result of inhaling 
the sugar-cane dust, and had lost many working hours. No 
payment under the Workmen's Compensation Act could 
apparently be claimed, as the disease is not a scheduled: one. 

It would seem that we have not sufficient knowledge of this 
new disease to lay down criteria by which compensation may 
be assessed. If Dr. Castleden’s view is correct—namely, that 
some patients may develop a permanent lung fibrosis—the 
importance to the workman of scheduling the disease is clear. 


Summary s 


Sotne characteristic symptoms following inhalation of bagasse 
dust are described; difficulties of radiological interpretation 
and the importance of scheduling the disease are mentioned. 


Medical Memoranda 





Unusual Skin Sensitivity 
The following recent case’of abnormal skin’ sensitivity may 
prove of interest. 


Mrs. A., aged 35, saw me first in Dec., 1940, at my infirmary skin 
clinic. At that time she ‘was suffering from a teactive eczema which 


` she had “had periodically since the age of 7. On going into her 
worse 7 days before a . 


mey I fSund that the eruption was much 
ri and began to clear when the period started. With this 
formation I put her on to stilboestrol through her doctor, and I 
did not see her again until June 23, 1942. She then told me that 
for the past 18 months she had done very well, and eventually had 
ceased taking the stilboestrol, but now had a recurrence of her 
original eczema. I considered merely putting her back on to 
stil ‘ol, but thought that oestroform might be used, as I have 
known a number of cases respond well ta it. She was then ordered 
20,000 units of cestroform twice weekly in the 7 days preceding a 
period. She had, these, and a week later the eczema erupted 
violently, and there were swellings of the hands and feet and other 
‘parts, which alarmed her greatly. This reaction, however, lasted 
only a few days and then resolved, with vast improvement in the 
eczematous lesions. ‘ $ 
I saw her on Sept. 10, when she gave me this remarkable history : 


Our — 


While the previously mentioned reaction was taking place she felt, 


her right leg above the knee on the inner side to be extremely hot, 
and when in bed,she pressed the fingers of her left hand against it 
to relieve the condition. In the morning she was astonished to find 
that the outlines of all her fingers were visible on this area in the 
shape of a vesicular eruption. The thumb area was not so well 
marked, as pressure was not applied with the whole length of this, 
but all the other fingers were clearly outlined; in addition to this, 
it was a point of great interest to ‘me to notice that where the 
wedding-ring had been pressed against the leg the skin was perfectly 
normal and appeared as an ordinary white d. The marks were 
clearly visible to me a fortnight later. \ ` f 


This, then, must be a case of sensitivity to her own skin with 
negative sensitivity to the gold of her wedding-ring, and, I am 
ai, merely serves to add to the confusion in the problem 
of skin sensitivity. 
ALLAN BicHAM, M.D., 
Hon. Dermatologist, Bradford Royal Infirmary. 


i Reviews ae a ea! re 


a DISEASES OF METABOLISM : 

Diseases of Metabolism.| Detailed Methods of Diagnosis and Treatment 
A Text for the Practitioner. Edited by Garfield G. Duncan, MD (Pp 
985 ; illustrated $12.00 or 60s.) Philadelphia and London: W. B. Saunders 
Company. 1942, : 
A generation ago medical textbooks contained a section 
entitled “ Diseases of Unknown Causation,” and a little later 
some of the items under that heading were separated off as 
“Diseases of Metabolism,” adopting a word introduced into 
physiology by Michdel ‘Foster. That this sturdy infant has 
now reached adult stature is demonstrated by the book before 
us, which contains over 900 pages. A quotation from Leonardo 
da Vinci, “ The body 'of everything that takes nourishment dies 
and is constantly reborn,” strikes the keynote. Controversial 
matters are for the most part omitted, and certain limitations 








have been adopted ag necessary. Thus endocrine disturbances 


have been included only when directly related to generally 
recognized metabolic diseases. On the other hand the subjects 
of nutrition and deficiency diseases find a place as being 
definitely linked with: the subject of metabolism. An account 
of recent work on the lesser-known vitamins is included. 

Of recent years increased attention has been given to mineral 
metabolism and water balance, and these two topics receive 
full consideration. e discussion of mercury as a diuretic 
may be taken as a sample of the style of the book. It is 
pointed out that although mercury, is a general protoplasmic 
poison the obvious lesions are usually restricted to the gastro- 
intestinal tract and the kidney, where it causes epithelial necrosis. 
Diluted to an innocuous concentration in the blood stream, it 
passes into the glomerular filtrate of the kidney. As water is 
drawn from this filtrate by the tubules the concentration 


' increases enough to coagulate the epithelial protein and thus 


checks reabsorption. ' The alimentary lesions are probably due 
to a similar process., These lesions are quite superficial and 
do not involve the ‘basement membrane, so that they are 
reparable even when, quite extensive. This is a useful reminder. 
however, that when we use mercurial diuretics we are invoking 
the aid of a pathological process. An interesting statement ‘is 
made concerning diabetes in childhood, to the effect that in 
90% puberty occurs iat, or slightly earlier than, the normal 
time. This certainly, would not have been true: fifteen years 
ago. In the early days of insulin therapy, when a diet very 
restricted in carbohydrate content was the rule, these children 
were almost always wizened and late in developing. The change 
to a more ample diet covered by sufficient insulin dosage has 
certainly worked a great improvement in this respect. 

The book is not crowded, as some are, with irrelevant illus- 
trations, and the bibliography is confined within reasonable 
limits. It will prove a valuable book of reference, and a 
comparison of it with Von Noorden’s great work in three 
volumes which appeared early in the century will show how 
completely the outlook on disorders of metabolism has changed 
in less,than forty years. The editor tells us of the encourage- 
ment given by Sir Frederick Banting to his undertaking of this 
task, and the foreword was written by Sir Frederick only a 
few days before his untimely death. 


PICTORIAL AIDS TO ANATOMY 
Iflustrations of Regional Anatomy. By E. B Jamieson, M.D. Fourth 
edition. tral (50 plates, 8s 6d., plus 


. Abdomen. (43 plates. 7s 6d, plus 4d postage.) 
(43 plates. 58, plus 4d portage) 
(33 plates. Ss}, plus 4d. postage.) Section VI. Upper Limb 
Third cditton. (42 plates. 88 6d, plus Sd postage.) Section VII 
Lower Limb (52 pites .10s 6d, plus 6d 
60s., plus 9d. postage. Edmburgh: E and S. Livimgstone. 
Notwithstanding a “ disaster ” which befell the production of 
the fourth edition of Sections I to V, and the third edition 
of Sections VI and VII, the printers succeeded ‘in reprinting 
a new issue of E. B. Jamieson’s well-known Illustrations of 
Regional Anatomy before the opening of the new winter session. 
These have been beautifully executed ; 242 colour-blocks have 
been added, and some of the finer details of dissections have 
been reproduced on an enlarged scale. The colour in most 
of the illustrations is a great help in distinguishing the different 
1 i 
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parts, and with ‘the very closely printed labels it materially i 

helps in accomplishing the dešired result—namely, “ anatomy Notes on Books 
made easy.” There is little to criticize inta work so carefully f ` 

and accurately carried out. Attention may, however, be drawn TassMan’s Eye Manifestations of Internal Diseases (Henry 
to Section IT, Plate 25, in which the coeliac and superior. Kimpton; 48s.) deals with ocular disease a pom tie ponit of 
mesenteric arteries appear to be given off from the wnopened ~ View of the physician but from that of b Czop. amo ogist 
abdominal aorta, whereas the “right” renal artery is depicted seeking for a general factor in eye, disturbance. e text is 


: BEA eaea : > encyclopaedic in intention but ,not in execution. A large 
at its origin from the interior of the aorta ; the right half of the number of conditions are listed, but the description both of the 


aorta is shown below as it would be seen in a sagittal section, conditions and of their correlations is sketchy. The book is 
but no indication is given of the change from the'sectioned essentially an elementary textbook of ophthalmology from _ 
to the unsectioned’ parts. A similar vagueness is present also which the surgical aspects have been omitted. Its chief value 
in Section II, Plate 5, in which the arrow pointing to the ‘lies in the fact that it stresses, rather more than the standard 
blank space which represents the anterior wall of the femoral textbooks, the general Basis of ophthalmology. 

canal reminds one of,the old query whether the term “canal” da 4 
Gente he watercourse on ch the his milar he aarde y The oad of Huron an the Mniey of Hey ave 
channel which confines the water. In Section some of the > , 


1 r , on the subject of children over 2 in wartime nurseries. The 
figures err in being too schematic, and are thus unreal, The’ Departments hope that this will serve to enlighten the public 


general impression, however, which is given by the work is of generally on the work of the nurseries, and especially to create 
reliability and an accurate knowledge of what the student needs an interest in it among girls and women of 16 and upwards 
in order to understand the relations of the dissected parts:and who are free to take up nursery work. The pamphlet can be 
obtain a visual knowledge of the general structure of the human ena from H.M. Stationery Office through any bookseller, 
body. š ; z 


DENTAL SURGERY AND PATHOLOGY f l i 
Dental Surgery and Pathology By Sir J. F. Colyer, KBE., LL.D.. Preparations and Appliances 


FR.CS., LD.S., and Evelyn Sprawson, M C, D Se., MRCS; L.D.S: 
Eighth edition. (Pp. 1,067; ilustratedy 45s) London, New York, —_———— aaŮŮ——ĖŮĖŐ——Č—Č———— 
, Toronto. Longmans, Green and Co. 1942, 
The task of revising the original work of Sir Frank Colyer THE SERVICE ETHER VAPOUR APPARATUS 
was undertaken by Mr. Evelyn Sprawson. It was a notable Capt. J. C. H. Brown and Capt. W. E. CounqHAN, R.A.M.C , 
and important achievement, because since its first publication send the following description: 
this has always been the textbook on dental surgery most This apparatus, originally called by its designer (J. C. H. B.) the 
used by the student. The new (8th) edition has incorporated anaesthetist eliminator,” was, as its name suggests, designed 
recent researches and advances both in the theory and-in the to be available for the single-handed medical officer when he 
practice of dentistry, so that the vade-mecum of the student pad ee ne anaesthetic and then do the necessary 
becomes the reference book of the practitjoner. In this respect WE Eria PaT E7 aa o ar a T soen Pe E 
the comprehensive index at the end is most helpful. The -apparatus, particularly in rush periods. A patient can be lefi 
early chapters are almost entirely devoted to the various with a degree of safety, and 
unatomical abnormalities of the teeth and jaws—a dull subject, anaesthesia still continues. The 
but one which must be digested by the student to appreciate sketch I hope will spare a deal 
the principles of orthodontics. These are clearly and simply of explanation, but the main 











illustrated, emphasizing the methods of treatment by extraction points are as follows: , } 

rather than by the appliances of some teachers. The latter Hither rotai a 2 lb. jar x B 
two-thirds of the book has been almost completely rewritten ha has meta lee doe ae g 

since the reviewer was a student some twenty years ago, three inle pertora- $ 


: k À tions (A); one carries a tal A lA 
and leaves him impressed and even amazed at the painstaking tube o which can be adjusted ms } 


analysis of recent:research and published articles. The aetiology to the level of the ether (liquid) 
and pathology of dental disease are described in detail, and the other two being controlled 
although space has restricted the discussion of treatment in by corks (Y). The vapour is 
some instances to general principles, there has been no omission ae A ce pons. the 

i that h roved useful in patent by a in. bofe rubber 
ee eae are sa ea lg Ra oh tubing, which holds in its length 


eg 
e 
The volume now runs into over a thousand pages and is ĉ& T-shaped metal angle (c), Jt} ~z 
z attached to which is an ordinary 

heavy and uncomfortable to hold. The authors might well airway (D). The latter is guarded tt 2 
consider dividing the work into two volumes in a later edition. by. a dental-wax mouth-cover D 

i g (Z), to which head harness may 

WAR NURSERIES ~ be, attāched. 


The valves are constructed in metal tubes, the inspiratory 


Young Children in Wartime: A, Year's Work in a Residential War valve (tube B) being fixed to the metal screw top, the expira- 
Burkngham and Anna Freud. (Pp 81. 64. saa 9 LOE. CAP 
Nane, By Dorothy i Unwin, Lid. aa Bhs 218 3 tory valve (tube E) fitting into the rubber tubing. e inspiratory 


; f Ta valve is a light metal disk lying on a hub in its tube, and bein 
To the harassed medical officer bewildered by the multiform kept in position by a metal pin and shot weight ; the former fe 


difficulties arising out of nursery homes this report will come carried through a metal bar which extends across the lumen. 
as a blessing. Not only does it describe the wholly admirable The expiratory valve is a rubber disk screwed to a hub in its 
administration .of a group of three nurseries (two residential metal tube. i F : 
and one for day children), but it includes—with an endearing The apparatus can be assembled anywhere by a tinsmith, the 
tack of technical terms—an account of child development and ‘B¢cessary metal parts and valves being soldered in Position. 
a _ These valves are-such that the apparatus is self-administerin 
psychopathology so simple and yet so profound that the un- Sn inspiration, giving an intermittent flow of vapour wi 
learned in psychology and the experienced psychiatrist alike practically no rebreathing. The inspiratory valve unit is an 
may read it with enjoyment and profit. The four sections deal original pattern so far as I can discover, and it will not easily 
respectively with statistics, nutrition, medical report, and a corrode. a 
sarvey of psychological reactions. In the last of these sections, | The designer (J. C. H. B.), of the Cunard White Star Line, 
which occupies two-thirds of the whole booklet, the behaviour induced patients with open ether, brought them to the stage 
on which deductions are based is demonstrated with the clarity of e oe the apparatus and cont olled 
icrobiological ‘film. It is clear also, in spite of the 1 erie forceps, and found it satis actory. 
eee shown by the authors, that these nurseries are run he ee has been used by me (W. E. C.) for induction by 
with an efficiency, devotion, and human understanding that OPC ether, or pentothal and open ether, anaesthesia being 


tee continued by the patient and the depth controlled by tRe air 
should serve as a model for others, whether in time of. peace ` entries. When anaesthesia is established the Dekt ee po 


or of war. f >~ dealt with confidently without continuous personal attention. 


` 
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THE Rh FACTOR AND ISO-IMMUNIZATION 
The discovery that iso-immunization—the immunization 
of one member of a species by an antigen lacking in him- 
self. but present naturally in another. member of the 
species—may cause a haemolytic reaction in the recipient 
of transfused blood compatible ¢ccording to the original 
A-B-O system of groups was bound -to be of great impor- 
tance at a time when so many blood transfusions are being 
given. But when the story is as exciting as is that of the 
Rh factor—the red-cell antigen most commonly involved 
in iso-immunization—and of the establishment of iso- 
immunization as the cause of. erythroblastosis foetalis, the 
„widespread interest shown in Rh by the medical profession 
and press is only to be’ expected. It provides one of the 


most fascinating chapters in the history of laboratory ~ 


achievement, and began by the finding of Landsteiner and 
Wiener that the serum of a rabbit injected with the red blood 
cells of a rhesus monkey agglutinated the red cells of most, 
but nat all, human beings. The positive and negative 
reactors are, called’ Rh-positive ‘and Rh-negative. Before 
long, antibodies in the serum of certain recipients who had 
reactions after blood transfusion were identified as anti-Rh. 
These recipients were all Rh-negative and either had 
received previous transfusions or were women who had 
Tecently been pregnant. They had been immunized by an 
earlier transfusion of Rh-positive blood, or, in parous 
women, by Rh antigen present in the foetus, so that trans- 
fusion with Rh-positive blood—and 85% of donors are Rh- 
positive—was almost certain to lead to trouble. When these 
reactions were observed in the mothers of babies suffering 
from erythroblastosis foetalis the connexion of iso-immuniz- 
ation with this condition was quickly established. It results 
from the iso-immunization of the mother by a red-cell anti- 
gen—in most cases Rh—lacking in the mother but present in 
the foetus and inherited from the father, and the subsequent 
passage through the ‘placenta of the antibody formed by 
the mother to act on the susceptible blood .of the foetus. 
These most important discoyeries were all.made in the 
U.S.A., and investigations described in this and last week’s 
Journal by Boorman, Dodd, and Mollison, and by Taylor, 
Race, Prior, and Ikin, confirm the American work. 
Fortunately iso- -immunization occurs in only a small pro- 
portion of the cases in which the groups of recipient and 
donor or of mother and foetus make iso-immunization 
possible ; why this is so is not yet understood. Obviously 
the detection of Rh antibodies and the diagnosis of the 
Rh factor in red cells are of the highest importance in con- 
nexion with transfusions of whole blood where incom- . 
patibility due to Rh may occur, and in these cases it is’ 
desirable to give only Rh-negative blood. If the position 
is not certain it may be better to avoid whole blood and 
use plasma or serum. For transfusing an infant suffering 
from erythroblastosis, Rh-negative is better than Rh- 
positive blood; Rh-negative blood has been shown to 
survive longer. As: the mother’s blood contains’ the harm- 
ful antibody it should not be given. The ideal donor for 
eae a baby would be Rh-negative, would never have had 

fusion, and would never have been pregnant. Anti-Rh \ 
he been found in the sera of women years after their last 
pregnancy, ' 


THE Rh FACTOR AND ISO-IMMUNIZATION 
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Diagnosing the presence of Rh antigen and Rh antibody 
is a tricky business, and considerable experience is needed 
for success. Slide and tile techniques used by most people 
for blood-group reactions are very unsatisfactory in Rh 
work, and test-tubes are necessary. Incompatibility due to 
Rh will Almost certainly be missed unless the direct match- 
ing of the recipient’s serum and intended donor’s cells has 
been performed in tubes; and it is advisable to seek Rh 
antibodies both at room and at body temperatures. With 
at least one serum containing Rh antibody, incomipatibility 
with some Rh- positive donors would have been un- 
detected if the tests had been made with undiluted serum ; 
that reactions were seen only when the serum was suitably 
diluted suggests the ad ais of performing the tests in 
the form of a „titration. : 

The Rh factor is of gteat importance, and no doubt it will 
be shown to be the cause of many transfusion reactions 
otherwise unexplainable. But incompatibility due to Rh 
is far from being the only cause of transfusion reactions, 
and the antigens and dntibodies of the A-B-O system of 
groups are potentially far ‘more dangerous and will lead 
to far more reactions |unless everything possible is done 
to avoid incompatibility. The need for careful and com- 
plete A-B—O. grouping and adequate direct matching is 
as great as ever; en iasm for the new and intriguing 
Rh factor must not be allowed to lessen the appreciation 
of this need, and, actually, it ought to lead to revision 
of the methods used for direct matching. 


| 








PLANNING AND THE M.O.H. 
When the Medical Planning Commission reassembles next 
week it will know what the organized groups which make. 
up our- profession think . of the draft interim report which 
was laid before it by its various committees. Not the least 
important of these critical reports will be that of the 
Society of Medical Officers of Health, coming as it does 
from men and women! of wide experience in administra- 
tive and preventive edicine, who are almost entirely 
whole-time salaried officers. There have now been pub- 
lished! not the final conclusions of the ‘society but the 
recommendations which its own Medical Planning Com- 
mittee has made to the branches and groups of the. Society. 
.In certain fundamentals the proposals in this report are 
in line with those set ut in the draft interim report of 
the Commission. It ` recognized that the health and 
medical functions of’ the various Departments of* Govern- 
ment should be brought within one central Government’ 
Department—a “real” Health Department. It is agreed 
that local departments should cover areas wider than those 
of many existing local authorities: Central and local 
unification form the administrative basis of the new order. 
But one finds no signs in this. report of any wish to modify 
the existing’ “ set-up ” of local government, except by: the 
creation, of local medical advisory committees. Medical 
representation bn local authorities or committees thereof 
is not one of the proposals. There is approval for the 
conception of the health centre as the focus of local per- 
sonal health services. „The family should be regarded as 
the health unit, and each general practitioner should have 
the care in health as well as in disease of a suitable number 
of persons. The family doctor would “ participate” in 
maternity and child welfare and school medical work for 
the families under his charge. The number of practi- 
tioners working at a ‘Health centre would vary according 
to the type of area, with special arrangements in rural 
areas. Incidentally the authors of this’ report recommend 
that consultants should attend at regular ‘times at health 


1 Publ. Hith., Sopt., 1942. 
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centres—a-view which is not “generally. acceptablè to the 
consultants themselves. ` im u 

The principle of unification of local services under-a ‘a 
local authority being accepted, it follows that hospital 
services should be regarded as an integral part of local 
health services, and ‘not administratively severed from 
them. Thus the duty of providing hospital services 
would be the function of the new local authorities in co- 
operation with the voluntary hospitals and, if necessary, 
with one another. The suggestion to create ad hoc hos- 
pital authorities for the administration of all local hospital 
services is rejected as something which would cause fresh 
‘confusion in a field where integration is essential. But 
it is recommended that all hospitals, voluntary and local 
authority, should be available for all members of the com- 
munity on similar terms and conditions. As later pro- 
posals show, this in effect means that both types of hospital 
should be open to all sections of the community. 

When we come to the question of staffing,. the report 
diverges sharply from the majority view of the Planning 
Commission. Naturally, the approach to this question is 
that of the administrator. Administrative efficiency re- 
quires, it is argued, the elimination of private enterprise, 
as it is called, and the conduct of such services on a whole- 
time salaried basis. “ Hitherto the doctor has been mainly 
interested in the illness of his patient, but it is of the first 
importance that his attention should be directed to the 
maintenance of health.” In short the report recommends 
a national medical and health service on a whole-time 
salaried basis. Complete free choice, it appears, is not 
regarded as essential, though the maximum free choice, 
it is urged, should be given to patients in the selection 
of their doctors within the organization provided. The 
words “ 
satisfy those who believe that free choice cannot flourish 
within the confines of a whole-time salaried service. Ample 
opportunities for study and research would be afforded, 


especially in the direction of the maintenance and improve- ' 


ment of health, which, it is stated, “ hardly thrive in an 
atmosphere of private competition.” There is no direct 
comment on the arguments advanced by the majority of 
those responsible for the Commission’s draft report that 
the “cold hand of bureaucratic control,” with the doctor 
acting under the orders of the superior officers, would be 
inimical to the wise and humane administration of a per- 
sonal health service. Presumably that and similar argu- 
ments are rejected. But in view of the condemnation of 
what is called private,enterprise in medicine,' it would ibe 
helpful to know whether medical officers of health regard 
competition for the favour of superior officers or com- 
mittees as involving dangers as great as those of competi- 
tion to attract patients. It is clear that they are not satisfied 
with the existing methods of making appointments, for 
they go on to recommend the creation of appointments 
boards to advise authorities in making appointments. 
The report recognizes that it is one ‘thing to elaborate 
a new service and another to create a new attitude of mind. 
Clearly the medical profession will need a new kind of 
education before really effective progress can be made. 
Indeed, there are some who think that if the efforts of 


planners were concentrated on the recasting of medical” 


education the greatest good would be achieved, even with- 
.out changes of a legislative or administrative character. 
The difficulties of the immediate future are recognized. 
For example, it is. suggested that during the period of 
transition local authorities should be empowered, after con- 
sultation with the local medical profession, to determine 
which méthod or methods of staffing they consider most 
appropriate for the hospitals or health centres, or domi- 
ciliary practice, in the whole or parts of their area. This 


l 


within „the organization provided” will hardly: 


proposal has its dangers. -A common standard of medical 
service. would not .be achievéd by creating different stan- 
dards among medical practitioners. The terms and cOndi- 
tions of any future medical service should be determined, 
not between individual local authorities and local units 
of the profession; but-at the centre between the Government 
and the representative body of the profession. They should 
be determined’ at the beginning and not at'the end. 

At the conclusion of this wat a large number of young 
medical men without experience of civilian practice will 
be seeking careers at home. We must plan for their re- 
absorption into the country’s medical services. That means 
we must plan now. But it should not mean, and it must 
not be allowed to mean, that advantage should be taken 
of this situation to- absorb these young men into a form 
of medical service whioh, though immediately attractive 
to the demobilized and maybe temporarily unemployed 
soldier, is not the best which the Government and the 
doctors can work out in free negotiation. 





POPULATION PROBLEMS 


To notice in the same article a report on a new housing 
estate’ and a criticism of the Registrar-General’? may seem 
bizarre ; the connexion is, however, intimate. The report 
of the Birmingham Social Survey Committee on a sample 
of families in the Kingstanding Estate in 1939 reaches con- 
clusions not fundamentally different from those drawn by 
other investigators, notably Mr. Rowntree. The scale of 
the investigation is small (269 families), but observations 
relate to a period of steady employment under the shadow 
of imminent war, and some sensible improvements of 
technique have been made. Once more the hardships of 
families with many children under the age of 14 are made 
manifest. More than 50% of families with 4 or more 
children under 14 are living on means below the sufficiency 
level when an absolutely Spartan standard of necessities 
is used (no holidays, no amusements, no tobacco, in- 
destructible furniture). The percentage soars above 80 
when a more realistic measure is used. Of all the children 
under 14 years of age, 31% were in families on or below 
the borderline by the first and 60% below sufficiency by 
the second measure. In other words, large families suffer 
great privations—a fact which members of the families 
knew without statistical investigations. Hence, the popu- 
larity of birth control. A recent apparently well-informed 
article in the Times suggests that neither national enthu- 
siasm nor dictatorial brutality has really had much effect 
on the effective fertility of the Reich. A brutally efficient 
Government with spies in every house can do a good deal 
to check abortions and something to encourage early mar- 
riages, but little else. 

Dr. Kuczynski’s pamphlet is largely a criticism of the 
memorandum on trends of population issued as a White 
Paper and the subject of recent controversy in the Times. 
One ‘of the numerous evils of war is that official publica- 
tions inevitably tend to be propagandist in tone. A broad 
distinction between enemy and Allied statistical propaganda 
is that the former makes equal use of the positive untruth 
and of the suppressio veri, while the latter eschews direct 
lying but is certainly not innocent of suppression. The ` 
objection to the memorandum was not that any important 
statement in it was inaccurate but that, to a general reader, 
the impression conveyed by it was misleading. Whether 
the retort—that the document was intended not for general 
readers but for statisticians—was adequate is a delicate 

1 Nutmition and Size of Family. Family. Report prepared for the Birmin 


ou Committee. (George Allen and Unwin. 2. Gd. 
Ne gd ate Statistics. By R.R: Kuczynski 
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question. There is much to be said for Dr. Percy Stocks’s 


opinion (expressed in this Journal on March 21, 1942). 


that*this is not the time to ventilate grounds for remoter 
fears, when immediate dangers are so pressing. But 
Dr. Kuczynski's memoir is much too arithmetical.to find 
many readers in omnibuses, and should be read by publi- 
cists who are daunted by. mathematics. It ought to deter ` 
them from that facile optimism mey are so ready to, 
denounce ‘in ‘others. 


It is obvious—to ‘use a word which so often means “ ‘T 


cannot prove ”—that population will decline unless the 
conditions mentioned in the. first: part of this article are 
remedied, and it is by no means obvious that if they were 
remedied the decline would be arrested. It is also, if not 
obvious, at least not very difficult to see, that short views 
are useless. It is preposterous to point to the fact that 
total population is not-decreasing.. The fundamental index 
—as many vital statisticians have pointed out, not least 
energetically Dr. Kuczynski—is whether . the numbers 
physiologically capable. of bearing children in this genera- 
tion are replaced by equal ‘numbers in the next generation. 
If they are not, there must ultimately be a decline which 
is only masked by the survivorship of those who can con- 
tribute nothing to the next generation. When Hamlet dies 
the play is over; Fortinbras marching across the Stage 
with an army of supers does not affect the issue. It is 
arguable that, in planning a new world when the black-out 
curtains have been drawn for the last, time, as much patient 
thinking ought to be devoted to the organization of life 
on the hypothesis , that fertility will not increase, that the 
population will in fact decrease to a stable figure, as on 
ways and means of increasing fertility. , 


SS 
` i 


: HOW MUCH VITAMIN D? 


Earlier this year? we discussed’ in a leading article the 
important question of how much vitamin D should be given 
to children daily, and in particular doubted whether the 
official dose of cod-liver oil compound advised by the 
Ministry of Health was sufficient. “So far as-can be 
made out from the label describing “cod-liver oil com- 
‘pound, ” we stated, “the, daily dose for children from 
2 to 6 months old: would supply a maximum of -180 units 
of vitamin, D ; for older children the maximum amount 
would be twice this.” 
an infant of 12 months would receive from various sources, 
we concluded that this would come to less than 500 units 

a day, In the 1936 Addendum to the pharmacopoeia the 
maximum prophylactic dose of vitamin D (calciferol) 
was given as 1,000 units a day for an infant. The con- 
cern that we expressed is now echoed .by a special sub- 
committee of the British Paediatric Association, which 
has drawn up an informative memorandum on the sub- 
ject. The subcommittee points out that the minimum 
requirement for infants and children is not known. Accor- 
ding to the Technical Commission on Nutrition of the 
League of Nations (1938), infants need 400 to 500 inter- 
national units (i.u.) daily, and therefore, according to this, 
the Government's prescription would appear to be’ an 
adequate supplement to what vitamin D is obtained from 
other sources. But, in view of rationing and ‘of the wide 
fluctuations in the amounts of vitamin D in milk through- 
out the year, the cod-liver oil compound, should contain 


the full daily requirement. The Committee on Food and 


Nutrition of the National Research Council of the U.S.A., 
and the Committee on Vitamins of the American Academy 
of iatrics, put the requirements of children from birth 


1 British Medical Journal, 1942, 1, 47. 


In estimating how much vitamin D / 


up to 15 years of aie at from 400 to 800 iu. daily. “Eliot 
and Park,? however, recommend 800 to 1,000 Lu. daily 
for full-term infants. During the last ten years the prophy- 
lactic dose of vitamin |D given at St. Bartholomew’s Hos- 
pital.has been 600 i.u., The subcommittee points out that 
the Government cod-liver oil compound would provide 200 
i.u. daily for infants under 6 months, and 400 i.u. daily for 

older infants, taking the maximum dosage for the former 
as half a teaspoonful daily, and for the latter as one tea- 
spoonful It goes on to state, “ It would be hard to find . 
any authority with clinical experience to support so small 
a dose; moreover, it will be noted that infants under 6 
months are allowed a smaller dose than older babies, which 
does not accord with their actual needs.” It considers that 
a daily allowance of 700 i.u. of vitamin D would give a 
wider margin of safety, and suggests that a vitaminized oi} 

should be reinforced with irradiated ergosterol—by which 

we presume calciferol is meant. . Premature infants from 
birth to two years should receive a daily allowance of 
1,400 iu. The subcommittee makes the excellent recom- 
-mendation that printed directions should be issued to the 
mother with the ration of vitamin D. This should tell 

her to start the oil gradually, beginning with a few drops 
daily when the infant iis a month, old, the full dose of 
one teaspoonful (700 i.u. daily) to be’ reached at the end 

of a fortnight. She should be told that-a premature infant 

(i.e., one whose birth weight i is below 54 Jb:) is particularly 

susceptible to rickets, and that the vitamin D supplement 

must therefore be doubled,.to be given in four equal doses 

daily. Such a supplement should be given throughout both 

summer and winter. For infants weighing over 54, Ib 

at birth the mother should be told that the cod-liver- oi) 

need not be given on summer (presumably also sunny) days 
so long as the infant is out of doors morning and after- 

noon. A further practical common-sense and obvious 

recommendation is that the comsosition and vitamin cov- 

tent per dose of cod-liver oil compound should be given 

on the label for the information of doctors. 

We need only add one comment, and that is that if 
the daily requirement of vitamin D for infants and children 
is not known exactly it would seem to be dangerous to’ 
recommend a minimum' dose, and sound medicine should 
aim at a dose which, on the evidence available, provides 
a margin of safety. 








ies z 
| 
| JUVENILE DELINQUENCY TO-DAY 

. The appearance of a report on young offenders? was fore-- 
shadowed by. a circular issued by the Home Office to 
magistrates sitting in juvenile courts. . At the beginning 
of 1938 the’ Home Secretary decided to institute an investi- 
gation into the problem of juvenile crime, under the 
director of the London School of Economics, Prof: 
Carr-Saunders, assisted by two of its staff. A large mass 
of data from London and many provincial cities was col- 
lected and closely analysed, and this report gives an: 
account of the conclusions. After a survey of the most 
valuable of previous investigations, which forms a useful 
bibliography for the research student, Dr. Mannheim dis- 
cusses trends in the incidence of juvenile delinqtiency and 
the serious increase from 1933, the year in which the 
Children and Young Persons Act was passed, to 1938, the 
_ last year for which the statistics were reviewed. He sum- 
marizes Dr. Rhodes’s earlier inquiry into the geographical 
aspect of the problem, and into the proportion of juvenile 
- to adult crime. Dr. Rhodes himself deals with the present 

2 Practice of Paediatrics, edited by J. Brennemann and W F Pror, 1942. 
3 Young Offenders: An Inquiry into Juvenile Debnquency By A. M. 
Cart Sarde an Mannheim, and E. C. Rhodes Cambridge University 
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investigation under its various heads—the home, the boy 
himself and his age, the crime, and many other factors 
which enter into each case. In their conclusions the investi- 
gators lay stress on the influertce of abnormal conditions 
in the home, especially broken families and step-parents. 
They find that the chance of a delinquent coming from a 
home with.an abnormal atmosphere is three or four times 
as great as from a home with a normal atmosphere, if 
the structure of the family in both cases is normal. Where 
both atmosphere and structure are normal they find some 
association between delinquency and the condition of the 
home, overcrowding, and irregularity of the parents’ em- 
ployment. The children in the control group (a notable 


feature of this inquiry) had better records of school con- - 


duct and attainment and of attendance at church and 
Sunday school and were generally a “livelier lot” than 
the delinquents, who usually seem to be somewhat inferior 
or subnormal. The authors have not, however, found 
that any one factor is uniformly associated with delin- 
quency and dissociated from innocence. They draw an 
interesting comparison between immunity to disease and 
the apparent immunity to delinquency which they found 
in some children living under conditions which often pro- 
duced-it. They indicate some lines along which a great 
deal of further inquiry is necessary. The psychological 
study which they had planned but could not-carry out 
because of the war is long overdue. Statistical research 
should, they say, be regular and systematic, and the 
methods of treating juvenile. delinquents should be con- 
tinually and quantitatively investigated. 


la 
SYNTHESIS OF ASCORBIC ACID BY ANIMAL 
TISSUES 


All the animals which have been studied, except guinea- 
pigs, man and the other primates, and apparently all the 
higher plants, can synthesize vitamin C, but there is no 
certain evidence as to the nature of the substance or sub- 
stances from which the vitamin is formed. The structure 
of ascorbic acid points to a carbohydrate precursor, and 
it has been reported by Ray* and various other workers that 
sprouting seeds produced additional ascorbic acid when 
glucose, fructose, or mannose was added to- the medium 
in which they were growing. Hopkins and others’ found 
that the average ascorbic acid contents of “the intestinal 
wall and of the liver of rats receiving a normal mixed 
diet were the same. When carbohydrate was the only 
food-the ascorbic acid content of the liver immediately 
became higher than that of the intestinal wall. When 
carbohydrates were absent from the diet the concentra- 
tion in the liver fell and that in the intestines rose. No 
satisfactory explanation of this seemed to be available. 
Masulin and his co-workers* * found that vacuum-distillable 
fractions from the unsaponifiable matter of halibut-liver 
oil, oat oil, grass-leaf oil, and alfalfa-leaf oil given to rats 
caused a high excretion:of ascorbic acid. Sterols, pro- 
teins, and sugars did not do this. The substances which 
caused the increase were so varied in structure (many 
terpene-like cyclic ketones and various aliphatic com- 
pounds) that it was concluded that they were not 
precursors of the ascorbic acid excreted, but that they 
stimulated the formation of ascorbic acid from inter- 
mediary metabolites. Smythe and King’ found that 
tissue , slices of liver, ‘kidney, and brain, and muscle 
extracts or homogenized muscle, from rats which had 





1 Biochem. J., 1934 23, 996. 
: Toid., 1935, "29, 
J. biol. Chem., 1939, 129, 437. 
‘ Iii p = 
5 Ibid., Toa 142, 529. N 
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been given chloretone for at least two weeks, showed 


evidence of ascorbic acid production in vitro, while those 
from normal rats gave less or no evidence of syntlfesis. 
Liver and kidney tissue were more active than brain or 
muscle. Maximum synthesis was obtained with a sub- 
strate consisting of a mixture of pyruvate, glyceric aldehyde, 
and hexose diphosphate. Mannose, glucose, and /-keto 
gulonic acid were ineffective. The quantities of ascorbic 
acid synthesized by tissues in vitro were enough to account 
for a large part of the ascorbic acid excreted by chloretone- 
fed animals, which was often as much as twenty times 
the amount normally excreted. 


z NIGHT VISION 


It is now recognized that dark adaptation and the deter- 
mination of threshold values give but a partial analysis 
of what Air Commodore P. C. Livingstone® terms “ night 
, Visual capacity.” The appreciation of form in low illu- 
‘mination is of considerable significance, and is to a great 
extent a psychological act, some people guessing or con- 
struing the form fairly readily, while others do not become 
aware of the form unless they have much more data at 
their disposal. These are points of obvious importance 
in the selection of men in the flying Services. Rigid test- 
ing by apparatus for some particular function rather than 
for the sum total of night visual capacity has therefore 
proved insufficient. Livingstone describes an apparatus in 
use by the R.A.F. which is constructed so as to give an 
approximation to natural conditions rather than to test 
isolated functions. Perfect muscle balance, at one time 
regarded as an absolute requirement, has in actual practice 
proved to be less necessary than it was previously held to 
be. The experience of one-eyed pilots is in itself sufficient 
criticism of the older conception, and Livingstone, discuss- 
ing the components of the physiological consequences of 
binocular muscle balance, draws a distinction between 
stereoscopic appreciation, depth perception, and parallax. 
Here, too, apparatus designed to test these functions im 
conditions of night landing had to be designed, and 
Livingstone stresses the fact that, whilst acquired hetero- 
phoria is a definite cause of inconsistency in landing 
aircraft, the inherent type exercises an adverse ‘effect 
only when the condition is pronounced. Views on the 
physiology of night vision appear to parallel those on 
colour vision. When the problems‘of colour vision as 
applied to the exigencies of navigation and railroads were 
first formulated, serious mistakes were made in transfer- 
ring laboratory findings to the complex situations actually 
present in life. Further experience made it necessary to 
evolve tests more conforming to natural conditions, with 
the result that standards of rejection became more 
stringent in some directions and less stringent in others 
As Major B. W. Rycroft observes in our present issue. 
“The results of night-vision examination must always be 
viewed in their proper perspective, With a due sense of 
appreciation of a man’s general training and efficiency.” 
In his analysis of failures Rycroft refers, under the heading 


‘ of “ No Explanation,” to “steamy goggles or malingering.” 


That one of the causes of such failures is a psychological 
disorder was shown in the elaborate study undertaken by 
Wittkower and his colleagues, the results of which were 
published in this Journal’ just a year ago. 


We much regret to announce the death of Sir Norman. 
Walker, late President of the General Medical Council. 


€ Irish J. med. Sci., 194 $ 
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FOOD POISONING 


BY 
Sir WILLIAM SAVAGE, M.D. B.Sc. . 


When we talk about food poisoning we mean acute 
poisoning. In a technical sense typhoid fever, if the infec- 
tion is carried in food, is food poisoning, but by usage 
we mean by food poisoning an illness of comparatively 
sudden onset following the ingestion of some infected type 
of food. 
Classification of Causative Factors 

As regards causation the first is the inherent group—i.e., 

foods which are inherently poisonous. This applies to many 


fish found in Continental waters. Ergot could be included, . 


and the best example is, of course, the mushroom, certain 
types of which are inherently poisonous. The second ‘group 


consists of comparatively simple chemical poisoning, such as by, 


lead and zinc. I have had to do with an outbreak of poisoning 
which was due to zinc containers used for cooking apples. A 
numbe: of cases of antimony poisoning have occurred owing 
to lemonade, and. other soft drinks being made in enamelled 
vessels in which antimony has been used. Lead poisoning 
among cider drinkers used to be common in certain parts of 
England, and was, indeed, called Devonshire colic. I have come 
across cases of poisoning caused by the accidental inclusion of 
belladonna among the sage with which a hare had been stuffed. 
Those are all examples of chemical food poisoning. ` You can 
recognize them, by the special symptoms of the particular 
chemical—lead, ‘antimony, or zinc, as the case may be—which 
is involved, and, as a rule, by the short incubation, period. 

The third group is the large class of bacterial poisons. J 
have not space to say more about the first two groups, but will 
deal here with the bacterial group. We can divide the bacteria 
into four types. The commonest are the various members of 
the Salmonella genus ; then comes a small second group caused 
by allied ` organisms, such as those of dysentery. Mr. Bruce 
White and I first showed that two or three outbreaks were 
caused by dysentery organisms, and a few years ago a food- 
poisoning outbreak due to ice-cream which I investigated was 
found to be due to the Sonne dysentery bacillus. The third 

‘group includes certain organisms, now becoming’ rather 
important, which act by producing toxins which cause food 
poisoning. The commonest of these are certain staphylococci 
—not all staphylococci, but some of them. A few streptococci 
are also known to have produced this peculiar toxin, and it is 
fairly certain that there are other organisms with this property. 
There 1s an inclination to ascribe many outbreaks of food 
poisoning to B. proteus. Whenever you get decomposing food 
you invariably find this organism, and the natural tendency is 
to suppose that it is the cause of the poisoning; but in the 
very rare instances when it is the cause this is only because 
the particular strain involved produces such a special toxin. 
and I believe this very rarely occurs. The fourth group 1s 
Clostridium botulinum (botulism). 

I want to say a word about the things which do not cause 
food poisoning, and particularly to emphasize that’ putrefactive 
organisms do not cause such poisoning. In the tay press, and 
sometimes, rather disgracefully, in textbooks, we still hear of 
ptomaine poisoning. There is no such thing ‘ as ptomaine 
poisoning. The concept arose in this way. It was found that 
„when meat putrefled badly crystalline alkaloidal bodies were 
formed which, when injected into laboratory animals, brought 
-about death with extreme rapidity, and it was assumed that 
these? ptomaines were the cause of food poisoning. This is 
incorrect. They a are late degradation products of food putre- 


“type. 
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faction, and no one would care to eat meat when it had reached 
that stage. Further, these effects were produced‘ by injecting 
animals, whereas if the ptomaines were fed to the animals py 
mouth, which is the way -poisoning develops, nothing in 
particular occurred. Putrefaction as such is not a cause of 
food pojsoning. Food poisoning is always due to specific 
causes—e.g., specific bacteria. 


Ne 


Staphylococens Food Poisoning 


Within the last few years it has been recognized that certain 
staphylococci can produce food poisoning. They may be con- 
tained in any vehicle, but the records show that more than 
half of these outbreaks arose from cream oakes, éclairs, and 
things of that kind. ‘The first described outbreak was in the 


- Philippines and was due to infected milk. Cream or custard 


fillings have been responsibte for. well over half the number 
of these outbreaks. 

e interesting point about staphylococcus poisoning is that 

articular type of' ' staphylococcus is responsible. One can- 
nol say, for example, that the haemolytic staphylococcus acts 
in that way more than any other type. It is not a specific 
We all know that staphylococci produce a number of 
different toxins such as haemolysin. These particular strains— 
and there are comparatively few of them—produce another 
kind of toxin which we call enterotoxin. Why some staphylo- 
cocci produce enterotoxin and others do not, nobody knows. 
They do not constitute a particular group which one can type 
out and say that these are food-poisoning staphylococci. We 
know that the presence of starch enhances the virulence of the 
toxin, and we can take an organism of very low potency and 
increase its potency by growing it in a starch medium. We 
know that it produces these effects because we can demonstrate 
them in sterile filtrates. We do not find this type of food 
poisoning with merely the presence of a few staphylococci, but 
usually only when a organisms are present in considerable 
numbers. 

In the early days this association was doubted, and it was 
only possible to prove it by the fact that volunteers came 
forward to drink a cultured broth filtrate. Drinking, perhaps, 
15 to 20 c.cm. of this filtrate, a considerable proportion of 
them developed the symptoms of staphylococcus food poison- 
ing. These are, generally mildish—nausea, vomiting, and 
diarrhoea. Having proved it in that way, it was found that if 
Thesus monkeys were fed on this filtrate they also developed 
vomiting, but they are not quite so susceptible as man. Lately 
(this is of practical importance 'if one is dealing with an 
epidemic) a reliable test is to make an intraperitoneal injection 
of the filtrate into young kittens, which show characteristic 
symptoms. There are bouts of ,vomiting, general distress, and 
usually death within a few days. Volunteers, or a monkey, may 
not always be forthcoming, but we may be able to get a kitten 
and inject' a fair dose of the filtrate intraperitoneally. 

The same: facts apply to other organisms which produce this 
type of outbreak. B. proteus and streptococci have been’ men- 
tioned, while outbreaks have been ascribed to B. coli and‘ in 
one or two instances to sporing aerobes. In any individual 
outbreak such an association can only be accepted with con- 
siderable reserve. Not only must the organism be present in 
large numbers in the implicated food but it must be proved 
to, be a strain which produces enterotoxin. While the demon- 
stration of enterotoxin by the kitten test is suggestive that the 
strain which produces it is potentially a cause of food poison- 
ing, we are not yet ın a position to assert that proof is complete 
that the strain was responsible for a particular outbreak. 


Probably -enterotoxin production, based on the kitten test, 


occurs with strains which never cause- food poisoning. 
Quantitative factors enter into thé question, and usually the 
presence of very large numbers of the enterotoxin-producing 
strain seems to be an essential factor in the ability to set up 
food poisoning.. This toxin is heat-resistant. 

I would emphasize that one of the most important facts to 
ascertain in investigating food-poisoning outbreaks is the inter- 
val between the eating of the food and the onset of symptoms. 
It is one of the vital clués to the type of food poisoning to be 
investigated. If you have persons who are ill twelve, fifteen, or 
twenty-four hours after taking food you can be certain you 
are not dealing with a toxin outbreak. 
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So much for the staphylococcus type, which may be 
encountered anywhere in connexion with the feeding of troops 
or in civil life and which seems to be getting more widely 
recognized and possibly more common. 


Salmonella Food Poisoning 


e 

I pass to the Salmonella type. This type used to dause about 
70% of the outbreaks in Great Britain. Those of you who 
are bacteriologists know that there are a great many types of 
Salmonella. When I started to work on food poisoning forty 
years ago there were three known types. There are now over 
eighty recognized types of Salmonella, each said to be different 
from the rest. It is necessary to remember that only some of 
them cause food poisoning. Some caube disease in animals 
only, others in man only, and some cause disease in both man 
and animals, and it is the last which are responsible for food 
poisoning. For example, B paratyphosus B causes paratyphoid 
fever but not food poisoning, except possibly ih extremely rare 
instances. In the same way B. equii causes disease in horses 
but not food poisoning. The types which produce food poison- 
ng in man are types which are responsible for disease in both 
man and, animals. ' 

This is not a public health lecture, and I am not going to 
say more about the large numbers of types except that they 
aro important in later on eliciting the source of the outbreak 
because each type tends to have its particular habitats. To 
mention but one example. The Dublin variety of B. enteritidis 
is‘a bovine type and occurs mainly in calves., That is the type 
which may be found in milk; and there have been a number of 
food-poisoning outbreaks from milk due to this strain. On 
the public health side it is exceedingly ımportant to discover 


the particular strain, but from the immediate practical point. 


of view it does not matter ; they all cause the same symptoms. 
It cannot be said that one type produces one type of symptoms 
and one another. True, B. enteritidis (Dublin) as a rule causes 
a mild type, but clinically and pathologically they are indis- 
tinguishable in their effects. 

There are the following reasons why Salmonellas are so much 
concerned with food poisoning. The types that cause it, are 
undoubtedly gastro-intestinal irritants, setting up inflammation 
of'the stomach and duodenum and the first part of the tract 
beyond, and these show redness, and signs of irritation. They 
produce heat-resisting toxins. They grow, rapidly on suitable 
food and, doing so, cause no physical changes in the food. 
Obviously an organism which can camouflage itself in that way 
is much more likely to cause food poisoning than one that 
gives rise to an odour. 


G ` Botulism 


Botulism is entirely a thing on its own. There are two well- 
recognized types—A and B—and there is also a C type. It is 
necessary to remember the types, because if an outbreak of 
botulism occurs it is of no*use to give B antitoxin to a person 
who is down with Type A. Cl. botulinum is a sporing anaerobe 
which produces perhaps the most powerful toxin we know. 
There are three things to constder—the bacillus, the spore, and 
the toxin; and’-botulism is best understood by examining the 
salient points of each of these, including the relative resistance. 
The bacillus and its toxin show no particular resistance to 
heat. The bacillus is killed, like any non-sporing bacillus, by 
twenty minutes or so at 60°.C. The toxins have no special 
resistance to heat, but the spores are among the most resistant 
spores we know, therefore they are apt to survive in heated 
foodstuffs. The spores as such are not toxic, and if one takes 
a millien spores and washes them so that they have no toxic 
element, animal experiments suggest they can be swallowed 
without hurt, provided conditions are not such that they can 
turn into the vegetative form. Under favourable conditions 
the bacillus produces toxins which are able to be absorbed from 
the alimentary tract and to exert their influence on the nervous 
system. The bacillus is a true anaerobe, and therefore occurs 
under anaerobic conditions. It is a natural soi! inhabitant and, 
curiously enough, it is found more often in virgin than in 
contaminated soil‘ A great many years ago J,sent numerous 
samples of soii from England to Professor Mayer in California, 
and spores were found in five out of about eighty. 

. The earlier outbreaks of botulism were in connexion with 
foods like ham, bacon, and sausages. In a bacon factory the 
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hams are placed one on top of the other; they therefore do 
not get much air, and if any are contaminated with infected 
soil the bacillus may grow and produce its toxins. Thenethere 
was an alarming wave of botulism in the United States in 
connexion with canned foods, particularly in California, where 
the soil 1s considerably contaminated with this organism. In 
consequence the factors of ‘heat resistance of this organism 
have now been worked-out very thoroughly, and canners are 
told in regard to each product exactly to what extent to heat 
so as to be sure of killing the organism. This varies with the 
kind of food: for example, lower temperatures are permissible 
with acid foods. In consequente this danger from commer- 
cially canned foods has been removed. The bacillus is a 
proteolytic organism. which means that it decomposes proteins 
and breaks them down, giving off an offensive odour. A sour 
sort of smell is characteristic. It is not invariably present, 
because it is possible to have a stage at which the proteolytic 
changes are not sufficiently advanced to give obtrusive signs, 
although enough toxin has been produced to render the food 
very poisonous. As a rule both changes are present together. 

The Loch Maree outbreak of botulism was due to sand- 
wiches containing wild-duck paste. The eight people who ate 
those sandwiches died. The cook said she did not notice any 
changes in the paste. which ıs natural because wild duck has 
an odour of its own and, not being a technical person, she 
might not easily notice any difference. But when, in the 
laboratory, we inoculated tins of the paste with Cl. botulinum 
and incubated them, we could later readily detect definite 
changes. 

Incidentally, the decomposition changes explain why we have 
a considerable number of single cases of: botulin poisoning. 
The woman of the house opens a tin. notices that it does not 
appear good, but takes one spoonful herself to clear up the 
point. She discovers that it is not sound and titrows it away. 


-She dies, but the other members of the family are unaffected. 


The organism acts on the peripheral nervous system; it is 
not a gastro-intestinal irmtant. In the initial stages in certain 
cases there may be gastro-intestinal symptoms—some nausea. 
vomiting, and diarrhoea—for the first twelve or twenty-four 
hours, but these pass away. These symptoms are probably due 
either to a mixed infection or to the proteolytic products caus- 
ing slight gastru-intestinal disturbance and are not part of the 
toxic action. The most characteristic symptoms are the follow- 
ing: disturbance of vision appears early, including dimness of 
vision, mydriasis, diplopia. and loss of reflex to light stimula- 
tion ; later there is complete loss of accommodation. Another 
group consists of a feeling of throat constriction and difficulty in 
swallowing and talking. There may be complete paralysis of 
the pharyngeal muscles. Eventually there is complete uphunia. 
General muscular weakness is a characteristic feature, while 
there may be incoordination of muscle movemeny. Inhibition 
of the secretions is characteristic, and especially so is a dry 
mouth and pharynx. 

It is of value to realize that certain symptoms are not found. 
While in the initial stage diarrhoea may occur, the characteristic 
feature is marked constipation, and there is an absence of any 
rise in temperature. Sensory disturbances, including pam, are 
entirely absent. : 

The Loch Maree outbreak was the first in Great Britain; 
since then there have been about. three little outbreaks, and 
that is all we have had. Botulism.is a thing to look out for, 


but it is very rare ın Great Britain and comparatively infrequent 
everywhere. 


(This paper will be concluded in next week’s issue) 











Deaths due to air raids are not normally reported to coroners, and 
therefore the tigures for coroners’ inquests in London are no longer 
a reflection ‘of the number of unnatural deaths. Dunng 1941 the 
number of deaths reported to London coroners was 8,181, 
a decrease of nearly 2,000 upon the year before. Of this number 
just over 3,000 deaths occurred in hospitals and other instututions. 
The number of people who met their death by accident was 1,253, 
being 442 fewer than tn 1940. The cases of suicide—348—were 190 
fewer than in the previous year. Seven verdicts of murder were ,, 
returned, compared with three in 1940. The deaths due to qxcessive 
drinking numbered 44, again a decline on the previous year. In only 
6 cases was the verdict returned “‘Cause of death unknown.” 
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FUTURE STATUS OF PHYSICAL MEDICINE 


ín his presidential address to the Section of Physical Medicine 
of the Royal Society of Medicine on Oct..14 Dr. P. BAUWENS 
discussed the status, present and future, of physical medicine. 
Physical medicine in pre-war days, he said, was “rather 
shapeless and unsatisfactory.” Efforts to enhance its position 
within the existing scheme of mediciħe and surgery proved 
disappointing. Many of its practitioners still worked in their 
departments in hospitals in subordinate positions without. full 
staff status or direct representation on medical committees. 
One mistake, in his opinion, was made when the Physical 
Medicine Group of the B.M.A. defified not physical medicine 
nor its scope or functions but its practitioners, whom it 
described as “primarily physicians who have a specialized 
knowledge of the use and application of methods employed 
in the practice of physical medicine.” To inaugurate some- 
thing, no matter what, by arrogating to oneself a title which 
could never be accepted by common consent was no mean error. 
With the war the demands for physiotherapy were multiplied, 
but those demands, said Dr. Bauwens, must not be interpreted 
as a normal development such as might be expected to result 
from scientific achievement. It seemed to him necessary to 
start planning—or, rather, replanning, because it existed already 
in a rather ramshackle form—the physical medicine of the 
future. The first step should be to recant the definition of 
the practitioner of physical medicine and replace it by a 
definition of physical medicine itself. If it was defined as that 
branch of medical science which was concerned with the 
maintenance of health and management of diseases and injuries 
by means of physical methods, the implication clearly was that it 
served all aspects of medicine and surgery. There was no branch 
in which physical methods, either diagnostic or therapeutic, had 
„not some application. But physiotherapy departments ran solely 
by the grace’ of orthopaedic departments, phototherapy depart- 
ments were almost exclusively dermatological, electrotherapy 
departments led a much-resented parasitic existence’ in x-ray 
rooms, and whole physical medicine departments ran entirely 
as centres for the treatment of rheumatic and allied conditions. 
This was deplorable, at least in general hospitals, but it must 
not be assumed that the'rest of the profession were entirely 
` to blame for these tutelages. On paper the “ physical medicine, 
man” as a specialist was “not a very attractive proposition,” 
and the principle of “ you offer nothing and so you get nothing ” 
had been responsible for the dearth of attractive ‘posts, and 
the lack of young men choosing this specialty as a career. 
e ‘ 


Qualifying Examination and Diploma 
The escape from this impasse was a special: qualification 
denoting a knowledge of physics, of the effects of physical 
agents on tissues in health and disease, and of anatomy and 
physiology applied to movement. A diploma should be created. 
The discontinuance of the D.M.R.E. Cambridge was regrettable 
in some ways, but when teaching or examining for the: medical 


electrology part of that diploma he had felt that electrology - 


had outgrown its usefulness as a partner of medical radiology. 
With the establishment of, a diploma in physical medicine, 
institutions might become aware of the shortsightedness of 
separating its various sections or running them as dependencies 
of other departments. That physical medicine in the future 
would be almost exclusively institutional must be expected. 
Probably it would exist as special departments in hospitals, 
health centres, nursing homes, and in connéxion with non- 
medical institutions such as schools and factories. The effect 
of a supply of medical officers with special qualifications to 
direct these would be far-reaching and would lead to a higher 
standard of work, the disappearance of pseudo-science, im- 
proved status, standardization of methods, and uniformity iù 
teaching, all of which were sadly wanting-at the present time. 
While Dr. Bauwens was averse from a conception which repre- 
*sented physical medicine as a system of medicine based on 
special 
a level with osteopathy and chiropractic, he equally, resented 


t 
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ethods of diagnosis and treatment, thus putting it on’ 
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the suggestion that it Was in any way menial. It sht 
regarded as a co-operative branch of medicine. 

Some form of higher qualification was desirable to en 
original research. A faculty of physical medicine m 
formed, with the diploma as a qualification of memi 
and a thesis based on some! original work of value as a qi 
tion for fellowship. In due time this might give bir 
chair of*physical medicine, but he declined to estiin 
gestation period. . 

NUTRITIONAL ANAEMIA IN CHILDREN, 

4 : WOMEN 
A discussion on nutritional anaemia in children and ` 
considered as a wartime problem, took place at the Sec 
Disease of Children of the, Royal Society of Medic 
Oct. 23. ' | : 

Dr. HELEN Mackay said that anaemia in the infant, ; 
in part, was the result of anaemia in the -mother 
pregnancy. A drop of: 10 to 15% in the mean haemoglobi 
in infants was certainly significant of deterioration it 
being. Before the war the only British investigator 
published average figures for haemoglobin levels for a 
up to the adult were Davidson and his co-workers in Abe 
their investigations were made during economic depressi: 
referred to the lowest economic class. Since last autur 
and Dr. Lucy Wills had estimated haemoglobin levels 
children and 550 women, nearly all of the working class 
found the largest number of cases of severe anaemia 
age group 6 months to 2 years. Of school children exa 
90% had an average haemoglobin’ level of about 80% 
some 10% were lower than even the Davidson series o 


‘ children before the war. In a series of school childrer 


\ 


7, to 11, with a mean haemoglobin level of about 85%, 
ment with iron or the provision of school dinners pre 
a significant rise, although the rate of rise was slow. CH 
of higher. economic status in a London suburb wer 
examined, but here those who were having school dinne 
not show a higher haemoglobin level than the others. A 
group of factory girls working in a country town and 
in their own homés had ai higher level than any other 
examined last winter, perhaps because they had acc 
country produce ; but a very low haemoglobin level was 
in a group of nurses and students working in the counti 
living in either hospital or billets with no adequate c: 
facilities. The mean for these was actually 5.5% lowe 
Davidson’s mean for Aberdeen in 1931-5. Many clas 
the community showed a levelling down of haemoglobin 
the outbreak of war, though this must be offset amor 
poorer section of the community by a levelling up as a 
of the disappearance of unemployment, the introducti 


, rationing, and the system ‘of priorities for certain grot 


women and children. She~suggested that iron therap’ 
iron prophylaxis should be widely employed, althougt 
deficiency was probably not the only factor operating. 


a. 


The Blood as an Index of Health 


Dr. LEONARD FINDLay said that it was a pity that so 
of this work was restricted to haemoglobin levels ; the „re 
count was more dependable. Recently he had had an c 
tunity of examining 400 children at Oxford, and foun 
a considerable number of the estimations of both haemo; 
and the red cells were below the normal level. This p 
health’ of the child resident in Oxford and its environ 
most unexpected. If it was due to a dietetic fault, the 
was a peculiar one, because it allowed. anaemia to de 
while at the same time apparently—to judge from other ir 
gations of a more general character—the height and s 
of school children showed no deterioration, but’ rathe 
reverse, under wartime conditions. He had been ; 
additional iron for prolonged periods, but, ‘roughly, he 
found no difference between those treated with iron and 
not so treated. In some there was a slight rise in haemos 
at the: beginning: of treatment, but it went down after : 
weeks, and ‘remained down even though the same or a | 
dose of iron were given. It was-not to be-concluded th: 
highest point to which haemoglobin could be raised 


. necessarily the. physiological level. It seemed more pro 


fy. ’ 
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that the iron exerted a stimulating effect, to which, however, 
‘the haemopoietic system soon became accustomed. He ascribed 
the variations he had obtained more to environmental than 
to dietetic conditions. His conclusion was that the blood picture 
was not a true reflection of the state of health of the child. 
A well-developed child might have even lower haemoglobin 
and red cell values than an ill-developed.child. Nor was the 
blood picture necessarily ‘an ifdex to the iron content of the 
diet. Iron administered considerably in excess of the body’s 
requirements caused, as a rule, no permanent rise in haemoglobin 


level. In medicinal doses iron had an irritant: effect on the . 


haemopoietic system, and the highest values reached were not 
maintained. ` 


Iron in the Dietary 


Dr. HucH SincLam agreed that haemoglobin values were 
somewhat untrustworthy. He*gave the figures for nutritional 
surveys in Oxford and other towns, and said that the results 
supported Dr. Mackay’s contention that there was anaemia, 
presumably nutritional, among women, though iron was not 
necessarily the whole story. Rationing had produced a shift 
towards bread and potatoes and other vegetables, and away 
from fish, eggs, and meat, so that the iron intake was probably 
lower than before the war. ‘A dietitian in Oxford had made 
a preliminary analysis of the diets of 22 families covered by 
the survey in 1941 and again in 1942. The,main difference 


as between the two periods was the introduction of national ` 


wheatmeal bread. In these families it might appear from 
a study_of the food consumed that iron intake had greatly 
increased. In 1941 it was below the League of Nations 
standard—not a high one—and in 1942 above it, but it was 
probable that the considerable increase of iron in the dietary 
was not very relevant, because in so far as it was accounted 
for by national/ wheatmeal flour it was not available owing to 
the presence of a large amount of phytic acid. Dr. Sinclair 
also mentioned an investigation into the use of iron cooking 
utensils. If a potato were cooked ‘in an iron vessel for about 
. 20-minutes, 3 mg. of iron per helping was obtained, or slightly 
more than with'an aluminium vessel, but if an apple were 
boiled in an iron’ vessel for only 5 minutes, 19 mg. of iron 
would be found in the apple, whereas with aluminium the 
quantity was negligible. 
In further discussion Dr. R. H. Dopss and Prof. R. ELLIS 
mentioned difficulties in obtaining accurate haemoglobin estima- 


tion, especially in cold weather when extremities were “ blue.”: 


A short paper was read on behalf of Prof. L. S. P. DAVIDSON 
showing low figures for haemoglobin among 831 infants and 
children of working-class families in Edinburgh. Dr. C. F. 
BROCKINGTON considered that, contradictory as the evidence 
might be with regard to the absorption of iron from the diet, 
a measure of fortification of the dietary in iron constituents 
should be undertaken. Dr. J. YUDKIN said that the haemoglobin 
levels for some 1,100 Cambridge school children were very 
good, but some Scottish~results with which he had- also: been 
concerned were poorer. Dr. MARSHALL described the results 
of 400 estimations made on blood donors at a blood storage 
depot. The average figure for men was about 100%, and for 
‘women during the reproductive period of life 82%. 

Dr. HELEN Mackay, in reply, said that there might be 


seasonal variations in the haemoglobin level. Dr. Findlay’s _ 


, findings and her own differed profoundly in many respects. 
She had found, contrary to his experience, that the. haemoglobin 
levels of infants could be kept up satisfactorily by giving iron, 
not for a period of weeks but for many months, and she 
believed that these findings had been confirmed in other parts 
of the world. 


D. Skinner and C. S. Keefer (Arch. intern. Med., 1941, 68, 851) 
record their observations on 122 cases of Staphylococcus aureus 
bacteriaemia with a review of the literature on experimental 
infection in animals. Only 22 recovered—a mortality of 
1.97%. There was no correlation between the season of the 
year or the sex of'the patient and the occurrence of bacteri- 
aemia. Most of the patients who recovered were under 30. 
The most frequent portals of entry were the skin, respiratory 
tract, bones, and genito-urinary tract. Most of the deaths took 
place in the first ten days. -The most constant feature was high 
remittent fever: Secondary infection-took place in 82%. 
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Prevention. of Small-pox 


Sm,—The ‘letter’on vaccination against small-pox from Dr 
Killick Millard (Oct. 31, p. 530) is typical of the prejudiced 
point of view of present-day anti-vaccinationists. It contains 
several misstatements which should be corrected. 

Vaccination is not “a serious operation,” and in my experi- 
ence it causes considerably less discomfort and incapacity than 
the usual injections for immunization against diphtheria. Why 
the prompt and effective steps taken by the M.O.H. for 
Glasgow to prevent spread of small-pox in that city should 
have caused a “scare and public alarm” I fail to see. Has 
the present nation-wide campaign by the Ministry of Health 
to induce parents to have their children immunized produced 
such a psychological upset or affected productive efficiency? 
Again I fail to see it. Would even Dr. Millard on that account 
advocate discontinuance of general immunization? Surely our 
aims in the future, as stated by the Medical Planning Com- 
mission, must be the attainment of positive health and the 
prevention of disease, especially such as those mentioned with 
high mortality and infectiveness. 

We are to-day in the position of being exposed more than 
ever to a country-wide outbreak of small-pox as men return 
from the East and travel py air becomes general. It is tıme 
that the Ministry of Health drew up a campaign for universal 
vaccination on the same lines as that now being conducted 
for immunization against diphtheria. Perhaps the two could 
be coupled up?—I am, etc., 

Tredegar, Mon 


Vitamins and Capacity for Work 


Smr,—I am very anterested in your leading article on vitamins 
and capacity for work (Oct. 24, p. 485), and especially your 
mention of the Mayo experiments, of which I was unaware 
I, have been trying vitamin B, on the accident-prone. I found 
a great deal of nervous instability among this group and 
wondered if it was associated with deficiency of vitamin B, ` 
I therefore chose ten with the greatest number of entries in 
the accident book, and my firm readily agreed to supply them 
with tab. aneurin hydrochlor. 3 mg. three times a day for 


ARTHUR HOWARD 


,100 days. Unfortunately, at the end of two months only sia 


of the patients were continuing to take the tablets, so I decided 
to note the number of their accident entries during these 
60 days and also those in the preceding 60 days. The results 
were as follows: A, 5—1; B, 5—2; C, 7—4; D, 6-2: 
E, 12—6; F, 3—0. Thus all had a smaller number of entries 
while taking the tablets, and the total number felt from 38 to 15. 
I had planned to repeat the experiment with greater numbers 
and with controls to eliminate the effects of suggestion, but 
so far pressure of work has prevented this.—I am, etc., . 
Stroud. H. W. Hars. 


What is “ Sterile Blood ” ? 


Sir,—I read with great interest Prof. M: R. Drennan’s letter 
(Oct. 31, p. 526) on this subject. I have no experience of the 
microscopical characteristics of- “sterile blood,” but the 
observations Prof. Drennan has made appear to correspond to 
certain observations I have made on the microscopical appear- 
ances of fresh blood films. 

An article entitled “ Examination of Fresh Blood Films, with 
Special Reference to Haemoconia” appeared in the Journal ın 
1907—a long time ago, but which I considered of some im- 
portance and still ‘relative to many questions under review 
to-day. Prof. Drennan refers to the “spinning” of the 
granules of the cytoplasm in white blood corpuscles, and as 
the white cell breaks up these spinning bodies can be seen 
floating free in-the.blood-serum. He also refers to “other 
highly motile bodies in disintegrating sterile blood.” These 
phenomena and many more can be observed in examination of 
fresh blood films, and can be watched until complete dis- 
integration of the corpuscular elements occurs. This I found 
took place in about ten days, and was dependent on Notecting 
the film so far as possible from contact with -the air. The 


` are the same. 


588 Nov. 14, 1942 


CORRESPONDENCE l 


BRITISH i: 
MEDIC JOURNAL 





method I used was to put a drop of blood on a cover- 
glass and immediately to place it on a glass slide, protecting 
the ‘covr-glass from’ the air by ringing it with rubber 
solution. Examination of the film was made by dark-ground 
illumination several times a day. By such a method complete 
disintegration of the corpuscular elements could be observed 
with many enlightening phenomena. The film must be kept 
in cool surroundings or disintegration will be more rapid and 
difficult to follow. If Prof. Drennan would compare his 
observations on “sterile blood” with those of fresh blood 


under conditions which’ I have indicated, | am sure that he . 


would find greater illumination on an important subject. 
He would, for example, find that not °only movement of 
granules appears in the white corpuscles but granules appear 
in the disintegration of the red cells, and which also show 
movement and finally escape into the serum. Those have 
the appearance of living entities, and no doubt correspond to 
those which Prof. Drennan has designdted as “vital elements 
in stored blood.” 

“Sterile” ‘by dictionary definition means: (1) having no 
reproductive power ; (2) lacking something essential ; ; (3) lacking 
productiveness or fertility; (4) containing no pathogenic 
bacteria or other micro-organisms. Prof. Drennan will no 
doubt agree that “sterile blood” may answer most: of those 
definitions, but the question to be answered is: Are those 
inherent vital elements, which he ascribes to stored blood, 
capable of reproduction and a separate entity? I believe 
that the process of disintegration is one of reproduction, 
and that disintegration is dependent’ on that process 
for its completion. The living cell contains within ttself 
vital elements for its own destruction. It is by the release 
of those that disintegration eventuates. Complete disintegra- 
tion of the corpuscular elements of the blood results in serum, 
so that a further question arises—What exists in the serum? 


Does it contain something which can be separated and culti- ’ 


vated, or has it now entered the realm of chemistry or 
biochemistry? There is room for further Investigation, which 
might open many closed vistas and elucidate such ‘problems 
as cancer and filterable viruses. 

I will not further trespass on | your valuable space, but I 
should enter a plea for more examinations of blood and other 
fluids and tissues by non-fixation and non-staining processes.— 
[ am, etc., 


Edinborgh. FREDERICK PORTER. 


Crash Injury and Anoxia 


Sm,—Dr. J. Walker Tomb (Oct. 24, p. 495) has rendered great 


service by his analysis of the crush syndrome. There can be 
little doubt that the’crush syndrome and blackwater fever are 
similar conditions ; even the theories advanced in explanation 
Blacklock and Macdonald (1928) suggested that 
blackwater fevér might be due to anoxaemia. Ross (1932) 
was unable.to find an increase in blood lactic acid in malaria, 
and accordingly rejects the suggestion. 

We have a considerable amount of information about the 
effects of anoxia on renal function. In the anaesthetized 
animal, anoxia, whether from breathing gas mixtures of low 
oxygen content (Toth, 1935, 1937, 1940) or from clamping’ the 
renal artery (Marshall and Crane, 1922 ; Barclay, 1942), usually 
Tesults in a fall in urine volume, and this diminution in volume 
is accompanied by a rise in pH. In the unanaesthetized animal 
the, usual result of anoxia is an increase in urine volume; 
there may, hqwever, be a drop i in volume, and here also the pH 


rises. We have no information as to the behaviour of urinary’ 


pH when the volume rises, but if the rise is analogous to that 
brought about by cyanides, then here also we should expect 
a rise in pH. The urine in the crush syndrome appears in 
general to be low in volume and to have lpw pH values. 
I suggest that the facts cited make it unlikely that the condition 
is due, at any rate entirely, to anoxia—I am, etc., 
The Medical School, Birmmgham. James A. BARCLAY. 
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Tuberculin Skin Tests in “ Inffvenzal haina X 

Sm,—ln describing an outbreak of atypical influenza pneu- 
monia at a school Drs. 'H. G. Herxheimer and A. J. 
McMillan (Oct. 31, p. 513} do not state, whether tuberculin 
tests were performed, and if so what the ‘results were. With 
the increasing use of radiological examinations and the coming l 
adoption of miniature radiography on a mass scale, it is 
becoming necessary for all; practitioners to be aware of the 
value of the tuberculin skin tests ; these are now standardized 
and so simple in performance that there is little excuse for 
omitting them in every case where the diagnosis of a chest. 
condition is not quite clear. Could ‘Drs. Herxheimer and 
McMillan assure us with any degree of confidence that these 
cases of “atvpical influenzal pneumonia ” were not due to 
primary tuberculous.mfection? Jt is well known that this 
condition often simulates. “irffiuenza” and is too often 
diagnosed as such. It is ito be remembered that the more 
recent surveys in this country appear to corroborate the 
findings in Norway, indicating a shift to a later age group 
of the primary tuberculous infection. 

Only two weeks ago I was forcibly reminded of the value 
of the tuberculin test by the finding of a negative Mantoux 
reaction in'a boy aged 17 who had been kept in bed for nearly 
5 weeks .n a special ¡chest hospital and subsequently 
transferred to the special unit at this hospital with a probable 
diagnosis of tuberculous lèsion in the lung. The waste of time 
and anxiety caused would have been prevented by resorting 
to this simple test at the very first time of examination.— 
I am, etc., ! 


Queen Mary's Hospital, ‘Sidcup. 


Treatment by Hypnosis : 

Sm.—Your interesting leader on the present position of 
hypnosis (Sept. 5, p. 283), besides stirring vivid personal 
memories, has aroused in my mind speculations of psychological 
and perhaps philosophical! interest. My experience of hypnotic 
treatment dates back to the year 1910, when, under the title . 
“Notes on a Case of Hysteria,”' I published in the Journal 
of Mental Science an account of a series of hypnotic experiments 
carried out, at Gartloch Mental Hospital, Glasgow. Briefly, 
the subject ‘of the experiments, a hysterical youth of 18, ex- 
bibited all the classical phenomena of true hypnosis, and would, 
I think. have satisfied the most exacting requirement of that 
condition, including thosé enumerated in your leader. Post- 
hypnotic commands, for instance, were repeatedly carried out 
with amnesia in the intervening period, ‘while in the waking 
state. During actual hypnosis his anaesthesia was so complete 
that a minor surgical operation was performed upon him 
without movement, pain} or subsequent recollection, and a 
detailed account of this was published in the Buu "Medical 
Journal of Feb. 25, 1911. 

During the years 1910-14 I encountered several subjects 
who exhibited this extreme susceptibility to suggestion, and 
in whom it was possible: to induce the classical manifestations 
of true hypnosis, including, in one case, post-hypnotic olfactory 
hallucinations. Subsequent experience showed, however, that 
this type of case was exceptional, and an attempt to induce?’ 
hypnosis in the ordinary: subject rarely, if ever, produced such 
dramatic results. Indeed,.so far as objective phenomena were 
concerned, there was in, most cases little or nothing to prove 3 
the existence of hypnosis in the accepted sense of the term, 
and in this I am apparently in agreement with the writer of 
your article. On the other hand, it was usually possible to 
induce a condition of mental quiescence,- during which there 
was, or seemed to be, à heightened suggestibility, and which 
for therapeutic purposes, proved all that was necessary. 

Whether there are mental states short, of true hypnosis and 
yet exhibiting the characteristics of increased suggestibility 


E. MONTUSCHI. 


‘ would seem, from the nature of the case, difficult to prove. 


Personally, I believe that there are, and I have been accustomed 
to describe them as hypnoidal states, after Boris Sidis, who, 
I believe, first described them. The nature, and even the 
existence, of such states may be a matter for speculation, but 


' that they differ toto caelo from true hypnosis ip I think, beyond 


dispute. On the other hand, the few subjects I have encountered 
who exhibited the classical` signs of hypnosis had certain 
characteristics in common. Apart from their -extreme sug- 
gestibility ‘they all gave indications of nervous or emotional 
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instability, two suffered from hysterical attacks: simulating 
epilepsy and were inmates of a mental hospital ; one suffered 
from somniloquism and was undoubtedly of .subnormal intel- 
jligence ; while the fourth.,was subject to severe attacks of 
bronchial asthma, of which, incidentally, she was “cured” by 
hypnotic treatment. The conclusion I have tentatively formed 
is that individuals who display the unequivocal characteristics 


of true hypnosis are of relatively poor mental endowments, or ' 


show. signs of nervous or ‘mental instability of which their 
„extreme suggestibility is only one form of expression. 

As regards the question of- surrender of personality even in 
true hypnosis, an amusing incident may be of interest. On 
one Occasion I had hypnotized a girl (one of the four subjects 
mentioned above) in the presence of lay onlookers, one of 
whom, thinking to take a rise out of the girl, said to her: 
“Edith, with whom were you out last: night when I saw you? ” 
Quick as lightning came the rejoinder: “Oh, Miss Blank, 
what a question to ask !”—but she did nót vouchsafe the wished- 
for information. This well-merited rebuff proved at least that 
the critical and’ controlling faculties were not in abeyance. As. 
evidence, moreover, of the genuineness of the. hypnosis, this 
patient on waking remarked on the strong scent of violets in 
the room, the suggestion having been made to her during “ the 
sleep ” that she would smell violets on waking. So vivid indeed 
was the hallucinatory impression that.she was not easily con- 
vinced that there were not actually violets in the room: 

With your leader-writer’s general contention that success in 
suggestive therapy is proportionate to the therapist’s own belief: 
in it I am in ;complete agreement. I would go further, and 
say that as a rule one is acutely aware of one’s power to 
influence a given subject, and this quite early in the treatment, 
and that one knows when one is going to be successful, and 
vice versa. The prepotence of the therapist’s personality is, I 
would say, less evident in true hypnosis than in those allied 


conditions which fall short of it ;‘and as'suggestibility reaches ' 


its maximal degree in hypnosis, much less is demanded'‘on the 
-part of the physician, the patient, as it were, “ doing most of it 
himself.” Moreover, to deprive oneself voluntarily of the 
-advantages of any particular therapy, whether hypnotic or other, 
merely because one has not reached a complete understanding 
of the mental processes involved, has always seemed to me 
irrational, to say the least of it. The truth would appear to 
be that however much the “modern physician” may wish to 


objectify his treatment, he is for the greater part foredoomed, 


to failure, for in all that he performs, looks, and says, something 
of his personality obstinately adheres and clings.—I am, etc., 
x 2*7 J, E. MIDDLEMISS, 7 
Leeds. pi ` f , , Paychiatrist, EMS . 
` Tonsillectomy : Guillotine or Dissection ? 
SR, —Mr. T. B. Jobson (Oct. 31, p. 512) discussed the relative 
merits of the guillotine and dissection methods of removing 
tonsils. He stressed the importance of removing the whole 


‘tonsil. To my mind the success of the operation in children. 


depends largely on whether the adenoids are properly dealt 
with, and the question, whether a remnant of tonsil is left 
behind or not is of relatively little moment. Indeed, it is 
often , advisable to leave the tonsils alone;'.a complete 
adenoidectomy will often be followed by the desired results. 

Mr. Jobson remarks: “The removal of a child’s tonsils and 
adenoids in a minute`or two 'by the guillotine is a much less 
` spectacular operation than a set dissection lasting ten times 
„as long.” This statement may be a slip of the pen, for I 
cannot imagine how anyone can’ remove adenoids with a 


guillotine unless he uses the La Force instrument; dissection , 


of adenoids would-be equally impracticable. However effec- 
tively the tonsils are removed in children there is nothing 
“ spectacular ” about the operation unless adenoid tissue present 
in the nasopharynx is completely removed. I have dealt with 
a large number of cases in children where a perfect tonsil- 
lectomy has been performed but where apparently the adenoids 
have been neglected; the results are generally most‘ dis- 


‘appointing. In my opinion the so-called recurrence of adenoids - 


is a- myth, and the explanation lies in the fact that, although 
much care has been taken to carry out a complete tonsillectomy, 
‘the adenoids. have been dealt with in a perfunctory manner. 
To remove all lymphoid tissue ffom the nasopharynx is 
not such an easy matter as is generally supposed—quite us 
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difficult as tonsillectomy. It should bé recognized that a sharp 
curette must be used not once but at least three ti eg, If 
a small curette is employed the result'is that the cena Donon 
of the adenoids is removed, leaving the lateral masses of 
lymphoid tissue-in the region of the Eustachian tubes intact. 
Jn order to remove these lateral masses the curette is employed 
on either side. The ordinary curetteé is liable to leave behind 
lymphoid tissue situated immediately behind the septum. For 
removal of this tissue a special curette, which has a ring so 
small that it enters the upper and back part of the nose, is 
necessary. Such a curette I have employed for years. 

If operators woujd use the term “adenoids and tonsils’ 
instead of that usually employed it would help to concentrate 
attention on the really important ‘part of the Operation, at 
least so far as children are concerned. 
` My anaesthetist, Dr. H. W. Loftus Dale, would like to point 
out that since the introduction of vinyl ether (vinesthene) we 
have entirely abandoned ethyl chloride, and have been im- 
pressed by. the absence of laryngeal or masseteric spasm and 
vomiting associated with this agent. For the past ten months 
we have used trichlorethylene for dissection of tonsils and 





‘ removal of adenoids, and have been favourably impressed by 


the absence of congestion and any irritation to respiratory 
tract and diminished bleeding during the operation and the 
greatly diminished post-operative vomiting. In a very few 
adult cases a small amount of ether had to ‘be used to obtain 
enough relaxation to insert the Boyle-Davis gag. In all cases, 
save in small children, endotracheal technique, with the‘ usual 


,precaution against aspiration of blood and debris, was adopted. 


—I am, etc., 


Aylesbury. NORMAN PATTERSON, F.R.C.S. 


Sir,—Mr. T. B. Jobson is to be congratulated on his temerity 
in subscribing a discourse on the perennial subject of tonsil- 
lectomy, but its almost universal interest is, I think, sufficient 
justification for.a periodical review. 

Over the age of 15 or 16 the prevalent complication of 
peritonsillitis with subsequent fibrotic adhesion of the tonsillar 
capsule to the bed demands some form of dissection, but there 
is no valid reason why the guillotine operation should not be 
a success in practically all cases under this age. In my view 
the occasionally disappointing results of the guillotine operation 
can be traced to;: ; 

1..Inadequate illumination. There is no need to emphasize 
that the scientific technique demands a field of operation which 
is exposed to critical inspection at all stages. How often is 
this elementary requirement evident in some of the methods 
still employed to-day? 

2. Rushed work. In my experience ethyl chloride anaesthesia 
alone, unless pushed to extremes, does not give sufficient time 
to allow for a neat removal of both tonsils and adenoid, 
particularly if a haemostatic type guillotine if used. A little 
supplemental ether well administered confers that invaluable 
extra two or three minutes and a most useful short period of 
amnesia, which excludes the “ psychological trauma” recently 
discussed, 

3. Inexperienced, incompetent, or frankly clumsy surgery. 
It is in the public interest that the future qualifying examina- 
tions should evolve some means of eliminating the ambitious 
but “ham-handed” potential surgeon, “however exalted his 
theoretic: and academic attainments.—I ‘am, etc., 

Liverpool. . JOHN ROBERTS. 


’ Rehabilitation Centres 


Sm,—The memorandum of the British Orthopaedic Associa- 
tion, as amplified by its president (Oct. 31, p. 526), places in 
excellent perspective the relative parts to be played by the 
rehabilitation departments of acute hospitals and by special 
rehabilitation centres—better called “rehabilitation continua- 
tion centres ”—in the post-war world. But such a picture 
hardly fits the realities of the situation which confronts us 
to-day. In how many hospitals where fractures. and other 
disabling injuries are treated is there anything approaching 
rehabilitation methods as now understood and practised? In 


‘the great majority there is either prolonged immobilization, 


or, at best, a perfunctory prescription of “massage and 

exercises,” with no attempt to provide daily medital super- 

vision of such remedial'measures or to fill the patient's day 
: : i 
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with a programme of planned exercises, occupational therapy, 
and organized games all directed towards the prevention of 
the disatility with which he is threatened. As a result, barely 
a week passes without the’ transfer to rehabilitation centres 
of the same dreary list of the products of excessive immobiliza- 
tion—stiff backs, painful wrists and shoulders, flexion deformity, 
of knees; and that most ungainly progeny of fractured tibia 
out of persistent plaster—namely, “plaster equinus.” 

The danger inherent in the advocacy of separate rehabilita- 
tion centres’ at this present stage, apart from the undue drain 
on medical man-power, is the suggestion—implicit, if not actual 
—that such centres should relieve the hospytals of the essential 
task of setting up such an organization themselves and of 
starting the work of rehabilitation within a few days of a 
patient’s injury or surgical operation.. As‘to the bogy of 
hospitalization, nobody who has watched the changed outlook 
of orthopaedic patients in hospital after the introduction of 
a full programme of modern rehabilitation need have any. 
fears on that score. , It is not without significance that the 
E.M.S. has set up its own rehabilitation departments, not in 
isolated centres of post-hospital activity, but as an integral 
part of the fracture A departments and orthopaedic centres 
of the emergency hospitals themselves.—I am, etc., 

Pinderfields Emergency Hospital. HAROLD BALME. 


Breast-feeding 

Sir,—I have read with concern the letter of Dr. J. Gordon 
Mathias (Oct. 17, p. 465) regarding breast-feeding. It is such 
a dispassionate’ ‘attitude of mind on the part of the family 
practitioner towards the subject that in many cases undermines 
the whole- structure, both physical and psychological, upon 
which the success of breast-feeding is built. 

I would recall the article by Prof. Charles McNeil (April 4, 
p. 429) in which he discusses the reasons why the infant 
mortality rate in this country compares unfavourably with a 
number of other countries. After reading his carefully con- 
sidered conclusions one is left with the definite impression that 
this unfortunate state of affairs ‘finds origin largely in the 


N 


ignorance of the care of infants by many practitioners. How ` 


often during routine ánte-natal examination is the question 
asked: “ Do you intend to breast-feed this baby? ” Does not 
_ this show a wrong mental attitude on the part of the practi- 
tioner, immediately conveying a sense of doubt to the mother, 
thus starting a trend which the practitioner, purely as the 
result of his dispassionate state of mind, is so often unable 
to stop. 

My impression in this district is that breast-feeding has in- 
` creased following a better understanding, which is largely the 
result of the national propaganda on the subject—I am, etc., 

Tenterden, , ; Tuos. H. E. Tayor-Jones. 
Sm,—In a letter inspired by Prof. Charles Wiene com- 
“prehensive article Dr. E./G. Housden (Oct. 10, p. 439) raises 
some interesting points. He: says that the most difficult and 
dangerous period for mother and child in the effort to breast- 
feed is the four weeks succeeding the return from hospital 
or the departure of the doctor and/or midwife. With this 
none would disagree, but it is at this point that continuity -of 
supervision is ensured by the arrival of the‘ health visitor. She 
pays her first visit before the baby is two weeks old; 
can revisit as often as may be necessary. If the mother is 
up and able to attend the clinic the bealth visitor may call 
between the weekly clinic visits if the mother is in difficulties. 
While for the sake of order and coherence-a clinic serving 
a large area prefers that patients should attend on the day 
for their own district, no anxious and harassed mother would 


she _ 


be deterred from seeking advice if she reappeared before her- 


visit was due. Although some mothers do come to the clinic 
to purchase artificial foods cheaply’ and to exchange chatty 
gossip, the aim of the clinic is child welfare, and we deplore 
Dr. Housden’s impression that individual attention is impossible. 
The teaching and encouragement of breast-feeding are a most 
important aspect of infant welfare, and without individual 


attention carry little weight. The criterion of success is not 


number but the efficiency of the service tendered. 

Even -sog all child welfare’ workers must be appalled by the 
small preparation of mothers who breast-feed their babies. 
When every factor has been considered and every aspect dealt 


` 


with, the breast milk still diminishes. Almost all protest*their 
willingness to breast-feed, but between desire and determination 
a great gulf seems to be fixed. Is the female physiological make- 
up changing,'or are endocrine glands becoming less adequate. 
or should we reverse e the “March of Time ”?—I am, etc., 
Glasgow. œ MARGARET ISABEL McG. 

Sır —Letters on this subject are making their appearance 
again, but surely the mortality rate, which few people seem 
to consider, is as worthy of consideration as the morbidity, 
which appears to be an obsession with most. Speaking'of 
infantıle diarrhoea, Holt says: “ Of 1,943 fatal cases only 3% 
were breast-fed.” —I am, etc., 

Wallmgton, Surrey. C. R. NUNAN. 


e 

“ Constipation” in Breast-fed Babies 
Smr,—Your correspondents might be interested in an article 
that was recently brought! to my notice by Dr. S. K. Kon 
of the, National Institute for Research in Dairying. It was 
published by F. W. Clements in the Medical Journal of 
Australia (Jan. 3, 1942, p. 12) and entitled “The Symptoms 
of Partial Vitamin B, Deficiency in Breast-fed Infants.” He 
showed that partial vitamin B, deficiency i in the food of breast- 
fed ‘infants led to constipation, which Could be cured by the 
administration of vitamin B, either to the infant or to the 
mother. ‘Failure to gain in weight at a normal rate and 
vomiting were other symptoms of vitamin B, deficiency in 
breast-fed: infants. The effect of administration by the mouth 
of 500 international units of synthetic vitamin B, per day was 
seen in a week and cure was generally effected within a fort- 
night. If this response was not obtained it was highly 
improbable that vitamin B, deficiency was the only cause of 
the symptoms. Dr. Margaret Price (Journal, 1940, 2, 80) 
‘has also shown the beneficial effect of vitamin B, absorbate 
upon the weight and length of infants attending a welfare 

centre in this country.—I am, etc., 


London. W. C. W. Nixon. 


Sedimentation Rate and the Sedimentin Index 


Sm, —The letters following my paper on the sedimentation 
rate and the sedimentin index prompt me to reply to some 
of the points raised. 

I wish to express my thanks-to “ Rural Practitioner ” (Oct, 24, 
p. 497) for having put so aptly into words what I felt ‘after’ 
reading the letters of Dr. P. W. Edwards and Mr. L. J. Cutbill - 
‘and Dr. A. Clark Penman (Sept. 26, p. 379). I should like 
to raise only one criticism. I do not think that a sedimentation 
rate carried out on the shaky floor of a moving car could be 
regarded the same as under “standard” conditions. It is true 
that we know very little about the laws governing the falling 
of particles in a standing or,alternatively moving environment ; 
I have only observed the samples of blood conveyed after 
collection to the laboratory, and the bottles from the blood 
bank taken by car to the bedside of a patient who needs a, 
transfusion in his home. 

Dr. G. Day (Sept. 26, p. 379) seems to consider sedimentin 
as something contained in the plasma and to be looked' upon 
as a constituent of it of the same rank as chlorides, sugar, 
calcium, etc. This is still to be proved; sedimentin may be 
a function correlated to the plasma and comparable to the ` 
complement or to the a and £ isoagglutinins. Be it as it may, 
I think correction for anaemia to be essential, and am inclined 
to agree with Dr. Day’s second hypothesis that the lowered’ 
cell volume is made good by replacement with whole plasma 
Cases of pernicious anaemia in relapse show an uncorrected 
sedimentin index well above 2.0 units, but falling within normal 
limits on correction; after a few weeks’ treatment, when, the 
blood count is*normal also, the index is found normal. On 
the other hand, patients with fractures continue to present 2 
very high sedimentation rate for long periods after the injury. 
I cannot also understand why Dr. Day considers that indices 
below 05 unit do not make sense; I have observed these 
more than once, usually in people ‘with normal corpuscular 
volume who were investigated in the hospital for some con- 
dition eventually labelled “ hysteria ” or “anxiety neurosis.” 
Such symptoms as ‘the patients presented could not have been 


-ascribed to lack of sedimentin. 


b 
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t As for the use of blood diluted with citrate solution, I feel 
that all estimations should be done on samples with as ‘little 
interference or dilution as possible. If blood were diluted with 


Cifrate solution before estimating the urea or sugar, it would . 


be -necessary to correct for the dilution.’ -Why ‘treat the 
sedimentin differently? Also why does oxalateg blood’ give 
figures 25% higher than citrated blood? If it is for the dilution 


4 parts of blood to 1 part of citrate the figures ought to be’ 


20% higher. If it is for-the-slowing down. due to the sodium 
citrate the, experiments of Ham and Curtis (Medicine, 1938, 
17, 447) show retardations : C 
To conclude, -I think -that the comprehension of the nature 
of sedimentin would *be facilitated by using a common and 


standard technique, no matter which techñique be chosen; it 


seems to me obvious that the reading of the M.V. is the figure 


subject to least vagaries. If the haemoglobin instead of being 
referred to as percentage were reported in one case as grammes 
of haemoglobin and in another as mg. of iron per 100 ¢.cm. 
of -blood, confusion would inevitably occur. This is now 
happening in the case of sedimentin and sedimentation rate. 
—I am, etc., 

Wolverhampton. ; 


B. L. DELLA Va. 
Sir,—A more careful reading of our letters (Sept. 26, p. 379) 
would have saved “Rural Practitioner”) (Oct. 24, p. 497) the 
trouble -of refuting something wè neither said nor implied.: 
We are not averse from tedious and complicated tests providing 


the results are constant and reliable. Complexity is no absolute `` 


criterion of value. On experimental evidence alone we challenge 
the extravagant claims made for Day’s sedimentin index as 
performed by “Rural Practitioner,” who appears to be a 
close collaborator if not a near blood relation of Dr. Day. 


The inconstant effect of temperature on the E.S.R. is shown _ 


by these few examples drawn from a large nuniber of duplicate 
experiments: : ` ' k E 


M.V. at 65° F; 





(1) E. N. © 53°F, 
D. T. 50° E. 

3) 8. T. 50° F. 
4) J. B. -- 50°F. 








Reduction of temperature of the test usually results in the 


slowing of the E.S.R., ‘but occasionally in rapidly sedimenting : 


bloods: the reverse occurs, sq one of these has been included 
in the examples. The discrepancies are not consfant, and in 
No. 3 it.is over 50%. 

This ignoring of temperature and also ‘perpendicularity of 
the column of blood when carried out in a motor car—only 
two of‘ many variable factors influencing E.S.R.—indicates the 


value which 'can-be put on the small ‘fluctuations of the - 


sedimentin ‘index claimed to be so significant, by Dr. Day 
and/or “Rural Practitioner.” Given a standard technique, 
reliable and consistent ‘results can be obtained ‘by almost any 
method of estimating E.S.R: The Westergren remains after 
over 20.years as: good as any method and better and simpler 
than some. EA ; i 

Our protest still stands against the ‘over-elaboration of a 
useful test’ and the fallacious. and unscientific appraisal of 
clinical changes on variations considerably less than the experi- 
mental error of the method employed.—We are, etc., 

: i :Perer W. EDWARDS. 
A. CLARK: PENMAN. 
LesLE J. CUTS. 


Cheshire Joint Sanatorium, Market Drayton. . 


i ` E 
Splenectomy in Purpura Haemorrhagica 

Sm,—I was very interested'in the discussion on splenectomy, 
in purpura haemorrhagica, and ask for permission to add some- 
thing to it- I believe I have had the longest experience of this 
operation, and, like a. mother ‘naturally follows the ways of 
her child, I watched its development especially closely since 
my first cases in Prague. I saw two of the three cases described 
in my first papérs for the last time shortly before I had to 
leave Prague into exile 34 years ago, and the third one some 
years before that. They were all completely free from symptoms 
and signs of the disease which. they had suffered from for 
many years and which had brought them into constant danger 


to life. The literature is very great, mostly in America.” 
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Dr. Bruce Williamson (Oct. 3, p) 407), who changed his original 
opinion šo profoundly; will not easily find a companion, 
although there are similar voices (perhaps not quite so*definite), 
The essence of all experience laid down in the medical literature 
, of the whole world is, as Prof. L. J. Witts writes (Oct. 17, p. 466), 
z that the value of splenectomy in purpura haemorrhagica 
1s now a matter of orthodox therapeutics, with one condition: 
that the diagnosis is established beyond doubt by a competent 
haematologist. And this condition I- believe is certainly easily 
fulfilled in your country.—I am, fies 
Halifax General Hosputal. PAUL -KAZNELSON, 


© u., "The ‘Future of the Profession 


Smr,—I belong to that large group of doctors who think it 
matters little whether the profession becomes a State service 
or not: What does matter is whether doctors are to be 
provided with such cgnditions of life and work that honest 
‘and good medical work can be done, and an efficient com- 
prehensive service provided for the community. 
It seems to be generally agreed: (1) that present conditions 
and the present services are defective ; (2) that some changes 
„are requjred; and (3) that those changes should be either 
. towards a State service or towards a radical modification of 
the existing services. Accepting whole-heartedly the need for 
change, I think the root problem involved in choosing between 
the proposed alternatives is bound up in the word “ planning.” 

1. What do we mean when we use that word? Do we 
mean, a rigidly structured professional society in which every 
individual is given (by authority, I suppose) his exact place 
and prescribed function? Or do we mean what the biologists 
would call a patterned professional society? The difference 
of aim involved in the words “plan” and “pattern” is vital 
to every organized democracy. In a planned State service a 
formal rigidity must tend to destroy initiative ;'in a patterned 
State service the required regularity and discipline must be 
attained and preserved. I implore all doctors to consider once 
again whether their thinking is governed by a philosophy 
` suitable for chemical ‘atoms or by a biological philosophy 
suitable to human: beings (Haldane, J. S., Philosophical Basis 


2. My second question is, What do we mean when we argue 
about the importance of the right.to choose doctor or patient? 
Who cares. what patients are allocated to him provided he can 
get rid of those he cannot succeed in treating? Who cares 
what doctor he is sent to provided he can make a change if 
need, arises? Let us’ keep the real point clearly before us. 
It is the “right to change,” not the “right to choose.” Free 
movement of units is always possible in a patterned society, 
, never in a planned one (vide:wartime industrial and professional 
life). A 

3. We should ask how we can avoid the real dangers of 
making medicine an “established profession ” if which a sterile 
‘orthodoxy stifles, initiative. Shall we have room within our 
new services for the really unorthodox doctor? If not, a new 
“medical Luther” will soon arise, and side by side with 
“established. medicine” will grow up a protestant and non- 
conformist medicine! If our planners hate vested interests, 
*. let them take heed lest they create them. Once again, the - 

root problem is philosophical, of that I am persuaded. 

Lastly, we are told (a) that the reform of the profession is 
urgent and should be dealt with now, and (b) that no significant 
change can take place for a _long time, and anyhow nothing 

‘ should be done until the end of the war. Surely the great 
question should be, What can we personally do, first, to resist 

` static planning, and, secondly, to promote a true patterning 
of the profession?—I ,am, etc., 


Worcester Howarp E. COLLIER 


Į 
Safe Milk à 

- Sm,—Your advocacy of pasteurization is well known, so it 
is a pity that little appears in the Journal about the progress 
made towards a better solution of the problem of safe milk. 

Your leader on bovine tuberculosis’ (Sept. 26, p. 571) gives 
very little idea of the range of the discussion-on the control 
of cattle disease reported in the Proceedings of the Royal Society 
of Medicine (May, 4942). From what was said durigg the dis- 
cussion it is quite evident that the eradication of bovine tuber- 
--culosis in this country is within our reach. In the United States, 
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Mr. H. T. Mathews said, twenty-five years’ efforts have reduced 
the incidence from an average of 5%.to 0.5%. The steps he 
advotateti—extension of the Attested Herds Scheme, calf 
nurseries, and vaccination—only need to be pressed forward 
to be successful. Prof. Dalling’s use of Wells’s vole bacillus 
in-the vaccination of calves seems to show that this will give - 
a better immunity than B.C.G. vaccine. ` 

As to distribution of milk, pasteurization as a means of pre- 
serving milk is out of date. Chilling, from the moment the 
milk leaves the cooler until it reaches the domestic refrigerator 
(which must no longer be looked on as a luxury), is the method - 
that will come. . - 

It is up to us to encourage these step$ rather than to sit 
back and contentedly advise pasteurization because it has the 
merit of being easy, while to free the country’s herds of tuber- 
culosis will be arduous at first and. will call for constant 
encouragement from those who should know what is right.— 


I am, etc., WILLIAM PICTON. 


Cost of Treatment for Tuberculosis 


Sır, —I have read the report of the M.R.C. Committee on 
Tuberculosis iù Wartime, and note with pleasure the recom- 
mendation that the dependants of tuberculous persons should 
be given substantial financial help during the period of treat- 
ment. From‘the statement recently made by the Minister of 
Health:in the House of Commons and later on the wireless, 
it appears that this principle has been accepted by the Govern- 
ment. Is it, however, realized that in many’ parts of the 
country, far from financial help being provided, the -treatment 
of the tuberculous patients themselves is not free, and that 
they are actually assessed on their alleged ability to pay for 
their stay in a sanatorium?—I am, etc., 


F. D. G. THOMAS, \ 
Assistant Tuberculosis Officer. 


London, N.20. 
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ROBERT ESMOND MOYES, M.D. 


Dr. R. E. Moyes, who died on Oct. 23, aged 58, had been 
secretary of the North Northumberland Division of the B.M.A. 
for eleven years and its chairman in 1932-3, and president: of 
the North of England Branch in 1938-9, He was elected 
chairman of the Northumberland Insurance Committee in 1937. 
A colleague writes: . ee 

The sudden and unexpected death of Robert Esmond Moyes has 
stunned a wide circle of friends, both within and without the pro- 
fession. In all the circumstances of life, both grave and gay, 
Moyes was an ideal support and companion. Broad-shouldered and . 
broad-minded, he-carried the burden of a busy life and practice with 
a sympathetic sanity. 

At Edinburgh University, where he graduated in 1905, he had 
worked hard and had a host of friends: Huis father died while he 
was still a student, and force of circumstances compelled him to 
go into practice immediately after qualification, and he had to 
forgo the boon of holding resident appointments. The sacrifices 
made by his widowed mother before his qualification were ever in > 
his mind, and no son could have done more to give her comfort 
and support as soon’ as he found himself in a position to do so. 
Settling in the colliery village of Broomhill, the practice included 
patients in the colliery itself and in the surrounding country. Moyes 
soon made a reputation as a most reliable practitioner. Happily 
married in 1915, he had scarcely settled in practice when the war 
called him to the R.A.M.C. and for two years he served in the 
East. Returning to Broomhill, his practice steadily increased, and 
there he lived and worked until, some years ago, he moved his home 
to Warkworth, leaving an assistant in the Broomhill house and 
surgery. Throughout his 37 years in Broomhill, and Warkworth 
Moyes did a stupendous amount of work both day and night. 
Starting his. round at 8.30 a.m., his widespread practice might have 
fully occupied his time, but in spite of the daily routine he found 
time to do much work on committees both of the British Medical 
Association and of the Northumberland Insurance Committee. 

Throughout the years Moyes did his utmost to keep himself up 
to date in all branches of medicine. No doctor living at a distance 
from Newcastle was ever a more constant attender at postgraduate 
classes and medical society meetings, and he served a year of office 
as presidegt of the Northumberland and Durham Medical Society. 

His large practice in colliery and rural areas comprised patients’ 
drawn from’ every grade of society In pit cottage, farmhouse, and 
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country house it was always the same Moyes. The patient had been 
thoroughly examined and assiduously attended; and when he called 
for help the consultation was invariably of his own seeking. There 
was always the beneficent atmosphere of confidence only met with 
in the practice of a really good doctor. 

Moyes was a sportsman in the true sense of the word, and though 
the exigencieseof his practice curtailed his opportunities, it enhanced 
the pleasure of both the sport and the companionship. An ideal 
companion on the golf course, an unselfish shot, and a painstaking 
fisherman, Moyes was certain of friends and endless opportunities 
of indulging in the many sports at which he excell Having 
played football for Edinburgh University, he always an intense 
interest in the game, and seldom missed the Internationals at Murray- 
field. Twice a year a company. of friends composed of consultants 
and general practitioners (the Dormy Club) used to spend a week- 
end at Silloth for golf. Moyes thoroughly enjoyed, these days of 
complete relaxation; and all enjoyed Moyes, who was sure to have 
some arlecdote, usually some drollepisode in his practice, true and 
humorous, and often told at his own expense. a 

Having the confidence of his fellow practitioners, it was inevitable 
that great calls should be made upon his time to serve on committees, 
and he was an ideal member and chairman of any committee on 
which he served. He had a natural and spontaneous tact which 
implies self-restraint, good temper, and quick and kindly sympathy 
with the feelings and opinions of others. .He always seemed to 
gain his point, yet he never appeared to be in antagonism with 
anyone. Since 1939:Moyes had enormously added to his already 
burdensome practice and commitments by doing the work of col- 
leagues in the district who had been called to the Services.» During 
the last two years he had had no time. to relax, and it is’ pretty 


- certain that these strenuous years contributed to his early death. 


t 


PROF. HEDLEY WRIGHT, . M.D. 

Prof. G. S. WILSON sends the following at our request: 

The ‘brief obituary notice of Prof. Hedley Wright that 
appeared in the Journal on Sept. 26 needs amplification if due 
tribute is to be paid to one who occupied a leading position in 
the ranks of British bacteriologists. 

Wright’s early work at Edinburgh was concerned largely with 
serological problems, pat icularly in relation to the diagnosis 
of syphilis. During his seven years at University College 
Hospital, 1923-30, he concentrated his attention on infection 
and immunity. His careful qualitative observations on the 
mode of reaction of the rabbit to experimental pneumococcal 


infection added materially to our knowledge of «the clearing 


mechanism of the normal and vaccinated animal. Two smaller 
contributions during this period were of importance in starting 
lines of investigation that’ were followed up by later workers. 
A study of two cases of ;puerperal fever due to pneumococci 
led him to conclude that infection -might be conveyed to the 
patient from attendants or other persons in the environment; 
and the demonstration of bacteriaemia within a few minutes of 
urethral operations paved the way for the observations of Okell 
and Elliott on the streptococcal invasion of the blood stream 
following the extraction of septic teeth. From 1930 to 1934, 
while at Sydney, he: interested himself in nutrient media. His 
finding of bacteriostatic substances in peptone that could be 
rendered inactive by reduction enabled fi to devise a simple 
method for the preparation of basal media. which is now exten- 
sively. used. 

The Jast eight years of his life, spent at Liverpool, were 
devoted to the application of bacteriology to public health 
problems. His work on the laboratory diagnosis of enteric 
fever did much to improve the current methods ‘and to reform 
our ideas on the frequency of pêratyphoid bacilli in the faeces 
during the early stages of the disease. His chief interest, how- 
ever, lay in diphtheria. ‚Taking full advantage of the oppor- 
tunity that Liverpool afforded him, he studied this disease from 
different angles, and by a,happy combination of bacteriological, 
epidemiological, and statistical methods, which served as a 
modc. for other investigators to copy, he reached conclusions 
of both laboratory and administrative significance. The whole 
of Wright’s work was characterized by an insight, thoroughness, - 
and accuracy that'wıll rémain the inspiration of all who knew 

1m. i $ 


WILLIAM FRETSON SKINNER, aged 60, died at Sheffield on 
Sept. 30. He was the third generation in the practice.’ His 
grandfather, William, lectured on anatomy in the Medical 
School in 1852, and his father also taught anatomy. Educated 
at Wesley College and University College, Sheffield, with'a brief 
spell in London at U.C.H., he qualified, and after holding a 
resident post at Chesterfield and a country assistantship he 
joined his father in a large industrial practice. It soon became 
too big for him and he took a partner. The partner joined up 
on the declaration of war, and Skinner was left to work a huge 


“practice scattered to the four quarters of the city by slum 
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cledrance and bombing. Last winter be got a thrombosis in a 
tibial artery Dut “continued work until it was followed by .a 
coronary ombosis, from which he died. ':To this bald 
account one must add an appreciation of a really remarkable 
man. One of those men who read little but learn much from 
experience, he was intensely practical and, 1 believe, never 
neglected to make a thorough- examination. Possessed of a 
keen eye and a really uncanny intuition for prognosis, he 
became an extraordinarily good doctor. 
kindest men, perhaps the kindest; I have ever met. He 
thoroughly enjoyed his work of visiting the sick and would do 
anything to help them. There are many anecdotes about this 
aspect of his character.. He seemed to understand his patients 
and their relatives, and indeed to know the whole family by 
their christian names and possess their confidence. His shrewd- 
ness, powers of observation, sense of humour, and kindliness 
made it a joy-to meet him in consultation. May the profession 
long continue to possess such*members.—A. E. B. : Da 


Dr. HERBERT GEORGE Harris, who had practised for the last 
35 years in Southampton, died at Ashurst in the New Forest on 
Oct. 3 at the age of 68. For 20 years he was medical officer 
to the Ordnance Survey Office, and among other appointments 
he held was that of honorary medical officer to the Hampshire 
Girls Orphanage. He was educated at Bradfield College and 


He was one of the. 


studied medicine at St. Bartholomew's Hospital and Durham > 


University, where he graduated M.B., B.S. in 1898 and M.D. in 
1901. At the funeral service his-friend Canon R. B. Jolly spoke 
of the loss which. people felt’ at the passing of a beloved 
hysician, a' doctor whom his patients also regarded as their 
friend, Dr. Harris was the only son of the, late Dr. William 
John Harris of Worthing. 


Dr. Frank Rosinson, who retired'in 1935 from the post of 
medical officer ‘of health and, school medical officer for 
Cambridgeshire after 26 years’ service, died suddenly on Oct. 5: 
He studied medicine in Manchester and graduated : 
of Victoria ‘University in 1891, proceeding M.D: in 1895 with. 
a thesis on the clinical. features of smali-pox, and taking the 
D.P.H. of ‘the English Royal Colleges in 1901. In 1905-9 he 
was assistant M.O.H. under tHe West Riding County Council. 
During his long-period of work for the Cambs. County Council 
Dr. Robinson lectured on sani law and administration to 
candidates for the D.P.H. of the ayeni He was a Fellow 
of the Society of Medical Officers of Hedlth and of the Royal 
Sanitary Institute. He joined the B.M.A. in 1910 and was 


-B., Ch.B. ` 


` president of the Cambs. and Hunts. Branch in 1933-4; since’ 


1938 he had been emergency officer for the two counties and 
held the post of hon. secretary. of the local medical war 


committee. R. F. writes: The’ tragically sudden death -of , 


Frank Robinson came as a great shock to his many friends. 
Before his arrival in Cambridge he had acted as medical officer 
in one of the Liverpool Poor Law Institutions, where he had 


had extensive experience of both small-pox and typhus fever, ' 


two diseases -in which.he was an acknowledged expert. Just 
before ‘his death he had been appointed by the Ministry of 
‘Health as a consultant for the diagnosis of the latter disease in 


doubtful cases. ` During his long period of office under the - 


Cambridgeshire ‘County Council.he saw many changes in the 
public health services. Naturally he had to administer many 
new developments in the work, and at the end he left a smoothl 
working service which presented his successor with few difficul- 
ties. In his retirement he received many 'tributes of respect 
and affection. Though a full-time officer he was, at any rate 
latterly, a firm believer in the voluntary principle, and many 
wete the voluntary bodies on which he served, either as the 
representative of the County Council or as a directly elected 
member, but his interests extended far beyond his ddily work. 
The theme of his life was service, particularly perhaps the ser- 
vice of youth, and no appeal to his generosity went unsatisfied. 


The death of Major D. ¥. RICHARDSON, R.A.M.C., at the early 
age of 36, writes’ a colledgue, came as a profound shock to his 
many friends. Douglas Richardson came td Lincoln in 1934, 


taking up a partnership in general practice. However, his main ` 


interest was in ear, nose, and throat work, and he later took the 
London diploma in oto-laryngology., Skill in his specialty, 
coupled with a keen and kindly, interest in his patients, led to 
a rapid increase in consulting work and to appointments at the 
Lincoln Coun 
Volunteering for the Services he. entered the R.A.M.C., and 
was attached to a'military hospital. as ear, nose, and throat 
specialist at the time of his death. Consc’entiousness in his 
work and the sincerity of ‘his character, added to great personal 
charm, made Douglas Richardson’ very popular with patients 
and colleagues alike’; and they, with a wide circle, of friends, 
will mourn his loss and extend their heartfelt sympathy to his 

Ay P ' 


widow sand four. children.. ` i 


Hospital and the E.M.S. Hospital at Louth.- 


_ Universities and Colleges - 
eee 
- ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At'a quarterly Comitia on Oct. 29, with Sir Charles Wilson, President, 
in the chair, Prof. W. G. Barnard, Major-General A. G. Biggam, 


Dr. Geoffrey Evans, Sir William Fletcher Shaw, and Sir John - 


Stopford were elected Councillors. Dr. A. E. Clark-Kennedy was 
re-elected a representative on the.committee of management of the 
Conjoint Board, and Sir Comyns Berkeley a representative on the 
council of the Central Midwives Board. 

The President nominated Dr. W. E. Hume as Harveian Orator 
and Dr. J. W. Brown as Bradshaw Lecturer, both for 1943, and 
announced the appointment of Dr. A. H. Gale as Mulroy Lecturer 

‘for 1944, the award of the Streatfeild Scholarship to Miss Enid E 
Sampson, the Jenks Memorial Scholarship to A. J. Graham, and the 
Linacre Scholarship to @. R. Cheadle. 

The following, having satisfied the Censors’ Board, were admitted 

Members : 


Licences to practise were conferred upon the following 274 candi- 
dates (including'28 women) who have passed the final examination 
of the Conjoint Board and have complied with the by-laws: 


T. T. Bartlett, R W. Bareley, Ruth A Bell, 
Ben-Yaliouz,G G B Blackman, J J. Bligh, 
Bower, R. P. 
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M. McKechnic, D McKmlay, V J » J 
G. McQuade, B. C Main, S Mandel, N M 
: Marsden, D. R I. Mason, H 


Molin, a Molomikoff, G 


Ransford, J. B. Raper, J 


wany 
og 
2 
a 


Smnh, W. S C Snape, Angele M P Snow, P. 
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College of Surgeons, to Gwendolen M. Allen-Williams, Nora E. R 
Archer, Hilda M. Robertshaw, F. S. D.. Thompson, H G. Topping 
Diplomas. in Child Health were granted, jointly with the Royal 
College of Surgeons, to the 9 candidates whose names were printed 
in the report published on Oct. 24 (p. 499). 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF ' GLASGOW 
At the annual meeting of the Faculty the following officers were 
elected for the ensuing year: President, Mr. James H MacDonald: 
Visitor, Mr. William A. Sewell; Honorary Treasurer, Mr$ William J 
Richard; Honorary Librarian, Dr. W. R. Snodgrass; Representative 
on General Medical Council, Mr. Andrew Allison. 
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ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


A quarteriy meeting of the Council was held on Oct. 24, with the 
President, Sir William Fletcher Shaw, in the chair. 


The following were admitted: To the Fellowship: 
C. M. Gwilim. To the Membership : Munel Boycon, J) W. D 
E. Calverley, I MacG Jackson, Mary K Lawlor, W. TA 
Muis, Mary R. Thompson, H. M. Wolf In absentia, H Agar, T. A Gille, 
I. FB Wyper. 

The following have sausfied the examiners and have been awarded the 


Diploma of the College: I C Barne, Margaret R. Biggs, Ruth C. M Brown, - 


Gertrude M Child, Edith M Druitt, Margaret D Dudley-Brown, Anne C 
Fietcher, F. G. M. Fraser, Mamridh A. M N. Graham, Margaret A; Hay, 
J. Hesketh, Eluned M. Lloyd-Davxes, R. A Manclark, G, H Moore, J. E. E. 
Morgan, H A. Ripman, E Sharp, Daisy M Smith, Ruth M Stubbs. 











The Services ° 








The King has approved the award of the R.N.V.R. Officers’ 
Decoration to Surg. Cmdrs. A. W. Kendall, R. R. B. Roberts 
and H. Winstanley, R.N.V.R. 


: CASUALTIES IN THE MEDICAL SERVICES 


War Subs. Capt. SAMUEL HENRY SEGERMAN, 'R.A.M.C., who 
is included as “killed” in an Army Council Casualty List 
published on Oct. 31, was born on March 3, 1914, and was 
educated at the University of Leeds, whére he ’ graduated M.B., 
Ch.B. in 1938. 
game year. Before entering the R.A.M.C. as temp. lieut. in 
Dec., 1940, he was ın practice at Middlesbrough and: Leeds. 
He saw service in the Middle East. 

Wounded.—Capt. G. M: Calder, R.A. M.C. 

Prisoners o Warce war Subs. Capt. H. Bloom, R A.M.C. War 
Subs. Capt. G. Bradford, R A.M.C.,. Lieut.-Col. W. "B. F. 

AMG, Capt. L. B. Gunn, R.A M.C, Capt. P. L. 


Ueadon, R.A.M.C., Capt, L. V. Macdonald, R.A.M.C. Prob. Temp. 
. Lieut. J. C. . Sugars, RNVR, Surg Cmdr. V. F. 
W RN. 


peuns, Believed 'Pnsoner of War—Majo: T. F. O'Donnell, 
{ 


, Missing, Probably Britons of War—Mapor K. F. Alford, I.M.S. 
“Missing. —Capt. R. W. Lennon, R.A.M C. 


DEATHS IN THE SERVICES : 


Surg. Rear-Admiral ALEXANDER JOHN JAMES JOHNSTON, R.N. 
` (ret), died at Crapstone, Devon, on Oct. 17, aged 87. He 
received his professional education at Guy’s Hospital and 
qualified M.R.C.S.Eng. in 1877 and took the L.R.C.P.Ed. in the 
became’ dep thee Entering the Royal Navy soon afterwards he 
became d surg.-general (now surg. rear-admiral) ın 1912, 
and retired: ter.the war of 1914-18. 
of his career he ‘held. the posts of deputy surg.-general of the 
Royal Naval Hospital, Malta, and surg.-general of the Naval 
Hospital, Chatham, and, later, was a temp. lieut.-col. in the 
RAM. He #erved throughout the war of 1914-18, receiving 
the medals. He joined the B.M:A. in 1899, and whem the 
Association met at Leicester in 1905 he was vice-president of 
the Navy, Army, and Ambulance Section. 


Lieut.-Col. CHARLES HarRDwick Louw Meyer, I.M.S. (ret.), 
died at Exeter on Aug. 30, aged 82. He was born at Grahams- 
town, South Africa, on Nov. 19, 1859, the son of Capt. Nicholas 
Meyer, an officer of the old Prussian Army, before the German 

` Empire came into being, who came to En and, was naturalized, 
and entered the British service. _ Lieut. Col. Meyer was 
educated at Grahamstown, Queenstown, and Bloemfontein, and 
nt Guy's Hospital,’ qualifying M.R.C.S. in 1883. In the same 
vear he graduated M.B. (with honours in forensic medicine), 
B.S. (with first-class honours) of the University of London, pro- 
ceeding M.D. in 1885. After filling the posts of house-surgeon 
and obstetric resident at Guy’s he entered the I.M.S. as surgeon 
in 1887, gaining first place ın competitive examination in Feb. 


and first place in examination at the Army Medical School, 


Netley, in July, and winning the Herbert Prize and the Ranald 
Martin Memorial gold medal. He became lieut.-col. after 
twenty years’ service and retired in 1913. Most of his service 
in India was spent in Bombay, where in 1889 he was appointed 
professor of physiology, histology, and hygiene in the Grant 

edical College -(later becoming principal), and physician and 
Ai of the Sir J. J. Hospital, and professor of pathology 
in 1902, holding these posts until his retirement. He rejoined 
for service in the war of 1914-18, when he’ was second-in- 
command @f the Lady Hardinge Hospital for Indian Troops at 
‘Brockenhurst in 1914-16, consulting physician to the Waziristan 
Field Force in 1917 and to the war hospitals of the Southern 


wa J.H Ma, Beattie, _ 


He also took the D.T.M. of Liverpool in the” 


- Princess Elizabeth of York 


` During the latter part- 


Army in India in 1917-19 and’ was mentioned in dispatches in 
1918. After retirement he: was consulting physician to the 
Osborne-Convalescent Home and a member of the India Office 
Medical Board in 1921. He`had been a member of the B.M.A 
for 50 years and served on the Central Council in 1913-14. 








Medical News 


| 
‘The Annual Meeting of Fellows and Members of the Royal 
College of Surgeons of England will be held at the College in 
Lincoln's Inn Fields, on Thursday, Nov. 19, at 2.30 p.m., when the 
President hopes there will be a good attendance. X 


Prof. J. C. Drummond, D Sc, scjentific adviser to the Ministry of 
Food, will deliver a series of lectures on “ The History of Our More 
Important Foods ” at the Royal Institution, 21, Albemarle Street. 
W., on Tuesdays, Noy. 24, and Dec. 1, 8, and 15, at 3 p.m. 


The Benjamin Ward Richardson Lecture will be delivered at the 


Royal Sanitary Institute, 90, Buckingham Palace Road, S.W., on 
Wednesday, Nov. 25, at 2.30 p.m., by Lieut.-Col. D. J. Anthony, 


M.R.C.V.S , on “ The State of Meat Inspection in Britain at War.” 
A general meeting of the i Tuberculosis Association will be held 


at 26, Portland Place, W., on Friday, Nov. 20, at 2.45 p.m., when 
there will be a discussion ion “ The Treatment of Tuberculous 
Pyothorax,” to be opened py Dr. J. Clifford Hoyle, Dr. W. C 
Fowler, and Mr. R. 


Under the auspices S ka ‘British Council a reception was held 
in Liverpool on Nov. 6 by | the Vice-Chancellor of the University 
and Sif Robert Kelly, F.RCS, at which members of the local 
medical profession and medical representatives of the Allied Nations 
heard an address by Prof. Henry Cohen, M D., on “ The Principles 


of Diagnosis: A Retrospect and a Prospect.” 


At the inaugural luncheon at the Mansion House “Mr. Herbert 
Morrison, Home Secretary, ‘described as a wise and rational step 
the amalgamation of the Queen’s Hospital for Children and the 
Hospital for Children, which will func- : 
tion in future as the Queen Elizabeth Hospital for Children. He 
said ıt was true that a substantial portion of the London voluntary 
hospitals were large and efficient, but a number of them were smal} 
and uneconomical and: their|efficiency open to question. He hoped 








' that King Edward’s Hospital Fund for London would help to bring 
‘about further amalgamations, and advised greater co-operation in 


the purchase of supplies. He thought it was a good thing that there 
should be a certain degree of competition and rivalry in enterprise 
between municipal and voluntary hospitals. 


The Joint Committee for, Soviet Aid is launching a nation-wide 
appeal for medical aid for soldiers of the Red Army. Every kind 
of medical supply, equipment, and comfort is urgently required in 
ever-increasing quantities by} the Red Army and the Soviet people in 
the fighting zones. Donations may be sent-to -Sir Peter Chalmers 
Mitchell, F.R.S., Hon. Treasurer, Joint Committee for Soviet Aid, 
171, St. Stephen’ s House, Westminster, S.W.1. 


The Ministry of Health, with, the co-operation of the Ministry of 
Information, is launching another winter health campaign to renew 
the attack on the careless cough and sneeze by means of persistent 
education-on the dangers of droplet infection. Publicity media wil 
be posters, exhibitions, films, and broadcasts. 


* On Nov. 3 the Minister of Health performed the opening ceremony 
of the 600-bed Merriston Hospital, near Swansea, which has been 
built at a cost of £180,000! under the Emergency Hospital Scheme. 


‘ Until heavier emergency demands arise, five wards, with 200 beds, 


are being ‘placed at the disposal of the Welsh National Memorial 
Association for cases of tuberculosis, and the hospital will also be 
used to relieve the pressure on the Swansea and General Eye 
Hospital. 


At the time of the British occupation of Eritrea the Eritrean 
section of the Italian Society of Medicine and Tropical Medicine 
had ceased to function. ‘In order to’ restore to normality the 
medica] services, and in the interests of co-operation between Italian 
and British medical men, it was thought to be essential that this 
society should reopen its meetings and activities. We have received 
from Lieut.-Col. R. H. Bland, R.A.M.C., principal medical officer 
for Eritrea, the first two. numbers of the Bolettino published at 
Asmara under the editorial direction of Prof. Giovanni Ferro-Luzzi. 
It is a substantia] magazine, each number containing well over 100 
pages printed in Italian. ' 


Olive oil is supplied only against a doctor’s prescription, but 
even so there is no guarantee that it will always be-available, and 
the Ministry of Food announces that arachis oi] may be substituted 
provided the prescriber’s consent is first obtaiped. Arachis oil has 
already been used as substitute in many B.P. and B.P.C. preparations. 
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EPIDEMIOLOGICAL. NOTES 


were those of measles 1,007 cases, whooping cough ‘TT, and ` 


ewer cases than 


was recorded. . fy 

_ Within the counties no very striking fluctuations occurred 
in the trend of scarlet fever, diphtheria, and whooping-cough. 
The largest variation was that of Yorks West Riding, where 
the numbers of cases of scarlet fever and whooping-cough were 
‘61 and 43 respectively below the totals of the preceding week. 

There was a rise of 12 cases in the incidence of dysentery: 
30 cases were reported in London, the largest total since 
February; 10 occurred in Woolwich: and the remaining 20 
were distributed over twelve. boroughs. “Other large county 
totals were Yorks North Ridfhg 31 (Middlesbrough C.B. 29); 
Yorks West Riding 29 (Leeds C.B. 15, Sheffield C.B. 8) ; Derby- 
shire 12 (Derby C.B. 7, Shardlow R.D. 5); Southampton 10 
(Droxford R.D. 7); Wales 24 (Cardiff C.B. 9). 

In Scotland there was a further rise in the incidence of 
diphtheria and measles of 39 and 26 cases respectively. Of 
Ee 257 notifications of diphtheria, 93 were reported from 

lasgow ; and of the 379 cases of measles, 120 were notified 

Momyeliti remains at a 


in Paisley burgh. 
‘ In Eire the incidence of acute nigh 
level. The 28 cases were distributed through ten areas. The 
most important centres of infection were the rural district 
of Co. Roscommon 8 cases, and Co. Clare, Ennis U.D. 5 cases. 
One case of typhus was reported from the rural: district of 
Co. Galway. ` Smsll-pox : 
‘Six further cases of small-pox have occurred in Edinburgh, 
bringing the total up to 8; all are in males, and all, as well as 
the suspected cases, are connected with the original outbreak., 
The medical officer of health’ in a statement to an emergency 
meeting of the Public Health Committee said that the cause 
of the outbreak’ was at present unknown. “No evidence had 
been found’ that could link these cases with’ the, outbreak 
_in either Fife or Glasgow, It was possible that a visitor to the: 
institution had been responsible for introducing the infection. 


Eas < Small-pox in Fife County 
.The following letterì`has been received: 

_ “Srr,—I refer to the statement'in the Journal dt Nov. 7 (p. 565) 
regarding me Fife County small-pox outbreak. The statement, 
w appears to be founded on Press reports, is liable to give rise 

, to misunderstanding. 

They were not only isolated and kept under medical supervision but 
received the unusual advantage of being paid allowances. The refer-' 
ence to a colliery s was an exaggeration. A girl who was not a 
contact was seen at a pit-head bath to have a rash on her back. Her 
com ons became agitated, but were quickly reassured by an Officer ‘ 
of the Public Health Department, and the incident closed. d 
“The outbreak was completely under control from Oct. 6, when 
the Public Health Depaitment made the diagnosis, and all restric- 
tions were removed on-Nov. 3. In all, there were 27 patients with 
small-pox, 7 of whom died.—I am, etc. G. MATTHEW Fyre.” 
, The incidence of measles has increased.for six consecutive 
weeks and is now a little more than two and a half times the 
level at the. beginning of this period. ` The largest increases in 
ithe week’ under review were those of Lancashire 226, Yorks 
West Riding 153, Leicestershire 106, Derbyshire 104. The rate 
of increase has been much greater in’the North than in the 
South, during recent weeks. The change in the graphical 
distribution of measles that, has resulted can be illustrated b 
comparing the percentage distribution with that of the wee 
ending July 25, when the total’ notifications were approximately 
e same. ` + 








` Division {Week ended July 25 : | Week ended Oct. 24 : 
> 6,817 Notifications |, 6,803 Notifications 
10:2 3-3 
14-7, 42 
0-9 08 
8-8 ~ 44 
73 3-7 
63 10 
23-3 « 24-4 
10-3 28-2 
%1 8-3 
29 37 
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í ‘Returns for the Week Ending October 31 ` 
è The. notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,583, whooping-cough 
1,015, diphtheria 898, measles 6,812, acute pneumonia 583, 
cerebrospinal fever 57; acute poliomyelitis 27, dysentery 290, 
paratyphoid 7, typhoid 12. >° ` eee: 


“. EPIDEMIOLOGY *SECTION A 


FI 
are for 
Ro 


‘No contacts were allowed to return to work. ` _ 
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fe A 3 : No. 42 
INFECTIOUS DISEASES AND VITAL STATISTI 


d Eire. (e) Northern Ireland. 
of Births and Deaths, and of Deaths recorded under each infectious disease, 


: (a) Ths 126 great towns in Bngland and Wales mcluding London). 
don (adminustratrve county), (c) fe a aea aa SS Tand 5 
rincipal towns in Northern 


towns ın Erre. (e) The 10 p: Ireland. 


- A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available, 


. ` 
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1941 (Corresponding Week) 
@ jalo] wf @-|@|]O|]@] © 


. 6i 0 
; 1 
.. | 971| 53| 257| 76| 20) 1,00 309| 23| 35 
pa a> 4 — 6 al 2 


177| ‘30 


5 1942 
Disease 





id id 
Cerebrospinal fever 


Diphtheria 


ths 





Deaths 
Encephalitis 
acute 
Deaths 
Deaths 
Infective enteritis or 
diarrhoea under 2 
Deaths © 
Measles 
Deaths ; 
Ophthalmıa neonatorum 
Deaths tee 


Paratyphoid fever 
Deaths ee 


Pneumonia, influenzal* 659| 39)" 
Deaths (from influ- 
enza)- oe wee 1 1 


18 


| _ 
















Pneom: 





Poliom: acute '.. 
Puerperal fever 
Deaths a .. 


Puerperal 
Deaths 

Relapsing fever 

, Deaths a 


ı Scarlet fever .. oe 
Smal-pox ` 
Deaths we 

T, id fevert 
"pais as 
Typhus fover oe Sia 


Whooping-cough 




















6 63| 21) 7 
4 1 — 
i | | 
114] 3,677| 502) 548| 149| 104 
4 ot 119| 9-9) ¢ 
260} 5,240] 474 814 210 
"EE a 166 3 


180} 18| 37 








Infant m y rate 
(per 1,000 live ) |. 























: * Includes form for England and Wales, London (administrative 
county), and Northern Ireland. 


“+ Includes paratyphold A or B for Northern Ireland. 


Bee ieee ccd eas etler even a of popad don bith Wed 
for Northern Ireland are no longer available. 
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All communications in regard to editorial business should be’ 


addressed to THs EDITOR, BritisH MEDICAL JouRNAL, B.M.A. 
. Houss, Tavistock Square, Lonpon, W.C.1. i 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. _ Authors over-seas should ‘indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should he addressed to the Advertisement 
Manager (hours 9 am. to 5 pm.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

‘ONE No—B.M A. and BMJ.: BUSTON 2111; 
HIC ADDRESSES.— , Aitiolo estcent, London; 
SECRETARY, Medisecra Westcent, London, 
B M.A. ScoTTISH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Anaemia in Young Adults—Dfetetic? 
Dr. M. E. LAMPARD writes: In reply to Dr. G. D. Summers Nov. 
7, p. 566) parsley is a very rich source of vitamin C. ` 


p Aspirin for Asthma 
_J K. D. writes: The notes that have appeared in the Journal on 
the subject of me valuo of aspirin in asthma prompt me to, record 
my own personal experience. Twenty-two years a O, after I had 
suffered from asthma off and on for 28 yee 
boyhood—I made the discovery of aspirin as a preventiye 


` 


being awakened by an attack, I had a -headach i 
pedine T ni p eadache one evening. At 
to my surprise I was relieved not only of 
the night of asthma also. 


sensitive asthmatic whom 


Income Tax « 
Early Years of New Appointment 
H. was appointed as a member of a medical board in 1939. Fo 
1939-40 he received £130 and was assessed on £130; for the two 
following years the amounts have been respectively: 1940-1, £350 
and £350; 1941-2, £200 and £350. Is this correct? 


en 1941-2 oe year of the appointment, and the basis 
of assessment is the earnings of the ‘preceding year, but if the 
~ earnings fall short of that amount a reduction to the actual basis 


can be claimed. The assessment of £350 was therefore correctly 
mado but H. can apply for it to be reduced to the actual figure 
of £200. a 


General Expenses of Practice 
P. seeks information on the following points: 
(1) Professional accommodation, 
rent, rates, etc., is not now usual. 
hardly seems adequate on the facts stated, especially if the total 
accommodation includes a garage for a car used Professionally. 
We suggest an offer be made 
(2) Cost of maid. When only one maid is in fact kept it may 


no maid might be kept except for the existence of the professional 
work is not sufficient to justify a claim to deduct the whole 
expense ; the facts have to be taken as they are, not as they might 

$ sum should be charged for 


r 
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for N 
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her food; it depends too mùch on the actual facts of the case. 
(3) If a medical man does in fact pay his wife reasonable remunera- 
tion for her services in assisting in the conduct of the practice 
{say £1 a week) he can deduct that sum as an expense, and she 
will not be liable for the tax on it as it is covered by the (£80) 
allowance for “ wife's earned income.” But if P. did not do so 
for 1941, he cannot now claim that he did. 


| 
LETTERS, NOTES, ETC. . 
ypnosis s 

Dr. A. OwexN-FLooD (London, N.8) writes: It is evident in Dr. 
L. H. Eunson’s letter (Sept. 19, p.`353) that he has not made a 
deep study of hypnotism. I think he emphasizes the evils of the 
state. May I indicate some of its blessings when applied to cure 
many minor maladies endountered in general practice. . Bed- 
wetting, nail-biting, and other “ habits ” soon disappear in a few 
sittings; care; of course, is faken o deal with any physical causes. 
Hyperemesis gravidarum, insomnia in the puerperium, and sudden 
arrest of the lactation canibe cured by hypnosis. These condi- 
tions, often so trying to the patient, the relatives, and the doctor, 
are mild anxiety states. ypnosis is a ‘useful weapon ın the 
armoury of the anaesthetist. The dangerous excitement stage of 
the induction can be prevented by using hypnosis before the 
induction, and it is especially easy to apply when the premedica- 
tion is morphine and scopolamine in the usual doses. Spinal 
anaesthesia 1s robbed of all ats tendency to Produce psychic trauma 
if a trance state is induced, as soon as the tingling and numbness 
are felt in the legs This seems to render the patient more 
sensitive to suggestion. + , 


Gastritis in Children and Priority Eggs 

Dr. PauL R. E. Kirpy (Brighton) writes: I am at present attending 
a child aged 4 who .is seriously ill with persistent vomiting and 
Pneumonia. Amongst other forms of treatment albumen water is 
required. I gave.the mother Form EG1/C.J to take to the local 

“ food office, but left the category blank as the condition did not p 
come under A, B, C, or D; I wrote on the back of the form: 
“ Child very seripusly ill with vomiting and pneumonia.” Eggs 
were refused for the following reasons: (1) class not filled up; 
(2) condition did not come under category A, B, C, or D. If 
this child does not get eggs he may die, and yet an/’expectant 
mother in’ good health and doihg a full day’s work can get them. 
It does not make sense. | Vomiting in children is one of the 
commonest conditions encountered in general practice and yet no 
Provision is made for iti May I suggest a fifth category— 
namely, (E) for children suffering from ‘gastritis and requiring eggs 
and milk or albumen water. 


. First-ald Treatment for Fractured Spine 

Mr. J. R. M. WuicHam (St. Andrew’s Hospital, E.3) writes: Lieut- - 

Col. J. L. Moir’s letter (Oct 31, p. 529), in which he suggests a 

simplified method for thej first-aid treatment of fractures of the 

spine, will be appreciated jby, all those concerned in this branch 

of work. Another point on which the guidance of orthopaedic 

' surgeons would be valuable, and one which gives rise to confusion 

in the minds of students of first aid, is the desirability or other- 

wise of reducing open (compound) fractures of the limbs before 
applying splints. i 


EE 


MEDICINE! 100 YEARS AGO 


i ts, printed at the end 
of the Provincial Medical Journal ovember 12,-1842: 

Dr. Hennen’s communication, on the Mortality of the Children 
at the Royal Miltary Asylum, &c., shal) appear in our next 
number. e have also to acknowledge the receipt of an interesting ` 
case of hydatids of the brain, by Mr. Tanner. 

B.—We are not yet reduced to the necessity of inserting com- 
munications from quacks, whether professional or non-professional 


md 


The gentlemen who inhabit certam “ squares” m therefore, 
content themselves with the publicity which results from the insertion 
of their puffs in-the “ Lancet ° and “ Medical Gazette.” It is really 
deplorable to see how unwilling men are to practice what they 
preach. 


The requests of Mr. Walker and Philo have been attended to. 


We have received some letters relative to the transmission of the 
Journal, which have been submitted to the publisher. 


Amucus—We thank Amicus for his kindness, and shall be glad 
to receive the first part for perusal. 


A.F-—We refer A.F. to our advertising columns. The manual of 
M. Cazenave is the best elementary work that the practitioner can 

ssess. There are more elaborate treatises on diseases of the skin, 
bat the one we allude to is the most practical and convenient one 
with which we are acquainted. 


Z.—Our correspondent’s prophecy ‘has been falfilled; but the poor 
attempt to revive the Bat’s Club can at the present day only excite 
contempt. The time-is gone by since a falling journal could be 
Propped up by calumny and impotent’ sarcasm. ' 
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2 THE TYPHUS. GROUP OF FEVERS 


CLASSIFICATION, LABORATORY DIAGNOSIS, PROPHYLACTIC INOCULATION, AND 
i SPECIFIC SERUM TREATMENT* 


BY 


A. FELIX, D.Sc. 
(From the Emergency Public Health Laboratory Service) j 


The “typhus group of fevers,” comprising a number of 
different varieties of the disease, is now firmly established. 
Typhus researches during the past few years have revealed 
the occurrence of typhus-like diseases in many parts of 
the world. Not a few endemic diseases of various tropical 
and subtropical countries, some of which had long been 
‘known under the label “ unclassed fevers,” have now been 
recognized as members of the ‘pphus fever group. This 
recent development is mainly due to the application of 
serological and immunological methods to the study of 
these diseases. The so-called Weil-Felix reaction has pro- 
vided in almgst every instance the first evidence of the 
‘generic relationship of the unknown disease to classical 
louse-borne typhus, and thus opened the. way for the 
experimental study which has led to the demonstration 
of the corresponding rickettsia. Some of the best-known 
instances of this sequence of events are : the endemic typhus 
of the United States of America (Maxcy and Havens, 
1923); the tropical typhus of the Federated Malay States 
(Fletcher and Lesslar, 1925) ; the “ fièvre exanthématiqne ` 


of Marseilles, and “ fièvre boutonneuse ” of Tunis (Burnet, 


and Olmer, 1927 ; Felix and Rhodes, 1931 ; Dutand, 1932); 
São Paulé typhus (Piza ef al., 1931; Monteiro, 1931; 
Felix, 1933a); and the tick-bite fever of South Africa 
(Pijper and Dau, 1930, 1931, 1932). i 


The terms “rickettsial infections” and “typhus group of 
fevers ™ are not synonymous,*the former being much wider 
than the latter. If the rickettsial infections that occur in certain 
domestic animals are excluded and only those that affect man 
are considered, there still remain some rickettsial diseases of 


man which, according to our-present knowledge, seem to ‘be > 


unrelated to the typhus group of fevers. Among these diseases 
may be mentioned the “Q” fever of Queensland (Derrick, 
1937; Burnet and Freeman, 1937) and of certain parts of the 
U.S.A. (Davis, Cox, Parker, and Deyer, 1938), and the “ trench 
fever” which became known in 1916 as a wartime infection 
but has not again made its appearance in epidemic form, even 
during the present war. ` 


Classification 


Megaw (1921, 1930) was the first to attempt to classify 
the typhus-lıke fevers as members of bne group of diseases 
and suggest a subdivision according to the transmitting insect 
vector. The suggestion was undoubtedly a step in the right 
direction, and so-long as the group was composed of only 
a few diseases the differentiation according to vector seemed 
to fit the. known facts. This, however, no longer holds good. 

A satisfactory classification of the typhus group can be based 
solely on the antigenic type of the corresponding rickettsiae, 


* A report to the Medical Research Council. ; 





upon which immunity and immunity-reactions depend. The . 
antigenic analysis of the various typhus rickettsiae has, how- 
ever, not yet passed its infancy. The most widely studied 
of these organisms is R. prowazeki, the causal organism of 
Old World and New World typhus of type X 19. It is known 
that R. prowazeki possesses a heat-labile and a heat-stable 
antigen (Castaneda and Zia, 1933), that the latter is common 
to R. prowazeki and Proteus OX 19 (Weil and Felix, 1921), 


`and that this O antigenic component is alkali-stable (Bruce 


White, 1933). The antigenic structure of the rickettsiae of 
the other varieties of typhus and their relationship to each 
other have not been studied as yet, owing to the great diffi- 
culty in obtaining pure suspensions of rickettsiae in sufficiently 
large quantities. This difficulty has been overcome only quite 
recently, thanks to the discovery of two methods of growing 
rickettsiae—namely, in the yolk sac of the developing chick 
(Cox, 1938) and in the lungs of infected rats and mice 
(Castaneda, 1939). There is good reason for believing that 
as a result of these important advances the gaps in our 
knowledge will be filled very soon. 

So far the serology of the typhus group has been based 
on the antigenic -relationship between the rickettsiae of the 
different varieties of the disease and corresponding serological 
varieties of Proteus X. This relationship is most strikingly 
demonstrated by the close correlation between cross-immunity 
and agglutination reactions with the three types of Proteus X 

s e 


TABLE I —Provisional Classification of the Typhus Group of Fevers 



































ro ee Type OX 19 Type OX K Type undetermined 
A 
‘Name of disease .| Classical epidemic | Tsutsugamush: [Spotted fever of Roc 
typhus fever of Japan, | Mountains as! 
Tabardillo (Mexi- | Momy ° 384 | Spotted fever of 
co) Many, gnd eastern U.S.A. 
Bril’s diseas e| Indies SSo Paulo typhus 
(U.S A.) Scrub typhus of | Fièvre boutonneuse 
Endemic typhusof | Malay, Dutch (Mediterranean) 
U.S.A and Aus- East Indies, Fie 
p trala, Greece, | India, French th kL ppaumthema~ 
Syna,Manchuria, | Indo - China, que of Marseilles 
Malay (shop ty- | Australia Febbre errutiva (Italy) 
phus), India, Bur- Tick-bite fever of 
ma, pines, 
Hawan, Toulon South Africa 
(fidvre nautique), idemic and en- 
ete ic typhus of 
Soath Africa 
Tick-borne typhus of 
_ India, Kenya, etc. 
Lice and rat fleas | Mites Ticks, lice, and rat 
fleas 
Reservoir of virus | Rats Man Field mice and | Rodents. Dogs 
. rats | ? Ticks. Man i 
Agglutination .. | OX 19 +++ OX 19 — OX 19 + 
OX2 + x2 — OX2 + 
OXK — OXK +++ |OxK + '% 
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strains, known as OX 19, OX 2, and OX K (Felix, 1933b). The 
conception of serological varieties of typhus, based on the 
work’ of Fletcher and Lesslar (1925) and formulated by Felix 
and Rhodes (1931). led to the subdivision of the typhus group 
into three immunological subgroups. 


‘Table I shows that, the suggested scheme (Felix, 1935) com- - 
‘. prises at present only two well-defined main types—namely, 


types OX 19 and OX K., The third subgroup, provisionally 
designated “type undetermined,” probably contains several 
different types. Further subdivision will be made possible 
by the use of pure’ cultures of the corresponding rickettsiae, 


which will disclose the. interrelationships of both the heat- 


stable and the heat-labile rickettsial antigens. 

The most important of these diseases is the louse-borne 
typhus of type OX 19, known as the“classical epidemic: typhus 
and caused by R. prowazeki. The subsequent sections of this 
paper deal mainly with this variety of thé disease, though 
some of the conclusions are applicable also to the other typhus- 
like fevers. A few remarks on nomenclature may not be out 


of place here.~ In the past some confusion has arisen from ' 


the tendency to use a number of different names to designate 
the same disease. In-recent papers published in this country 
(Findlay, 1941a, 1941b) this tendency has reappeared, and the 
louse-borne epidemic typhus has been given a new name— 
viz., “exanthematic” typhus. It cannot be said that there 
was need of a new name. The one chosen by Findlay certainly 
does not offer any advantage over the generally accepted 
old names. There is. nothing distinctive in the name 
“exanthematic” typhus, since all the varieties of typhus are 


exanthematous diseases. Louse-borne typhus occurs as an. 


endemic disease in many parts of the world, but gives rise 
to widespread epidemics only under exceptional conditions, 
chiefly in the wake of war, famine, or other major disasters 
that favour louse-infestation. The terme“ louse-borne typhus,” 
used throughout ‘this paper, applies to both the epidemic and 
the endemic form of the disease.. ‘ ‘ 


Laboratory Diagnosis 

‘The clinical diagnosis of typhus is not altogether easy, so 
' that early guidance is sought from laboratory findings. The 
following laboratory methods of diagnosing typhus infections 
have been suggested at one time or another: biopsy of skin 
lesions, with, a view to demonstrating typhus ‘nodules or 
rickettsiae ; inoculation of the patient’s blood into guinea-pigs 
or other laboratory animals; serological tests. The latter 
alone have proved to be of practical importance. It is, of 
course, theoretically possible to diagnose a typhus case by 
isolation of rickettsiae from the patient's blood or from the 
insect vector, when this has been found on the patient. It 
is, however, a mistake to recommend these methods for 
diagnostic *purposes (Army - Pathology Laboratory Service, 
Current Notes, 1941). These complicated and rather dangerous 
procedures: would hardly ever enable the pathologist to aid 
the clinician in diagnosing a' case of ‘typhus fever. 

Fortunately, the isolation of rickettsiae is not necessary, 
since the diagnosis of typhus can be confirmed by a relatively 
simple serological test. The Weil-Felix reaction has been 
employed for the purpose during the past 25 years. The 
limited space ‘here available precludes discussion of the tech- 
nique of the test, its application by the clinician and epidemio- 
logist, its limitations, and the interpretation of results, but 
it can be stated that practical experience on a very large 
scale has shown that the Proteus OX 19 reaction is the most 
constant sign of louse-borne typhus; the clinica] symptoms, 
on the other hand, 'may show very wide variations. ’ 


' Experiments on agglutination of rickettsial suspensions have ' 


been carried out ever since Weigl (1923, 1930) first obtained 
fairly concentrated suspensions by his method of anal infection 


rickettsiae (Cox, 1938; Castaneda; 1939) have not, for the 
time being at any rate, materially altered the position. 

The published datai on the agglutination of R. prowazeki 
by the serum of typhus patients and convalescents present 


-a rather confusing picture. Some workers have reported almost 


complete parallelism between agglutination of R. prowazeki 
and Proteus OX 19 (Weigl, 1930; Zinsser and Castaneda, 
1932), whereas others obtained quite different results (Liu, Zia, 
and Wang, 1938; Hudson, 1940). Obviously ‘the confusion 
is due to the fact that agglutination of rickettsiae can be 
adequately described only in terms of two separate reactions— 
namely, those which occur between the heat-labile and the 
heat-stable antigens and their respective antibodies. According 
to Castaneda and Zia (1933), living or formolized rickettsiae 
are, not agglutinated by the OX 19 antibody, but become 
agglutinable after heating ate75° C.; phenol seems to produce 
a similar effect to heat. Differently prepared rickettsial suspen- 
sions, such as have been employed by various workers, do not 
therefore indicate the 'same antigen-antibody reaction when 
tested against typhus sera that contain, or may contain, the two 
‘different antibodies. | ` 

What ~has been said about agglutination of rickettsiae 
applies also to complement-fixation with these organisms 
(Castaneda, 1936b; Mosing, 1938; Bengtson, 1941 ;-Bengtson 
and Topping, 1941). Either of the two reactions may be used 
for the demonstration of the antibody corresponding to the 
heat-labile rickettsial antigen provided that a technique is 
devised by means of which the heat-stable O antigen is pre- 
cluded from taking part in the reaction and thus obscuring 
the results. 

Although the technique of the customary test-tube agglutina- 
tion with Proteus OX 19:is very simple, still simpler procedures 
have been adopted by lwarkers in the U.S-A. (Welch, 1937) 
and in Mexico (Castaneda ef al,, 1940) in the form of slide 
agglutination tests German workers even employ a slide 
test using dried drops of, whole blood instead of, the separated 
serum. Extensive surveys are being carried out by this method 
in endemic areas in occupied Poland, with a view to detecting 
missed ambulatory patients ‘and cases of so-called inapparent 
infection. The latter cases are of special epidemiological 
importance since they do not show any clinical symptoms 
whatever, but are capable of infecting lice and spreading. the 
disease. The dry-drop blood tests are carried out within a 
few minutes even under the most primitive conditions, and 
it is claimed that the results compare favourably with those 
obtained with test-tube; agglutination (Eyer and Griltzner, 
1939-40 ; Steuer, 1942). 


Immunity to Typhus in Relation to the Known Antigenic 
' Constituents of Rickettsia i 


Immunity to typhus has been studied in experimental animals 
for the past 30 years, but is as yet very incompletely under- 
stood. The main obstacles to progress have been, and still 
are, lack of knowledge of the essential antigens of the causal 
organism and lack of a suitable experimental animal. Most 
of the work has been done on guinea-pigs and rabbits ; more 
recently rats and mice have come into use. In none of these 
animals, however, does typhus infection run a course com- 
parable to the disease in man. Only the chimpanzee reacts 
with symptoms similar.to those of a mild case in the adult 
man. Monkeys of the various lower genera so far tested do. 
not offer any advantage over the guinea-pig as test animal. 
Quite recently the Eastern cotton rat’ of the U.S.A. (Snyder 
and Anderson, 1942) and 'the common gerbil of South Africa 
(Gear and Davis, 1942) have been suggested as more 
susceptible animals, and are now being tried out. 

It has been known for a long time that immunity to typhus 
is complex—that is to say, it is related to more than one 


of lice, and Zinsser and Castaneda (1932) by intraperitoneal- antigenic constituent of the causal organism. The O antigen 


infection of x-rayed rats. These experiments, though of out- 
standing importance in typhus research, have not so far made 
it possible to adopt agglutination tests with rickettsiae as ‘a 
routine method of diagnosing typhus cases. . The microscopical 
technique gives unsatisfactory results, while the macroscopic 
technique requires relatively large quantities of rickettsial 
suspensions, which can be more usefully employed for the 
preparation of vaccines. The most recent advances in ‘growing 


, 


of Proteus X 19, which corresponds to.the heat-stable antigen 
of R. prowazeki, does not induce immunity to experimental 
typhus infection, and the corresponding O antibody, though 
so valuable in diagnosis, does not account for the protective 
action of convalescent serum from man and animals. A clue 
to this puzzling problem has been provided by the work of 
Castaneda (1934, 1935, 1936a, b, c), who showed that Proteus 
OX 19 immune serum reacts with rickettsia only in agglutina- 
: 1 g 
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. tion, precipitation, and complement fixation, but‘is inactive in 
opsonization. It is the antibody:to .the heat-labile rickettsial 
Antigen that is of outstanding importance in phagocytosis of 
‘R. prowazeki and 
organism. . | 

It would be wrong, however, to conclude from these experi- 
ments that the heat-stable O antigen and its corresponding 
antibody are not concerned in typhus immunity, because a 
glance.at Table I shows that they are. Cross-immunity between 


dilicicnt varieties of typhus rickettsiae is accompanied by ' 


identity of the serum reactions to’ the O antigen of the 
corresponding Proféns X strains, whereas failure to obtain 
cross-protection coincides with dissimilarity in O agglutination 
reactions. The, results of cross-immunity’ tests can thus be 
predicted from the O agglutination tests obtained with various 
types of Proteus X, and have in act been so predicted (Felix, 
1933b). 
„of the curve’ of OX 19 agglutinin production in typhus patients, 
and that these are related to the clinical course of the disease 
(for references see: Felix, 1930). .* sae 

These facts can be reconciled with ‘Castaneda’s findings if 
it is assumed that the labile antigen of R., prowazeki plays 
-a part similar to that of’ the labile somatic antigen of, the 
typhoid , bacillus, known as-the Vi antigen. The analogy 
between the: two is indeed very striking, for the typhoid 
O antigen alone is incapable of inducing in animals effective 
immunity to infection with yirulent Vi + O bacilli, but the 
Vi'‘antigen. is.” And, again, typhoid Vi antibody is a powerful 
opsonizing agent for Vi + O bacilli, but the O antibody is not. 


R. prowazeki and Bact. typhosum also show close similarity ` 


in the agglutinative properties of their somatic antigens. Living 
and formolized, suspensions of both organisms are not 
agglutinated by their respective O antibodies but become 
agelutinable after heating. Breinl (1924) showed that the 
O antigen“ of R. prowazeki from,the louse gut retains its 
agglutinogenic property after heating at 100° C., as do O 
antigens generally. : 


It seems, therefore, -quite natural -to assume . that the O, 


antigen of. R. prowazeki plays a part,similar to that of the 
O antigen of the typhoid bacillus and other Salmonellas, and 
of other organisms—namely, that of acting as an endotoxin. 
The corresponding OX 19 antibody would thus. function as 
an anti-endotoxin (Boivin and Mesrobeanu, 1933; Raistrick 
and Topley, 1934; Felix and Pitt/ 1934). „Strong evidence in 
support of this view is provided by the. clear-cut results of 
intradermal tests with heat-killed suspensions ‘of Proteus OX 19 
(Friedberger and van der Reis, 1919) or with extracts prepared 
from Proteus OX 19 (Fleck, 1931). In normal persons and 
non-typhus patients the intradermal injection of OX 19 antigen 
produces a local inflammatory reaction, reaching its maximum 
after 24 to 36 hours. Typhus patients react in,a similar manner 
during the first few days of illness, but from the fifth ‘or sixth 
‘day onwards the reaction ‘is negative and remains so throughout 
convalescence and for varying periods, up to several ‘months, 
after recovery. This period coincides with the presence in 
the serum of OX 19 agglutinins in significant titre. The toxicity 
to man of the OX 19 antigen and the specific neutralization 
of its toxic action as a result of recovery from typhus infection 


y 


are. thus clearly demonstrated. ; ; 
, The latest development in the study of typhus immunity 


is the demonstration by German- workers of a heat-labile’ 


rickettsial endotoxin which is lethal to mice and specifically 


neutralized by convalescent serum from man and animals ' 


(Gildemeister and Haagen, 1940; Otto and Bickhardt, 1941). 


‘The lability of this toxic substance is much the same as-that ' 


of the heat-labile rickettsial antigen described by Castaneda, 
and it seems very likely that the two are identical. 


4 $ 

It would appear, therefore, that in two: widely separated 
` organisms, such as the typhoid bacillus and the strictly intra- 
cellular- virus-like R! prowazeki, the mechanisms of infection 
and immunity are in principle: very much-alike. In both cases 
a heat-labile somatic antigen, bésides acting as a toxic sub- 
stance, inhibits the interaction between the O antigen and the 
O antibody, and thus protects the bacterial, or rickettsial, cell 
against the opsonizing and bactericidal actions of the natural 


and immune O antibody.: It is not suggested that these are ' 


the sole factors associated with immunity to typhus. Antibodies 
z A a] 


7 ee 


in protection : against infection with - this 


It is also well established that there are two types | 


X T 


to yet other, still unknown, constituents of the rickettsial cell 
may also play a part. But it is obvious that the two rickettsial 
antigens ‘and antibodies that have so far been defined are 
‘essential elements. in immunity to typhus. 

Ba Specific Serum Treatment © _ 

Specific serum treatment of typhus fever of recognized value 
has not yet been evolved, and attempts at chemotherapy so 
far have also been unsuccessful. One of the German typhus 
experts working in Warsaw since 1940 recently reported that 
trials with nearly 100 different drugs, including 24 sulphon- 
amide compounds, gave only negative results (Wohlrab, 1942). 
French workers who nave had many years’ experience of 
louse-borne typhus in Tunis consider treatment with sulpha- 
pyridine not only useless but even harmful (Durand and 
Balozet, 1941). $ i ; i 
* Convincing therapeutic effects have not been observed with 
convalescent serum, although such sera usually exert a definite 
prophylactic action when tested on the guinea-pig. Wohlrab 
(1942) found pooled convalescent serum ineffective not only 
in the treatment of typhus cases but even as a prophylactic 


. when employed during a prison epidemic in Poland. 


Durand and Balozet (1941) treated a series of 120 cases 
of louse-borne typhus in Tunis with serum from horses 
immunized with living rickettsiae from infected mouse lung 
and believed.that they obtained evidence of its beneficial effects. 
It is, however, rather disappointing to note from their paper 


. that only the indigenous patients seemed to respond to the 


treatment, while the European patients did not. Wyckoff and 
Bohnel (1942), using a strongly ‘concentrated serum from im- 
munized rabbits, .described therapeutic effects in guinea-pigs 
infected with louse-borne typhus. The data published by 
these workers do not, however, warrant their conclusion, since 
the serum was in. each instance administered before the onset 
of fever. The present position, therefore, is that there is no 
convincing evidence of the curative action of the so-called 
therapeutic sera, although their prophylactic value in animal 
experiments has been established beyond doubt. 

In the light of the facts discussed in the preceding section 
it would appear that the efficacy of a therapeutic anti-typhus 
serum depends upon the presence in it Of effective amounts 


- of the two different antibodies corresponding to the heat-labile 


and heat-stable rickettsial antigens. It is, however, ‘quite clear 
that sera of ‘this kind have not yet been employed in the 
treatment of typhus patients. Convdlescent sera cannot be 
obtained sooner than two or three weeks after defervescence, 
by which time the OX 19 titre has fallen to a mere fraction 
of its maximum value. In louse-borne typhus this maximum 
is usually reached a day or two before or after the first day 


-of defervescence. There can be little doubt also as to the 


Ay 


deficiency in O antibody content of the therapeutic immune 
sera so far prepared. Durand and Balozet (1940) showed that 
prolonged hyperimmunization of ‘horses and donkeys in no 
instance resulted in an increase in the low-titre’ OX 19 anti- 
body which each of the animals had developed at the very 
beginning of the immunization. While the titre of the 
neutralizing antibody rose that of the OX 19 antibody fell, 
although the doses injected contdined enormous numbers of 


rickettsiae. >. 


asin Ii—Showing OX 19 Agelutinin Titres of Therapeutic 
R Anti-iyphus Sera and Sera from Horses Immunized with 
Proteus OX 19 Antigen 


r 


















Anti serum R. prowazeki from mouse 1: 100 
T and BT aot toa) fang. Tuntsian louse- 
orne strain 
Anti-typhus serum Cabbit, R. prowazeki from egg- 1:30 
concentrate) (Wyckoff is Aay European 
ouse-borns 
et : Proteus OX 19 alkali- 1 60,000 
2 trea! R 
R 1: 40,000 
ae S 1; 20,000 
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This difficulty may possibly. be overcome by producing the 
O ‘antibody by immunization with the O antigen of PÌoreus 
X19. Horses are now being immunized at the serum depart- 
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ment of the Lister Institute at Elstree in collaboration with 
Dr. G. F. Petrie. The immunizing ‘material was designed to 
čontůin ‘in concentrated form the alkali-stable O antigen of 
Proteus X 19, which, according to Bruce White (1933), is 
common to both R. prowazeki and Proteus X19. Table I 
shows the OX 19 titres of tbe serum from horses immunized 
in this way. For comparison the OX 19 titres of the thera- 
peutic sera prepared by Durand and Balozet (1940) and by 
Wyckoff and Bohne! (1942) have also been included in the 
table. 

Three of the four horses immunized with OX 19 antigen 
developed titres higher than those. usually met with in 
recovered typhus patients. The titres also compare favourably 
with the titre of the typhoid O antibody in therapeutic anti- 
typhoid serum (Felix and Petrie, 1938). It is known that the 
strong -antitoxic activity of anti-typhoid Vi + O serum is 
mainly due to its anti-O component, and it seems worth while 
trying whether a potent OX 19 immune serum will exert a 

. similar effect in cases of typhus fever. 


It-is hoped that a supply of this serum will shortly be avail- 


able for clinical trial along with anti-rickettsia serum. Evidence . 


of the efficacy of such treatment cannot be obtained from 
animal tests, since none of the experimental animals develops 
toxic symptoms comparable to those of louse-borne typhus in 
man. Anti-OX 19 serum should, of course, be tried in com- 
bination with anti-rickettsia serum containing neutralizing 
antibody in high titre. The relative importance of the effects 
of each of the two antibodies on the course of the disease can 
be assessed only by clinical trials on typhus patients. 


Prophylactic Immunization 
- Immunization against louse-borne typhus is still in the 
experimental stage. Iti is only two or three years since methods 


of growing rickettsiae in large quantities have been developed. ; 


Vaccine made from the'gut of infected lice (Weigl, 1930) is 
the only type of killed typhus vaccine that has, so far, passed 
its test for efficacy in the field. Unfortunately this vaccine is 
too difficult to make on a large scale. Most of the workers 
in America favour the use of rickettsiae grown in the yolk sac 
of developing chick embryos (Cox, 
follow the method of Castaneda (1939) and grow.the rickettsiae 
in the lung of infected mice or rabbits (Durdnd and Giroud, 
1940), In Germany all _three techniques are apparently 
employed. 

A number of other Poble of importance still remain to 
be solved before typhus vaccines of maximum prophylactic 
value’ can be obtained.” One ofthese is the question how the 
labile rickettsial antigen can best be“maintained in the cultures. 
The best methods of killing and preserving the vaccines have 
also yet to be found. At present phenol and formalin are 
employed. °It is known that typhoid vaccines prepared in this 
way do not contain the labile Vi antigen in its most efficient 
form' (Felix, Rainsford, ‘and Stokes, 1941), and it is quite 
probable that the labile rickettsial antigen also is damaged 
by phenol and formalin. 

The customary methods of testing the efficacy of typhus 
vaccines are active immunization of guinea- pigs and tests for 
OX 19 and neutralizing antibodies in the serum of inoculated 
subjects. It is not advisable to rely on any one of these 
tests as the sole method of assay. All three types of test 
should be employed waen Pa prepared vaccines are 
compared. 

Tests of OX 19 re response were recently carried out 
on a number of volunteers in this country. The subjects were 
members of selected hospital staffs and sanitary personnel -who 
were being inoculated under a scheme organized by the 


Ministry of Health in consultation with the Medical Research , 


Council.*" The immunizing course consisted in each iristance 
of three doses of the size recommended by the various 
laboratories i issuing the vaccines. Each volunteer had a sample 
of Blood withdrawn before receiving the first dose of vaccine ; 

a second sample was taken a fortnight after’ the third dose. 
Any rise in OX 19 agglutinin titre of 100% or more was taken 





to, be a “ significant ”⁄ i increase in antibody content. The 
GE are “summarized in Table IU. 
a 7 Ministry of Héalth Menio. 252/Med , p. 3, pare 4 


1938); French workers- 


. The table shows that the antigenic value of the various 
vaccines, as judged by'the O antibody response, differed very 
much. Rabbits injected intravenously with the same vaccines 
failed to disclose any significant difference ; all responded with 
Ox 19 antibody formation. 


Tase IH.— Showing the OX 19 A 
Inoculated with’ Various Typhus Vaccines. 
to March, 1942) 


glutinin Response in Volunteers 
(Noy., 1941, 
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Neutralization tests, of the sera from the various vaccine 
groups have not yet:been-carried out, but it is hoped the 
results will be available for publication at a later date. It is 
possible that phagocytosis tests may eventually be employed 
for the quantitative estimation of the antibody to the labile 
rickettsial antigen, since the O antibody, according to Castanedu 
(1936a), does not take part in the opsqnization of R. prowazeki, 

Recent reports from Germany emphasize the fact that a 
death from louse-borne typhus. has not yet been recorded in 


-a patient who had beén fully immunized with Weigl’s vaccine, 


Very encouraging results also have been obtained in Rocky 
Mountain spotted fever, the most malignant variety of typhus, 
by the use of a similar vaccine prepared from infected ticks. 
Parker (1941), summarizing the results of 15 years’ experience 


_ of his ,tick vaccine, Showed that the case-fatality rate was 


82.3% in non-vaccinated cases in adults but only 8.1% in 
fully vaccinated cases. Unsuccessful vaccination experiments 
of earlier workers seemed to suggest that the rickettsiae in 
the arthropod vector may have some peculiar properties which 
rickettsiae in the tissues of man and mammals do not possess. 
It now appears to be likely that the differences are quantitative 
rather than qualitative: If this is so, one is justified in expecting 
R. prowazeki from animal tissue to yield vaccines of an 


efficacy equal to that of Weig!’s louse vaccine. 


pi Summary 

The serological diagnosis and the classification of the fevers 
of the typhus group! are based, so far, ‘on the heat-stable O 
antigen which-is common to the various types of Rickettsia and 
the corresponding types of Proteus X! Further subdivision will 
be made possible by the study. of the heat-labile rickettsial 
antigen. 

The roles of the two rickettsial ‘antigens in typhus immunity 
are very similar to those. played by the Vi and O antigens in 
immunity to typhoid fever. 


Therapeutic .anti-typhus sera, as at. present prepared, contain 
only negligible amounts of the Oo antibody. The use of Proteus 
OX 19 immune serum, in combination with anti-R. prowazeki 
serum, is suggested for the treatment of cases of louse-borne 
typhus. a 

The methods of preparing and testing typhus vaccines are 
discussed. * 
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CIRCUMCORNEAL INJECTION AS A SIGN OF: 
RIBOFLAVIN DEFICIENCY IN MAN ` 


WITH AN ACCOUNT. OF THREE CASES OF 
ARIBOFLAVINOSIS 


a BY ~ 
HAROED SCARBOROUGH, M.B., Ph.D. > 


(Erom the Clinical Laboratories and Medical Out-patient Department 
- ~ ‘of the Edinburgh Royal Infirmary) ° 


From ‘the heterogeneous collection of signs and symptoms 
‘ called pellagra a number of specific syndromés are gradu- 
ally becoming distinct. In 1938-9-Sebrell and Butler first 
. described the specific syndrome of riboflavin deficiency 
in man, characterized by undue redness of the buccal 
‘mucous, membrane at the angles of the mouth, by soften- 
‘ing of the skin and subsequent fissuring at those angles, 
and by reddening, fissuring, and, desquamation of the 
vermilion areas of the lips. ‘Similar lesions were observed 
~in the vestibule of the nose and involving the alae nasi 
and naso-labial folds; and seborrhoeic Jesions of the 
nose, eyelids, and ears’ were . frequent. -These findings 
- were confirmed by, among others, Sydenstricker, Geeslin, 
Templeton, and. Weaver (1939), who drew attention to an” 
associated dermatosis which was seen in 2 cases out of 6. 
A skin lesion, apparently similar, has since been noted 
“by Duckworth (1942). In 1940 Kruse, Sydenstricker, 
Sebrell, and Cleckley added a further sign—viz., a specific 
glossitis, different from the red atrophic tongue of the 
pellagrin in that the organ is purple or magenta in colour, 
clean, with 
frequently fissured. They described for the first time ocular 
lesions characterized by circumcorneal injection, conjunc- 
tival congestion, ‘and keratitis. Vascularization .of the 
‘cornea . followed by -infiltrations and opacities had pre- 
viously been described i in ariboflavinosis- -in rats by Bessey 


_ €IRCUMCORNEAL. INJECTION: AND ARIBOFLAVINOSIS 


“flattened or mushroom-shaped ” papillae and ' 


MEDICAL JOURNAL 601 





< 


and Wolbach- (1939). All the above stigmata have been 
repeatedly resolved by riboflavin: but not by any other 
- vitamin, and all ' except the dermatoses have been produced 
as the result of experimental feeding. 


The ocular manifestations of ariboflavinosis were more fully 
described by Sydénstricker, Sebrell, Cleckley, and Kruse (1940), 
„who found by means of slit-lamp examination of the cornea 
that a superficial vascularizing keratitis was the principal ocular 
manifestation of ariboflavinosis in man. Definite ocular changes 
could be observed in subjects presenting no evidence of cheilosis 
or glossitis. Photophobia, blepharospasm, dimness of vision, 
- burning sensations in the eyeballs, “ roughness ” of the eyelids, 
- and extreme visual fatigue were frequent symptoms, and im- 
' pairment of visual acuity in the absence of any refractive error 
or opacity was also described. The earliest and most common 
ocular sign was found to be circumcorneal injection, which, 
though “ often grossly vifible,” could always be discerned with 
the slit-lamp microscope, which revealed actual invasion of 
the cornea-by capillaries in 37 out of 47 cases. Gross injection 
of the vessels of the fornix and sclera without evidence of 
infection was also common (43 out of 47 cases). Certain 
changes in the-iris (frank iritis, congestion and pigmentation 

.of the iris) were observed, but much less frequently. Many 
of these lesions resemble, but are actually distinct from, the 
ocular manifestations of avitaminosis-A. 

~ Among the series of 47 cases described by Sydenstricker et al. 


(1940) was a group of 18 apparently well-nourished institutional ' 


employeés, 14 of whom were between the ages of 20 and 35. 
Only 3 of them were taking “restricted” diets on account 
of intercurrent disease.- All these subjects were considered 
to have circumcorneal injection, and in addition 13 showed 
evidence of corneal vascularization when examined with the 
slit-lamp. On account of this striking finding, but also because 
of the relative ease with which circumcorneal injection may 
be deteéted, it was thought worth, while to. determine the 
incidence of this sign in a series of individuals of the hospital 
class. ‘The results of such an investigation are now presented 
because of their striking nature, because we believe that the 
experience of other workers will have been similar, and in 
order to draw attention-to the care which is necessary before 
cifcumcorneal injection can be ascribed to ariboflavinosis. 


Material and Methods 


The investigation was undertaken on a series of 204 ‘cases 
seen during the routine work of the medical out-patient depart- 
ment of the Edinburgh Royal Infirmary between Oct., 1941, 
and March, 1942—i.e., during the season when the highest 


. incidence of deficiency disease might be expected to occur. 


The ages of the patients, none of whom suffered from any 
ophthalmic infection, varied from 12 to 69. Each subject was 


TŁ 





Chart showing ` incidence of circumcorneal injection, in reference to 
age, among 204 cases. 


examined for circumcorneal injection according to the descrip- 
tion given by Sydenstricker and his colleagues, but in no case 
was the slit-lamp used, and no detailed examination for other 
stigmata of vitamin deficiency disease‘ was made ex 
selected cases referred to later. The great majority of the 
patients suffered from chronic: organic disease, but, sq far as is 


tins, 


t 


602 Nov. 21, 1942 





¥ 
known, none was febrile when examined. Cases of frank 
vitamin deficiency disorder (2 cases of.scurvy, 1 of frank 
ariboMavinosis, and 1 of pellagra with hypochromic anaemia) 
are not included in the analysis, but are referred to specifically 
below. 

The riboflavin used in this investigation was “ lactoflavin” 
Roche, supplies of which were made available by Roche 
Products Ltd. : Particular care was taken to ensure that the 
material was protected from the light,’ strict instructions on 
this point being given to alF patients. ‘ 


: ; Results , \ 

Out of 204 cases examined, 70 (34.3%) presented evidence 
of circumcorneal injection. On further analysis the physical 
sign was seen to be unevenly distributed through the series, 
occurring with relatively greater frequency in the older patients 
(see Chart). Among subjects aged 50 or over (63 cases) circum- 
corneal injection was found in 43 (68%). These striking findings 
might at first be taken to indicate that one-third of all the 
patients, and two-thirds of the patients over. 50, manifested 
evidence of ariboflavinosis. This interpretation, even taking 
into account that the investigation was made during the winter 


TABLE I-—Showing Results of Riboflavin Treatment 
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I 
and early spring of the’ third year of war, seemed to us 
untenable and to require further consideration” of the possi- 
bilities involved. Essentially these seem to be (a) that we 


- have not, interpreted the description of Sydenstricker and. his 


co-workers correctly, or (b) that circumcorneal injection cannot 
always be taken as-evidence of ariboflavinosis. It is possible 
also that we may have erred on both counts. It was 
accordingly felt that a more detailed ‘examination’ of a small 
number of cases would be of value. This was undertaken 
from two points of view, as follows: l j 

1. On the basis of their willingness to co-operate, 8 subjects 
were chosen from the above series for more complete investiga- 
tion, the results of which are briefly get forth in Table I. 
None of these patients! suffered. from obvious disease of the 
alimentary tract, and all were taking a usual diet, apparently 
adequate for:their caloric, protein, vitamin, and iron require- 
ments. They were instructed to make no alterations in their 
way of living during the period of investigation. With the 
possible exception of Case |, there was no obvious difference 
in the degree of circumcorneal injection during or after oral 
or parenteral riboflavin therapy. Two cases given brewer’s 
yeast after treatment with riboflavin also failed to improve. 


of 8 Subjects with Bilateral Circumcorneal Injection 
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Caso | Sex Other Ocular i Ribofiavin Therapy 
1 Oral 6 mg p.d. for 20 days 
2* Oral 12 mg. p.d. for ’7 da: 
then LM. f mg. p.d. for 6 
ays 
3 LM, 2 x10 mg. on first day 
A thog oral 6 mg. p.d. for 4 
a 
4t Colloid goitre. Auricu- Eyes easily fatigued Oral é mg. p.d. for 27 days 
5 n m ata ?Al t ; 
g lergic conjunctivitis Oral 3 mg. p.d. for 10 days 
in spring i then 6 mg. p.d, for 10 days, 
5 then mg. p.d. for ys 
6 Chr. (left) pyelonsphritis. Oral 6 mg. p.d. for 14 days ; 
Under urological in 4LM. injections 10mg.’ 
7 > Oral 6 mg. pd. for 14 days, 
` . then Dromer s yeast 2 oz. 
i p.d. for ys 
8 Chr. bronchitis. Emphy- Oral'6 mg. p.d. for 14 days, 
sma then brewer’s yoast 2 oz. 
p.d. for 10 days i 
g * Gave a previous history of aphthous stomatitis four years ago. ' a 
; t This patient was taking digitalis during tho latter part of the investigation. 
The riboflavin content of brewer’s yeast is given by Fixsen and Roscoo as 1-5, mg. per 100 g. 
TABLE Effect of Riboflavin Therapy in 8 Cases of Frank Vitamin Deficiency with Circumcorneal Anjection . 
i Other Signs and Symp- . ` t 2 
Caso ' Diagnosis toms of B-complex : Riboflavin Therapy i Resalt 
Deficiency 
Peripheral ‘neuritis. Oral 6 mg. n.d. for22 days |’ After ascorbic acid 59 g. and 150+ 
Sore tongue, Dry 2 LM. ions of thiamin 0 35 g. 7 
scaly skin* mg. cach | 7 
Nil ‘ mg. p.d. for 28 days, With ascorbic acid 500 mg. 162+ Nil 
` erot pyet 20g, p.d. for 7 days x 
' 5 i r x 
Peripheral neuritig. 6 mg. p.d. for 14 days After ascorbic acid 3-5 g.‘and 84 Improved 
Aphthous stomatitis. hesperidin 9 6 g. 
ž 4 ' c "n 
Oral 6 mg. p.d. for 14 da After ascorbic acid 3-6 g. hos- Improved 
+ IM infection of 10 peridin 48 g. 
mg. , , 
LM. 5 mg. p.d. for 10 days With F:SO, rep aes a Cured 
, corbic acid mg. p.d. 
` . | 
ws and wristst 
Marked peripheral nou- LM. 5 mg. and 10 mg. on After ascorbic acid 5-5 g. and , Cured 
ntis and oedema re- alternato days thiamin 0-35 g. ` 
nding to thiamin. K * ‘ : 
` 
AE ascorbic acid 6 g. Nu 
After ascorbic acid 5 g. and Cured 
tls. Red, raw, atro- mucotunikc acid 4-2 g. 
phic tongue, Thick 
dry pigmented skin t r 











* Fircumcorneal in 
all improved by 
t AD 


jection very marked. No evidence of infection. 
niboflavin. Other signs and symptoms resolved by brewer's 
cured by nicotinic acid. 











Photophobia and blepharospasm, “roughness” of the eyes and undue visual fatigue 
yeast or ni id. k 
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It is clear, therefore, that a fórm of aream@eanieel injection 
exists which is not cured by riboflavin even in large doses. 
In 8 cases this was not found torbe associated with other 
évidence of riboflavin deficiency or with other stigmata of 
deficiency disease. It cannot, therefore; be ascribed to 
ariboflavinosis. It may be observed in this connexion that 
Youmans (1941) has evidently observed a number of cases 
„of angular stomatitis (cheilosis), indistinguishable from those 
due to riboflavin deficiency, which failed to respond to oral 
or parenteral riboflavin therapy. He considered that these 
cases were unlikely to be due to riboflavin deficiency. 

2. A second group of 8 subjects, all of whom presented 
evidence of frank vitamin deficiency disease, were studied in 
order to determine (a) whether circumcorneal! injection similar 
in appearance to, that already noted could be detected, and 
(b), whether riboflavin could resolve the abnormality. Table II 
summarizes the results of, this investigation. Circumcorneal 
injection could be detected in all these- cases; we have, 
however, records of subjects suffering from frank vitamin 
deficiency disease, especially scurvy, who do not show this 
clinical sign. Six of the 8 cases presented in addition other 
evidence of deficiency of the B- -complex vitamins: of these, 
3 were cured and 2 definitely. improved in respect of circum- 
corneal injection by riboflavin thérapy, the other manifestations 


of B-complex deficiency afterwards yielding- to thiamin,’ 


nicotinic acid, or brewer's yeast. One case with marked 
circumcarneal injection showed no improvement from ribo- 


flavin or brewer’s yeast, although other stigmata of B-complex, 


deficiency were resolved and there was considerable, and 
almost certainly genuine, symptomatic relief, (see footnote to 
Table I). Two cases of scurvy without evidence of B-complex 


deficiency had circumcorneal injection but did ‘not respond - 


to riboflavin therapy ór to brewer’s yeast. 

It is clear, from’ ‘the „study of these cases, (a) that circum- 
corneal injection, even when associated with frank vitamin 
deficiency disease, cannot’ always be resolved by riboflavin, 
and is therefore not necessarily a stigma of ariboflavinosis ; 
and ,(b)-that a form of circumcorneal injection exists which 
is resolved by riboflavin but which has been, in our experience, 
invariably associated with other stigmata of B-complex defi- 
ciency. This latter finding confirms in part the observations 
of Sydenstricker and his colleagues, but seems to point to 
the fact that circumcorneal injection (as interpreted by us) 
is not in, itself evidence of aribofiavinosis. ‘The physical sign 
requires to be supported by other evidence of deficiency of 
the B-compléx vitamins, or possibly by examination of- „the 
cornea by slit-lamp microscopy—a procedure of which“ we 
have no experience. 

Further confirmation of these findings and of the classical 
description of clinical ariboflavinosis by Sydenstricker et al, 
is- provided by the following 3 cases of the fully developed 
deficiency syndrome. 5 


‘ f Illustrative Cases 


Case 17. —This patient, a woman aged 53, had complained of the ` 


symptoms of flatulent hyperohlorhydric dyspepsia with considerable 
epigastric pain for some three months,’ together’ with recent loss of 
weight and constipation. On investigation she was found to have a 
small, probably benign, ulcer on the lesser curvature of the stomach: 
She had been dieting herself for many years. When examined she 
had: photophobia, * roughness ” of the eyes, “ itchiness ” of the 
lids, and undue visual fatigue for which she had recently been 
bathing her eyes each evening. Mild blepharospasm, marked red- 
dening of the ciliary margin, and.circumcorneal injection were also 
present. 
right-hand angle- of the lips.: Her ‘tongue, which was often ‘sore, 
was pale, smooth, and atrophic. 
breathless on. exertion, and had a resting pulse rate of 100 a minute 
and a blood pressure of 110/68 with no evidence of cardiovascular 
disease. Recently lassitude, depression, and undue fatigue,- with 
pains across the. shoulders and down the right arm, had been 
additional features of the case. - This patient’s ocular. signs and 
symptoms were rapidly resolved by riboflavin in‘ doses of 12 mg. 
daily by mouth. Thereafter, regulation of the diet, with the adminis- 
tration of brewer’s yeast in d of 1/2 oz. four times a day, pro- 
duced remarkable clinical improvement. Pain disappeared within 2 to 


3 weeks. She had much more energy and was able to climb stairs” 


without dyspnoea. The resting pulse rate fell to 70-80, and the 
blood: pressure increased to 128/80. The aphthous stomatitis was 
much improved but not cured. Four weeks after stopping brewer’s 
yeast, and while she: was still taking what 'appeared by normal 


1 


She had aphthous stomatitis and a painful fissure at the - 
She had recently become a little. 


' standards ‘to be an adequate diet, ihg developed circumcorneal 
injection, “ roughness ” of the eyes, and mild photophobia. These 
again responded to riboflavin treatment. 

Case 18—A woman aged 56, with steatorrhoea following multiple 
abdominal operations. She had had cheilosis intermittently for 
two years. On examination there was marked and multiple fissuring 
at both angles ‘of the mouth, in the naso-labial folds, and at the 
lateral canthus of both eyes. She had a very painful aphthous 

/stomatitis with dysphagia, and a smooth, pale, tender tongue. 


, Gircumcorneal injection was: present together with “ roughness ” of 


the eyes“and impaired visual acuity. Oral administration of ribo- 
flavin, 6 *ng. daily for 6 ‘days, produced considerable improvement,” 
and daily intramuscular injection of 5 mg. for 10 days completely , 


' cured the cheilosis, circuncornea] injection, and ocular symptoms. 


The aphthous stomatitis, and especially the sore tongue, were not 
resolved by riboflavin, but responded to nicotinic acid in daily doses 
of 200 mg. by mouth. AU, the..symptoms returned within 14 days 
after discontinuing ‘the therapy, even although the diet, by norma! 
standards, was more than adequate in espect of vitamins of the 
B complex. 

Case 19.—This patents a man aged 69, had been treated inter- 
mittently for “ pernicious anaemia,” since 1916, and for the last 
10 weeks had been having injections of liver extract (pernaemon) 
every 14 days. At the beginning of the present investigation the 
Hb was 12.2 g. per 100 c.cm. (88% Haldane), with R.B.C. 4,000,000 
and C.I. 1.10. He had been complaining for some six months of 
debility, lassitude, undue fatigue, and vague pains across the 
shoulders, down’ the and jn the back of the neck. For 
several years, especially in the winter and early spring, he had had 


`a scaly non-erythematous skin lesion on the calves of the legs. 


forearms, and back of the hands that was always intensely itchy 
On examination a dry ‘“* branny ” skin was found, with perifollicular 
keratitis in both upper arms, patchy pigmentation on the back of 
both hands, forehead, and face, and deformed, ribbed, and very 


‘brittle finger-nails. Circumcormeal injection was present, associated 


with “ roughness ” of the eyes, some photophobia, and a previous 
history Of, iritis, of which residual evidence remained. There was 
marked ‘cheilosis at the’ angles of the mouth but none elsewhere. 
The appearance of the tongue was very striking, the organ being 
large, somewhat painful” and tender, irregularly fissured with: large 
flattened papillae, and magenta in colour. The characteristic purple 
hue of the tongue in ariboflavinosis can be appreciated best if the 
organ is inspected within the mouth, where its colour can be viewed 
against the background of the palate. The tongue of the typical 
pellagrin appears relatively small and i1ough, and is redder than 
the palatal mucous membrane. The tongue in ariboflavinosis appears 
relatively large and smooth” It is, however, deeply fissured and 
strikingly more purple than the mucous membrane of ‘the palate 
and cheek. 

After several examinations at weekly intervals, during which no 
significant alteration in the clinical picture occurred, riboflavin 6 mg 
daily by mouth was given. After 30 mg. considerable clinic 
improvement was noted in respect of the ocular changes, cheilosis, 
glossitis, and dermatosis.‘ In particular, circumcorneal injection was 
completely resolved. . This_improvement occurred in spite of the 
fact that the patient had been receiving every 14 days an injection 
of liver extract which. pfobably contains some riboflavin. Further 
treatment by 2 oz. of brewer’s yeast daily maintained the clinical 
‘improvement, and appeared, after two weeks’ administration, to 
have had a favourable effect on the dermatosis. The perifollicular 
keratitis was not, however, improved. -The patient was seen again 
26 days after all thérapy had been discontinued. His general health 
had improved ~ considerably, but cheilosis, glossitis, and circum- 
comical injection were’ again Present. 


1 


Discussion 


A striking feature of the clinical course of the above three 
`cases has been, the relatively rapid return, within 2 to 4 weeks 
after treatment had been stopped, of symptoms and signs 
(viz., cheilosis, ' glossitis, circtmcorneal injection, and ocular 
symptoms) which are evidently to-be ascribed to riboflavin 
deficiency, since they are identical with those described by 
Sebrell and Butler ahd by -Sydenstricker and his colleagues, 
and which, furthermore, have responded (ın one case on two 
occasions) to treatment with riboflavin. In 18 out of the 47 
cases referred to by Sydenstricker et al. (1940) relapse occurred 
shortly after riboflavin therapy had been discontinued.” Apart 
from 15 apparently healthy individuals whose diets could not 
be regarded as deficient or unusual, the majority of their 
cases were taking a frankly deficient diet. Analysis of the 
diets taken {by Cases 17, 18, and 19 of the present series 
reveals that Cases 17 and 18 were certainly receiving between 
2 and 4 mg. of riboflavin a day—on at least 3 days 2 week 
in Case’ 17 and daily in Case 18. Case 19 took a diet which 


` 
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could not be criticized, on any, ground, and im addition 
received 2 c.cm. of liver extract every other week: 

-A possible interpretation of these’ findings is that the ribo- 
flavin requirements of certain individuals are unusually great, 
as the result either of abnormal utilization or of defective 
absorption, or both. “The idea that. synergistic reactions in 
respect of other vitamins condition the absorption and utiliza- 
tion of riboflavin must be taken into ‘account in evaluating 
this possibility. Although the results of the present investiga- 
tion may be taken to indicate the existence of at least two 


‘types of circumcorneal injection, only one of which is resolved 


by riboflavin therapy, an alternative interpretation would 
appear to be that the development of vircumcornea! injection 


is conditioned by a. number of lnmiting factors, only one of ` 


which is a relative deficiency of riboflavin in the diet. In 
the latter connexion it ts of interest to recall the findings of 
Albanese and Buschke (1942), who observed the clinical mani- 
festations of ariboflavinosis in rats occurring as the result 
of a lack of tryptophane:in their diet. A relationship between 
the metabolism of protein and another vitamin of the B com- 
plex is indicated by the work of Banerji (1941), who found 
that the presence of a large amount of protein in the diet 


of rats prevented the bradycardia and loss of weight usually. 


associated with thiamin deficiency, and also that the growth 
rates of rats on various graded levels of vitamin B, were 


better in each case with excess of protein than without it. 


Summary and Conclusions 


In a series of 204 unselected out-patients between ‘the ages 
of 12 and 69 circumcorneal injection was observed in 70 cases 
(34.3 i). In 63 of those aged 50 or over circumcorneal injection 
was found in 43 (68%). , 

_ The observations of Sydenstricker et al. on the occurrence of 
circumcorneal injection in ariboflavinosis have been confirmed, 
but a form of the condition exists even in subjects presenting 
evidence of frank vitamin deficiency disease which cannot be 
attributed to a deficiency of riboflavin, as it is not resolved by 
administration of the vitamin. The latter finding no doubt 
accounts for the relatively high incidence of circumcorneal 
injection observed. - A è 

Although circumcorneal injection may be an early stigma of 
ariboflavinosis it cannot be considered such unless supported 
by other clinical findings—cheilosis, glossitis, dermatosis, and 
ocular symptoms—or by slit-lamp examination of the cornea 
(Sydenstricker et al.). The result of a therapeutic test, how- 
ever,’probably still remains the best criterion. 

Three cases of ariboflavinosis are described, and it is sug- 
gested that certain subjects manifest a requirement for riboflavin 
which, for reasons unknown, is unusually large. ; 


ADDENDUM.—Since completing this paper we have had the. 


opportunity of discussing the matter with Dr. Sydenstricker, 
who has seen with us several cases of ariboflavinosis confirmed 
by slit-lamp microscopy. It is evident that the circumcorneal 
injection wifich forms the basis of this communication differs 
in no material way, on purely clinical examination, from that 
described by Sydenstricker in frank ariboflavinosis. 
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DOCTORS FROM OVER-SEAS: HOSPITALITY AT 
L.C.C, HOSPITALS 


The London County Council is offering hospitality at its hospitals 
to Servicé doctors and nurses from the U.S.A., Canada, Australia, 
New Zealand, South Africa, etc. Details of the arrangements have 
been sent to the various authorities concerned. There may be, how- 
ever, doctors and nurses who will not hear about it through official 
channels, and also there may be some from the, countries mentioned 
who are serving with the British Forces. Any such who would like 
to visit L.C.C. hospitals or stay there during short leave should get 
into touch with the Medical Officer of Health, London County 
Coun County Hall, S.E.1 (telephone WATerloo 5000, extension 
6425). - 





LE E., Templeton, C. M., and Weaver, J. W. (1939).. 


SULPHONAMIDES USED LOCALLY - 


THEIR ABSORPTION; FROM SEROUS CAVITIES 
| WOUNDS IN MAN 
. , BY . : t 
FRANK HAWKING, D.M. 
Of the National Institute for Medical Research 
t AND i 


ALAN H. HUNT, D.M., M.Ch., F.R.C.S.' 5 
Recently Temporary Assistant Surgeon at St. Bartholomew’s Hospital 


The sulphonamides are the most satisfactory of the drugs 
at present available for use in preventing the development 
of infection in contaminat@éd wounds. There’is evidence 
to show that. they aré more effective when used locally 
in the wound than when they’ are given by mouth or 
parenterally, owing to the greater concentration at the 
site of potential infection. The local effects of these com- 
pounds depend on their individual bacteriostatic powers, 
and their physical properties. To be of benefit the 
selected drug or mixture of -drugs should be present in 


‘the wound fluids in sufficient concentration and for long 


enough for the infection to be wiped out or for the normal ' 
tissue reactions to obtain control of the situation. The 
rate of absorption of sulphonamides from wounds is 
therefore of importance, and the present study was 
undertaken to investigate this problem. As the work was’ 
interrupted by the change of appointment of one of the 
authors the results presented are unfortunately incomplete. 


Methods.—Observations were made on patients undergoing 
operations, many of which were abdominal. Before the peri- 
toneum was closed the sulphonamide was introduced in 
measured quantities. Powders were sprinkled or dumped into 
the cavity out of a small container and spread with the finger. 
Solutions and suspensions were inserted through a catheter, 
around which the peritaneim had been almost closed ; in. this 
way little or none of the drug was lost. The subsequent 
absorption was followed by taking blood samples at 6, 24, and 
48 hours and,by measuring-the excretion in the urine. 

< | j 

, Results 

The results in 25 cases are shown in the accompanying table. 
-These include 8 cases observed by Prof. R. S. Pilcher. Nearly 
60 other cases were observed clinically, but they have been 
omitted from this table as the records are incomplete in some 
particular or'other. The first group consists of 11 patients 
who received 5 g. of sulphanilamide powder. This group com- 
prised 6 abdominal operations, 3 thoracoplasties (2 on children), 
1. nephrectomy, and 1} wound of the forearm. The blood and 
urine figures varied somewhat irregularly, without particular 
reference to the nature of the operation ; for conciseness’ they 
are given as an average. Three other cases received 7.5 to 
10 g. and a fourth case 15’ g., and the caqncéntrations in the 
blood and urine were: somewhat higher. It is seen that when 
5 to 10 g. of sulphanilamide is placed in the peritoneal cavity 
most of the urinary excretion occurs during the first two days. 
‘An effective blood copcentration was maintained for'24 hours, 


, the maximum reading (at 6 hours) corresponding in this series 


to about 0.5 to 1 mg. per 100 c.cm. for each gramme of 
sulphanilamide inserted. A 

Three patients received 5 to 7.5 g. of “ hypoloid sulphanil- 
amide L.S.F.” intrapetitoneally. This is,a Burroughs: Wellcome 
preparation consisting of 15% sulphanilamide in solution as 
sulphanilamide lactoside sodium formaldehyde sulphoxylate, 
and ıt is intended for intramuscular injection, As seen from, 
the table, most of the urinary excretion occurs during the first 
twelve hours, and probably ‘bacteriostatic activity in the 
peritoneum is too brief -for the optimum results to be obtained. 

In 2 cases a wound was packed with gauze and an oil-in- 
water emulsion, Preparation C, made by the British Drug 
Houses Ltd. (sulphanilamide 30, beeswax 0.7. cod-liver oil 49, 
oleic acid `3.6,: sodium hydroxide 0.5, water to 100 parte— 


‘Fuller, Hawking, and' Partridge, 1942). In animals it has been 
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found that the presence of the oil delays absorption, provided , 
that the surface is small compared with the volume, as in the 
present instance: In thesé two cases the results, are rather 
irregular,’ but after 5 to 6 days the dressing, still contained 
considerable quantities of sulphanilamide. In a third case a 
small deep wound was packed with gauze plus a preparation 
consisting -of sulphanilamide 30%, cdd-liver oil 60%, and 
beeswax 10%, about 4 g. 6f sulphanilamide being inserted ; the 
blood concentration at 24 hours was free 1.1,'total 1.7 mg.-per 
100 c.cm., and during the next 5 days the daily excretion of 
sulphanilamide in the urine was about 0.2 to'0.4 g.; when the 
dressing was removed on the fifth:day'it contained about 0.2 g. 
of the compound. It should be noted that further histological 
study df experimental wounds has ‘led us to the conclusion-that 
all types of oil which may become embedded in a wound lead 
to undesirable tissue reactions and that cod-liver oil is particu- 
larly deleterious in this respect (Hawking, 1942). 

Six patients received sulphadiazine inserted as a micro- 
crystalline suspension (Chambers et al., 1942), and the results 
with 4 of them are shown in the table. The blood ‘concentra- 
tions in these cases were high, but the urinary excretion was 
less prolonged than animal experiments had led us to expect. 
The effect of this treatment on the clinical condition seemed 
to be good, allowing for the grave nature of these cases, Two. 


Table. showing Amount of Various Sulphonamide Compo , 
. : . ther 
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pyridine administered prophylactically by mouth from the time 
of operation onwards. As'regards abdominal operations, the 
cases recorded in the table showed uniformly satisfactory results 
-so far as concerned the prevention of local infection, in ‘spite 
of the fact that in many instances the peritoneum was heavily 
soiled. In one- case a’ peptic ulcer re-perforated 4 days after 
the original operation for closure of the opening, and a second 
closure combined with gastro-enterostomy had to be done, yet 
no peritonitis developed. In other cases existing infection was 
suppressed. ` An appendix abscess ‘was evacuated and packed 
‘with about 15 g. of sulphanilamide powder; a corrugated 
rubber drain was inserted and removed 24 hours later ; the 
wound then healed by first intention. Ten weeks later the 
appendix was removed: No trace, of the powder remained, 
the only signwof the abscess being a few light adhesions. 
(B) General Toxic Effects—The quantity of drug inserted 
rarely exceeded 10 g., and no general toxic effects of any 
significance were observed, The method is considered perfectly 
safe. If systemic administration was combined with local insor- 
tion, due allowance was made for the amount which had been 
inserted. f 
‘(C) Local Effects other than Counteracting Infection.—In 
muscle and fascial layers the sulphonamides appear to delay 
healing by their chemical effects on cell-proliferation and by ' 


pounds in® Urine -and Blood following Insertion: into Abdominal or 


Wounds 
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l 
Concentration in Blood, 


(mg. per 100 c em.) Remarks ~ 
2°7/3-8 Av. of 11 miscellaneous cases 
42464 Ay. of 3 cases (thoracoplasty, 


thoracotomy, gastrectomy) 
Excision of loop of colon 


Av. of 3 cases (perforated D.U. 
(2), appendices tomy) 


12/13 ' 
* 05/10 


-Wound of thigh. After 6 days 
1-5 g. sulph. remained 

Excision of rectum. After 5 days 
19 g. sulph. remained 


10/10-5> 
175/90 ` 


Perforated D.U. No drug ex- 
creted 6th to 10th days 

Perforated D.U. 72 hours 

Perforated D.U. Died 8th day. 
Blood conc, at 72 hours, 
2 6/3-8 mg. 

Pelvic peritonitis. Blood conc. 
‘at 72 hours, 0-6/0 7 mg. 


Nephrectomy with drainage, 

Re. g. escaped on to shor pd 
essction, carcagoma of colon. 
Drained 

















1 
of the patients died, on the eighth and tenth days respectively, 
and small cakes of solid sulphadiazine were found in the recto- 
vesical fossa, surrounded by adhesions and lymph; histo- 
logically, there was little evidence of irritation specifically due 
to these lumps. It is concluded that the absorption-of sulpha- 
diazine is incomplete‘and that it is not the best compound for 
intraperitoneal use., Further investigations were planned but 
could not be carried out. 


Clinical Conclusions - ` i 

In only a few cases was it possible to. estimate the absorption 
and excretion of sulphonamides with accuracy, but clinical 
conclusions have been based on a series of more than 60 cases, 
many of which were air-raid casualties. Í 

(A) Local compared with General Administration—Lōcal 
administration was found beneficial in every case. In 20 severe ` 
cases of lacerated wounds, including many multiple dirty bomb 
wounds, no‘case of gas gangrene or spreading wound infection 
developed. On the other hand, a clean through-and-through 
bomb wound of the leg, not involving bone, developed a virulent 
gas-gangrene infection two days after operation in spite of 
radical surgical excision, with drainage, and full doses of sulpha- 

: ee ; i 


` 


` 


their presence as foreign material. Their use should be reserved 
for contaminated or potentially contaminated wounds. Serous 
cavities showed no surface reactions of an inflammatory nature. _ 
As noted above, caked sulphadiazine was walled off by 
adhesions and a deposit of lymph, and it 1s considered that 
it',was too insoluble to be entirely suitable. By packing 
sulphanilamide at one end of a nephrectomy wound and placing 
a tubular cigarette drain at the other, it was shown that the 
drug diffused throughout-both the wound and the drain within 
48 hours. This observation indicates that although most careful 
distribution over the whole wound is desirable, sulphanilamide 
will spread beyond the exact area into which it has been 
introduced. ‘ i 


A 


Many papers dealing with the intraperitoneal application of 
sulphonamides have now been published, the majority by 
American authors. Besides the workers mentioned in a recent 
review (Lancet, 1942, 1, 235), experiments with animals have 
been described by Schmidt et al. (1941); Stevens, Taliaferro, 
and Haag (1941); Rosenburg and‘ Wall (1941); Epps, Ley, and 
Howard (1942) ; Harvey, Meleney, and Rennie (1942); and 
Pearl and Rickles (1942). Some of these authors described 
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resujts in human patients. Clinical observations have alsa been 
described by Burford and Graham (1941), Kinney (1941), 
Anderson (1942), and Hudson and Smith (1942). Ryan, Bauman, 


and Mulholland (1942) inserted sulphadiazine intraperitoneally _ 


during 6 operations, with satisfactory results. i 
: Harild (1942), working with the Finnish Army, reports the 
intraperitoneal insertion of sulphathiazole into 8 cases of 
abdominal wounds, and recommends further trial. A detailed 
discussion during a meeting of American surgeons is given 
by Mueller and Thompson (1942), and Jackson and Coller (1942). 
General opinion is’in favour of using xulphanilamide in doses of 
5 to 10 g. per patient, in cases in-which the peritoneum has 
been.contaminated by bacteria ; the suitability of sulphathiazole 
for this purpose is still under consideration. Several writers 
have stated that :the insertion of sulphanilamide into clean 
wounds of the abdominal wall may ‘cause sero-sanguineous 
effusions and therefore its application at this site should be 
restricted to infected cases. The researches described in the 
present paper were designed to compare the suitability of the 
various sulphonamide compounds for this purpose and to 
amplify results obtained in animal experiments (Fuller, 
Hawking, and Partridge, 1942). Although they are incomplete 
they support the use of these compounds in cases in which 
contamination of the perıtoneal cavity has occurred. Sulpha- 
diazine appears to be too slowly absorbed, and “hypoloid 
sulphanilamide L.S.F.” to be too rapidly absorbed, for tbe 
optimal results to be obtained. A mixture of sulphanilamide 
and sulphathiazole might be the most satisfactory preparation. 

Before leaving the subject, however, it is necessary to draw 
attention to the need for sterilizing compounds before their 
insertion into wounds: this has been emphasized by the recent 
case of tetanus which followed the intra-abdominal insertion 
of sulphapyridine during an abdominal operation (Journal, 


1942, 2, 134). l , 


. Summary ‘ 

Sulphonamide compounds were placed in all types of wounds, 
including the peritoneal cavities of patients undergoing certain 
abdominal operations. The absorption was studied by estima- 
ting the subsequent concentrations in the blood and urine. The 
effects of this treatment seemed beneficial. 


When sulphanilamide powder (5 to 10 g.) was inserted most 
of the absorption and excretion occurred in the first two days. 
When “hypoloid sulphanilamide L.S.F.” (5,to 7.5 g.) was in- 
serted most of the excretion .occurred:in the first 12 hours ; 
when microcrystalline sulphadiazine was inserted some of it 
was stills present in the peritoneal cavity 8 to 10 days later. 
is considered that the absorption of “ hypoloid sulphanilamide 
L.S.F.” from the peritoneal cavity is too rapid, and that of 
sulphadiazine too slow, for the optimal therapeutic effect to 
be obtained. i 


We express our thanks to Prof. R. S. Pilcher 


for allowing us to 


“make use of his 8 cases ; and to many members of the junior 


surgical staff.and of the nursing staff of St. Bartholomew’s Hospital 
for their assf$tance at the operations and in the collection of the 
specimens of blood and urine. - 
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A red pigment described as actinomycin A has been isolated in a 
pure crystalline organism, Actinomyces antibioticus (S. A. Waksman 
and M. Tishler, J. biol. Chem., 1942, 142, 519)> Actinomycin is 
actively bacteriostatic and bactericidal ‘in concentrations of 1 in 
1,000,450 against certain Gram-positive bacteria. It 13 highly toxic 
to animals. e ‘ i 
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SPONTANEOUS ANNULAR DETACHMENT OF 
THE CERVIX DURING LABOUR , 
BY ° $ 
M. DAVIES WESTERMAN, M.R.C.S. 


This accident appears to be g rare complication of labour. 
DeCosta*(1933) reported that there were only 32 recorded 
cases between 1820 and 1933, and the spontaneous nature 
of some of these was debatable. The following case can, 
however, be definitely included.under the title given above. 
The last case‘published in the Journal was by Burt-White 
(1938). ! i a Cs 
s | Case History 

The patient, a primipara aged 27, was a short, fat,’ flabby 
Jewess of excitable temperafnent who had attended the ante- 
natal clinic regularly. She was always “fulliof woe,” with 
multiple complaints but no abnormal physical signs, apart from 
oral sepsis. On routine vagınal examınatıon (July 8, 1941) she 
was found to have a flat type of pelvis. The sacral promontory . 
was felt. The foetal head remained high as she approached 
term, and she was booked for a trial labour in Shardeloes 
Emergency Maternity Hospital, Amersham. The expected date 
of delvery was Feb. 10, 1942. 

„First Stage of Labour. —The patient was admitted to hospita} 
on Feb. 28. complaining of generalized abdominal pains and 
diarrhoea for 24 boure” there were no signs of labour having 
started. The head was two-thirds above the brim and freely 
movable; presentation V.R.O.P. The blood pressure was 
150/100. t 10.15 p.m. on Feb, 26 her membranes ruptured, 
and she began having short pains every 5 to 10 minutes. After 
10 hours the head was in ‘the pelvis, and on vaginal examination 
the cervix was two-fingers dilated. The first stage continued 
normally, apart from (difficulties arising out of her very un- 
co-operative behaviour, until the evening of Feb.°27, when the 
pulse rate began to rise dually from.88 to 110. Morphine 
1/4 grain was given, and despite a’good night the pulse had risen 
to 130° by the morning! of the 28th. This rate was maintained 
till after delivery. The rhythm was always regular and the 
volume good, except for 4 short period (3 to 8 minutes) during 
the afternoon of the 28th, when ıt became irregular and thready. 
No cause for this rise could be found. Her general condition 
was good, and she was more co-operative. She was having 
fair pains every 5-to 10 minutes. There was no bleeding, the 
head was deeply engaged, and the uterus was relaxing well 
The following treatment was given during the first stage: - 

Feb. 26: Routine ol. ric.; bath; enema. 

Feb. 27; 2.45 am, ‘morphine gr. 1/4; 2 p.m., syrup. chloral gr. 
30, pot. brom. gr. 30, tinct. opii m..20; 11 p.m., catheterized. 
morphine gr. 1/4. ' 

Feb. 28: 2 p.m., enema, pot. brom. and chloral gr. 30 aa. 

Second Stage.—At 5130 p.m. on Feb. 28 the patient began to 
“bear down,” and the head appeared at the vulva. She was 
transferred to the labour ward, havin poor pains at 15-minute 
intervals.. The head did not appear again until 6.30 p.m., and 
showed no adyance by 7.30 p.m. The general condition was 

ood ; the pulse rate was 8 130 and of good volume. The 
oetal heart rate was 132. It was decided to terminate with 
forceps. She was anaesthetized with gas-and-oxygen and ether. 
The head was found well down, arrested in the transverse 
diameter: There was'a small caput. The head was rotated : 
during this manœuvre; a loose band of oedematous tissue was 
felt between the-head and the sacrum. On further investiga- 
‘tion this proved to be the prolapsed anterior cervical lip; the 
cervix having sloughéd round the anterior two-thirds of its. 
circumference, the head was presenting through the “rent.” 
There were multiple loops of cord round: the child’s-neck, which 
wére pulsating slowly: As the “vital” part of the cervix had 
already separated, only the posterior third being left attached, 
it was considered that the danger of haemorrhage from the 
uterine arteries, and tearing into the vaginal vaults, was now 
over. Forceps were therefore applied to the head, through the 

rent above thé ring of detached cervix. The 8-lb. baby was 
- easily delivered, but unfortunately it was stillborn. The cervix 

was delivered in front, of the head, the posterior third evidently 
_ teating off when traction was applied to the head. 

Third Stage—The placenta was expressed in 10 minutes. At 
no time during labour or delivery was there any abnormal ‘or 
excessive bleeding. careful examination was made both by 
hand and with the speculum, and a small tear in the left vaginal 
vault was sutured with No. 3 catgut. After delivery the patient 
was suffering from shock ; her pulse. was thready—rate 140— 
but the blood pressure was 110/80. She responded well to 
ordinary restorative measures, es 
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The puerperium was uneventful. She got up on the twelfth 
day and went home 2 days later. 
' Post-natql Vaginal Examination.—The smooth regular cer- 
vical stump was palpated. It felt very like a normal short 
post-natal cervix. A speculum examination was not performed, 
as the patient would not co-operate. To all appearances the 
pain of this examination was as great as that experienced at 
any time during labour. The detached portion of the cervix 
was sent to the museum of the Royal College of Obstetricians 
and Gynaecologists. It was shaped like a quoit or a pineapple 
- cing 34 to 4 inches in diameter, with the cen y, placed 
external os about two-fingers dilated. The anterior two-thirds 
was purple and oedematous, the posterior third pink and thin.- 
“A i Commentary -d 
Looking back on the case it is considered that the rising 
pulse rate was caused by the “shock” attendant on the detach- ' 
- ment of ‘the cervix, but it is surprising that the pulse volume 
and general condition of the p&tient were consistently so good. 
Had the nature of the condition been recognized earlier, would 
interference have been indicated or justifiable? It is probable 
that a live baby would so have been obtained; though an 
explanation for the stillbirth has not been found. As for the 
mother, it is hoped that, after the good termination, she will 
become pregnant again and have a normal labour, as was the 
end-result of'the case reported by Epstein (1941). I should add 
that the. maternal and foetal mortality rates in recorded cases 
of this ‘complication arë very high. i 
I wish to thank Dr. G. W. H. Townsend, medical offcer of health 
for Buckin ire,.and Miss Beatrice Turner, obstetrician in 
„charge of Shardeloes Emergency Maternity Hospital, for permission 
to publish this case. ` ; ` 
Burt-White, H. (1338 . British Medical Journal, 1, 888. 


DeCosta, E: J. (1933). Amer. J. Obstet. Gynec. 25, 557. 
Epstein, J. R. (1941). Ibıd., 41, 899. 
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‘Riboflavin Deficiency: With a Case Report 


Thiamin, nicotinic'acid, and riboflavin are the three main factors 
in the vitamin B complex. They are necessary for the forma- 
tion .of coenzymes -concerned in carbohydrate metabolism and 
are closely related. A deficiency in any one affects the function 
of the other two. Riboflavin forms a ‘phosphoric acid ester 
which combines with protein to produce the yellow oxidation 
enzyme of Warburg and Christian, an essential part of one of 
the oxidation-reduction systems of the body, associated with 
respiration and other basic cell functions. The most readily 
available sources are Jiver, muscle meats, cheese, yeast, and 
most green vegetables. The physiology of the absorption, 
storage, and excretion of riboflavin is not clearly known. The 
optimum daily requirement for adults is estimated at 1 to 2 mg. 
Ill-health caused by lack of a single food factor is uncom- 
mon. One syndrome may predominate, but' search: generally 
reveals other deficiencies. It is especially noticeable in hypo- 
vitaminosis of the B group, many cases‘ df pellagra presenting 
signs of ariboflavinosis. Sebrell‘and Butler (1938) showed that 
certain characterjstic lesions, thought to be part.of the pellagra 
symptom-complex, were~due to -riboflavin ‘deficiency. Syden- 
stricker (1941) suggests that beriberi, pellagia, and endemic 
ariboflavinosis are major syndromes of B group avitaminosis 
resulting from prolonged subtotal deficiency of the whole B 
complex. i ' - 
The syndrome of riboflavin deficiency (Sebrell and Butler) 
. consists of angular stomatitis, tongue” changes, corneal vascular-- 
ization and other eye changes, seborrhoeic dermatitis, and 
, general debility. Few instances of the condition have been 
described, and of these some lack definition. ' 


~ 


i CASE REPORT ? 

A farmer’s widow .aged 75 had beeh ‘in “poor health ® for 
eight or nine years. Two years ago she came‘under my care, 
complaining: of digestive disturbances, weakness, “ neuritis ” 


pains; f g sight, and inflamed eyes. She was emaciated and 
had- many small punctate haemorrhages under the skin of the 
arms and legs. e -heart was weak and fast, and the blood 


_ pressure 110/60.’ There was some anaemia (Hb 9 g.). 

“The eyes showed marked chronic inflammation of con- 

junctiva and margins of’ lids, with constant’ copious purulent 

‘exudation. There were early cataracts in: both, lenses’ and 
M J : \ TE 
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‘that the patient had to be held down on 


marked photophobia. Conjunctival vessels in the palpebral 
aperture were dilated. Deep, raw, and slightly painful fissures 
pa for years, and extended from the corners of the mouth 
or about an inch. Her tongue was swollen, "sore, and fissured. 
Patellar and ankle reflexes were diminished. She wag’ treated 
with improved diet, large quantities of thiamin, halibut-liver 
oil, and vitamin `C (redoxon). She improved considerably, but 
the eyes,- thé ‘angular stomatitis, and the sore mouth were not 
helped. In the spring of 1941 she relapsed-and had severe 
‘continuous diarrhoea, associated with dermatitis of the legs and 
again a sore tongue. Nicotinic acid cleared: up the diarrhoea 
and dermatitis but not the tongue. Eye symptoms were not 
-improved. Her case was described in a paper on pellagra 
(Deeny, 1942). This spring she became weak and debilitated 
and lost weight. Her eyes were still affected as described above, 
and a few tiny leashes of capillaries had invaded the sub- 
epithelial region of the cornea. Photophobia was especially 
meres THe tongue was pale, flabby, clean,'moist, burnin 
-ahd sore, with several deep fissures and enlarged and flatten 
papillae. Two deep fissures ran from the corners of the mouth, 
both’ over an inch in length, with granulating surfaces. The 
nose and the neighbouring cheek surfaces showed follicular 
hyperkeratosis, giving a swollen’ “ doughy ” appearance, The 
lips were redder than normal and the line of junction of the 
mucous membrane and skin was..irregular. Nicotinic acid was 
given without result, and later a 2-mg. injection of riboflavin 
(B. W. & Co.) three times a week for three weeks, followed by 
4 mg. of riboflavin daily in 1-mg. tablets (Roche). In four 


- weeks the angular stomatitis was healed, the eyes were no 


lorfger inflamed, the photophobia had gone, and the general 

health was improved. Her sight remained unchanged. Dr. 

V. P. Sydenstricker, who ‘saw the case later, suggested large 

doses of riboflavin (12 mg. daily for two weeks) in the hope 
that the cataract might improve, but without result. 

nN A 

COMMENT : 

A feature: of-interest is that, while the patient suffered from 

a multiple deficiency, the syndrome of ariboflavinosis was 

present from the beginning, was unaffected by any treatment, 

and cleared up only when riboflavin was given. In some cases 

I have seen bluish patches on the tongue, usually near the 


. margin, contmsting with the`colour of the surrounding tissues. 


disappear with .riboflavin treatment. In Northern Ireland 
riboflavin deficiency is fairly prevalent among elderly persons 
living on a poor diet. When it occurs in young persons it does 
not,seem to be related so closely to diet, but more to lack of 
sleep or overwork, or as a complication of illness. I have 
found: “ poor” general health an” important feature of the 
syndrome. ‘ 

’ I wish to thank the Medical Research Council of Ireland; Dr. 
Sydenstricker; and Burroughs Wellcome and Co. and Roche 
Products, Ltd., for their generous gifts of riboflavin. 


Lurgan. James Dzeny, M.D., M.Sc., F.R.C.P.I. ` 
2 y e 
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Convulsions -under Trilene Anaesthesia 


This case of convulsions occurring under trilene anaesthesia 
_is of interest not only because I can-find no other case reported 
in the recent literature on trilene, but because several, of the 
factors usually seen when conyulsions occur under anaesthesia 


are absent. ] 
= Case RECORD ¢ 


The patient was a pale nervous youth aged 17, and the o tion 
to ‘be performed was for cure of a right hydrocele. outine 
examination -of the chest revealed no abnormality. He had‘ under- 
gone two operations previously—one for an acute mastoid when 3 
ears old, following which he had pneumonia; the second for 
ernia when he was 12. There was no history of epilepsy. i 
. The premedication given was omnepon gr. 1/3 and scopolamine 
gr. 1/300 one hour before operation; 0.5 g. of hexobarbitone was 
iven intravenously, followed by nitrous oxide, oxygen, and trilene 
using a Boyle’s apparatus with the trilene in the chloroform bottle). 
No carbon dioxide was used Anaesthesia was smooth and the 
patient's colour good; about 18% oxygen was given most of the 
time. No pulse irregularity was noticed, and the respiration rate 
was slightly raised. Twenty minutes after induction had started, 
and with tHe patient in the -first plane of third-stage anaesthesia, 
dissection of the hydrocele sac was proceeding when the respira- 
tions rather abruptly became irregular and shallow, then ceased 
No twitching of the face was noticed, but contraction of the neck 
muscles was felt at the same time. The patient became cyanosed, 
and clonic convulsions supervened, involving the whole body, so 
e table. These con- 
tinued ,for about one minute. The anaesthetic was digcontinued 


i 4 = 


608 Nov. 21;°1942 
k a 





MEDICAL’ MEMORANDA 


Ms 

| Baittsy 
| 

1 

7 





immediately and oxygen and carbon dioxide were administered, 
with rhythmic pressure on the bag, as, although the airway was 
clear, there. was complete cessation of respira on. The pulse re- 
mained regular throughout, though the rate increased during the 
conyulsions. The latter ceased, the patient’s colour umproved, and 
respiration recommenced in about three minutes. The operation 
was concluded under nitrous oxide and oxygen with no -recurrence 
of the fits. The patient’s condition seemed satisfactory on leaving 
the theatre, but he became cyanosed on return to the ward, where 
he was given oxygen intranasally. His recovery since then has been 
normal, and his conditon- now (a week later) is satisfactory.- 
Morning and evening temperatures on the day of operation, and 
also the' temperature taken immediately after the operation was 
completed, were normal. The temperaturé of the theatre was 74°. 

The patent was never deeper than the first plane of anaesthesia, 
and only about 2 drachms of trilene was employed. This was taken 
from a newly opened bottle, some of which had already been used 
on other patients without ill effects © y : 


; ' COMMENT , 

If it may -be assumed that convulsions occurring under 
anaesthesia are not specific to any particular anaesthetic, then 
this case is unusual in that pyrexia and jnfection, which so often 
are predisposing conditions, were absent. Another point to 
note is that no atropine had been given, and only a small dose 
of scopolamine. Barbiturates and possibly morphine are 
regarded as inhibiting factors, and the patient had been given 
both. The ‘airway was clear and there was no element of 
anoxia up to the onset of muscular contractions. I do not 
think that the sensory stimuli being produced at the time of 
onset were strong enough to initiate the convulsions. It has 
been suggested that convulsions can be caused by carbon dioxide 
imbalance, and it seems possible that in this case the slight 
hyperpnoéa caused by the tnlene may have resulted in a low 
alveolar concentration of carbon‘ dioxide, following which 
came the period of apnoea with spasms. In favour of this was 
the speedy recovery when carbon dioxide with oxygen was 
administered. 

YSOBEL GARLAND, M.B., B.S., D.A. 

North Middlesex County Hospital, Edmonton 


BIBLIOGRAPHY 


Brennan, H. J tee British Medical Journal, 2, 765. 

Hower, È. L. (1939). Recent Advances in Anaesthesia, p. 89, London. 
— be Proc. roy Soc. Med } 35, 463. ” 

Pask, E. A. (1942) Ibid., 35, 545, 


x 


te 


Adder Bite 


In view of the renewed interest taken in adder bite in ‘Great 
Britain the following case may be worthy of record. i 


A W.A.A F. patient aged 23 was admitted at 3.15 p.m. on 
July 6, 1942, to the medical department of the Newcastle 
General Hospital under the care of Prof. Hume. She gave a 
history of having been bitten by an adder in the region of the 
- left internal malleolus at 4.30 p.m. the day before. -A few 
munutes after the bite she noticed a swelling of her tongue and 
some difficulty in swallowing, swelling of the eyelids, and a 
gradually increasing swelling of the left leg. The swelling of 
the tongue lasted three hours, that ofthe eyelids five hours. 
She vomited a few times and had some abdominal pain at mid- 
night: e 

On admission her general condition was zood. There was a 
slight pyrexia of 99° F. The left lez showed a marked swelling 
up to the inguinal region. * The skin tev:verature of the swollen 
leg was increased, and there was an erythematous rash on the 
medial, side of the calf extending to the knee-joint. Two minute 
marks of fangs were seen in the region of the internal malleolus, 
and according to the patient these marks corresponded to the 
seat of the snake bite. No other abnormalities were found: 
The patient had complete bed-rest and no other treatment. 
The temperature returned to normal next day, and the swelling 
of the leg gradually subsided. In about two weeks the oedema 
had’ completely disappeared and the patient was allowed to get 
up. After three weeks she was discharged from the hospital, 
the bitten limb being normal in every respect. 

I would like to take the opportunity of raising the question 
of serum treatment of adder bite. Is there any specific or 
satisfactory polyvalent serum against adder bite in Great Britain, 
and, if so, is the serum to. be administered in every instance? 
In our casé, though the patient’s general condition was not 
much affected, there were pronounced toxic (allergic) signs, 
which cleared up spontaneously within two weeks. 


I wish to express my thanks to Prof. Hume for his help and 
suggestions, and to Dr. J A. Charles, medical officer of health, 
Newcastle-upon-Tyne, and Dr. G. P. Harlan, medical superintendent 
of the Newcastle General Hospital, for permission to publish this 


case. 
PAUL SZEKELY, M.D., 
é Medical Registrar, Newcastle General Hospital 
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, EVOLUTION 


Evolation : The Modern Synthesis. By Julian Huxley, M A., ‘DSc, FRS 

(Pp. 645 25s.) London: George Allen and Unwin. 1942. A 
A, book on evolution may be concerned with whether it 
happened, what happened, and how and why it happened, 
whilst a preface by. Shaw 'on the subject describes how it ought 
to have happened. Huxley’s book ıs mainly concerned with 
how and why. He is certainly better equipped than any other 
British zoologist to answer these questions, for he has made 
personal contributions to genetics and natural history which 
allow him to write with authority on both topics, and has 
discovered quantitative laws of growth which apply both in 
the development of the individual and the evolution of species. 





„His knowledge of the literature is most impressive ; indeed, no 


writer:on the subject since Darwin has produced such a body 
of facts from different sources in support of his standpoint. 

Huxley is a Darwinist in the sense that he believes that the 
main trends of evolution were determined by natural selection, 
and not by inheritance of the effects of-use and disuse, by an 
inner urge, or by supernatural guidance. And he holds that 
the steps have generally been small. But he admits that some 
species have: arisen by sudden leaps, and that -the evolutionary 
paths possible for a species are more limited than Darwin 
seems to have thought, among other things by. the gene muta- 
tions available. f 

A large part of the book deals with the different ways in 
which species may originate. Where the barrier is spatial— 
for example, a mountain’ range—they may hybridize readily on 
meeting. Where it:is one of habit—for example, a difference 
of flowering time or Metne instincts—the hybrids may be quite 
fertile when formed. But, especially in higher plants, a re- 
organization of the nucleus may give fairly complete inter- 
sterility in a single step! 

Medical readers will ‘perhaps be disappointed that Huxley 
has not dealt in more detail with man. A good deal of 
human mortality is selective, apparently against predisposition 
to disease. And since men began to acquire skill with their 
right hands, human evolution has probably centred round the 
development of the left cerebral cortex. However, he deals 
vigorously with thes fallacy which one still finds in some 
medical writings, that natural selection necessarily makes for 
progress. This is particularly far from the truth in a dominant 
species such as man, whose members, as a result of selection, 
may become better equipped for overcoming one another, and 
worse so for overcoming their environment. 

In spite of this every reader who has kept an interest in 
zoology, and particularly in natural history, will find Evolution 
a unique storehouse of information ; and for many years to 
come it will be absolutely indispensable for any serious study 
of the questions with which it deals. ` 
j 


_ SUBACUTE BACTERIAL ENDOCARDITIS 


Subacute Bacterial Endocarditis. By Emanuel Libman, MD., and | 
Charles K. Friedberg Reprinted from Oxford Loose-Leaf Medicine. (Pp 
15s} London, New York, Toronto. Oxford University Press 1942. 


While the new chemotherapeutic agents have’ given striking 
results in the treatment of certain infections, bacterial endo- 
carditis remains one of those which are usually uninfluenced 
by these drugs. Drs. |E. Libman and C. K. Friedberg have 
written this monograph on subacute bacterial endocarditis in 
the hope that wider knowledge of the malady may lead ‘to 
earlier diagnosis and more successful treatment. Among pre- 
disposing factors are mentioned previous valvular disease or 
defects, physical and mental strain, influenzal infection, opera- 
tive procedures (notably dental extractions), and pregnancy and 
the'puerperium. The section on symptomatology contains a 
useful survey of skin lesions, including petechiae, subungual 


J. B. S. HALDANE. 





splinter haemorrhages, | Osler lesions (which are‘ attributed’ to’ 


arteriolitis rather than embolism), and the less common Janeway 
lesions. ; 

That subacute’ bacterial endocarditis may develop in many 
guises is shown ‘by the authors’ list of.syndromes, in which 


i 


1 | 
3 
1 


- 


` 
x 


Nov, 21,1942; 7 





1, . REVIEWS, 


t y 


1, BRITISH 
MEDICAL JOURNAL . 


609 





the disease is demonstrated as simulating influenza, pulmonary 
tuberculosis, rheumatic fever, typhoid fever, malaria, myocardial 
failure, hepatic or subphrenic lesions, reno-vesical disorders, 


_ gastric carcinoma, acute appendicitis, and cerebral lesions, One 


x 


of the most important sections of thé work is that devoted to 
the “ bacteria-free ” stage’ of the disease: in this phasg the 
patient is afebrile, the skin lesions are infrequent, the anaemia , 
persists, but a leucopenia may réplace the usual leucocytosis. 
Sternal tehderness is mentioned more than once by the authors, 
but most clinicians, who have sought help from-this sign will. 
probably agree that it.is an uncommon phenomenon. | It 
is not surprising that Drs. ‘Libman and Friedberg take a poor 
wiew of prognosis’; it is even perhaps remarkable that ‘they, 


. put the spontaneous recovery rate'as high as-3%. This is an 


i 


important monograph on a dramatic but depressing disexse. 


e 
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SIR, WILLIAM WILDE 

Victorian Doctor. Being the Life of Sir William Wilde. By T.G Wilson, 

M.B., Litt.D., F.R.CS.I. (Pp. 338. 15a.) London; Methucr. and Co. 
‘To most of those few who remember him at all the name of 
Sir William Wilde is merely that of “Oscar Wilde’s father.” 
Yet the reader of Dr. T. G. Wilson’s Victorian Doctor will 
readily admit that William Wilde deserves a biography in his“ 
own right—far more, indeed, tían his much-publicized and 
unhappy son. His biographer claims for him that it was he 


' who first put aural surgery on a scientific basis. Certainly he> 


was the leading aurist and ophthalmologist of -his day, and 


- his hospital, St. Mark’s, for years the pioneer on aural teaching 


in these islands.’ Famous throughout Europe,-in Dublin he - 
was a legendary figure, and society flocked to the house in 
Merrion Square where Sir William and his no less remarkable 
lady entertained. His greatness was not confined to surgery: 
he had travelled.far and read widely, and he made important 
contributions to Irish archaeology. His last years were a period 
of decline, for the notorious Travers case marred his zenith. 
He gave less time to surgery and more to archacology and his 
beloved Connaught. He died at sixty, eccentric and embittered, 
a quaint ‘figure, jeered at by the children of the streets. To-day 
this js the’ only period that is remembered, even in Ireland 
which he served 80 ‘well, and Dr. Wilson’s biography is a 
service not only to his memory but.to the history of medicine. 

Wilde’s was a full life, and he lived it in an age of change. 

Born in the year of Waterloo, he was a student in the days of 
body-snatching, worked in the horrors of the famine years, and 
lived to see the birth of antiseptic surgery. The years of his 
prime were the heyday of Dublin medicine, and the background 
of Dr. Wilson’s story is richly laced with the great figures 
of Stokes, Graves, Colles, Crampton, and Corrigan, men whose 
fame has lived where Wilde’s has faded. These, with the picture 
of the Ireland of his day, give the central figure its perspective. 
Nor does he lose stature by their proximity. Brilliant, imagina- 
tive, and attive, entirely human, in his virtues and in his vices, 
William Wilde has real greatness, and Dr. Wilson’s: admirable 
and delightfully written biography does him but justice. 
: : 7 A. 

: TUBERCULOSIS IN CHILDHOOD - 
Tuberculosis in Childhood Bý Dorothy ‘Stopford Price, M.D. With a 
chapter on Tuberculous Orthopaedic Lestons, and other contributions, by 

, Henry F. MacAuley, M.Ch., F.R C.S.1. (Pp. 215; 87 illustrations. 17s. 6d.) 

Bristol; John Wright and Sons, Lid 1942. 

It, is still too common a belief that primary tuberculosis ‘in 
childhood is an‘ infection acquired and overcome by every 
child, with minimal, if any, disturbance of health and without 
significant sequelae. Occasionally we even hear the opinion 
expressed that such an infection is a “good thing,” since by 
ts means immunity’ is acquired to tuberculous disease later in 
ife. Dr. Dorothy Price firmly, and quite rightly, believes 
that “many vague symptoms of ill-health besides actual 
disease ” can be attributed to the tubercle bacillus, and that 
primary tuberculosis is of great importance not only because 
it can be immediately fatal but because it may ‘give rise to 
various forms of the disease which cause severe ill-health and 
may prove fatal later. Dr. Price not unjustly expresses a strong 
opinion that too little attention is paid to this subject in this 
country, and therefore her book “is intended to be a brief 
practical guide to the diagnosis dnd: treatment of tuberculosis 
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in children.” Now there can be no doubt that Dr. Price has 
read widely the relevant literature and has herself had ample 
material of'‘which ‘to -base a’ personal study. But, judged by 
the standard the author herself has set, the book is not likely 
to achieve its purpose. In spite of its format, it is not brief 
(there is much repetition) nor is it written as a “guide” 
should be: indéed, the reader seeking guidance for everyday 
practice may often be’ confused. The pathological background 
of tuberculosis is not simple, and’ cannot ‘be simplified by a 
rigid use of the three-stage classification, which is forced on 
the reader; on almost every page. Even more unfortunate 
is Dr. Price’s insistence on immunological associations with . 
the three stages, which themselves have little practical meaning 
in connexion with tuberculosis in childhood. There are other 
grounds for criticism. Thus the author states: “ The foci which 
initiate tertiary phthisis show a marked tendency to’ caseation 
in contrast with the focus of primary tuberculosis.” Clearly 
for “ caseation ” we must read “liquefaction.” The following 
speaks for itself: “When a child is known to have passed 
successfully through a primary tuberculous infection and then 
dies some years later of tuberculous meningitis, the state of 
dffairs,is rather different from acute meningitis. These cases 
are uncommon ; they are usually the result of a fall or blow 
on thet head.” . Dr. Price revives mediastinal gland tuberculosis 
as “a clinical entity in which the primary lung focus is closed, 


| but the tuberculous process in the mediastinal glands remains 


active.” She has an unjustified belief in the value of the 
Hamburger ointment test and in the conclusions to be drawn 
from its sole, use. Finally, one would need much more than 
the figures given by the author to convince us -that “if all 
pulmonary cases were diagnosed during primary infection, and 
treatment instituted, there would be complete cure in very 
nearly 100 per cent.” 

In spite of the severe criticisms expressed, we would advise 
paediatricians and tuberculosis workers to’ read the book, not 
only because it'contains useful and important matter, but also 
because it is based on a point of view fundamentally different 


from that current in this country. 
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Notes on Books 


Food and Beverage Analyses, by Dr. M. A. BRIDGES and Miss 
M. Martrıĉe (2nd edition, Henry Kimpton, 20s.), provides readily 
accessible information on all that may be as ed regarding the 
contents of articles‘of food and drink. The information covers 
nutritive and calorific values, quoting the percentages of carbo- 
hydrate, protein, and fat, and indicating the intake usually 
practised for each article. It also gives tables showing the 
proportions of all the mineral constituents contained in them 
and their values in terms of the several vitamins. The range 
of information is very extensive ; hardly any article of diet is 
omitted. A general discussion of dietetic requirgments and the 
function of vitamins completes a very useful volume. 


Dr. A. H. Dournwarts has again edited Hale-White’s Materia 
Medica, Pharmacy, Pharmacology and Therapeutics for its 25th 
edition (J. and A. Churchill, 14s.). This incorporates 71 
additions to the British Pharmacopoeia that have appeared in 
the official addenda. Jn spite of extensive additions the size 
of the book has shrunk without any Joss of legibility. Near 
the index is a list of drugs which must not be prescribed during 
wartime or in which strict economy should be exercised by 
reason of their scarceness. The parts of the volume -most 
thoroughly revised for this edition include the chapter on 
sulphonamides, which has been rewritten and expanded ; and 
Dr. P. M. F. Bishop has revised his contributions on the subject 
of the sex hormones. Sir William Hale-White must look with 
pride upon this evergreen manual which -he first gave to the 
medical profession fifty years ago—one of the good things that 
came from Guy’s and have remained “in the family.” fs 


The calendar of the’ Royal College of Surgeons of England 
for 1942 (Taylor and Francis, Ltd., Red Lion Court, Fleet 
Street, 2s. 6d.) is even smaller than its predecessor, having 200 
pages compared with 226 pages for 1941. Before the shortage 
of paper began to become progressively more acute the pages 
numbered well over 600. All the current official information 
is given, and the register of Fellows in alphabetical order, with 
their addresses. has reappeared, taking the place of the regula- 
tions for the diplomas and the licence in dental surgary. The 
Roll of Honour is now, nearly twice as long as in 1941. 
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_ ACTIVITY IN REHABILITATION 
i ‘BY 


Sir ROBERT STANTON WOODS, M.D., F.R.C.P. 


Consultant Adviser in Physical Medicine; Member of the Committee 
on Rehabilitation, E.M 5S., Ministry of Health 


When a member of the rescue squad gingerly removes the 
debris from the limbs of the entombed «air-raid victim, or a 
stretcher-bearer picks up the wounded soldier, he takes the 
first step in a long series of activities destined to rehabilitate 
or restore to health the casualty he'has sescued. Every phase 
of the patient’s subsequent treatment—first-aid,; resuscitation, 
operation, blood transfusion, skin-grafting, physiotherapy, 
psychotherapy, supervised exercises, occupational therapy, 
vocational training—is part of a well-ordered plan with one 
object in view: that of returning the injured person to the fullest 
possible living and working capacity. 


Such a plan, whereby the industrial or war casualty is 


‘followed through from the injury to his return to work, is - 


fundamental in the organization of the Emergency Medical 
Service. At no period has the pronouncement “ The operation 
was successful but the patient died” éver been more than 
a popular gibe. Paraphrased, however, as “the fracture was 
successfully set but the limb completely useless,” it becomes 
relevant to what not seldom occurred in the recent past when 
the unfortunate victims of i injury were sent out into the world 
with the not unfamiliar rigid joints, the wasted claw-like 
hands ; so that, encountering them, one was at times forced 
to the conclusion how much*better a really good artificial limb 
would have been. 


Early Application of Physical Measures 


` With the extension ,of modern rehabilitation facilities came 
the widespread realization that physical measures for restoring 
function—massage, electrical stimulation, remedial movement— 
must, to be effective, be applied early, in many cases from the 
beginning of treatment. The fracture case is no longer merely 
a brokén bone to be joined together in good alignment, but 
a bone clothed in muscles, whose blood and nerve supply 
must be maintained throughout in the face of enforced 
immobilization, and in which healing must keep pace with 
the bony union. ` Massage, electrotherapy, assisted movement, 
afford very necessary and very effective means for maintaining 
the ebb and flow of blood and lymph in-a muscle which must 
not or cannot be moved by the patient himself. 

But as soon as ‘the patient can move the injured part with 
safety, such purely local and passive measures of restoration 
may in the majority of ‘cases be abandoned with advantage 
in favour of active therapy, since the muscle stimulus most 
potent for goed is the one coming from the central nervous 
system. As the patient’s muscles contract in voluntary’ effort 
they promote the blood and lymph flow and bring fresh 
supplies of nutrient fluid to the injured tissues by a much 
more physiological mechanism than that of artificial stimulation. 
Furthermore, these nutrient fluids bathing the injured area must 
possess certain biochemical properties if optimum healing is 
to occur. 
patient have to be considered, the scope of rehabilitation is 
widened still further to include dietetics and general exercise, 
and we are no longer dealing with an injury but with an 
injured body. 


Quite apart from the economic aa the dread of losing 
one’s job, of having to be kept-by relations or by the State, 
even the merely temporary loss of use in an arm or leg can 
þe accompanied by serious. mental depression peculiarly 
inherent in this type of illness, since movement, one of the 
fundamental attributes of living matter, is as natural and 
necessary as breathing and eating. The patient becomes con- 
vinced that he is crippled, paralysed; he will never be any 
good again. Once the disabled person can be shown that 
he can throw a dart or kick a football or hammer in a nail 
or work a loom almost as well as the next patient and certainly 
.better than he himself did yesterday, he is on the road to 
recovery, mental as well as physical. And now we are no 
longer dealing with an injured body, but with an injured 
person—body, mind, spirit. 5 ` 
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Thus the health and general muscle tone ‘of the’ 
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Purposeful Movements of Muscle Groups 

Even Stereotyped voluntary movements of the injured part 
alone, since they demand’ the’ patient’s co-operation and intro- 
duce the element of self-help, are excellent psychologically. Of 
far greater therapeutic value are purposeful and ‘productive 
movefnents of groups of muscles such as those required in the 
performance of games and handicrafts, or the resumption of 
Army training, where the creative and competitive instincts 
can be brought into action and the patient’s attention is no 
longer focused on his disability but rather on his returning 
skill in achievement. It is better still when he can actually 
forget himself in the interest and usefulness of the work or the 
sheer enjoyment of the game so that muscular co-ordination 
is achieved automatically and without conscious effort. 
| The importance of activity in recovery is not confined to 
injuries. Before and ‘after an #bdominal operation, before and 
after childbirth, in recovery from many illnesses, and ven 
especially in the treatment of the psychoneuroses, active and 
productive exercise now ‘plays a prominent part in treatment 
In a certain Army convalescent depot of 1,000 beds, as at 
present constituted, 25%, of those’ undergoing active rehabilita- 
tion come under the category of “ hernia.” 

Medical Supervision 

All these therapeutic measures ought to be under the direct 
supervision of an instructed medical practitioner, whilst the 
patients are guided at their work and play by a staff of male 
and female medical gymnasts and occupational therapists. In 
this way only such movements as are safe and effective in any 
given case are performed, and the range of activity is gradually 
increased with the patient’s increasing capacity. 

Planned at first to deal with air-raid victims only, the E.M.S 
later afforded accommodation for Service casualties, and later 
still its orthopaedic and fracture centres have become extended 
and. will co-operate in‘the ambitious scheme for industrial 
rehabilitation now on foot. It would seem that the demands 
of such an elaborate and growing organization for trained 
masseuses must becomeé for a time increasingly difficult to 
meet. Fortunately, however, the problem is being partly solved 
by the more widespread} use of active than of passive physical 
treatment. Not only does the patient ‘benefit mentally and 
physically, as we have ‘seen, by the increasing use of .active 
rehabilitation, but whereas in the past a masseuse might spend 
three-quarters of an hour giving passive treatment- (massage 
and electrotherapy) to one patient, or could treat at the most 
only two patients simultaneously, she can now give active 
treatment in medical gymnastics to eight or nine patients at 
the same time. Passive therapy still has an important place 
in rehabilitation, but as soon as the injured part can be used 
at all the physician or ‘surgeon in control makes his decision 
as to how far active therapy can be substituted. The earlier 
this can safely be brought about the more rapid the patient’s 
recovery and the greater the saving in trained personnel. 


. 





MEDICAL SICKNESS AND LIFE ASSURANCE A 
The annual meeting of the Medical Sickness, Annuity and Life 
Assurance Society, Ltd: (whose registered offices are now at 
Highfield, Chesterton, Cirencester), was held in London, with 
Mr. R. J. McNeill Love, chairman `of the Board of Directors, 
presiding. Reference was made to the heavy personal losses 
the Society has suffered during the year in the death of its 
chairmen, Dr. F. C. Martley and Dr. G. de Bec Turtle, and 
of Sir William Willcox,! who had been a member of the Board 
for more than twenty years. 

The chairman said that the amount of new business in the 
Life Assurance’ Fund was only slightly smaller, but the claims 
by death had been lighter and the surrenders fewer. On the 
Sickness Fund the tlaims had been considerably lighter and 
the premiums were up.a little. The funds of the Society had 
been increased by £173,537, and now stood at £2,355,319. The 
quinquennial valuation 'had taken place at the end of the year 
under. review, and on a cautious estimate a surplus of nearly 
£83,000 was disclosed on the Life Assurance and Annuity Fund 
and of £120,850 on the Sickness Fund. Both Funds had been 
strengthened and provision made for all known contingencies. 

A vote of thanks was accorded to the staff on the motion 
of the chairman, who mentioned that Mr. Bertram Sutton, the 
manager and secretary and now one of the directors, had been 
with the Society for 43 years, 30 of which had been in the 
capacity of chief omean 
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-CONTROL OF VENERFAL DISEASE 


-' The use of compulsory measures for the control of 


venereal disease has been debated often enough, and now, 
under Defence Regulation 33B, powers are made available 
to apply compulsion in certain -carefully defined circum- 
stances As a statement from the Ministry of Health pub- 
lished at-p. 616 makes clear, this limited compulsion leaves 
the- voluntary -basis unchanged: In brief, the regulation 
provides that persons named by two separate patients as 
the suspected source of infection can be required by the 
M.O.H. of the county-or county borough in which they 
live to attend for examination and, if necessary, for treat- 


. ment by a, special -practitioner. 


en 


It may be recalled that when in 1928 the Bainburgh 
Corporation introduced a Bill which, following the Swedish 
model, was’ among other things to authorize thé, M.O.H. 


to serve a notice on defaulters to complete treatment until . 


certified cured, it was defeated in the House of Commons 
by 156 votes to 93. In 1923-the Trevethin Committee con- 
cluded that legislation was impracticable and inadvisable. 
In 1937 the Minister of Health sent a commission of experts 
to study the conditions in Holland and the Scandinavian 
countries.! The commission doubted whether compulsion 
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venereal. infections, In the past-the British Social Hygiene 
“Council has battled manfully with this problem, but.the 
success of its propaganda efforts was rather sharply chal- 


. lenged by Col.. L, W.-Harrison at a meeting of the Medical 


Society for‘ the Study of Venereal-Disease in March of 
this. year.* He -criticized- county councils and county 


$ borough councils for a lack of zeal in acting upon 


was justifiable in view of their, conclusion that ïn Holland ' 


and this country voluntary measures of treating venereal 
disease “ have been almost equally successful ” in control- 
ling these diseases aş in the Scandinavian countries. This 
conclusion has been challenged. 

Defence Regulation 33B once, more opens the question 
of compulsory notification and tréatment of diseases which, 
however small in extent in peacetime, nevertheless consti- 


_tute a serious public health and social problem. -It is well, 


therefore, to consider briefly the arguments for ‘and 
against, so that the medicat profession and through it the 
public may have their minds clear on the subject. The 
success of the voluntary basis of treatment must in the long 
run rest upon fully informed’ medical and lay opinion, and 
upon a healthy attitude of mind towards sex and diseases 
which ‘in the main arise from promiscuous sexual inter- 
course. As Dr. Margaret Rorke pointed out i this 
fournal,*, “There is not the same sense of shame and 


necessity for secrecy as regards venereal disease in Scandi- . 
- navia as still exists in England.” The Scandinavian peoples 


seem to have a more matter-of-fact attitude towards sex 
a public health official in' one large Scandinavian city 
strongly advocated the supply of contraceptives through 
automatic machines. 


- Medical Officer .to the Ministry of Health, pérformed 


a' egreat: service when he, broke the V.D. .taboo in a 
broadcast given at the end of last month, and struck 
the right note when he invited the public:to'look upon 
venereal diseases.in the'same way as a doctor did, regarding 
them as- presenting the same sort of problems as other 
infectious diseases. He decried the hush-husli attitude that 
prevails in a country where puritanism and hypocrisy are 
at times not easily distinguishable. from each other. This 
broadcast, with the official background behind it, was an 
important step towards that enlightenment which is essen- 
tial if voluntary measures are to succeed in controlling 





Sir Wilson Jameson,: the Chiéf. 


\ 


- of instructing the public. 


. of this meeting . 


propagandist advice issued by the Ministry of Health, 
and at conferences early in 1939 with medical officers of 


health and venereal disease officers he found no great 


enthusiasm for theeuse of lectures and films as a means 
Numbers attending courses of 
instruction, lectures, exhibitions, and film shows organized 
by the British’ Social Hygiene Council during the ten years 
1930-40 were analysed by Dr. Hartley of Scientific Com- 
puting Services, Ltd., ‘and this analysis, according to Col. 
Harrison, brings out that 944 persons in every 1,100 could 
not have attended a lecture or film show on the subject 
more than once in the ten years. He asks the question, 
“ Could they [ie., lectures and films] have made much more 
improvement than the posters displayed i in the public lava- * 
tories?” Various speakers at the meeting did not share 
Col. Harrison’s scepticism about lectures and films—and 
incidentally he, made it clear that his remarks should not 
be considered as an attack on the B.S.H.C. 

If we accept the view that propagandist efforts in the 
past have had very limited value, this does not imply that 
they will have as little value i in the present and the future, 
but it may be that the time, energy, and, money spent on 
such propaganda could be more fruitfully used for other 
purposes if notification and treatment of the disease were 
made compulsory. ‘The case for compulsion was force- 
fully put by Major S. M.-Laird‘ at a meeting of the Medical 
Society. for the Study of Venereal Disease in April this 
year. An investigation in which he took part in 1937 
showed that in various parts of Staffordshire 50% of cases 
of early syphilis and 30% of gonorrhoea defaulted. Sir 
Kingsley Wood, when Minister of Health, stated that the 
percentage of clinic’ patients in England who completed 
treatment and tests of ‘cure was 12.9 in 1925 and 17.5 
in 1935. Major Laird points out that the defaulter rate 
of England in 1935, at 82.5%,.compares most unfavour- 
ably with the “corresponding defaulter rdte of 2.5% for 
Sweden. This and other comparable figures make it impos- 


‘ sible for him to agree with the conclusion of the British 


commission in 1937 that “ the degree of success in reducing 
the incidence of syphilis in the countries employing com- 
pulsory treatment and in those which rely on a voluntary 
system ‘is broadly similar.” » After the ‘discussion which 
followed Major. Laird’s paper, the Medical Society - for 
the Study of Venereal Disease passed the following resolu- 
tion-with an overwhelming majority : “ That in the opinion 
. further powers, legislative and admin- 
istrative, in the treatment and prevention of venereal dis- 
eases are required to deal with the sources of infection, 
contacts, and defaulters.”' 

The arguments adduced by the British commission 
against compulsory measures were that they (1) may 
induce .the' infected to conceal the disease from fear of 
exposure, (2) are not easy to apply in such a densely 
populated country as this on account of the difficulty in 
tracing those who try to evade the law, (3) may open 


the way to blackmail, and (4) are not consonant with the 


British idea of ‘the liberty of the subject. If we share 
Sir Wilson Jameson’s view—as we must—that venereal 
infections present to medical men problems similar to 


‘those of other infections, then it would seem a little late 


in the day-to talk about the liberty of the subjegt in this 
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context.. The medical profession and the public have 
accepted without demur the compulsory notification of 
small-pox, , diphtheria, scarlet fever, whooping-cough} 
typhoid, and other infectious diseases. They raise no 
objection to a law which may inflict a penalty upon any 
person who, “ (a) knowing he is suffering-from a notifiable 
disease, exposes other persons to the risk of infection by 


-his person or conduct in any street, public place; place of 


entertainment or assembly, club, hotel, inn, or shop, or, 
having the ‘care of a. person whom he knows to be so 
suffering, permits him to expose others to the risk of 
infection in any such places, or (b) knowing he is suffer- 
ing from a notifiable disease, engages in any trade, business, 
or occupation which he cannot engage in without risk of 
spreading the disease.”* Nor is any voice raised against 
the regulations which make it possible to remove to hos- 
pital any person suffering from a notifiable disease, “ (a) if 
his circumstances are such that ‘proper precautions cannot 
be, or are not being, taken to prevent spread of infection, 
and (b) that serious risk of infection is being caused to 
other persons.”® There is no need to elaborate the argument 
which distinguishes licence from liberty, especially when 
itis a question of the liberty to pass on venereal disease. 
In considering the other -objections to compulsion, we 
believe that it should not be difficult to make adequate 
safeguards against blackmail or the spread of misinforma- 
tion through malice. It cannot be denied that compulsory 
measures are more easily enforced in less densely popu- 
lated countries, such as Sweden, Norway, and Denmark, 
and in Great Britain the control of venereal disease in the 
ports must always be a difficult matter. Whether these 
difficulties would be greater or less with compulsion is an 
open question. The most formidable objection to com- 
pulsion is that it might carry with it a risk of driving .the 
disease still further underground because of the fear of 
public exposure on the part of infected persons. .But,.pro- 
vided adequate steps are taken to maintain the confidential 
relationship between patient and doctor, and provided 
venereal disease centres are made inconspicuous by, for 
example, their inclusion in institutions where. other clinic 
work is carried out, the risk would appear to be minimal, 
and it would 5e the duty of public health authorities, by 
propaganda, to`convince the infected that knowledge of 
their disability would be a private matter between them 
and the medical profession. 
cine can offereeffective treatment for venereal, diseases, and 
is, therefore, in a strong position to insist, if it wishes so 
to do, that infected-persons should be treated. and that 
such treatment should be carried to completion. If treat- 
ment were of little avail,’ then a suspicidus public might 
accuse the medical profession of a wish to pry into its 
intimate affairs. 

It should be made clear that the question of compulsory 
notification is not raised in Defence Regulation 33B, but 
this question will no doubt arise in time. When it does 
we can only hope that both doctor and public will discuss 
it in objective terms so that a reasoned conclusion may 
be arrived at. Meanwhile every: possible step must be 
taken to stem the increase of venereal disease that has 
inevitably occurred in this war. So far official advice 
is rather like the well-known advice from Punch to 
those about to marry. We' cannot, of course, expect that 
health authorities in this country would go so far as the 
Scandinavian public health official referred to above; as 
things are at present many believe that the issue of prophy- 
lactics is more likely to be successful in the prevention of 
venereal disease than the issue of moral and hygienic 
propagapda. 


5 Public Health Act, 1936, Sects. 148-9. 
a Thid., Sects. 169-70. 
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CAVERNOUS SINUS THROMBOSIS 
Cavernous sinus thrombosis is a comparatively rare condi- 
tion. Smith? in 1918 could collect only 300 cases from 
the literature. The majority ares secondary , to sepsis of 
the face and orbit and show the classical signs’ of chemosis, 
exophthalmos, and ocular palsies. A more chronic type 
with much less distinctive symptomatology occurs in 
association with ear disease. Aseptic thrombosis: is also 
occasjonally found as a terminal marantic event. Grove,’ 
in a comprehensive review in 1936, concluded that the 
mortality of the anterior ‘fulminating type was probably 
100% and that the recovery rate of all’ types—traumatic, 
aseptic, and septic—we nof greatér than 7%. Several 
methods of surgical approach to the sinus have been 
described which aim ‘at drainage and ligation of the 
venous channels. Grove found these methods more dis- 
appointing than when the original focus alone was treated ` 
surgically, the“ operation being combined with ligation of 
the common carotid as' described by Eagleton.’ 

In the past few y there have been several reports 
of recovery with the use of drugs of the sulphonamide 
series. Seydell* and Barnshaw* have both reported cures 
with sulphanilamide. Barnshaw’s patient was a child of 7 
who had a bilateral infection after a stye on the eye. 
He used: 10 c.cm. of prontosil 4-hourly for 6 doses and 
then sulphanilamide 10:grains four times a day. for 4 days ; 
in spite of the short course of treatment the child recovered 
completely. Morrison and Schindler‘ treated a boy of 51 
years successfully with, sulphapyridine ; they gave a total 
of 63 grammes of the drug and maintained the-blood con- 
centration between 10.4 and 16.5 mg. per 100 c.cm. for 9 
days. Wolfe and Wolfe! were the first to use sulphathiazole. 
Their patient was a boy of 17 who developed signs of 
thrombosis after a furuncle of the nose. He was first 
treated with small doses of sulphanilamide, but as soon 
as Staph. aureus was isolated from the blood stream sulpha- 
thiazole was substituted in doses of 2 grammes every 4° 
hours, maintaining a blood concentration between 10.0 and 
17.6’ mg. per 100 c.cm. The dose was reduced after 14. 
days and continued for another 15 days. Moore ef al' 
also used sulphathiazole in very large doses, securing a 
blood concentration! between 25 and 33 mg. per 100 c.cm. 
for 6 days. Their case was complicated by multiple 
embolic phenomena, ibut eventually, apart from some 
mental impairment, the patient recovered. The drug 
was continued in small doses for three months after the 
infection subsided. | 

Heparin has recently been combined with chemotherapy 
Lyons’ was the first to, apply the treatment to this type of 


“thrombosis. His object was to prevent extension of the 


thrombosis and dissernination of infected. emboli. The 
heparin was given by continuous intravenous drip in 
amounts sufficient to maintain the blood coagulation time 
at approximately 90 minutes. Heparin treatment was kept 
up for 15 to 20 days, sulphathiazole being given concur- 
rently in large doses and continued for some 3 to 4 months 
after the infection hadi subsided. Both the cases described” 
developed pulmonary' infarcts during treatment. Leroy 
Schall,”° with the same method, had no haemorrhagic 
manifestations in „his'two cases.’ Erschler and Blaudill" 
were ‘not so fortunate. ` Their patient, a girl of 22, developed 








1 Arch DENAI Chicago, | 1918, 47, 482, 

2 Arch. Otolaryng., Chicago, 1936, 24 229, 

3 Cavernous Simus Thrombo! lebrrts, New York, 1926, 
4 Arch. Otolaryng , Chicag», 1232; Se , 429, 

5J med. Soc. New Jarsev, 1939, 3 3, 22. 

‘ ate Otol. -» Chicago, 1940, H, 948. 


u Ibid., 1941, 117, 927. 
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sinus thrombosis after nasal, furunculosis, Sulphathiazole 
and -heparin were’ given and.a blood concentration of . 
8. 15 mg. of sulphathiazole per 100 c.cm. was maintained. 
On’ the second day of the heparin : therapy thé patient 
had haematuria, and by the ninth day she was passing 


-clots of blood in the urine, and purpura, ecchymosis, ‘and 
haemorrhages into- the joints. had appeared. Both forms ` 


of treatment were stopped for 36. hours, but as-there was 
a recurrence of chills and fever .the sulphathiazole was 
restarted and continued for 13 days. There was no recur- 
rence of haerhorrhage, and the patient made a complete 
recovery. Staph. -aureus ig the infecting organism in the 
majority of cases ‘of -cavernous sinus thrombosis, and 
therefore penicillin is .the ideal remedy; at least one 
encouraging example of its use has been reported.” Until 


penicillin becomes available for general clinical use, sulpha- À 


thiazole is the sulphonamide of-choice.-It should. be given, 
in large enough doses to obtain a blood concentration of 
about 10 mg. per 100 c.cm. during the acute, stage, and it 
is probably wise’ to continue tfeatment in small doses for 
about 3 months after the original infection has subsided. 

From the few published cases it would appear that this 
drug has revolutionized the prognosis in cases of septic 
cavernous sinus: thrombosis. While theoretically there is, 
an iridication for’ the use of an anticoagulant, there is 
no evidence that, this gives more satisfactory results than 
when sulphathiazole is used alone, and any theoretical 
advantages are outweighed by the risk of ‘severe haemor- 
rhagic reactions, 6°. , ane 





CLINICAL IMPORT ‘OF RECENT WORK ON . 
VITAMIN A 


From prolonged research, on the, iùfluence of a shortage 


of vitamin A on the central, and peripheral , nervous - 


systems, Sir Edward Mellanby has -recently concluded 


that the degeneration observed is due to pressure exerted ' 


by the overgrowth of the bone contiguous with the affected 
tissues. In 19381° he showed that a dietary deficiency of 
vitamin A resulted in bony overgrowth of the périosteal 
layer of the labyrinthine capsule,, especially of that part 
surrounding the internal modiolus. The „dogs -on which. 
his experiment was’ made showed incoordinate move- 
ments of locomotion and evidence of deafness. The 
overgrowth of bone must press où and in some places 
ee the nerve, which seems to cause its degeneration. 
ilar ' hyperplasia was’ found in the neighbourhood 
e optic. and trigeminal nerves, and this may be the 
cause of the xerophthalmia associated with vitamin A 
deficiency.4,15 In advanced stages of the deficiency serous 
labyrinthitis was found ; this was cured by giving vitamin 
Substituting 
potatoes : for the cereals in the diet greatly reduced the 
It’ was suggested that the small: 
amount ' ‘of carotene inf the_ potatoes eaten was enough 
to account for their action or that the ‘cereals had a 
toxic action which hastened the pathological changes in 


- the, absence ‘of vitamin A.' The deficiency produced 
more severe changes. in the bones of. young animals than ` 


of adults. Large reserves of vitamin A postpones the 
developrient of symptoms. 

In 19411 Mellanby described more fully thes bone 
changes. affecting , the ‘nervous system. He concluded 
that a function of vitamin A is to limit the number 


“and the degree of activity af osteoblasts- and osteoclasts, 


a deficiency resulting in ‘proliferation of cancellous at 





1 Lancet, 1941, oe z 
13 J. Physiol., 193 94, 380. 
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‘ongres neurologique international ` , Compris rendu, 1939, p. 797. 
158 J. Physiol., 1939, 98, 369. 
16 Ibid., 1941, 99, 467." ; 
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the expense of compact bone and causing many `bones 
‘to lose their normally fine’ moulding and outline and to 
become ‘thickened and enlarged. Overgrowth of the 
cranial bones may press on and produce deformity of 
parts of--the brain. The -greatest hypertrophy was 
found in the bones forming the posterior fossa of the 
skull, so, that the medulla oblongata, pons, cerebeilum, 
and nerves in close association with these parts of the 
brain are more particularly affected. The posterior root 
-ganglia and the anterior root nerves of the spinal cord 
may also be squeezed and the nerve fibres destroyed by 
overgrowth of the ‘vertebral bones. , The bone over- 
growth and -degenerative changes in nerve are greatest 
in the cervical region of the. cord. In advanced cases 
of this deficiency there is evidence of a substantial rise 
in intracranial pressure» The pressure of the cerebrospinal 
fluid in the. cisterna magna may be double that of animals 
receiving similar diets- containing vitamin A. Associated 
with these changés, the cisterna magna and the fourth 
ventricle are diminished in capacity, while a degree of 
internal hydrocephalus (expansion of the third and 
lateral ventricles) indicates increased pressure, probably 
transmitted from the posterior fossa. 
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LONDON’S BILL OF HEALTH FOR 1941 


In the second full year of war London—by which is meant 
the county, with a population of 4 million or thereabouts 
—remained remarkably healthy.t Even the biennial 
rhythm of measles epidemics, was broken. The expected 
outbreaks of contagious disease consequent upon shelter 
life did not materialize. Influenza, pneumonia, and 
bronchitis claimed fewer victims. Small-pox and typhus 
went” unrecorded. Scarlet fever, “which fifty years ago 
had a death-roll pf four figures in London, was the cause 
of only 2 deaths in 1941. ‘The’ deaths, from diphtheria 
and whooping-cough rose'slightly, but the totals remained 
small. Notifications of diphtheria multiplied by 4 com- 
pared with the year before, but even so the total was 
only 600, and-the deaths in 1940 and 1941 together were 
fewer than in 1938. Pulmonary tuberculosis caused some 
disquiet by -reason of an increase in notifications, but the- 
number of deaths was down. Maternal mortality, went 
back, unfortunately, to the higher rates of 8 or 9 years 
ago, and the infant death rate rose to the 1938 ‘figure 
of 57 per 1,000 births ; but even the 1938 figure was con- 
sidered a low one at the time. Deaths from street acci- 
dents fell by onc-third. The school medical service re- 
ported that of the children examined in four age groups 
93.7% were of satisfactory nutrition, compared with 93.4% 
in: the last pre-war year. ‘Venereal disease clinics had 
fewer cases, but here, of course, it must, be remembered 
"thata large proportion ‘of the population of the ages “al 
which venereal disease is most likely. to be acquired were 
no- longer civilians. That illustrates one of the possible 
fallacies which underlie these cheerful statistics. The popu- 
‘lation of London has altered so much as a result of war 
conditions that there is no certain base-line from which 
to calculate percentage-fates and make comparisons with 
normal years. Successive evacuations have taken plac, 
but very many evacuees have returned. In the year under 
review the number of elementary school children in London 
in January was: 85,000 and in December 150,000. The 
business and residential life of London has also been in 
part uprooted and again to some extent replanted. Never- 
theless, after making all discounts, the resilience of London 
in‘ health and spirit, despite aerial bombardment in the 
* 1 London County Counci Internm Report of the County Medical Officer 


oe Health and School Medical Officer for the Year 19%41. estminster 
Jer. and Staples, Ltd (6d.: post free 7d.) 
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earlier months of 1941, transport difficulties all the time, 
black-out, restrictions on amenities, shortage of certain 
pepular articles of food, and the strain and anxiety of 
war as well as its petty exasperations, is not merely a 
thing to wonder at but a subject worthy of the serious 
consideration of students of social science. The streak 
of heroism appears again and again in Dr. Allen Daley’s 
routine. record of health services. During the’ year 26 
members of the staff of the health department lost their 
lives at the post of duty, and 95 were injured by enemy 
action. A woman medical officer and a man ambulance 
driver gained the George Medal, and awards and com- 
mendations for gallantry were made to 9 other members 
of the staff, 7 of them women. Special mention is made 
of the Council’s midwives, who never ‘left a call un- 
answered, and cheerfully carried opt their duties in exact- 
ing circumstances, often delivering their patients while 
bombs were falling. The ambulance service manifested 
its usual initiative; pluck, and efficiency. As for the hos- 
pitals, if a hospital was partly or wholly put out of action 
patients and staff were promptly transferred elsewhere. 


The work of the health services was never disorganized. 


RESUSCITATION FROM ASPHYXIA 


In experiments on dogs G. L. Birnbaum and S. A. 
Thompson! of New York, have pointed out that in 
advanced asphyxia—produced by inhalation of pure helium 
or nitrogen, or by tracheal obstruction—temporary re- 
suscitation can be effected, after respiration has ceased 
and the circulation is rapidly failing, by rhythmic infla- 
tion of and suction on the lung with the inert gas (nitrogen 
or helium) ; this is termed asphyxial resuscitation, and ‘as 
a result the animal may be kept alive for 1 to 3 minutes 
longér. without oxygen or air. For this mechanical resusci- 
- tation they employed the Emerson resuscitator, which in- 
flates the lungs to 14 mm: of mercury pressure and aspirates 
to =9 mm. The apparatus ‘was usually regulated to 
make 16 to 20 complete excursions or respiratory strokes 
per minute and was connected with, the face-mask or 
intratracheal tube. Birnbaum and. Thompson find that 
the mechanism of this asphyxial' resuscitation is primarily 
a reflex phenomenon which is initiated most efficiently by 
suck-and-blow resuscitation within safe limits of pressure. 
This temporary resuscitation with inert gas can: be accom- 
plished by suck and blow with the Emerson apparatus, 
arranged as “described above, in 85% of instances, if the 
resuscitation is started within periods of 45 seconds to 2+ 
minutes after cessation of respiration. On the other hand, 
similar resuscitation with the inert gas can be accomplished 
in only 15% to 20%, of instances by one of the following 
methods : manual artificial respiration with nitrogen inhala- 
tion, rhythmic pressure with ‘nitrogen at +12 to 14 mm. 
Hg, or rhythmic suction on the lung at 8 to 12 mm. Hg 
alternating with nitrogen inhalation. The main point is that 
for the best results both active suck and blow are necessary. 


Suction must be active, because with mere passive expira- . 


tion action currents are not set up in the nerves involved, 
‘. whereas with active suction they are. Thus with rhythmic 
inflation and suction a powerful reflex mechanism ‘allows 
temporary resuscitation to take place in the experimental 
animals with the use of only inert gas—that is, without 
oxygen. The circulation recovers regularly before spon- 
taneous respiration begins. The addition of 10% CO. 
to the inert gas inhibits this resuscitation, as do bilateral 
vagus section before asphyxia is started and, to a less 
extent, denervation of the carotid sinus. The reflexes con- 
cerned apparently arise not only in the vagal endings in 


-the, lungs and cardio-aortic region but also in the carotid 
sinus area, and travel by the corresponding afferent nerves 
to the medullary centres—vasomotor, cardiac, and respira- 
tory. Asa result of these animal experiments it is suggested 
that, clinically, in advanced asphyxia when the: respiration 
has*ceased, oxygen alone or oxygen plus carbon dioxide 
should be administered by the suck-and-blow type of 
resuscitation, within safe limits of pressure. ' 

; 


MAN AND HIS, ENVIRONMENT 


Mr. A. M. Carr-Saunders! has recently reminded us that 
we find it more attractive to think of mastering our sur- 


roundings than of mastering ourselves. The pioneer efforts. 


of Galton in the latter ditection were weakened : by his 
conventional class-consciousness and lack of appreciation 
of social problems ; still truer was this of some of his 
disciples. Consequently professional biologists stood rather 
aloof ; and indeed, until the rediscovery of Mendel’s work 
laid bare the mechanism .of inheritance, eugenics could 
hardly claim to be a! science. The obstacles in the way 
of making a genetic analysis of man are immense, but it 
will be seen that thejresults obtained so far do not clash 
seriously with Galton’s intuitive conclusions, We must 
‘remember that-inheritance merely means that offspring get 
their genes from their parents, while environment includes 
for man not only physical factors, as for all animals, but 
also the provision of opportunities for learning. The 
object of social organization is not standardization but 
the creation of conditions under which genetically unique 
individuals (which we all are), can best fulfil the promise 
that is in them. Unfortunately there is reason to suspect 
that the genetic material in any civilized society deteriorates 
slowly. but almost certainly, for harmful mutations are pre- 
served which would perish under cruder conditions. True, 


` they are compensated for, but that is not cure, and their 


persistence must be injurious to the common stock. There 
are always some people of subnormal mind and physique 
who cannot hold their own in the circle in which they 
were brought up and who, therefore, tend to sink. The 
damage is enhanced’ by the inverse relation between social 
class and fertility, even though this is now on the wane 
except in the lowest group of all. In ‘the other strata the 
average of, intelligence does not vary greatly. But the 
danger of, unfavourable mutations occurring and being 
encouraged to persist is insidious, for there is a not incon- 
siderable element in the population which by reason of 
inferior hereditary endowment cannot take advantage ‘of. 


a good environment. Carr-Saunders, in his interesting 


review of the biological basis of human nature, brings 
to his support J. B: S. Haldane. 
Saletan at 
Mr. H. S. Souttar, Chairman of Council of the British 
Medical Association and chairman of the Central Medical 
War Committee, hds, been made chairman of a missién to 
report on the medical services for the armed Forces in 


India. Prof. R. M. F. Picken has been appointed acting ` 
' Chairman of Council during Mr. Souttar’s absence.. 


‘A Royal Medal ‘of the Royal Society has been awarded 


to Dr. W. W. C. Topley, F.R.S., for his outstanding work’ 


on experimental epidemiology and immunology, and the 
Buchanan Medal to Sir Wilson Jameson for his distin- 
guished, administrative service to hygienic science and 
practice. pt ee 

The next session of the General Medical Council will 


open on Tuesday, Nov. 24, at 10 a.m., when the President, 
Mr. H. L. Eason, will take the chair and deliver an address. 








1 J. Amer, med. Ass., 1942, 118, 1364 ; Proc. Soc. exp. Biol., 1941, 48, 203; 
Surg. Gynec. Obstet., 1942, T5, 79. 
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The paper printed below is based ‘on a lecture which was 
one of a series recently poen at the British Postgraduate 





Medical School, Hammersmith . | . 
FOOD -POISONING `...’ 
or Të ‘BY - t i ` 


|" Sir WILLIAM SAVAGE, M.D., B.Sc. 
‘(Concluded from p. 585) > 
Epidemiólogical Features of Food Poisoning 


The epidemiological features of food poisoning merit some - 


attention. I have already mentioned the physical ondition 
of ‘the food. Seasonal prevalence is much higher in the 
summer, particularly so for Salmonella outbreaks and those 
of other living bacilli. The ‘infectivity rate varies consider- 
_ ably, and, except in botulism, not all the people who have. 
taken the food become poisoned. In an outbreak from’a_ 
toxic staphylococcus less than ‘half the people who have 
eaten a particular food may be attacked-; with living 
Salmonella poisoning the proportion is usually ‘much 
higher, but all consimers are not invariably affected. 
There iş practically no case-to-case infectivity unless people 
are really dirty in- their habits. The case mortality with 
living Salmonella is,from 1 to 2%; with the toxin out- 
breaks ‘it is practically nil; in botulism, however, it is 60 
to 70%. 5 t pa . 4 F i ‘ 
_ The nature of the food vehicle is important. In botulism it 
is something which has béén maintained under anaerobic condi- 
tions and often kept under wrong conditions. Botulism can. 
arise from home-canned foods because the heating ‘has-been 
inexact, but in modern practice it very ‘rarely ‘occurs with the 
commercially canned article. With, Salmonella, the moré food 
.is, manipulated the more it is apt to be a danger. Slightly 
manipulated food like ham does not cauge so many cases, but 


when we come to much-manipulated foods like brawn, meat ` 


pies, or ice-cream,’ the liability is increased. Tables I have 
published ‘show very clearly the association of food, poisoning 
with hùman food handling. a TON es 
In Salmonella poisoning’ the ‘three cardinal symptoms— 
diarrhoea, vomiting, and abdominal pain—are almost invariably 
present. Others are rise of temperature, nausea, and cramps, 
but these vary.’ The clinical distinction between the different 
types is important. Botulism can be distinguished by its 
characteristic symptoms. The ,toxin type may be due to 
staphylococci or it, may be due to toxins of othey organisms. 
If itis the toxin type you can usually distinguish it at once. 
Most important is the ,very short incubation period, while 
. usually the onset is acute. The symptoms may be severe, but 
‘ they.last only a short time and recovery is rapid. This-follows 
from the fact that'the sufferer is taking into the body with 
this food. all the poison at once ; none is manufactured in the 
' body. Therefore it acts quickly and its onset is abrupt. 
Directly it has sufficiently irritated the stornach and intestine it 


begins to act. It does not, last very: long, and when the toxin . 


‘ig eliminated the patient gets better.. On the other hand, with 
‘living Salmonella bacilli the position is different, since the bacilli 
multiply inside the’ body. The incubation period will be con- 
siderably longer than for the toxin type, the length in part 
depending upon the amount of preformed toxins introduced. 
The bacilli have to establish themselves in the duodenum or 
jejunum and to grow there and manufacture their toxins: 
There is a gradual dosing with toxins; and the malady lasts a 
good deal longer. If these’ considerations are kept in mind 
‘confusion between the different types is unlikely. 
l Investigating Cause of an Outbreak 3 
. „Given án outbreak, what are the lines of action? Ì cannot 
go fully intd the public health side, but. we have to endeavour 
to find out certain things! No investigation'is complete unless 
four things are ascertained. The first is the vehicle of spread ; 
the, second is the causal agent, such as toxin or Salmonella. 
' But that docs not end the matter. So many of the reports I 
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read include those: two points and then those who write them 
appear to think they have finished their job. There are two 
more things to know. One is the reservoir from which 'the 
organism passed ‘to the vehicle ; the other'is the path byewhich 
the. organism. was conveyed to the vehicle from the réservoir. 
For example, with an outbreak of ice-cream poisoning due to 
B. enteritidis, the vehicle and organism are known. But we 
still have to.ask how the Salmonella got into the ice-cream and 
from where.. This may be from various sources, and when 
elicited we know the’ reservoir. As to the path, we may find 
that the ice-cream was put to cool in a chamber where there 
was evidence of rats; but that ‘is rare. I have investigated 
hundreds of outbreaks, and in.a great many I have not been 
able to prove every one of these four things, but in each 
instance I have sought for all of them. ' ' 

, The ascertainment of the vehicle is sometimes easy, some- 
times difficult. It is necessary to inquire what was eaten by 
all the persons concerned. In a recent ice-cream outbreak of 
mine associated with the*Sonne dysentery bacillus it was easy. 
There were two ice-cream vendors at a little ‘country fair; one 
sold ‘his wares inside and the other outside, and all the people 
who had the illness had bought their ice-cream from the man 


inside, while none of those who had bought it from the man 


outside were ill. Then I found, that this inside man had a 
regular itinerary and that wherever he stopped to sell his ice- 
cream there were sporadic cases of ice-cream poisoning. 

In making an investigation leading questions must be avoided. 
Do not jump to a conclusion and say, “ Did you eat that?” All 


` the people must be asked in turn what they, ate, and this inquiry 


may point to one patticular item. It is quite useful to have 
a typed list of all the foods available at the peccant meal and 
ask every. person who took part (whether sufferer or not) 
to tick each article eaten.: I have had occasions when 
cases have occurred after banquets or parties, and it was dis- 
covered that the remnants of the food went to somebody else. 
If there is illness among those to whom particular foods were 
afterwards distributed that may clinch the matter. These 


ancillary inquiries are often exceedingly valuable in defining 


the vehicle at fault. 


As' regards the reservoir, that is a public health question. 
A large number of animals suffer from Salmonella diseases. 
These include’ most animals and many birds, but sheep very 
rarely. Rats and mice commonly suffer from these diseases. 
while ducks are susceptible. There have been a number of 
outbreaks in which ducks’ eggs were concerned. When a 
custard seems to be the source of the trouble it is well to find 
out whether it was made from ducks’. eggs. One has nearly 
always to look for an animal reservoir. In rats waves of 


Salmonella infections , may occur and the bacilli may persist 


for long periods in the survivors. I have examined numbers 
of rats in slaughterhouses and have found a certain proportion 
Po 

In a large proportion of outbreaks the investigator seeking 
the reservoir concentrates upon looking for a human carrier— 
a vain quest, for in general we do not get food poisoning from 
human carriers. The Salmonella organisms are gastro-intes- 
tinal irritants; they do not invade the body at all. An 
examination of the. blood in cases always fails to show Sal- 
monella bacilli. In other words, the Salmonella organism in 
food-poisoning outbreaks acts as a local organism. It stays 
in the gastro-intestinal tract (unless the patient dies) until it 
is washed out—quite different from paratyphosus B, which 
does not: tause food poisoning but which does invade the 
blood stream. ' The ordinary food-poisoning types are local 


‘and it is a waste of time to look for a chronic human carrier. 


The human carrier is only seen as a hangover from an out- 
break a few weeks earlier, before the bacilli have had time 
to be'eliminatéd. . ; - ° 

When confronted with an outbreak how should one deal 
withvit? | ‘The’ first thing is to try to ascertain how many were 


ill, the magnitude of the outbreak, and the kind of symptoms. 


from which the victims were suffering. This should be done 
roughly and not in full detail at the onset. The next point is 


"to discover whether the outbreak is associated with a living 


bacillus, is'a toxin outbreak, or is a botulinus outbreak. The 
symptoms and the incubation period will probably tell you 
right away what you are likely to be up against. “e 
? F N, , \ 
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The next step is to ascertain the vehicle by inquiry and, if it, 
is still operating, to stop its use. Sometimes it is most difficult 
to discover the vehicle, but do not leave it all to the bacterio- 
lagisteto, find it, for this is really an epidemiologicdl job. It 
is unfair to collect samples of all the foods eaten and expect 
the bacteriologist to find the infected food. /That may be 
necessary,’ but, done indiscriminately, is a waste of time. 
‘Having ascertained what is the-vehicté, try to collect some of 
it for examination. Here some ingenuity must be employed. 
What are wanted are scraps left over from the food eafen. -1 
have been able to isolate Salmonella from a tin thrown in 
the dustbin with a little food at the bottom of it. Do not be 
satisfied with a statement that the food has all been eaten. 
That is often not the case, and with persistence scraps of it 
may be found. 3 ‘ i 

It is then important to go at once to the place where the 
food was made. In many outbreaks the investigator takes a 
lot of time collecting particulars of the cases and on the follow- 
ing day goes down to the shop where the meat pies or whatever 
is implicated were sold and reports everything beautifully clean. 
The shopkeeper ıs not a fool, and having heard of the matter- 
everything is cleaned up., When you have knowledge of an 
outbreak go to the place of preparation (if there is one) ar 
once, and then -you are likely to find everyday conditions, in- 
eluding possibly a lack of cleanliness, remains of rats and mice, 
about,’and the like. A detailed inquiry elicits all sorts oe 

. things, while investigation should be made as to the habits o 
the staff regarding cleanliness. You may want to collect from 
the shop some of the food for the bacteriologist. Particular - 
attention: should be given to the way the food is cooled. A 
aumber of outtreaks have been caused by preparations like 
brawn, which are infected after being put out to cool. The 


slow cooling, perhaps for over, twelve hours, enables specific + 


infection to be enormously multiplied.” I have known cases, 
in which brawn was cooled by being put out on cellar steps. 
An examination should be made for all voided material sug- 
- gesting rat and mouse infection. 

The materials to send to the bacteriologist at once are the 
suspected foods, specimens of the vomit or faeces, and, in the 
case of déath, post-mortem material., When there is death it 


is generally pretty easy to prove the nature of the infection.’ 


ín many toxin outbreaks the bacteriologist finds nothing.. If 
~ the outbreak is due to a staphylococcus which produces toxin. 
staphylococci will be found in the food, and one may expect to 
get the toxin’; but in cases due to Salmonella toxins, with no 
bacilli present, nothing definite will be found. The diagnosis has 
to be made on the clinical symptoms and other facts: It is of no 
use sampling the blood in the acute cases for living bacilli. 
After a week from the onset blood for agglutination tests is 
most valuable. ` 
With regard to prevention one has to find the cause apd 
stop the’ vehicle. While case-to;case infectivity is low, nobody 
who is recovering: should handle food until the stools are free 
from bacilli. In some recorded outbreaks the bacilli have 
persisted in the stools for a number of weeks. i 


ka 





CHRONIC SOURCES OF VENEREAL INFECTION 
POWER TO ENFORCE TREATMENT: ` ` 
The following notes on Defence Regulation 33B have been 
supplied for publication by the Ministry of Health :. 


A new Defence Regulation 33B has been made which extends 
the, powers available under the present law for the treatment 
of. venereal diseases and enables compulsion to be applied in 
certain carefully defined circumstances. 

Hitherto the arrangements for the treatment of these diseases 
in this country have been based exclusively on voluntary 
attendance for treatment, in contrast with the compulsory basis 
adopted in most other countries. The voluntary system has 


met with a large measure of ‘success, and before the. war ¿the | 


rate of incidence was low and compared favourably with the 
tecord of other<countries... The new Regulation leaves the 
voluntary basis unchanged, but provides for compulsion, where 
necessary, to bring under treatment the group of persons—small 


in numbers, but responsible for a comparatively large amount” 


of harm—who are impervious to methods of education and 
persuasion and who refuse to attend voluntarily for treatment 
although known to be infected and to be spreading infection.‘ 


ed 


i ` 


- as strictly confidential. : 


In outline the Regulation provides that persons named by - 
two separate patients under treatment as the suspected source 
of their infection can be required, by notice served on them 
by tho medical officer of health of the county or county 
borough in which they live, to attend for examination and if 
Necessary treatment by a“ special practitioner,” and to continue 
“treatment in accordance with his directions until they are certi- 
fied ‘as free from venereal disease in a,communicable form. A 
special practitioner is defined as a registered medical practi- 
tioner employed as, or qualified to act as, a venereal diseases 
officer of a’treatment.centre ; or a specialist in venereal diseases 
in His Majesty's Forces pr the Dominions Forces ; or any other 
practitioner designated ‘for “the purpose by the Minister of 
Health. g { ; 

The Regulation imposes òn “ special practitioners,” on receiv- 
ing information from a patient under treatment for venereal 
disease as to the’ person from whom the patient suspects that 
the disease was contracted (“the contact ”), the duty of sending 
particulars in a prescribed form to the medical officer of heal 
of the county or county borough in which the contact is 
beliéved to live. These! particulars-must be sent in each case 
unless, having regard tothe information before him, the practi- 
„tioner is of opinion that there is no reasonable cause to believe 
that the disease was lin fact contracted from the person 

--suspected. All information obtained is of course to be -treated 





A special practitioner is also required to supply free of charge 


„ANY, necessary certificates, and to serve on the contact (if found 


‘on examination to be suffering from venereal disease) a notice 
requiring attendance for. treatment in accordance with his direc- 
tions. The Minister has given certain general directions to 
special practitioners, as well as prescribing certain forms, and 
has compiled notes for their guidance’ ' Copies of all these ma 
be obtained from the Secretary, Ministry of Health, Whiteha ; 
London, S.W.1, or from the medical officer of health of- any 
county or county borough. ` 

A special practitionér! in 
tion to undertake the f 
patient of a contact on: 
medical officer of heal 
as a private patient he 


private practice is under no obliga- 
xamination or treatment as a private 
whom a notice has been served by a 
th; but if he does accept the contact 
must discharge the duties laid down in 
the Regulation. Any prattitioner not otherwise qualified as a 
special practitioner. who wishes to be designated as a special 
practitioner for the purposes of the Regulation should apply 
‘in the first instance to the medical officer of health of the 
<county or Ee in which he practises, giving particu- 


lars of hi i e treatment ‘of venereal’ diseases. 
hinge / 
Correspondence. 


18 experience 





— 





` 


| Child Health 


Sin,—Capt. Eric Townsend’s letter (Nov. 7, p. 558) is excellent, 
for it goes to the very root of the matter. Child welfare clinics 
will never be any better until they are managéd by those 

_who have Had a thorough training in diseases of infancy and 
childhood, including infant feeding and “Management, Those 
attached toa public health department are seldom, if ever, 
possessed of such knowledge. It has recently been decreed by ° 
the G.M.C. that this subject shall be taught clinically without , 
the very necessary background of a systematic course of lectures. 
This, in my opinion, is a grave mistake. I have been teaching 
this subject for many years, and my experience is that young 
practitioners who have only attended a clinic know very little 
about infants and children or their diseases: It is essential that 
students should be compelled to attend a systematic course of 
lectures on this important subject. Unfortunately, the powers 
that be seem to have disregarded this either owing to ignorance 
or error on theit per am, etc., : 


Edinburgh. JAMES BURNET. 


n 


Service Cases of Venereal Disease on Demobilization 


Sir,—Post-war reconstruction is being widely discussed at 
present, and it therefore seems opportune that plans should 
be- considered for the! problem of dealing with Servite cases 
of venereal disease on’ demobilization. . We must- avoid a 
repetition of the situation at the end of the last war, when 
many incompletely treated cases of V.D. returned to civil life 
and too- often sought no further treatment. Much of the 
tertiary syphilis encountered in the past decade appears to 
have resulted from early ' disease inadequately treated at. 
that time. Further, ithe Services are constantly discovering 
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unsuspected cases of congenital syphilis in men in their twenties, 
and many of these can be attributed to the same . premature 
cessation of. treatment in their fathers.” . 

Even if on demobilization incompletely treated Service 
patients are given adeqiate details of the treatment they have 
received and are advised to continue ‘their course at a civilian 
clinic, it-is probable that. only a ‘small ercentage will aetually 

thal weqnire an “ Army 
of Occupation”. when an armistice comes, and with modern 
‘treatment -it. would. not be incompatible with the efficiency of 
, such an Army if V.D: cases’ were retained in the Services until 
` the full standard treatment had been completed ‘to the: satis- 


N (action of the authorities,’ We might thus prevent a considerably 


„increased incidence of tertiary nd congenital syphilis in the 
next-generation and avdid an epidemic of early syphilis in the 
immediate post-war period. The problem might well be dis- 
cussed ‘now so that suitable awangements can be prepared in 
advance.—We- are, etc., 
i DAvD ERSKINE. | 
» Guy's Homma, SE. ; , _ V. E. LLoYD. 


` Control of Venereal Diseases 


. S§m,—As a clinical (V.D.) medical officer may I be extended 
the courtesy of your*Journal to express my thanks to-Col. 
L. W. Harrison and Dr. P. W. Hamond for their well-timed , 
tetters (Oct. 31, ‘p. 528) in regard to the correct use'of sulpta-' 
pyridine in the treatment. of ‘gonorrhoea. I need hardly say 
that I endorse their remarks to the full. The common practice 
of administering sulphapyridine in cases of definite or suspected . 
urethritis without taking preliminary steps to establish a 
diagnosis is clinically unsound and may result in tragic sequelae. 
The ritual of. prescribing such a drug in total. disregard of 
methods which have proved universally effective in the vast 
majority of-cases is far more serious a matter, and may have 
far-reaching and untold deleterious -results. It is quite trying 

' enough to have to deal with one’s own cases’ of drug-resistance, 
‘but’ when they arrive “ready made” ? on thes doorstep it is 
sufficient to test the patience of a Job! 

May I add an appeal, in regard to another clinical procedure 
which is eqùally frequent in my experience and causes no 
end of trouble—namely, that of applying any form of anti- 
~ septic to genital lesions which may or may not be manifesta- 
tions of early syphilis until such time as that diagnosis has 
been definitely ruled out. Much yaluable time in arriving at 
a diagnosis, and instituting ‘treatment if necessary, will be saved 


if this simple regime of “masterly inactivity” is observed. 


+ Venereal diseases clinics are provided_to deal with all suspects 


` and/or sufferers from such diseases, and I would earnestly 


ask all practitioners to-rpfer their cases direct without recourse’ 

co previous efforts. relative to diagnosis or treatment. By 

adopting such a line of action I-am confident that the health 

of the whole community, individually and: collectively, would 

‘derive inestimable ‘bene am,’ etc., 
Durham. 


W. GILLIES ANNAN. 


Suiphonamides for ontio . 


Sm,—A few years ago Col. L. W. Harrison stated in the 
B.M.J. that “it is better to wait until the attack [of gonorrhoea] 
' fas Jasted'3 weeks before starting. treatment with any of the. 
‘remedies [i.e., sulphonamides].” - Now he says that ‘ “sulphathia- 
zole eradicates the.disease in.2 days in 90%' of cases.” ’ This too 

` optimistic statement cannot be allowed to go unchallenged. 
If the patient presents himself within 4 days after coitus— 
just as the inflammation is beginning to show itself in the 


mouth of the urethra—sulphathiazole would work. the above. 


wonder. But the same result has “been obtained’ in the past 
by injecting 20% argyrol 3 times a day and sealing- the ‘urethra 
_up by. pressure for.15 minutes. The patient now, as before, : 
asks for. treatment when the discharge is fully established and 
thick pus is pouring out of the urethra. To expect sulphathiazole 
- to’ cure this case in 4 days i is tò expecta miracle, „and it never , 


'For ' successful eatinent. all, patients PE soldiers) 
should be put on the sick list for 2 weeks and ordered, to 
irrigaté with a bulbous-end glass syringe 3 times a day, using 
permanganate solution 1 in 4,000. I-have found the big douche- 
can quite unnecessary and even harmful in acute cases. Sod. 
sulphathiazole 1 gramme-every 4 hours (during day and night) 


5 


_of the picture. 


should be given to the robust ‘and every 6 hours to the others 
for 4 days. . 

‘The disappearance of gonococci from the urethral smear 
or from a centrifugalized specimen” of .urine after frostatic 
Massage is not a proof that gonorrhoea has been eradicated. 


So long as pus.cells and threads are present the case should 
“be treated.’as infections. 


ere has heen a ‘great increase 
recently in the. number of young women “suffering from vaginitis 
of non-specific origin. Is it not possible that men who have 
got rid of their gonococci by taking sulphathiazole for 4 days 
have introduced other organisms ‘into healthy vaginae and 
caused the above-condition? To cure a woman of vaginitis 
is not a matter of days but weeks and'months. No woman 
is' ever cured by dduching. at home, inserting pessaries, and 


. taking sulphathiazole or sulphapyridine by the mouth.— 


I am, etc., 
Withington, Manchester. M. R. Soni. 


Vitamin C snd Resistance to Infection 


Sm,—In reference to your annotation (Oct. 31, p. 518), 
I think that it is important to emphasize the other side 
.The` boys in this institution were crowded 
together into-badly ventilated dormitories and exposed to a 
virulent haemolytic streptococcal infection. Yet many of them 
achieved a. high degree of immunity without éver falling ill, 
smoothly and. silently, in spite of an intake of only 10 to 15 mg. - 
of vitamin C daily (Thomson and Glazebrook, J. Hyg., Camb., 
1941, 41, 570). 

There i is, of course, a wide variation in the susceptibility to 
hypovitaminosis C ‘among individuals, and conclusions drawn’ 
from experiments on individuals are not of much value. This 
variation in susceptibility extends to tissues too, so that scurvy 
may first show itself as a gingivitis or an anaemia ; while both 
conditions. are. only absent in frank scurvy, in my 
experience. One reason for these varying clinical - pictures, 
besides local tissue susceptibility, is that additional factors are 
usually required to -precipitate illness in latent scurvy. The 
factor inay, be, for instance, a suboptimal intake of iron or 
of the anti-pernicious anaemia factor insufficient ‘in itself to 
cause an anaemia. In the presence of vitamin C deficiency 


_ the interplay of factors produces a hypochromic or hyper- 


chromic picture, curable in either case by vitamin C. Thus, 
scorbutic gingivitis may be regarded not so much as a mani- 
festation of scurvy but as a gum reaction to toxins or local 
infection in the presence of vitamin C deficiency. The gums 
will heal when’ treatment is directed to whichever of these 


factors is predominant. As an example, 300 cases of gingivitis 


in adults whose intake of vitamin C was low were examined. 
All showed evidence of varying degrees of vitamin C deficiency , 
27 refused to heal until local treatment was stopped and 
vitamjn C given. -The remainder healed quite well with local 
treatment only. It is probable that vitamin C would have 


‘accelerated healing in these cases, but the pfanning of the 


experiment ‘did ‘not allow of this. \ 

> Jt seems that vitamin C plays a relatively minor though 
essential part in resistance’ to generalized infections, just us 
it plays a minor though essential, part in haematopoiesis or 
in the maintenance of healthy gum ‘tissue. Many boys aged 
‘16 can lead healthy -lives on an intake, not exceeding 15 ‘mg. 
* daily. Their existence is a precarious one, however, for once 
a serious breach is made in their defences the tissue reactions 
are ¿inadequate and their attempts at repair clumsy and 
laborious.—I am, .étc., ` J 

Royal Infirmary, Edinburgh. " A. J. GLAZEBROOK. 
x *," We apologize to Dr. Glazebrook for misspelling his name 
in our recent annotation.—Eb., B.M.J. 


Prevention of Small-pox 
7 Sm,—Dr. C. Killick Millard criticizes the ma% revaccination 


method of: combating the recent small-pox-epidemic in Glasgow. 
It would be interesting to know, as he says, the total amount 


. of. time Iést through revaccination and compare that, not with 


the’ time~ost through immunization against diphtheria, but 
` with the total amount of time lost through small-pox, including. 
of course, an estimate of the time lost ‘through deaths. 

He states that such a drive as has been practised in Glasgow 
inevitably «gives rise to ‘ ‘scare.” I have no inside knowledge 
about the late epidemic, but I know something about’ the 
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-previous one when about 400,000 people weré Tevaccinated. 

e“ drive ” was nearly a week behind the “scare” or, more 
correctly, “ panic.” After the epidemic had been smouldering 
for’ so e: tiine a rumour. got about that there had been 50 
new cases of ‘small-pox over the week-end in my district. I 
believe that was the number fdr the whole of Glasgow. When, 
I went to my consulting room on the Monday evening I found 
a crowd at the door and my waiting and consulting rooms 
packed. When I asked what was wrong, the answer was, “We 
want to be vaccinated.” No one offered to pay. They. all 
expected that the town would pay. When we_rang up the 
M.O.H. he said he would let us know, but it was several days 
before he told us that we should be ’paid. In the meantime 
we had to note the names and addresses of those we vaccinated 
and the results. Thus every general practitioner became a: 
public vaccinator in fact if not in name and freed the M.O.H. 
and’ his staff to attend to what Dr. Millard calls “really 
important matters.” Personally, I think revaccination was the 
most important matter at this time. 

The year after that epidemic there was another one with 
500 cases. I was informed by the superintendent of ‘the small- 
pox hospital that not one of these cases' had been revaccinated. 
So that the 400,000 who were revaccinated had 100% immunity. 
Dr. Millafd is not logical in stating that he has a profound 
belief in the Utility of selected individual vaccination and yet 
objects to mass revaccination during an epidemic. To dépend 
on following up contacts alone without. revaccination seems 
like trying to empty a bucket with a sieve. For one contact 
that is known there are probably dozens that are not known. 

‘Here are some examples. 

Coming home late óne Saturday night I found three pople 
waiting for me in the hall. The first, a man, said he had a 
rash on his arms.. He had'small-pox. The other two I re- 
vaccinated at once. That man had been to a football match 
and had travelled in severål trams. How many contacts had 
he made during that day? A. baby, 17 days old, I found 
suffering from small-pox. On inquiry. I discovered that the 
grandmother, who had visited it every day, was not very well. 
I went and saw her and found she had just recovered from 
small-pox, -but had been about all the time, going into 
shops, etc. I had heard of a woman who was going about 
with a shawl over her head and most of her face, and this 
was the woman. I wonder how many people got small- -pox 
from her.—I am, etc., 


Birmingham ROBERT ANDERSON, M. D. 


ad 


, ‘The Dysentery Carrier 

Sm,—In England and Wales the annual. notifications of 
dysentery have shown a marked upward tendency during the 
last seven years, and the figure for 1941 was considerably 
higher ‘than in any year since. the disease was made ‘notifiable. 
The increase ®m recent years was apparent well before the war, 
and cannot, therefore, be ascribed to wartime conditions. {t is 
probable that the increase is due in part to the fact that we 
are becoming more bacteriologically minded, but event 50, a 
considerable number of dysentery cases are still not fully 
investigated and do not appear in the notification records. 

Modern sanitation, pure water, and safe milk have largely 
abolished the menace of intestinal infectious diseases. How 
is it, then, that dysentery seems to be increasing?’ There 
can be only one answer. We know that the disease is, kept 
alive by ‘the presence oficarriers and “missed” cases; and 
we know that if carriers observe scrupulous care, particularly 


in the hygiene of the toilet, they cease to be dangerous to ; 


others. Each case of dysentéry probably means that somebody 
has been careless in personal hygiene, and an outbreak usually 
means that the person at fault is :a food handler. The 
prevalence of dysentery may be taken as an index of the 
standard of personal hygiene in the community. 

Two things are necessary—the provision of washing facilities 
and education of--the,.public in the importance of their use. 
Legislation has now ensured the provision of washing facilities 
and soap and towels for-food handlers, but only education- 
can ensure their regular use. There is room for- improvement 
in the standards of hygiene in the home, at the place of work, 
and in public places. ~ Too often: it is found. that the con- 
scientioes citizen is penalized by having to pay the extra cost 
of a “wash and brush up.’ 


_ London, S.W.1. 





school classes.‘ Good’ habits should be inculcated until they 
become second nature to the children. The public should not 
be permitted to retain the present universal belief that attacks 
of diarrhoea are the inevitable consequerice of wartime food 
and conditions. Such complacency leads to an ifcrease in 
the rfumber of undiagnosed convalescent: dysentery carriers. 
Publicity’ on intestinal infections and their relation to personal 
hygiene would not be easy, but it should be within‘ the means 


It is not enough od Bet to teach the subject of hygiene in 


‘of publicity experts to devise and propagate suitable’ material, 


even for this unattractive subject —I am; etc., 


IAN TAYLOR. 


, 


Epidemic Hepatitis 


Sir,—Earlier this year (April 11, p. 466) you published a 
short account by me of a series of cases of epidemic hepatitis 
that occurred in this district if September and October, 1941. 
The following report n' the subsequent | course of the ‘disease 


may be of interest. 


Onset of last case in the'1941 series, Oct. 22, 1941; onset of next 
case notified to M O.H. in Jan., 1942. This first case in the present 
year was followed by a second case in the same family in February, 
and on April 10 a third member of the family developed icterus' 





There were two other cases in March and ‘April, the dates of onset ` 


being March 17 (the child; was a playmate of the family in which 
there. were three cases) and April 18. These two children and the 
family of three all attended| the same school, and two of the families 
were, as stated, close friends. All five children developed icterus 
after an illness ‘with a coryzal onset. 

At the other end of the town three cases occurred as follows: 
(1) onset of icterus March 15; (2) first symptoms’ April 1, icterus 
Apml 8; (3) first symptoms April 10, icterus April ‘15. All these 
patients ‘lived near one another, attended the same school, and their 
illness began with abdominal symptoms. After this there was an 
interval of 44 months before the next case was notified; in this the 
coryzal onset was on Aug. 27 and icterus appeared on Aug. 31. 

o further case has been notified _up to the date of writing, Oct. 21. 


It is unwise to draw conclusions from a small series of cases, 
but it would appear that the incubation period may well be 
one month+e.g., the oy of three and their playmate 
developed icterus at intervals of-one month. The disease is 
not notifiable, so that there may, well have been other cases 


during the closing months of last year and during the summer - 


of this year, or the infection: may have been kept going in 
the district by subclinical cases, or the initial patient in ‘any 
series may have contracted the infection outside the district. 
There are still many points for elucidation in this affection, 
and the collection and correlation of reports from as many. 
sources as possible would be of. service—I am, etc., 


Mirfield, Yorks.” ' o C. GRANT NICOL.. 


Control of Malaria in Palestine ` oe 


Sir,—In the leading article on the control of malaria in 
Palestine (Oct. 31, p. 517) it is stated: “Perhaps the most 
noticeable feature in respect to species is that A. maculipennis, 
which assumed such importance in Macedonia in the last war, 
does not occur.” This ‘is very far from being the case. 
A. elutus, the dangerous malaria vectér in rural areas of 
Palestine, is one of the varieties, or‘ races, of A. maculipennis. 
It is indeed the very variety that is responsible for mast of 
the malaria in Macedonia. A. maculipennis var..elutus in 
Macedonia appears to have a more marked predilection for 
slightly saline breeding places than does its Palestinian prototype, 


but no other differences have, I think, been recorded.—I am, etc., | 


. Bicester. NORMAN, Warie. 


*,” As the passage referred toi in Dr. Norman White’s letter 
is evidently liable to give a to some misconception a word 
of ‘explanation is desirable. . elutus Edw. (more correctly 
A, sacharovi Favr), though cavieatly described as’ a species 
resembling but distinct from A. maculipennis, was for some 
time frequently treated by authorities as one of the five or 
six varieties of this species. It is now, however, generally 
considered and referred to as a species in its own right. That 
A. elutus was mentioned in the leading article among the three 
_Species playing an important part as carriers jn rural areas in 
“Palestine should have been an indication that it was so regarded 
both by the author of: the report and by the reviewer. 
A. maculipennis in any of its varieties (if we except elutus as 
not being a variety but! a distinct species) has never been 
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recorded from Palestine, an interesting fact in distribution which 
is repeated further east’ where in Iraq A. maculipennis is not 
encountered going north until at or beyond Mosul, although 
incidentally A. elutus has been recorded from, Basra some 
hundreds of miles to'the south—Ep,, BMJ. ‘ 


vo, Tetanus ` | 

Sm, —I was extremely interested in ‘the article on this subject 
by’ Dr. Leslie Cole, (Nov. 7, p. 550). I agree in general with 
his able article, but I should like to add a few points which I 
developed in treating a case a few‘years ago. ` i. 

The patient was a gardener aged 52 and he developed tetanus 
after pricking his finger while at work. I kept him under con- 
tinual avertin anaesthesia for 6 days, giving a full surgical dose 
per rectum every 12 hours during this period.‘ I kept his lungs 
dry with atropine and sustained ‘him with a rectal drip of 


saline and ‘glucose. I gave-no_antitoxin as I believe that if ` 


the spasms ‘can,’be controlled the body will produce its own 
antitoxin in due course. In my case the patient recovered in 
e 10 ‘days’ time and is alive and well to-day. I had ‘some 
difficulty- with breathing, but found that nasal doses of CO, 
from time to time restored respiratory rhythm. , . ‘ 
As this disease is common on the battlefield, more attention 
will have to be given to it.than in the past—I am, etc., . 
Weybridge. à - v . ` Joms H. Hannan, M.D. 
.. 'First-aid for Fractured Spine, . 
SR;—My thirty .years’ experience as an industrial surgeon 
has shown me that fracture of the spine is a far less ‘uncommon 
injury in the heavy industries than is usually appreciated. In 


the absence of repeated x-ray examinations cases are over-' 
looked until later disabilities arise. An essential link in the. 


chain of cure is a‘ specially trained industrial first-aid team. 


It is important that tle idea. should be removed from the ` 


first-aider’s mind that‘ paralysis is‘a sign of a fracture of the 
spine. His duty is to recognize the simple fracture, and by 


‘his handling of .the case .to avoid the complication of cord ` 


damage. : 


. , Having, to‘deal with large numbers of firstaiders and to face 


on-the operating table and in the hospital ward the failures ' 


of my teaching, I evolved a method of handling these cases 
that proved most! satisfactory and which the first-aiders learned 
without difficulty. I am strongly of the opinion that fractures 
of the thoracic and lumbar spine. must -be transported face 
downwards with a firm pad—e.g., rolled-up blanket—immedi: 
ately below the clavicle and‘ immediately above the knees. The 
method of turning the patient on ‘to his side, and the -stretcher, 
on to its edge to meet’ him, I-found not only unsatisfactory 
but dangerous. | A 7 i ; > _ 

L shall be pleased to-supply any of my colleagues who may 
be interested with details. of my. method of turning, lifting, and. 
carrying cases of fracture of the cervical and ofthe lumbo- 


‘thoracic spine. I fear it would occupy more space in the Journal ' 


than in wartime the Editor can spare.—I am, etc., 
; Tuomas E. A: STOWELL, F.R.CS., 
Chairman, “Advisory Medical Committee, 
Industrial Welfare Society. 
r i 


ae} ? 
14, Hobart Place, ' pegi 
+ Westminster, S.W.1. 


Shock Treatment in Psychiatry | D 
. S,—Your admirably balańced. assessment of the new 
, methods for the physical treatment of the psychoses (Oct. ‘3, 
Pp. 397) is welcome. It required to be more, widely known 
that much can be done for the early schizophrenic with insulin 
and for the depressive with convulsion treatment, and that’ 
convulsion is not-a promising treatment, for schizophrenia. 
Furthermore, ‘it has been made clear why, in the face of 
better knowledge, convulsion has been so extensively applied 
to schizophrenics to the neglect of insulin, and that the prospects 
offered by the latter-are favourable enough to make an acute 
“treatment centre a communally profitable enterprise. Lee 

For want of facilities most early schizophrenics—i.e., those 
sent to’ public mental hospitals—cannot be’ given insulin (there 
are a few exceptions), and only a few can. avail themselves 
of the facilities offered by some private and registered institu- 
tions. I fail-to see the logic of Dr. K. A. Grafs argument 
that ‘it ‘would, be difficult to get in touch with the early cases, 
«since most public mental hospitals run independent villas and 
clinics for this very purpose, only they simply have not the 
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staff and the time to undertake the far more exacting insulin 
treatment. bow 


- I trust your statement that “for the early schizophrenic Pra 





. this latter use [convulsion] instead of insulin is, except in the 


rarest cases; really disastrous” may not be misread as implying 
that. rather than give the early schizophrenic convulsion in 


` default of insulin, convulsion should be withheld from him , 
altogether.. No one, however much convinced of the merits 


of insulin, would wish to see that happen, and, until your 
scieme has been put into operation, we shall have to cut our 
‘coat. according to our cloth. I write as ‘one responsible for 
the introduction of insulin shock treatment into this country, 
and have always regretted the tendency to regard convulsion 
as a cure-all (Dec. 31, 1938, p. 1390). I have seen, however, 
what can be done with convulsion even in schizophrenics. 
provided it is combined with sustained psychotherapeutic 
encouragement as taught by Meduna. Pioneers see a great deal 
of their patients between treatments, but once the method has 
become popular patients are more and more left to themselves 
between treatments. The latter does not so much apply to 
insulin, where the physician willy-nilly: has to be with his 
patients 5 hours each day during several months, but it certainly 
applies to convulsion ; as far as this goes, the universal intro- 
duction of foolproof electrical apparatus is .to be regretted, 
and only recently FitzGerald and Saul (June 13, p. 736) said 
they saw it coming when the house-surgeon would be left 
“to press the button.”- Also, your’ observation, all too true, 


, that results obtained by haphazard playing around with insulin 


and convulsion cannot be compared with those obtained by 
system and planning applies even more, to convulsion, where 
judicious spacing of the fits may make a great deal of difference, 
and where results are more liable to be frittered away by 


want of persistence and perseverance. , 
I trust that these remarks will’ not be misunderstood: the 


“aim is to provide insulin for the early schizophrenic throughout 


the country, but until then 
of convulsion. —I am, etc., 
` Falmouth * 


we shall have to get the best, out 
H. PuLLAR-STRECKER. 
‘. Dressing for Thiersch Grafts 


`- Sm,—The late Sir Henry M. Gray, who gave so many good 
things to ‘the profession, used to leave his skin grafts bare 


‘whenever possible. This allows one to snip any blebs that 


form. The atmosphere under the cradle should be kept moist. 
One can generally tell if a take is probable before the patient 


` leaves the table. The old “ Worth’s patent buff strop ”—now, 


I fear, unobtàinable—gives. such a splendid edge to a razor 
that anyone with a little practice can çut large sheets of graft. 
These, when left alone by Gray’s method, give the best results 
I have seen ; but I can recall cases in which pressure by sponge 
rubber might have prevented a loss of the graff. It is often 
Aound that the basal cells have taken ‘in this type of case.— 
I am, etc., : : 

London, W.1. ` G. H. Cot. 


Aortic Regurgitation and Mitral Stenosis 
Sir,—In his paper (Oct. 24, p. 473) on some aspects of carditis 
Dr. T. F. Cotton states that out of 194 cases of valvular disease 
38 had aortic regurgitation and mitral stenosis. Surely some 


. of these, must have been cases of aortic Tegurgitation with 


Flint’s murmur and no mitral stenosis. In 1862 Austin Flint 
first pointed’ out that when a presystolic murmur was’ heard 
in aortic regurgitation, only a ‘small proportion of cases had 
mitral, stenosis. In 1901 Thayer, at the Johns Hopkins 
Hospital, found that “in 45 post-mortems of cases of aortic 
regurgitation with a presystolic murmur only. 12 had any mitral 
‘stenosis, and in these the pulse was noted as not large, and 
in.most of them there was a loud snapping first sound ot 
the apex.” . ' 

Mitral stenosis would be incompatible with lfe if there 
was much aortic regurgitation ; blood would never get through 
a stehosed mitral orifice against the pressure in the left 
ventricle; and, where the pulse is'large and collapsing, no 
mitral stenosis is found post mortem. The probable explana- 
tion is that the regurgitant stream from the aorta strikes against 
the anterior flap of the mitral valve and causes vibrations in 
it, which produce the presystolic murmur and thrill.—I am, etec., 

Hove. WALTER BROADBENT, M.D., F.R.C.P 


‘ 
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, Tonsillectomy : Guillotine or Dissection ? 


Sm,—Mr. T. B. Jobson, in his article on tonsillectomy by 


guillotine and dissection, seems anxious to revive a contro- 
versy which by now must surely Ve on its last legs. What 
a pity to delay the guillotine on‘its journey to the scrap-metal 
campaign. What good can come of its reintroduction now? 
Mr. Jobson has a lot to say against it, but the implication 


of his article is that he uses it extensively himself, and\woyld. ... 


probably’ have other people do ‘the same. He gives a list 
of reasons why satisfactory results are not obtained from its 
use, but the concluding note, together with his golfing analogy, 
implies that all its disadvantages can be successfilly overcome 
by the expert after some hundreds or thousands of practice 
shots. 

There is a most impressive silence in the article on the 
treatment, of ‘adenoids in the guillotine method. It is now 
universally recognized that complete removal of adenoids in 
children is in every way as important as the complete‘ removal 
of tonsils. Who, having watched the guillotine method of 
tonsillectomy, with its- hurried manipulations terminating in 
a rising tide of blood, ’could believe that the stage is now 
ideally set for the removal of the adenoids? The lightly 
anaesthetized patient is turned over, and against a tightening 
barrier of resistant palatine muscle the curette is forced into 
the nasopharynx and blindly swept over its postérior wall. 
The tonsils may have gone completely, but there is many 
a pad of adenoid tissue which escapes that cramped unseeing 
sweep and lives to infect on another day. 

At the Hospital ‘for Sick Children, Great Ormond Street, 
' where tonsil dissection has been employed exclusively since 

Mr. Waugh’s campaign in 1909, the registrars are carefully 

instructed to take as much time as necessary to perform a 
completely satisfactory operation when removing the adenoids. 
This involves a digital examination of the posterior naso- 
pharynx in the fully anaesthetized patient, followed by a careful 
curetting of the posterior wall with a sharp curette, first in 
the midline and then a sweep on -either side around the 
Eustachian cushions, and then another careful digital examina- 
tion. Complete haemostasis’ is secured before the anaesthetic 
is stopped. All this can only be done if the soft palate is 
fully relaxed—that is to say, if the patient‘is fully anaesthetized 
and without any pharyngeal reflexes. 

The adenoid tissue left-behind in the guillotine method may 
- be high up on the posterior nasopharyngeal wall or distributed 
on either side and overhanging the Eustachian openings. Often’ 
it hypertrophies, and, becoming infected, causes chronic 
sinusitis, post-nasal catarrh, Eustachian blockage, catarrhal 
deafness, and is the focus of infection of the neighbouring 
‘lymphatic tissue. Removal of such offending tissue was a 
frequent opesation at Great Ormond Street, where the patient 
reported after a successful tonsillectomy , elsewhere . but still 
suffered the old symptoms on account of retained infected 
adenoid tissue. Such cases can be seen again ahd again at 
E.N.T. hospitals. The guillotine operation as practised by the 


majority of its exponents does not give the necessary time, - 


the sight, or the necessary palatine relaxation for dealing with 
the adenoids as an important and separate problem. The 
adenoids become a concluding eae in a welter of -blood 
and confusion. 

No doubt in the hands of men like -Sluder results of tonsil 
guillotining rise to 99.6% success, ‘but what of the unfortunate 
cases dealt with by the professor in his early days? Mr. Jobson 
points out that the guillotine takes immense experience to 
handle really successfully and to produce results comparable 


with dissection. It would seem, therefore, that whereas great . 


numbers of patients’ must’ have: unsatisfactory operations at 
the hands of student“ ‘ guillotineers, ”.it ‘would-not be so in 
dissection, where the student has plenty of time to note and 
correct his errors and have, his professor’s criticism in time 
for it to be of use to the patient. 

Finally; it. is interesting to note that Sir StClair Thomson 
quotes tonsil dissection as being one of the oldest operations 
in the world, as Celsus (53 3.c.) wrote’ that “tonsils that are 
induratéd should be disengaged all round ‘by the finger and 
then pulled out.” Few, operative techniques can have such 
a worthy recommendation. It would be interesting to know 


whether there still exists a Celsus gag and tonsil-holding forceps 


a 


„and (3) above, 





‘listed among the instrumental Monuments to be found in any 
nose and throat. instruments,— , 


current catalogue of ear, 
I am, etc., 
St, Ives, Cornwall. 
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. E.C. ATKINSON. 
Working for a Salary 


Sm,—The relative value of work done by salaried officers 
and by non-salaried medical workers is being increasingly dis- 
cussed at the present time, generally with little regard to any 
factor other than the prejudices of individual writers. My own 
views may be properly: subject to the same criticism, but 1 
venture to point out two aspects of the matter which are 
commonly overlooked, and which were, I think, misrepresented 
by implication in Dr. Una Westell’s letter (Nov. 7, p. 561). 

Where a docton is not in receipt of a fixed salary there 1s 
a very strong inducement (even if it is entirely unconscious) 
to consider the financial| return of any course of professional 
action: the economic factor must essentially be “pronounced. 
The worker‘for a fixed salary, on the other hand, is entirely 


free’ from considerations of financial competition, but so far 
from lacking stimulus in bis work he has, that much more 


energy. liberated for the performance of his duties, and is 
stimulated by other forms of the competitive urge to vie with 
his colleagues in efficiency and to achieve minor fame as a 
successful exponent of his particular branch of medical work. 

The most complete answer to any claims that a fixed salary 
leads to an unprogressive spirit is surely afforded by the fact 
that almost all prominent! research workers are salaried officers 
of universities, yet they, | 
medical profession, contribute to real scientific progress.— 
I am, etc., ! 


Weston-super-Mare Cyri.-G. EASTWOOD, 


Medical Officer of Health 


Medical Officers of Health: A Recent Circular 

Sir,—I should be very interested to hear the view’ of your 
readers, especially those who, like myself, hold positions under 
local authorities and whose interests are, therefore, primarily 
affected, on the meanings ‘and implications of a circular letter 
which~ L in common with' ' my colleagues, have received from 
my chief. 

. The circular states that the council have, as a wartime 
fessure, ‘decided that the normal hours of work for the 
professional, administrative, and clerical 'staffs shall be fixed 
at a minimum of 39 hours a week (exclusive of the midday 
break). It further states that the:council have also decided 
that any authorized overtime above the 39 hours shall be paid 
for as set out in the South Metropolitan District Council's 
recommendations, which are-as follows: (1) to restrict the 
annual/leave of all officers to two weeks ; (2) to approve such 
increase as may be necessary in the working hours of omicera: 
subject to the-payment of overtime therefor. 

These recommendations are subject to the PUOH con- 
ditions : a ies 

1. Annual leave may be taken in one period of two Siia or in 
broken periods as the local authority may determine. 

2. For the purpose of assessing overtime payable the “ normal ” 
working hours shall be assumed A be+39 a week (exclusive of the 
midday break), and the difference between such working hours and 
the wartime working hours shall be paid for at plain time rates of 
salary (exclusive of war bonus). 

3.:Hours worked over 46 and up to 52 per week (exclusive of 
meal-time breaks) shall be paid for at one and a quarter plain time 
rates of salary, and one and a half plain time rates of salary for 
hours over. 52 (exclusive of war’ bonus). 

-4, Officers (male and female) with a basic salary exceeding £500 
per annum shall not be eligible for the hae provided in (2) 

rovided that an ‘officer whose salary (excluding 
bonus) exceeds £500 per annum shall not receive less than any 
officer who is entitled to the payment provided in. (2) above. 


After enumerating 5. further conditions the circular proceeds: 


ore than any other branch of the- 


10. No officer:shall be adversely affected by reason of the appli- - 


“cation of these recommendations. 


11. Any the uestion arising between a local authority and its staff 
regarding e interpretation of these recommendations or any 
anomalies arising as a result of the operation thereof shall bo deter- 
mined in the first place by local negotiations or, failing agreement, 
by the District Council for the area; or, failing agreement, by, the 
National Council: 

The above, Sir, are “what seem to me. to be the essential 
parts of this circular. © Many points spring to my mind in 
regard to the provisos contained therein. Here are a few: 


1. The circular obviously applies to medical staffs (among others) 
working under local authorities. Most of these medical officers have 
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definite agreements w 
aware, they have not bi 
to the provisos contained in th 
alters the conditions of ‘servic 
most agreements is fixed 
service. ‘ es eee rae : : . 

2. Many of the medical personnel of public health. departments 
have consistently for years worked much more than the 52 hours 
a week mentioned in the circular. Of these, some, such as resident 
medical officers in municipal hospitals, whose rate of remuneration 
is, say, £300 per annum with emoluments valued at £140. per annum, 
will qualify för the payment of overtime at what would appear at 
tirst sight to be a very handsome figure. Other, and more senior, 
officers, who by reason of their greater responsibilities or longer 
service receive a salary of £500 or over, are particularly excluded 
from participation in the proposed award for working overtime, 
but are nevertheless included in the, provision which curtails their 
annual leave by 50%. Why senior ‘officers doing more responsible 
work should suffer from this discriminatory treatment is not clear, 
unless the reason lies in the large sums of overtime pay which they 
might earn. To take my own case, for instance, I am in charge 
of an important subdepartment, and, apart. from my four-weeks 
annual leave, am on call and therefore on duty for the whole 24 
“hours every day of the week, Sundays included. Clause 4 of the 









ities, but, so far as I.am 
whether they would agrée 
¢ of which, for instance, 
o annual leave which in 





conditions set out above, however, debars me from any participation , 


in overtime benefits, but permits my assistants to benefit as their 
salaries are below the figure of £500 per annum. It seems a curious 
state of affairs. £ 

‘Could anyone enlighten me as to the identity and powers 
of the South Metropolitan District Council and the National 
Council, of whose existence I have been up to now completely 
ignorant? None of my colleagues to whom I have spoken 
appears to know any more. than I do. Have the members of 
the National Council, whoever they may be, the right to make 
such recommendations as the above in regard to the conditions 
of service of medical practitioners without affording such 
practitioners the opportunity to discuss, agree, or disagree with 
any or the whole of such recommendations? 

The views and comments of your readers will be much 
appreciated, and for obvious reasons I sign myself, 

; A.M.O.H. 
Rehabilitation Centres 

Sir,—I_ am sure»Mr. G. R. Girdlestone’s letter and the 
memératidum from the British Orthopaedic Association on the 
question of rehabilitation centres (Oct. 31, p. 526) will be read 
with interest. i 
_| The letter assumes that rehabilitation is a water-tight method 
of therapy which concerns wounds and accidents, and exten- 
sion of this service under the same administrative and. surgical 
control is advised. Retiabilitation is, in: truth, a method of 
treatment which concerns disease as importantly as injury. 
For instance, it is of the greatest interest and importance to 
the neurologist and to the general physician, more especially 
to those interested in the chronic rheumatic diseases. It would 
be a retrograde step if rehabilitation centres were placed under 
surgical control, for the viewpoint would be narrowed, and 
the best use would not be made of these centres. Recognition 
that rehabilitation is a matter which concerns the physician 
as much -as, or more than, the surgeon would be a forward 
step with great possibilities both now and in time to come.— 
Tam, etc, 


London, -W.1. ERNEST FLETCHER. 


Hyperostosis Frontalis Interna 


Sir,—I read with great interest Dr. C. T. Andrews’s article 
(Aug. 15, p. 185). It is an interesting subject, especially if 
one considers that practically women only are affected by- it 
and men only by leontiasis ossea. It seems to me that its 
occurrence must be connected with the endocrines and con- 
ditioned by them, as it appears that the same glandular fault 
will lead to the one in men and at certain périods (pregnancy, 
menopause) to the other in women.; or is hyperostosis frontalis 
interna in women merely an arrested form of leontiasis ossea? 


The case observed by me between 1935 and 1941 was in a woman | 


aged 47, who in 1918 after her second pregnancy developed severe 
right frontal headache, which never left her. Four months after the 
confinement she had. her first epileptic fit (grand mal). Since then 
she has had 3 to 4 fits yearly, most of them at night with incon- 
tinence of bladder, etc., and since. 1934 these fits could be controlled 
by phenobarbitone, 1 or 2 gr., but never the headache. There is 


no epilepsy in her family nor any other fa 
periods were regular and normal until 1940, wh 
on for carcinoma of the. left ovar 
cholecystectomy for chronic cholecys 
appendicectomy. _ See 

When first seen in June, 1935, clinic 
found, but the liver was felt. and there was 
gestion over the right forehead. -BLP..120/6 
sugar, urobilinogen, and porphyrin negative; sb. 


and frontal region. 

There was prompt réaction to liver treatment, but no remission 
of the pernicious anaemia has been observed, Mental condition: 
not dependent on her general. condition; easily depressed, easily 
paranoic, at times very dull, almost. demented, only at rare intervals 
fit for her own home. duties, always fatigued; and sleeps on ay 
average 16 hours. Besides those epileptic fits, narcoleptic fits. come 
on at irregular times after due warning. 

This case of hyperostosis frontalis interna is of special interest 
as it is complicated by pernicious anaemia: Or is the same 
glandular or hypothalamic disorder responsible for both? In 
this connexion one is certainly reminded: of those still rarer 
diseases Cooley’s and Jackson’s anaemia, both of which show 
skull changes in radiographs. Dr. Andrews is to be. egm. 
gratulated on his successful treatment..with benzedrine. “But. 
more important still, as he shows, the condition must be 
recognized and appreciated in the differential diagnosis of 
headache associated with general indefinite |: symptoms. 
I am, etc., 


Leo Rav, M-D... MREP. 
Lieut, RAMA. 


A Supply of Trained Male Nurses 
Sirn,—My committee—an association run by naval medical 


officers to help in assisting sick-berth staff to find suitable 


employment on being discharged to pension—~<desires to draw 
attention to a source of supply of well-trained male nurses 
whose position appears to have been. overlooked in. the framing 
of the reports of the Athlone and Horder Committees, 

Very shortly, it may be stated that naval sick-berth ratings 
are trained at the expense of the Admiralty; and efficiently . 
carry out the sick nprsing at Royal Naval hospitals, R.N: depots, 
and on H.M. ships. ‘Their qualifications and Service examini 
tions for promotion in no way fall short of the requirements for 
the: certificate of the State-registered nurse. After at. igast 
twenty years’ service they retire on pension, and. those whe. 
wish to make use of their training find themselves unrecognized 
as possessing any nursing qualifications. A letter to this effect 
has been sent to the Minister of Health. Many medical men. 
at present serving as temporary naval medical officers musi 
have had experience and felt the advantages of having such 
reliable, capable, and experienced ‘sick-berth ‘ratings to assist 
them in the treatment of the sick.and wounded. 

My committee thinks that more consideration and recognition 
should be given to men who have served their country for at 
least twenty years at home and abroad and have been efficiently 
trained by giving them a definite status in any nursing Act 
that may come into force.—I am, etc., 

J. Pavconer HarL, 
Sura. Rear-Admiral frer). 


Hon. Secretary, Central Counci, Rosal Marsi 
London, N.W.6. Sick Berth Staff Associations 


i ernie 




















G. L. Maltby and M. Rosenbaum (Prec. See. exp. Boks] r 
1942, 50, 10) have made an electro-encephalographic study of 17 
patients in whom a diagnosis of eclampsia was made becsi i 
convulsive seizures associated with the latter part of the puerperi 
the patients being studied from one week to five years 
admission to hospital. The electro-encephalograms of 77% of 
patients showed a cerebral dysrhythmia, and in 58%, there 
family history of convulsive; disorders. Maltby and Rose 
suggest that in patients with eclampsia there may be m primary 
cerebral dysrhythmia, and that the associated toxaemie may acl. as 
a trigger mechanism making manifest the convulsive tendency. 


NY. 
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Sim NORMAN WALKER, M.D., F.R.C.P.ED. 


We announced last week the death of Sir Norman Walker, 
formerly president of the General Medical Council, which took 
place on Nov. 7 at his home in Midlothian. 

Norman Walker was born at Dysast in Fife in 1862. His 
father, the Rev. Dr. Norman Walker, was a well-known figure 
in the Free Church of Scotland for many years. The son was 
educated at the Edinburgh Academy and afterwards went on 
to the University. He graduated M.B., C.M. in 1884, and 
tookethe M.D. four years later. 
His first post was that of resi- 
dent physician at Edinburgh 
Royal Infirmary in 1885. During 
the next five years he engaged 
in practice in England, though 
near the border, in Cumberland, 
and there he remained until 
1890, in which year he was 
president of the Carlisle Medi- 
cal Society. It was in Cumber- 
land that he met his wife, Annie 
Trimble, whom he married in 
1887, and by whom he had 
three sons and one daughter. 
One of the sons, Dr. E. R. C. 
Walker of Aberdeen—and now 
a prisoner of war—is_ well 
known in the Scottish and 
central affairs of the B.M.A. 

Returning to Edinburgh, 
Norman Walker built up a reputation as a dermatologist. He 
had already spent a great deal of time on the Continent, 
especially at Vienna and Prague, where his mind received its 
bent towards dermatology, in which he was to specialize for the 
remainder of his medical career. His appointment as assistant 
physician in dermatology at the Edinburgh Royal Infirmary 
began an unbroken connexion with that institution extending 
over half a century, during which he became physician to the 
skin department and in later years consulting physician. He 
was also lecturer at the University. During his visits to the 
Continent he had become a disciple of P. G. Unna of Hamburg, 
whose work, The Histopathology of Diseases of „the Skin, he 
translated from the German in 1896. He accomplished his task 
with notable skill and a general avoidance of foreign idiom, 
although to translate some of the terms into English was 
almost an impossibility. He had, fortunately, the help of Unna 
himself, with whom he had been on intimate terms for some 
years, and Unna more than once acknowledged his good fortune 
in having so competent an English translator who had become 
familiar with his work during many visits to his clinic. 
It was not Walker’s first essay in what may be called heavy 
translation. He had already translated from the Norwegian 
the work on Leprosy in its Clinical and Pathological Aspects 
by Hansen and Looft. In 1899 he published the first edition 
of his own Introduction to Dermatology. This was a work 
of 250 pages, a reproduction of lectures which he had been 
giving to his students in Edinburgh, but it found an appreciative 
public and ran into many editions, the tenth being published 
forty years after the first. 

As time went on Norman Walker became more closely 
identified with the University and with academic affairs in 
Scotland. He had a natural aptitude for university administra- 
tion. He became a member of the Court and a curator of 
patronage. He was also inspector of, anatomy for Scotland. 
Of the Royal College of Physicians. of Edinburgh, of which 
he became a Fellow in 1892, he was for many years treasurer 
and was elected President in 1929. He was a Corresponding 
Member of the American, French, and Danish Dermatological 
Societies, an Honorary Fellow of the American _ Medical 
Association, and an honorary member of the Association of 
Military Surgeons of the United States. In 1906 he was 





IW. and E. Drummond Young, 
Edinburgh. 


president of the Fife Medical Association. He*also took a 
conspicuous part in the organization of medical services in 
Scotland. During the war of 1914-18 he was chairman and 
convener of the Scottish Medical Services Emergency Com- 
mittee, and later chairman of the Consultative Council for 
Medical and Allied Services, Scottish Board of Health. Another 
organization in which he was interested was the Highlands and 
Islands Medical Service ‘Board, established by Act of Parliament 
and constituted in 1913. The Board did its work very 
thoroughly ; there was no part of, the Highlands and Islands, 
however remote, which was not visited by more than one 
member, and Norman Walker was as assiduous as any. In 
the B.M.A. he was at one time active, and always interested 
and friendly, though his official position in the G.M.C. later 
on entailed a withdrawal from participation in Association. 
affairs. He was chairman òf the Science Committee of the 
Association in 1906. i 


The General Medical Council 


Sir Norman Walker was elected a member of the General 
Medical Council as the direct representative for Scotland in 


. 1907 and so remained for more than thirty years. Here he 


found work after his own heart. For many years before his 
election to the presidency in 1931 he was Chairman of Business, 
which means aide-de-camp to the president and whip of the 
Council. For about a quarter of a century he was a member 
of the Executive Committee, the Penal Cases Committee, the 
Examination Committee, the Business Committee, and the 
Pharmacopoeia Committee. He was also a most useful member 
of special committees dealing with such subjects as students’ 
registration, the prevention of unqualified practice, and the 
National Health Insurance Act. On his retirement from the 
chair of the Council in 1939 his successor, Mr. Eason, said 
that there was no problem which came before them which 
he could not simplify by reason of his familiarity with precedent 
and tradition. 

One of his most noteworthy achievements for the G.M.C. 
was his two visits to all the medical colleges and several of 
the numerous medical schools of India. His reports on his 
return and his great familiarity with the position of médical 
education in India enabled the Council to deal effectively with 
the delicate situation which arose in connexion with Indian 
universities and their medical degrees. It had come to the 
notice of the Council that there was a certain laxity in -the 
conduct of examinations in India, and it was thought that 
the regulations which students in this country were required to 
follow were not being observed out there. Sir Norman Walker’s 
first visit to India took place in 1922.- He was asked to under- 
take this task by Mr. Edwin Montagu, then Secretary of State. 
In spite of great difficulties and some bitter feeling which he 
encountered, he had the satisfaction, in conference with the 
Indian Universities authorities, of having his recommendations 
accepted. “His tact and judgment and his sincere desire to 
promote sound professional education in India were acknow- 
ledged, and a more satisfactory measure of agreement was 
brought about, especially as yegards training in obstetrics, 
than had previously existed. Without his assistance and 
knowledge the Council might have taken a false step in’a 
difficult situation. He enabled the Council to shape its policies 
to the ultimate benefit of medical education in India. 

In 1931, when Sir Donald MacAlister closed his long 
presidency, Sir Norman Walker was his obvious successor. For 
many years he and Sir Donald had been in closest association 
and friendship. Lady MacAlister in her biography of her 
husband mentions Sir Norman as “ tirelessly kind and helpful.” 
It is a remarkable fact that the G.M.C. for almost half its 
history should have had these two Scotsmen at its head. During 
his eight years of office in the chair Sir Norman proved an 
able. businesslike president, though he had not the brilliant 
qualities of his predecessor. But he was invariably courteous, 
quietly dignified, and a mine of knowledge on the history and 
procedure of the Council. 

He received the honour of knighthood in 1923, his name 
appearing in the India Office list in recognition of the success 
of his efforts in his visit to the Indian Universities the previous _ 
year. Among other distinctions which came to him were the 
honorary degrees of LL.D. of St. Andrews, Edinburgh, and 
Bristol, and M.D. of Dublin. 
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i _‘ R. BE MOYES, M.D. l 
T. A.-H. sends the+following tribute supplementing the memoir 
published last week. - Phe f 


! 4 
The public and the mediċal profession of the North of England 


are permanently impoverished by the sudden death of Dr. Robert’ 


Esmond Moyes. Born at Largs in 1884, where his father was a 
well-known and respected practitioner, Moyes took-his M.B., Ch.B. 
at Edinburgh University in 1905 and`the, M.D. in 1910. ` Soon after 
qualification he went into eral practice in Broomhill and remained 
there and in the Warkworth district during his professional life, 
except for two years during the last war, when he served as a captain 
in the ‘R.A.M.C. in Mesopotamia and Palestine. After the war 
Moyes took a great interest-in the British Medical Association, and 
was president of the North of England Branch in 1939. Up to the 


time of his death he was a member Of the Medical Advisory Com- - 


mittee of the Ministry of Health. He was alfvays very interested in 
the Northern Counties Medical Society and was president during the 
1923-4 session. He was chairman of the Northumberland Insurance 
Committee, and during the present war chairman also of the 
Northumberland Medical Recruiting Board under the National 
Services (Armed Forces) Act, 1939. Whatever work Moyes undertook 
he did to the best of his ability, and there-is no doubt that his 
untimely death was largely due to overwork and that he was as 
much a war casualty as if he had been killed in action: In addition 
to being a man of outstanding professional ability, who would have 
distinguished himself in any`branch of the pfofession, Moyes was 
a man of great human understanding. Few men of his generation 
can have so, nearly attained the standard of the perfect doctor: his 
patients not only came:to him with their ailments but sought advice, 
‘which they knew would be invaluable, whenever they were in a 
difficult situation. ‘He gave his services to all classes of the com- 
munity without any thought of reward or of his personal incon- 
venience. The memory, of his /unselfish devotion to duty, and of his 
warm human. understanding, will remain during life with a very 
wide circle of patients and colleagues. $ ? ` 

J. M. writes: ` 

Early in his professional lifo Moyes joined the B.M.A. ‘and for 
many years -he has takena prominent place in all its work. He 
has with much acceptance filled the various offices in ‘the North 


Northumberland Division, and was specially successful, during the -~ 


period when he was secretary, in greatly increasing the membership 
of the Association and in promoting enthusiasm in its work. He 
was a member of the Northumberland Panel: Committee for many 
years, and at the time of his death vice-chairman. “A number of 
years ago he was appointed chairman of the. Northumberland 
Insurance Committee and- conducted its business with dignity, and 
at all times promoted confidence between the profession and the 
laity. Moyes had a logical mind and was quick to assess the points 


of-a question before arriving at his decislon, and so clear was his, 


reasoning that he seldom failed to carry with him those with whom 


‘he was deliberating. He was an ardent. student and kept himself, 


well abreast of the times, with the result that he was the trusted 
adviser of a large clientele in.all-walks of life. In his relations with 
his fellows he fulfilled the precept of the Good Neighbour: he was 
always ready to lend a helping hand to a colleague in time of need. 
Our sympathy goes out to his widow and daughter in this time of 
sore bereavement. ° 


2 ý i 


.E. L. GOWLLAND, D.S.O., M.B. 


We regret to announce the death .of Lieut.-Col. Edward Lake 
Gowlland, D.S.O., for many years commandant of the Star and 
Garter Home -for Disabled Sailors and Soldiers, at Richmond 
and Sandgate. He died on Nov. 1, at the age of 65, in the 
‘home in.which hè took so much pride. He was the son of 
Richard S. Gowlland, chief secretary to H.M. Office of Works, 
and: was educated at ‘Christ’s Hospital, then in the City of 
London, and went on for his medical training to St. Mary’s. 
He graduated M.B.Lond. in 1901; and after holding the post 
of resident medical officer at Haileybury.College he went into 
general práctice at Faversham in Kent; remaining there until 
1914: For many years he took a close interest in military 
affairs; he was a member of the Territorial Association for 
Kent; and from 1906 until 1915 he held a combatant commis- 
sion as Major, R.G.A.(T.), commanding the Kent Heavy Battery 
and Ammunition Column. In 1915 he was gazetted to a 
temporary commission in the R.A.M.C.(T.), carried out dis- 
tinguished service in the last war, and was mentioned twice 
in dispatches, receiving the D.S.O. in 1917. Later he was 
/promoted lieut.-coloné! commanding the County of London 
Field Ambulance. From ‘1921 to 1923 he was superintendent 
of the Ministry of .Pensions Hospital at Orpington, and after- 
wards he became commandant of the splendid ‘institution on 
Richmond: Hill established by business men after the war 
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ag a.means of alleviating those whom the war had disabled. 
- Gowlland’s professional interest was in the cases of pafalysis 
“and. nerve ‘affection resulting from war injury, and in 1934 
- he“ contributed an article to this Journal on the trea ent 
of paraplegia following injuries of the spine and of disseminated 
sclerosis. Since 1938 he had added to his responsibilities that 
of emergency officer for Richmond. ~ . 
. Gowilland was president of the Harveian Society of London 
in 1933, and in 1936-7 he was chairman of the Richmond 
’ Division of the British Medical Association, which he originally 
joined in 1902. Among his colleagues in his local division 
he was much esteemed both for his organizing abilities and 
- for His helpful and kingly manner. 





- Dr. JOSEPH SQUIER HINNELL died at Bury- St. Edmunds on 
Sept. 30 in his 81st’ year, and in him the B.M.A. loses a loyal 
and active supporter and .his patients and colleagues a trusted 
friend.. Hinnell was by rgason of his modesty and complete 
‘sincerity of purpose a most lovable man, who gave his. 48 
years of service. as a general practitioner with whole-hearted 
unselfishness .and was rewarded by the affection of all who 
Edward VI School at Bury 
St. Edmunds, at Pembroke College, Cambridge, and at St 
‘Thomas’s Hospital, he was a man of exceptional clinical ability. 
for as surgeon to the ‘West Suffolk Hospital for 47 years he 
not only took his share of general surgery but built up `a con- 
siderable ophthalmic department: he developed also an exten- 
sive private ophthalmic practice in addition to his work as a 
general practitioner. His family, his public work, his practice, 
and the hospital—these were the interests of Hinnell’s life and 
_he sought no others nor asked for any other recreation. The 
. loss of tis two eldest boys, both of whom were medical students, 
left him unembittered, and he was consoled in his later 
years by a happy ‘partnership with his son-in-law. Hinnell was 
nothing if not an individualist, and he refused at the outset to’ 
have any truck, with the N.H.I. Without ill feeling. but with 
great firmness he stoutly refused to go on the panel at any 
time. ‘Those of us who knew him best are glad for his sake 
that he is not called upon to take a share in planning thé medical 
service of the future with the prospect of an increasing measure 
of State control. It was to Hinnell and one or two others 
~ that West ‘Suffolk owes its Armistice Day dinner, which, start- 
ig in 1919, was for twenty years the most popular annual 
medical event. and was suppor by many of .our colleagues 
from further afield. A and happy life of great simp city 
and generous service. We miss him from our circle but do not 
grudge him his rest.—B. E. A. B. k 


We regret to note the death on Aug. 16 at Shanghai of Dr. 
H. Couper Patrick. He was the second son of the late 
William Patrick, M.D., a well-known practitioner in the East 
‘End of Glasgow, and was educated in Glasgow High School and 
Glasgow University, where he graduated M.B., C.M. in 1895. 
He spent a year as house-physician and house-surgeon in the 
_Glasgow Royal Infirmary and a winter session in Vienna, and 
shortly afterwards went to India to do plague and famine work 
in Poona. Thence he migrated to Australia, and®after a few 
years’ practice there found an opening in Shanghai, where the 
rest of his professional life was spent. He was resident medical 
superintendent of Shanghai General Hospital and surgeon to 
the Lester Chinese Hospital. His wife was with him at the 
time of his death, and it is not known whether she has succeeded 
` in obtaining repatriation to Australia, which both she and her 
* husband had been trying to effect in the early spring of this 
syear. Their only daughter fortunately is safe in Melbourne. 
Dr. Patrick took an active part in all Scottish societies and was 
at one time also president of the Shanghai Medical Society. 
He had been-a member of the B.M.A. since 1903. 


Dr. WILLIAM ROBERTSON of Huddersfield died on Oct. 16 in 
the Royal Infirmary, where he had been taken after being 
knocked over by a cyclist. Dr. Robertson was born in 1878 and 
graduated M.B., Ch.B. at the. University of Glasgow in 1902. 
He had been in practice at Huddersfield for some 30 years and 
won the Military ‘Cross in the last war while serving with the 
R.A.M.C. In thé present war he was medical officer of a West 
Riding battalion of the-Home Guard. He joined the B.M.A. 
in 1907 and was a member of the Huddersfield Medical Society. 


The New York-Correspondent of the Times reports the death 

.in Philadelphia at the age of 73 of Dr. Eomunp Louis Gros, 

for many years head of the American Hospital at Neuilly, 

France, and in 1916 one of the chief organizers of the Lafayette 
Escadrille. Dr..Gros, who was a Commander of the Legion 
_ of are left France when the Germans invaded the country 
in 7 A an 
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: Medical ‘Notes ‘in Parliament 


; ; 

A new Session of Parliament was opened on Nov. 11 by the 
King in person. ‘A passage in the Speech from the Throne said: 

“ My Ministers will continue to take all measures open to thém 
to promote the health and well-being of My people in wartime by 
securing the better care of young children, by the prevention of 
disease, by the treatment of the sick, and by the alleviation where- 
‘ever possible of the housing difficulties consequent upon the war.” 


An effort to improve the condition§ of the peoples in the 
Colonies was also indicated. Proposals for better education 
in England and Wales and a review of the system of education 
‘in Scotland were mentioned. 

The debate on the Address extended over the subsequent 
sittin 
be afforded for discussion of an amendment to the Address in 
the name of Prof. A. V. Hill, which is supported by many 
medical and lay Members. This proposes to add a declaration 
that the House, “ while recognizing the constructive work done 
by the Government in building up and maintaining the health 
of the nation, regrets that further provision is 'not made for 
reducing the delay in applying the established results of scientific 
and medical knowledge to the betterment of public health and 
efficiency, particularly in regard to the prevention and treatment 
of venereal disease, the prevention of tuberculosis and other 
infections by the pasteurization of milk, and the prevention of 
diphtheria by immunization and through closer attention to 
factory hygiene and, the health and nutrition of young people.” 


Nurses in Tuberculosis Sanatoria : 


, On Nov. 10 Mr. Woorron-Davigs asked the Minister of 
Health whether, in view of suggestions that girls should be 
compelled to take up sanatorium nursing and of the effort now 
being made to,increase the number of nurses in sariatoria,-he 
would investigate existing: cases where nurses had contracted 
tuberculosis in the discharge of their duties.and were now main- 
tained either by public funds or on a sum which did not permit 
of adequate and proper care. He also asked what steps were 
taken to ensure the rehabilitation of nurses who contracted 
tuberculosis when nursing tuberculous patients. Mr. ERNEST 
Brown called attention to the statement in the recent report 
of the Medical Research Council, that evidence from research 
in other countries and expert opinion in our own suggested that 
the risk of contracting tuberculosis from nursing tuberculosis 
patients in sanatoria was no greater than that involved in 
general hospital nursing. He added that a nurse in a tuber- 
culosis institution who contracted the disease was customarily 
given every care and attention appropriate to her condition by 
the institution. Arrangements for care and after-care, directed 
to restoring working capacity, were an essential part of the 
tuberculosis service and applied to nurses as much as to any 
other person who had ered from tuberculosis. 


ZN x Anti-vaccination Activities 


On Nov. 10 Prof. Hitt asked the Minister of Health whether 
he was aware that seven anti-vivisection societies in Great 
Britain had between them invested capital of about £300,000 
and an annual income of about £40,000 which was devoted 
largely to propaganda, by advertisements and otherwise, against 
modern scientific methods of preventive medicine ; and whether, 
in view of the fact that eight children on the average died every 


day of diphtheria alone, he would take steps to counter these 


activities. Mr. BROWN said that local authorities and his 
Department had for some time been taking steps to counter these 
societies’ activities in regard to immunization against diphtheria 
by the use of many forms of publicity. This publicity was 
continuing. In addition’ he had asked welfare authorities to 
do their best to relieve health visitors of their non-urgent 
‚routine. duties, so that they might devote most of their time 
during: the next two or three ‘months to the immunization 
campaign. The President of the Board of Education had also 
asked local education authorities and head teachers to usé their 
influence with parents, and to help the campaign in other ways. 


Vitamin B, of Wheat Berry 


The Parliamentary Secretary to the Ministry of Food, in reply 
to a_question by Sir E. Graham-Little, said that his attention 
had been drawn to remarks made by the Ministry's scientific 
adviser in his recent Harben Lectures. These included reference 
tô a recent discovery that a large proportion of the vitamin B, 
of wheat germ was contained in the scutellum which formed 
part of the structure of the germ itself. There was no present 


t . ‘ 


of the House of Commons. , It is hoped that time will , 


intention to modify in any respect the existing instructions to 
millers regarding the manufacture of national flour. 


Air Transport of Wounded 


-On Nov. 10 Sir ARCHIBALD SINCLAIR informed Mr. D. Adams 
that.in the Middle East, as in other theatres of operations, the 
evacuation of wounded or sick by air from the battle areas was 
undertaken by the Royal Air Force. Specially fitted transport 
aircraft were normally used for the purpose. He was advised 
by the Secretary of State for War that the supply of drugs 
and medical equipment from this country and America for the 
various units of the R.A.M.C. was being fully maintained. 

Report of Committee on Nursing Services—On Nov.’10 Mr. 
ERNEST Brown stated: that he was informed by Lord Rushcliffe, 
chairman of the committee which was inquiring into the conditions 
-of the nursing profession, that while he could not say with cer- 
tainty when the report of the cdmmittee would be available, he 
hoped, in view of the considerable progress already made, that it 
would be possible to submit a first report early next year. 


` 








The Services 
e A 
The M.C. has been awarded to Capt. J. Baron, R.A.M.C.. 
and to Capt. A. F. Graham, R.C.A.M.C., in recognition of 
gallant and distingyished services in the Middle East. 


CASUALTIES IN THE MEDICAL SERVICES 

‘Capt. RONALD EpwIN SHAW Lewis, M.C., R.A.M.C., was 
killed in action in the Middle East in Oct. ‘He was born on 
Feb. 15, 1914, the only son of Dr. and Mrs. A. J. Lewis of: 
‘Birkdale, and was educated at the University of Edinburgh. 
where he graduated M.B., Ch.B. in 1939, He held a house 

ost at Dover before entering the R.A.M.C. as temp. lieut. in 
Feb., 1940. He was awarded the M.C. in Aug. last in recogni- 
tion of gallant and distinguished services in the Middle East. 
During the first three days of a tank battle he was comitinuously 
going to every tank that was hit or set on fire and fextricating 
wounded, many of whom were incapable of helping them- 
selvés. The whole of the time he was travelling in a scout 
‘car and moving about among tanks. “His devotion to duty 
and absolute disregard for „his own personal safety were 
magnifieent,” stated the official citation. He was a member of 
the B.M.A. ‘ i 


Universities and Colleges 


T 


UNIVERSITY OF CAMBRIDGE 


Ata Congregation held on Ott. 31 the degrees of M.B., B.Chir 
were conferred on R. M. Stuart Matthews. F 

During October titles of the degrees of M.B., B Chir. were con- 
ferred on G E. L Cummins of Newnham College. 


UNIVERSITY OF LONDON 


The Senate of the University has appointed- David Randall Pye, 
Sc D., F.RS, Director of Scientific Research at the Ministry of 
. Aircraft Production, to the post of Provost of University College, 
- London, vacant through the death of Sir Allen Mawer. Dr. Pye 
will enter upon his dutes on Jan. 1, 1943. r 








UNIVERSITY OF ABERDEEN 


The General Council of the University’ has . appointed Robert 
ı Richards, M.D Aberd., F R.C.S.Ed., lecturer in forensic medicine, 
to fill & vacancy on,the Busmess Committee. . 


ROYAL COLLEGE’ OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College, held on Nov 3, with the 
President, Dr. Charles McNeil, in the chair, Dr. Wm. George Clark 
was introduced and took his seat as a Fellow of the College, and 
Dr. P. A. H King, D.F.C.,. Dr. J. G. Sclater, Dr. Adam Patrick, 
and Dr. J. W. McNee. D.SO, were elected Fellows. The Hill 
Pattison-Struthers Bursary in Anatomy and Physiology was awarded 
to A. Jardine Neil. í 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS' 
OF GLASGOW , iy 


Prof. H. J. Seddon will deliver a lecture on " Recent Work on 
Peripheral Nerve Injuries ” under the auspicts of the Dr. John Burns 
Fund in the hall of the Faculty (242, St. Vincent Street, Glasgow) 
on Wednesday, Nov. 25, at 4 p.m. 


Nov. 2f, (942. 
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i No, 43 
INFECTIOUS DISEASES. AND VITAL STATISTICS 


We print below a summary of: Infectious Diseases and Vital 
Statistics in the British Isles during the week ended. Oct..31. 
ay sein Sat ar for thes eek and those for the corre- 


sponding LR last year, fi ‘ales (Lond cluded). - &) 
+ for. Role on 
London (admınistratıve owni). (c) ms ‘Eire. (e) Northern Ireifad 


ia denotes no cases; Aera a Orval 
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s zı EPIDEMIOLOGICAL NOTES 
` Discussion of Table 

In England and Wales during -the“ week the outstanding feature 

was the very large rise of 113 cases in the incidence of dysentery. 

There was a`.drop of 73 and 77 in the totals for diphtheria and 

acute, pneumonia respectively. 

The southern section of the country was responsible for the 
decline of 36 in the notifications of scarlet fever. In some of 
the northern ‘counties there was a decided rise, the largest being 
68 in Lancashire. 

A small fall in the incidence of diphtheria was fairly general 
throughout the coun rincipal exceptions being mcreases 
in Lancashire and Wa ales te f 32 and 22 cases respectively. 

Although there- were only 9 more tases of measles, there were 
large variations within the counties. The biggest of the i increases 
were those of Yorks West Riding 178, Flint 67, Glamorgan 62, 
Surrey 58, Durham 41; and the largest falls those of Derby 
90, London 72, Lancashire 55, and Leicestershire 53. 

The rise in the incidence of dysentery was accounted for by 
the outbreak in Caernarvof, where 151 cases were reported in 
the rural district of Nant Conway. Elsewhere the decline was 
general, although the outbreaks in the West and North Ridings 
remained high, with 22 and 28 cases respectively—in the 
former, cases occurred in six administrative areas; and in the 
latter all the cases were in Middlesbrough C.B. The outbreak 


à a 


\ here, which began during the week ending Sept. 19 with 8 cases, 
‘ Has resulted in 153 cases up to the week under review. 


In Scotland the incidence of diphtheria and scarlet fever 
remained at a high level, but there. were 87 fewer notifications 
of measles.” This decrease. was fairly general, the principal 
exceptions being in the burghs of Glasgow and Kirkcaldy with 
rises of 12 and 21. 

eee Eire the notifications of di htheria rose from 76 to 101. 
the casés being recorded from thifty areas. The 17 cases of 
acute Eolas tis constituted the lowest weekly total for seven 
weeks. further cases of typhus were reported from the 
rural Gener of Galway, Co. Galway. 


a ,- Small-pox 

Ten further cases of small-pox have occurred in Edinburgh 
during the week, bringing the total up to 18. The number of 
persons vaccinated is over 150,000. The danger of the 
“ missed ” or “ unrecognized ” cases of small-pox, arising from 
a very mild attack, has been stressed by the Chief Medical 
Officer for the Department of Health for Scotland in a Press 
appeal to the public, 


Returns for the Week Ending November 7 


The returns of infectious diseases for England and Wales 
during the week included: scarlet fever 2,736, whooping-cough 
965, diphtheria 881, measles 7,384, acute pneumonia 543, 
cerebrospinal fever 65, acute poliomyelitis 18, dysentery 142, 
paratyphoid 6, typhoid 6. 


+ 








o Medical News . | 





Dr.. Alexander Edward Gow, F.R.C.P., has been appointed 
Honorary Physician, to the Household, of H.R.H. the Duchess of 
Kent. 

Sir J. Donald Pollock, Bt. M.D., LL.D., has been re-elected 
Rector of Edinburgh University by a very large majority. 
` A meeting of the Medico-Legal Society will be held at 26, Portland 


' Place, : W, on Thursday, Nov. 26, at 4.15 p.m., when Mr D 


Harcourt Kitchin will read a paper on “ Some Legal Aspects of 
Medical Practice.” 


Ata meeting of the London and Home Counties Region of the 
Child Health Planning Group on Saturday, -Nov. 28, at 245 p.m., 


‘at 13, Hull Street, Berkeley Square, W., Dr. Margaret Wright will 


open a discussion, on “ Strong and Weak Points in the Present 
Feeding of Children.” ~ 


The Anglo-Soviet, Medical Council is holding a reception ın 
London-on Monday, Nov. 23, when Madame Maisky will be 
presented with Reviews of British War Medicine and the Hon. Ivor 
Montagu will. speak én “ Scientific and Educational Films in the 
USSR.” 


-Health visitors are to be relieved of routine work and instead are 
‘to devote their time to securing that all children under 5 are 
immunized against diphtheria. It is estimated that by this means 
80% to 100% of childien between 1 and 5 will be immunized before 
the-end of the winter. e 


oe 
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LETTERS, NOTES, AND ANSWERS 





t- 
The facilities of the Emergency Blood Transfusion Service are to 


be made available to welfare authorities for maternity cases, pro- 

. vided this does not interfere with the pnmary work of the service 
—blood transfusion in war casualties. No charge will be made for 
fluid given' or for apparatus loaned, but welfare authorities will be 
expected to make their own arrangements for transport and to meet 
all other expenses. (Ministry of Health Circular 2712) 


4 


On Nov. 7 Sir Alexander Macgregor, Medical Officer of Health 


for. Glasgow since 1925, was presented with his portrait in oils in 
recognition of the knighthood conferred upon him. Dr. 
- Peters, deputy M.O.H., 


R. J. 


presided over a large gathering. The 


portrait, by Mr. W. O. Hutchison, A.R-S.A., was the gift of the 
members, of the staff in the public health department, and it was 


formally handed over by Col. William C. Gunn, senior assistant 
M.O.H. 


In his acknowledgment Sir Alexander Macgregor men- 


tioned that he had been-in the department for 37 years, and since 


he became its head the staff had increased from 1,900 to over 6,000, 
while the number of hospital beds had multiplied fivefold. 


He 


hoped that after the war the department would not be subjected to 


excessive, organization. 


In their work they came into contact with 


the daily life òf citizens, and he did nos want any red tape connected 
with it. 


.The Silver Thimble Fund fs appealing for help in endowing a 


ward of ten beds in a Malta hospital; it costs £1,000 to endow and 
name one bed. This fund has already done much for the sick and 
wounded (a similarly named fund raised £60,467 in the last war), 
and it asks for donations and/or old silver thimbles, any broken 
and unwanted silver or gold trinkets, etc., which should be sent to 
the fund at 17, High Street, Wimbledon Common, S.W.19. 








Letters, Notes, and Answers . 





All communications in 





rs 





rd to editorial business should be 
addressed to Tue EDITOR, BritisH MgbicaL JourNAL, B.M.A. 
House, Tavistock SQUARE, Lonpon, W.C.1. 


ORIGINAL ARTICLES AND LETTERS forwarded for publication 
- are understood to be offered to the British Medical Journal alone 


unless the contrary be stated. 


Authors desiring REPRINTS should communicate with the gees 


of the Journal Board, B M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. ‘Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad., 


ADVERTISEMENTS should be addressed to the Advertisement 


TELEPHONE No.—B.M.A. and B.M J.: 
TELEGRAPHIC _ADDRESSES.-EDITOR, Aitiology Westcent, London; 


y 


« 


Manager (hours 9 am..to 5 pm.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 


EUSTON 2111. 
SECRETARY, Medisecra Westcent, London. 


B M.A. ScoTTISH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 
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i ' QUERIES AND ANSWERS, 
Reconditioning of Corks ` 


R. B. writes: In reply to Dr. C Heap (Oct. 31, p. 534), the following 


process produces corks quite fit to use. 1 keep an old; calico 
bag hangħg in my dispensary (a bag in which one used to buy 
7 lb. of dog biscuits), and in this used corks are collected as they. 
are handed back. When the bag is about three-quarters full a- 
blob of soft soap, or ‘a small lump of ordinary soap, or a handful 
of soap flakes or powder is put in and the neck of the bag tied 
with a piece of string. The corks must not be tightly packed but 
loose enough to allow plenty of movement and friction. The bag 
is then immersed in a basin of hot water and thoroughly rubbed 
and pounded and worked about. Dr. Heap will be surprised at 
thé amount of dirt which comes out, for one or two fresh lots of 
water are needed before colour ceases to come out of the bag. 
The bag is then -hung up to drain and the corks can later be 
dried on a newspaper in the sun and will be of a uniform light 
brown colour, fit to use. If it is desired to make the corks a 
little .paler they - can be tipped into a bowl or jar and left for 
some hours with some hydrogen peroxide, which is stirred up or 
shaken up over them occasionally to keep them moist. I dare say 
a stronger bleaching agent could be used, but then the corks would 
need washing again afterwards. 1 


Dr. M. E. Lamparp (Colchester) writes: Ix reply to Dr. C. Heap’s 


inquiry, it is possible to bleach corks by soaking them in very 
weak hydrochloric acid. 


“ X. Y.” writes: Greasy corks must be treated with a suitable solvent 


first. For corks which are not greasy the following method 
bleaches and “cleans them satisfactorily. Soak in 10% hydro- 
chloric acid for half an hour, then immerse for another half-hour 
to a solution of sodium hyposulphite acidified with hydrochloric 
acid. Finally wash in soda and water. g 





LETTERS, NOTES, ETC. ' 
Device for Making Fomentations 
Dr. GEOFFREY G. Arry (Ledbury) writes: I have recently be 


using a device for the preparation of hot fomentations which m 
It eliminates a great de 


be of interest to some of your readers. 
of the trouble in prepar- 
ing this type of dressing 
and saves time, as well as 
matenal.and the nurses’ 


hands. The material 
saved is, of course, the 
towel containing the 


dressing, as that nearly 
always gets’ into the flame 
of the gas burner. The 
device is nothing more 
-romantic than the ordinary domesüic potato-masher, as shos 
in the illustration. Whee many of these dressings ha 
to be done daily there is a great saving of time. The li 
is, of coyrse, put into the cage of the masher, which is immers 
in the boiling water. 


Treatment of Impetigo 7 ‘ 
Dr. T. Pires writes from Burnham-on-Sea: I would like.to endor 
Dr. Simpson Smith’s findings (Nov. 7, p. 560) in the treatment 
impetigo with liq. ferri perchlor. fort. The application can ` 
made over scabs. The infection is arrested and the period of infe 
tivity considerably shortened, the normal skin being in no w: 
. affected. In the case of persistent scabs applications should | 
renewed .when a hyperaemic condition develops, “ washing off 
the scab, as it were. In some cases where a ring of “roll 
edge ” persists after the scab falls off, this should be paint 
round with liq. ferri perchlor. solution.’ The effectiveness of tl 
method commends it even more than the saving of expenditure. 





Roche Products Limited, Welwyn Garden City, Herts, have pu 
lished a second edition of their pamphlet Vitamins in Medic 
Practice. The text has been enlarged and new illustrations adde 
In accordance with the Paper Control Regulations a charge of 9 
a copy is made; all the money collected in this way will be s 
aside for one or two medical charities or the Red Cross. 


r 


E MEDICINE 100 YEARS AGO 


Extracts from a leading article in- the Provincial Medical Journ 
of November 19, -1842 (the forerunner of the British Medic 
Journal): : ' ` 

“ The poor-law commissioners have recently published, throu; 
the medium of their secretary, Mr. Chadwick, a very elabora 
report on the sanatory condition of the laboring population i 
Great Britain. It might fairly be asked, -in limime, how the directic 
of so difficult and complex an investigation was entrusted to a gent} 
man completely ignorant of the subject submitted to his inquin 
how a poor-law secretary—nnacquainted with the most simple lav 
of the human economy, and possessing not a particle of that pr 
liminary knowledge which is essentially necessary to every oi 
commencing a special investigation—should take upon himself ` 
examine facts and form conclusions connected with the publ 
health. Such, however, has been the case; and as ‘ her Majesty 
principal Secretary of State for the Home Department ’ has thoug 
fit to select Mr. Chadwick for thé purpose of inquiring into tl 
sanatory condition of the people, we shall endeavour, as loy 
subjects, to regard the selection as a fitting one, and to pay all di 
deference to’ opinions which emanate from so high an authority. 

“ Our ideas of fitness and the promptings of common sense ar 
indeed, wonderfully disturbed by the appearance of Mr, Chadwic 
as an authority on hygiene; and the necessity of noticing his repo 
places us in the awkward position condemned by the proverb, ı 
endeavouring to ‘ make a silk purse of a ——’ etc.; but to th 
necessity we submit, because we must take Mr. Chadwick’s report « 
Have no Teport at all. This conclusion is inevitable. The poo 
law commissioners have resolved, inter alia, on seizing by anticip 
tion on the duties of a board of health, on constituting themsely: 
into a council for the regulation of all matters connected wii 
public hygiene; and the present report is evidently put forth as 
feeler upon this matter. To have entrusted- the report to ar 
medical man, or any body of medical practitioners, would not hav 
suited the views of--he commissioners; they accordingly forced the 

secretary upon Lord John Russell, employed . themselves diligent 
in the collection of a vast body of facts, and now come before tł 
public and the government with an official report on the causes ar 
prevention of disease amongst the laboring classes. 

“ The observations which we have just made are rather addresse 
to the source whence Mr. Chadwick’s report has emanated than 1 
the report itself, which, on the whele is creditable to the industi 
of its author.” 
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THE OUTBREAK ` OF ` 


 SMALL-POX IN GLASGOW, 1942 


; BY’ 
pR ALEXANDER ` MACGREGOR, M.D.. 


Medical Officer of Beali r ; 
AND ` ix 1 


e. 


ROBERT J. 


n opt 
The following. is an account of the main features of the 
outbreak of small-pox which occurred in Glasgow during . 
June and July. The total number of cases diagnosed as 
small-pox was 36, of which 8 were fatal. ‘The outbreak 
consisted of two groups of cases. The first, or “ship” 

group, numbered 11 cases among the passengers and crew 
of a ship’ which arrived from, the’ East at the Port of 
Glasgow-on May 29. The second, or “city” group, con- 
sisted of 25 cases among the general population. “Direct 
connexion between ‘these two ‘groups was never demon- 


strated. Tables I,and II give on of the cases as to` 


onset and vaccination, state. 
The, “ Ship” Cases 5 
Of the 11 cases 8 were members of the crew, 2 were 
passengers, and 1 was a boarding medical officer. The ship 


took passengers on board at Bombay,.and when it reached 
TABLE I.—Small-pox—Glasgow, 1942: Ship Cases 
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Glasgow on May 29 a member of the crew (Case 1), an elec- 
trical engineer, was found to. have confluent small-pox. His 
rash had developed on May:24 and ‘he had been treated in 
his cabin, The diagnosis was not made till his arrival in 
Glasgow, so that for at least 8 days he was infectious and 
not under strict isolation. The subsequent cases consisted of 
7 members of the ‘crew who developed their disease while 
under surveillance on the ship, 2 passengers—one a Polish 
officer who sickened in a -billet in Fifeshire, and the other a 


baby of 11 months who was taken ill in ‘Swindon, also while“ 


under surveillance—and one of the boarding medical officers 
who took part in the inspection and vaccination of passengers 
and crew on May 29. The source of Case 1 was never dis- 
covered. This patient might .have been infected while ashore 
at Capetown or he might have been infected from, a“ missed » 
case on board. ` 

Two members `of the crew “died of confient ‘small-pox 
(Cases 1 and 4). The remaining cases were mostly telatively mild, 
the disease being considerably modified by vaccination. Indeed, 
4 had ‘only-a few spou and practically r no constitutional 


symptoms. 


` 


Senior Deputy are Officer of Health 





PETERS, M.D. 
. ` ` 
Measurés Taken on Ship's Arrival.—When the vessel reached 
Glasgow, the passengers, numbering 1,039, and the crew, 
` numbering 201, were detained -on board till the following day 
in order to permit medical inspection and vaccination to be 
carried out. No other case or suspected case, was discovered. 
Arrangements for surveillance of passengers and crew leaving 
the ship were made in accordance with the provisions of the 
Port Sanitary Regulations, and disinfection of the infected 
, crew’s quarters and other selected. sections of the ship was 
" carried out with some thoroughness. A datly medical inspection 
of crew remaining by the ship was instituted, and, after 
secondary cases. began to occur, vaccination and inspection of 
all workmen on board were undertaken as additional pre- 
cautions. During’the week following arrival, several of the 
‘crew were admitted to hospital for observation for various 
intercurrent illnesses, including some severe vaccinial reactions. 
These reactions, occurring as they did at the end of the possible 
incubation period of small-pox, complicated the problem of 
diagnosis for the medical inspectors, whose duty it was to see 
that cases were removed at the very earliest stage of infectivity. 
Transmission of Infection on Board—The incidence of 
“` small-pox among the crew and passengers provided instances 
of both direct and indirect transmission of infection. The 
3 engineers, among whom the infection originated, had their own 
separate quarters, mess-room, and pantry on the main deck. 
Apart from the initial case of small-pox, ill in his cabin from 
\ May 24 to 29, there were 15 engineers, of whom 9 had “been 
Vaccinated in 1940, 1 in 1918, and 1 in 1920, while 4 were 
unvaccinated. Two of these (Cases 2 and 3) contracted small- 
pox. The infection also passed to 4 other members of the 
crew—namely, an assistant cook, two seamen, and a quarter- 
master. Two passengers—the Polish officer and the baby of 
11, months—-were also infected: An electrical erfeineer who 
occupied the same cabin as the original patient up to May 24, 
\and who attended to him during his illness, had had occasion 
- to repair a potato-peeling machine with the help of the 
` ‘assistant cook, an unvaccinated South Sea Islander (Case 4). 
The latter developed a small-pox eruption on June 9. It is 
probable that the other cases were infected in somewhat the 
same manner by an intermediary or by some infected article 
in common use. The facts indicated that the disease was not 
only severe but highly infectious. The majority of the crew 
had been vaccinated in 1940, but the ship had also a comple- 
ment of 37 unvaccinated members recruited since then, and 
they alone among the ship’s company were involved in the 
outbreak.” It is. also a proper inference that, had these men 
been vaccinated when. the ship left Bombay, the outbreak of 
small-pox would’ not have occurred. It is difficult to under- 
stand why this common-sense precaution was not taken. 
Incidence in Relation to Vaccination—tThe secondary cases 
must have contracted the infection during the last few days 
of the voyage, when the first: case was intits most infectious 
stage. The vaccinations performed on May 29 did not fully 
protect them: As regards the earlier cases, the period which 
elapsed between the date of successful vaccination (with good 


restflt) and the onset of the rash was as follows: 9 days in 

Cases'2 and 3; 11 days in Case 4 (the fatal case); 13 days in 

.Case 5; and 14 days in Case 6. In other words, they’ were 
4273 


_ Staffs, and patients. 
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vaccinated on the first to the fifth days of the incubation period. 
This result, in so many cases, was unexpected, being contrary 
to the general: experience that a better measure of protection 
* shbuld have accrued from successful vaccination performed 
within the first week of the incubation period, certainly within 
the first day or two. The vaccination of Case 7 did not take ; 
Case 8 was also negative, but in this instance the rash appeared 
12 days after a second and successful vaccination. The rash 
in Case 9 appeared 11 days after successful vaccination ; in 
Case 10 (the infant) primary vaccination. failed to take; "the 
medical officer (Case ‘11) had been vaccinated in infancy, but 
his vaccination on May 29 was unsuccessful. 

The Practice of Vaccination in the Outbreak.—Cases 1 and 
4 showed that the infection was of a virulent type, and it 
was apparent in other cases that immunity from successful 
vaccination was not developing rapidly enough to afford com- 
plete protection. In an attempt to secure better prote¢tion 
the single-stroke technique was discarded and'an insertion con- 
sisting of three incisions 3/8, in. long and 1/8 in. apart was 
adopted'as the standard practice throughout the remainder of 
the outbreak, ' A ‘single unsuccessful vaccination was not 
accepted as evidence of immunity in the absence of a history 
of recent vaccination, and therefore it was decided to re- 
vaccinate such cases after four days, particular care in this 
respect being taken in the case of close contacts, hospital 


insertions as above described were made. 

, The “ City ” Cases ‘ 

? There were in all 25 cases .of small-pox in the city group, 
6 of them fatal. Two patients are included who were taken 
ill ‘while away from home. 
shown iù the following table according to the dates when the 
patients were recognized to have small-pox and admitted to 
hospital: 





The 21 primary cases had no association with each other, 


nor was their infection traced to its source. The 4 secondary 
cases were direct contacts and had been under observation 
as such. As each case occurred, the close contacts were 
isolated for observation in a reception-house, part of two fever 
hospitals being:used for this purpose. Work and school con- 
tacts, along with neighbours for some distance round, were 
offered vaccination and watched for 17 days, with the object 
of placing a cordon of protected persons round each new focus 
of infection as it showed itself. But early in‘the outbreak there 
were convincing indications that these routine precautions 
would in dll likelihood prove insufficient to prevent the spread 
of the disease, which was of a virulent and infectious character. 
The first city case was admitted to hospital én June 26, and 
on the 27th 4 more were diagnosed. Four cases followed on 
the 28th and five on the 29th. Thus in four. days 13 cases, 
of which 7 were‘confluent, came to light. They occurred in 
widely separated areas in the north, east, and south-east of the 
city, and there was no evidence whatever of connexion between 
them. 


The position, then, on Sunday, June 28, was that cases of 
severe small-pox were occurring in quick succession in different 
parts of -the city, affecting adults and children alike, without 
any source or sources of infection that could be traced. It was 
therefore felt that it would be taking too great a risk to rely 
solely on routine measures to prevent the disease from assuming 
epidemic proportions, and that a situation had arisen serious 
enough to justify the adoption of further precautions to meet 
it. It was appreciated also that the danger of wide dissemina- 
tion of the infection was enhanced by free movement of the 
population throughout the country in time of war, and was 
likely to be increased further’ during the approaching holiday 
season in July. Another consideration was the injury to war 
production which an epidemic of small-pox would be certain 
to cause. The strongest argument, however, was supplied by 
past experience, which taught that epidemics tended to linger 
| for ong periods. Examples of this occurred in Glasgow in 
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In very close contacts ‘three separate, 


The course of the outbreak is ' 


1900-1 and in 1920, as well as in the epidemics of last century. 
Accordingly it was decided to set up, without delay, facilities 


. for general vaccination, and to enlist the support of medical 


practitioners,.to.whom a circular letter was sent’ on the same 
day (June 28), apprising them of the facts and of the method 
of vaccination recommended. During the next two days 25 
Schools were selected as vaccination stations, and a staff of 
practitioners and medical students engaged and 
allocated, along with child welfare medical officers, school 
medical officers,, and hospital residents. The assistance of 
nurses from among health visitors, school nurses, and sisters 


Taste I.—Small-pox—Glasgow, 1942: City Cases 
































Age Type* 
- and of. 
| Sex Rash 
1}12F Cc. 
2/11F Ke 
3 |37M SC. 
4 |49 F D., 
5 |29F (on 
6|37F C.H. 
7 [31 F Cc. 
8|72M C. 
9 |65 F C.H. 
10 |40 M D 
11 |13 F D. 
12 | 13M D. 
13 |35 M S. 
14 |20 F CH 
gow 13-14/6 
15 | 16 F Paper worker 28/6 S. | Infancy ù 
16 | 65 M | Labourer 30/6 | D. | 40 years! ,„ 
17 |56 F | Housewife « 30/6 8. | Infancy; ,, 
. 34 
18 | 22 M | Labourer 3/7 | D. int ancy;} 5, x% 
years 
19 | 15 M: | Schoo! -9/7 | D. Nil 27/6+ as of No 
214E] n 8/7 sa Infancy | 29/6+ Contact of Nò. 
21 |20 F | Housewife 10/7 | C. i W/6+ | Contact o! 
A - No. 15. Died 
24/7 
22 |12 M | School 9/7 | S.M. Nil | 28/6+ 
23 |40 M | Mental hosprtal | 17/7 | C. ve il Died 29/7 
mmate i 
24 |29 F | Factory worker | 20/7 | S. Int ancy) 7/7— Takei.. ul io 
3 ' ndon 
25 |77 M | Mental hospital | 31/7 | D. ancy | 20/7+ | Contact of No 
inmate g i 23 
“S.=Sparse: D =Dıscrete ; SC.—Semi-confluent; C. = Confluent ; 


M. = Modified. 


[i 
attached to first-aid posts was obtained. “Clerical staff and 
helpers were supplied by volunteers from the Civil Defence 
Casualty Service to reinforce those of the Health Department. 
Supplies of lymph were obtained, publicity and posters 
arranged for, and instructions issued:on the method of vaccina- 
tion to be employed. A payment to medical practitioners of 
2s. 6d. for each person vaccinated in their consulting-rooms 
and ‘practices under the scheme was approved. Lymph was 
issued free of charge. 


By Wednesday, July 1, the arrangements were complete..On 
the first day 33,000 persons were vaccinated at the centres. 
During the first week 282,255 vaccinations were performed, 
during the second week 90,375, during the third week 5,246, 
and during the fourth week 439—a total of 378,315. A large 
number of vaccinations were performed by medical practi- 
tioners in private and by arrangement at works, factories. 
warehouses, and offices. It is estimated that approximately 
half a million persons submitted themselves to vaccination 
within a month. 


Vaccinial rashes were unusually frequent snd were of great 
variety. A special report is in preparation on this subject. The 
papular type of eruption was a source of some administrative 
difficulty, as it sometimes had sufficient resemblance to small- 
pox to justify admission of the patient to hospital for observa- 
tion. Chicken-pox was very prevalent. at the time, and in 
some cases the character and distribution of the eruption 


H. =Haemorrhage ; 


`created an element of doubt as to the true diagnosis. 


Vaccination History ‘of the Patients.—There were 8 patients 


‚who had not been previously vaccinated; 2 of them died. 


Eleven patients had been vaccinated in infancy, and there wes 
one who had had his primary vaccination in 1917, their ages 
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varying from 13 to 77; 3 of these died, their ages being 20, 
65, and 72 respectively.‘ A group of 5 patients had had their 
primary vaccination in infancy and had been vaccinated later | 
—one in 1910 and 1920, two in 1920, one in 1929, and one ` 
in 1940 without success. . This last patient (Case 6), a woman 
of 37, was again revaccinated unsuccessfully on June 2; she 
contracted small-pox three weeks later and died. Thus the 
city patients who sickened of small-pox were either unvac- 
cinated or had not been vaccinated or revaccinated successfully 
for upwards of 13 years prior to. the present outbreak. Among 
these 25 cases 4 were contacts and had been vaccinated, 
accordingly, with successful reactions. Their eruptions appeared 
from 9 to 12 days later, an experience similar to that already 
met with in those members of the crew who had been 
‘vaccinated successfully ae the a days-of the incubation 
period. 

No tink between the ship cases and the city cases was ever 
discovered in spite of the most’ careful search. .It is possible 
that the city cases were infected from an independent source, 
such as a missed case from another ship from the East ;- but 
as there was no evidence of'any such origin it must be presumed 
that they | received their infection from the ship either directly 
or indirectly’ in some unknown manner. The occurrence of 
a group of cases in separate districts of the city,’ all infected 
within a few days of each other, suggests the presence of a 
mild unrecognized case ‘as the most likely ‘cause. Case 23, 
for example, had not been outside the mental hospital, of 
which he was an inmate, for-some years, and he had had no 
visitors and no parcels during the Weeks preceding his illness. 
All visitors to the hospital ' were checked up, with completely 
negative results. 

Past Outbreaks of Small-pox 

Major outbreaks of small- -pox' in the past have always been 
protracted. That of 1920 was introduced from the East in 
February, lasted till November, and was at its height in May, 
June, and July, amounting to 542’cases, with 113 deaths. The 
‘invasion of 1900 caused- 397 cases between April and December, 
with its peak in June and July; this was followed in 1901 by 
a severe outbreak with 1,389 cases, which was again succeeded 
by a recrudescence in 1901-2, with 469 cases, Still earlier there 
was a large epidemic which lasted from 1871 to 1874, and 
sharp outbreaks ,occurred in Scotland and Glasgow in 1893, 
1894, 1895; and 1897. In the bigger outbreaks, general vaccina- 
‘tion ‘Was practised mostly by house-to-house visitation. Jn 
1920, when centres, were also set up, 225,000 persons were 
vaccinated during the several months when the outbreak was 
at its height. The present experience is in strong contrast; 
and it may be said that the people themselves, by taking timely ' 
advantage of the advice given and the facilities provided, 
stopped the outbreak at its start. 


Lessons of the Outbreak 
It is apparent from the above description that complete 
reliance cannot be placed upon vaccination unless performed 
successfully before the date of exposure. Also, immunity from 
vaccination diminishes after a few years. These two facts 


render it essential that everything possible should be done to. 


protect ships’ crews and passengers, sailing from the East. Pre- 
vention of the spread of infection depends on the, success of 
the two principal prescribed measures—vaccination and subse- 
quent surveillance, 'If vaccination is not carried out promptly, 
surveillance becomes a matter of great importance; but 
adequate surveillance of contacts is more difficult to exercise 
in time of war because the destinations of passengers and 
crew are more utcertain,.and may, in fact, be merely temporary 
or accommodation addresses. Had the case on board. been 
accurately diagnosed and ‘precautions taken, the subsequent 
story would have been very different. It would have been 
Still better‘had vaccination of the susceptible members of the 
crew and passengers: been carried out when the -ship left’ 
Bombay, a port known to be infected. Attention to the vaccina- 
tion of all who sail from’ Eastern ports, both passengers and 
crews, should be enforced as a routine precaution; otherwise 
there is grave danger of small-pox being introduced into -this 
country. Fn the case of passengers, this ‘would mean: vaccina» 
tion of those who had.-not been recently protected, as a 
condition of travel. In the case of crews, it would require . 
the co-operation of members. of the Merchant Navy, the great 
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majority. of whom would no doubt be willing to be vaccinated 
from time to time if the need for such a precaution were made 
clear to them. Even the most careful attention to the provisjpns, 
of. the Port Sanitary Regulations, including conscientious 


: surveillance Of crew and passengers after arrival in this country, 


leaves loopholes for the entry of small-pox. Therefore adequate 
vaccination of all who travel from infected places is the only 
true safeguard. 


i 
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WAR SURGERY OF THE EYE 
REMOVAL OF MAGNETJC INTRA-OCULAR FOREIGN BODIES 
_BY THE POSTERIOR ROUTE, 
BY 
H. B. STALLARD, M.B.E., M.A., M.D., F.R.C.S. 


Ássistant Eye Surgeon, St. Bartholomew's Hospital; 
Major, ,R.A:M.C{T.A.) 


Intra-ocular foreign bodies possessing magnetic’ properties 
may be removed by one of two routes: (1) The anterior 
route, in which ‘the foreign body is attracted forwards by 
a giant electro-magnet, through the suspensory ligament 
into the posterior chamber, then, by changing the direction 
of the magnetic force, is drawn between the iris and lens 
into the pupil and anterior chamber, whence it is extracted 
from the eye through a keratome section by a small electro- 
magnet guided by the operator’s hand. (2) The posterior 
route, which necessitates exposure of the sclera by turning 
back a conjunctival flap either at some site of election or 
over the penetrating wound in this structure, if such is 
obvious or unclosed. An incision is, made through the 
sclera, and the entry wound is enlarged to a size just 
adequate for the extraction of the foreign body. A magnet 
terminal. is placed into the lips of the scleral wound. 


Advantages of the Posterior Route 

The advantages of this method of extracting intra-ocular 
foreign bodies, caused by the fragmentation of war missiles, 
These bodies‘are rough irregular pieces, which 
if drawn forward by the giant electro-magnet in the antenor- 
route technique of extraction“ would inevitably damage the 
ciliary body and iris and might also injure the lens. The 
metals which compose the casing of shells, grenades,‘ mines, 
and booby-traps are alloys with either low magnetic properties 
or none at all. In many instances it is essential to place the 
giant magnet terminal as near to the foreign body as possible 
on account of its low magnetic properties. 

It happened by chance that all the penetrating wounds of 
the eye treated at the Scottish General Hospital during 
the Western Desert battles from Nov., 1941, to Aug, 1942, 
associated with a metallic magnetic intra-ocular foreign body, 
had the wound of entry through the sclera, and 80% of these 
were in the lower temporal quadrant in front of the equator, 


1 


‘the lens being undamaged. The point of this is that exploration 


of the entry wound, its toilet, and closure are generally neces- 
sary, and it seems reasonable to save further surgical inter- 
vention by using the entry wound for the exit of the foreign 
body. However, in some cases, particularly high-velocity 
fragments of 2.5 mm. diameter and under from aerial bombs, 
the scleral wound had healed without complication during 
delayed transit through a field ambulance and casualty clearing 
station. In such cases a scleral incision of appropriate length 
was tmade at a site of election. 

Another advantage of the posterior route is that in cases 
in which the foreign body proves to be non-magnetic the 
opening may be used for the passage of an instrument such 
as a thin pair of straight iris forceps or a fine wire snare 
placed in the lumen'of a hypodermic needle (Brigadier C. W. 
Graham’s technique), with which, under ophthalmoscopic view, 
the foreign body is seized and extracted. This was done 
successfully in the case of Corporal B., in which a 2 by 2 by 
1 mm. rectangular fragment of a Breda shell detonator cap 
had penetrated the sclera'in the lower nasal quadrant about 
2 mm. in front of the equator, and after tearing a ragged 
hole in the retina lay in the vitreous in the upper nasal quadrant 
It seems that the posterior-route operation 
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disturbs an eye less than the anterior-route procedure does. 
After the former operation the eye regains its normal appear- 
2ncg more quickly, and ciliary injection is certainly not. 
increased, as is sometimes the case after the anterior-route 
extraction. 3 x 

Procedure in the Western Desert 
, The foreign bodies were ragged-shaped pieces of metal with 


‘rough granular surfaces. Their size varied from 3.5 by 2 by 


0.5 mm. to 1.5 by 1 by 1 mm. Some were cubes 2.5 by 2.5 
by 2.5 mm. or slightly less than this, but the majority were 
rectangular flakes, with an average thickness of-1‘mm. They 
consisted of fragments of shells, air-cannon shells, and bombs 
in equal incidence. In no case was there any associated gross 
intra-ocular infection, and in only one was: there a clot of 
opaque yellow fibrin adherent to the foreign body on extrac- . 
tion,, It is, doubtful whether the administration of sulphon- 
amides at irregular intervals during evacuation from the 
forward areas could have played an appreciable part in the 
prevention .of infection during the 6 to 14 days taken in 
evacuating men in the 8th Army’s advance to Benghazi in 
Nov. and Dec., 1941. In the withdrawal into Egypt in June, 
1942, as the enemy advanced, the wounded: arrived at pro- 
gressively shorter intervals of time after being hit, and at one 
period they came straight from the battlefield, circumventing 
field ambulances and casualty clearing stations, and were 
operated upon within 12 hours of being wounded. The delay 
of 6 to 14 days in giving appropriate surgical treatment to those’ 


hit in the early phases of the campaign did not'seem to have , 


jeopardized the future safety of the eye. 

In a few instances the battalion and field ambulance medical 
officers, aware of the dangefs of vitreous loss, had ordered the 
evacuation of these wounded lying on stretchers. The majority 
walked to aid posts and were then transported as sitting cases. 
Two of these sitting cases arrived with a vitreous herniation 
through the wound. The bead of vitreous was 2.5 mm. in 
diameter in wounds about 3.5 mm. long, and it was covered 
with conjunctiva and surrounded by adhesions ‘to Tenon’s 
capsule and the episcleral tissues. : 

It is difficult to assess the protective value, if any, of the 
British steel helmet so ‘far as the eyes are concerned. Some 
men were wearing their steel helmets when hit and others were 
not. No useful deduction could be made from, these data 
in relation to the possible direction of the missile which 
struck the eye.’ Major P. B. Ascroft (O.C. Mobile Neuro- 
‘surgical Unit) has prepared a composite photograph based on 
a radiograph of a soldier’s skull when wearing in.turn a 
British and an Italian steel helmet. On -this radiograph he 
marked the sites of 150 penetrating wounds of the skull. Of 
these, 65 fell below the level of the British helmet but were 
covered by the Italian helmet. From this radiograph it seemed 
likely that the Italian helmet would protect the eyes from 
metal splinters flying from an angle of 90 degrees over on either 
side. There was a remarkable concentration of wounds about 
the frontal area. 

Investigation of Cases g f 

The soldier is asked about the position of his head’ when 
wounded and the direction from which the missile came. 


_Information about this latter is often unreliable. When there 


ig an associated head injury the soldier generally has no 
recollection of being hit. In a few cases such facts as the 
above are helpful in tracing the probable course of the missile. 
The position of lid injuries may assist in this respect but is 
sometimes deceptive. 

The nature of the missile is important. Fragments of shells 
and bombs are generally magnetic, some in low degree. Italian 
hand grenades, booby-traps, and land mines are composed 
of non-magnetic alloys the fragments of which are about 1 mm. 
thick. Some booby-traps are made of bakelite, which is not 
radio-opaque and is non-magnetic. Such a fragment was 
extracted from an eye with forceps under direct view. In the 
case’ of land-mine, hand-grenade, and booby-trap explosions 
the wounds are generally multiple and, except for such serious 
injuries as traumatic amputation of one hand and multiple 
penetrating wounds of one or both eyes, are superficial. 
Fragments of metal may readily be taken from the skin and 
tested for radio-opaque and magnetic properties. 

In all cases except one—that of a sepoy with both eyes 
penetrated by aerial-bomb fragments—the entry wound was 


of 000 silk passing through 


evicent. The conjunctival wound showed localized hyperaemia, 
and in all cases of over one day from the time of wounding 
it was closed and the conjunctiva was adherent to the ‘episclera] 
tissces and sclera around the site of the wound. In 50% 
the intra-ocular foreign body was seen with the ophthalmo- 
scope, but in the remainder vitreous haemorrhage obscured 
its position. In the latter, x-ray location was done. 


Location of Foreign Body by X Rays 

Brigadier C. W. Graham has introduced a simple technique 
whicn, in the absence of elaborate x-ray apparatus, is of 
practical value. It is as follows: The eye is anaesthetized 
with cocaine, and .when much inflamed 2 or 3 minims of 
novutox is injected into the episcleral tissues at the limbus 
at 12, 9, and 3 o’clock. A silver ring of a size to fit exactly 
the corneo-scleral junction is stitched in position by sutures 
the conjunctiva at 12, 9, and 
3 o’clock respectively.~ A drop of paroleine is instilled into 
the eye, and a pad moistened in the oil is applied to the 
closed lids and bandaged in position. When possible the 
patient sits during x-ray examination. In some cases otber 


_wounds prevent this. During the first exposure he is directed 


to look with his uncovered eye forwards and for the second 
to look downwards. For this purpose conspicuous marks such 
as red disks or lights 5 cm. in diameter are placed on the 
wall for sitting cases and on the ceiling for, lying cases at 
the two points in-which fixation of the eyes is necessary during 
exposure. Each exposure is half the normal. To obtain a 
postero-anterior view of the orbit free from the dense shadow 
of the petrous part of the temporal bone the head is tilted 
slightly so that the occiput is down and the face up; the 
petrous shadow then falls over the antra. In an accurate 
postero-anterior radiograph the silver ring shows as a perfect 
circle, and in the lateral as a linear shadow. 


Interpretation of Radlographs ` 

The diameter of the silver ring is known and its measurement 
is checked on the x-ray film. Any radiographic magnification 
is noted. This has never been more than 1 mm., and, when 
present, allowance must be made for this fact. When an anode 
film distance of 30 in. or more is used, parallactic magnifica- 
tion’ of the ring is negligible and a schematic eye of 24 mm. 
drawn on the film is accurate enough. In the lateral view 
a line is drawn posteriorly from the centre of the ring and 
at right angles to it for about 22 mm. The upper and lower 
limits of the ring are used in turn.as the centre of a circle 
whose radius is 12 mm. (e.g., half the average length of ‘an 
eye—24 mm.); with a pair of dividers set at 12 mm. the 
horizontal line is intersected by arcs described from the above 


‘centres. The point of intersection on the horizontal line is 


now taken as the centre of a circle with 12 mm. radius, and 
this is described on the radiograph. A similar procedure may 
be carried out with the silver ring in the second position— 
that is, looking down. Likewise in the postero-anterior view, 
a citcle of 12 mm. radius is described round the centre of the 


‘silver ring. The ring is known to be at the limbus, and so 


measurements may be taken from this on both the postero- 
anterior and the lateral radiographs. 

Movement of the foreign body is the essential diagnostic 
feature. If the relation of the silver-ring image to the foreign 
body is unaltered in the first and second positions it may be 
presumed that the foreign body is moving with the eye. The 
radiographs with the schematic eye marked upon them will 
indicate also the position of the object with regard to the 
centre of rotation. If the foreign body is in front of this it 
will apparently move with the ring; if behind, against it— 
that is, a foreign body in the posterior half of the eye -will 
lie at a higher level in the second position where the ring 
has rotated downwards, i : i 

The shadow of the foreign body might fall within the circles 
described and yet be outside the eye. This point is settled 
by the movement of thé foreign body, which is absent when 
it is extra-ccular. There is, however, an exception to this 
in the case of a foreign body in Tenon’s capsule, where slight 
movement may take place, but this is rarely as great as in the 
case of an intra-ocular foreign body. In such cases, therefore, 
if the foreign body shows a new relation to the ring in the 
second position it is probably outside the eye. When the 
foreign ‘body is clearly outside the limit of the circles 
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described it is certainly extra-ocular. The size of the foreign 
body is carefully measured on the radiograph. This will 
determine the length of the scleral incision necessary for its 
extraction. i y 

eaei ', Operation ; 

Anaesthesia—(1) Surface. Cocaine 4%, 4 drops (the “only 
suitable anaesthetic available). (2) Infiltration. 0.5 c.cm. of 
novutox 3% with 3 minims of 1 in 1,000 adrenaline may 
also be injected into the bellies of adjacent rectus muscles 
when. traction is likely to be made on these. In cases of con- 
siderable ocular injection 1 c.cm. is also injected into the 
region: of the ciliary ganglion. Anaesthesia has been adequate 
in all cases. 

‘Incision—With spring scissors a curved incision is made 
in the conjunctiva anterior to the area of sclera to be exposed, 
so as to fashion a flap with itf convexity forwards. This is 
undermined down to the sclera so that it consists of conjunctiva, 

= Tenon’s capsule, and episcleral tissue. Two sutures of 000 
` silk are inserted 2 mm. behind the free edge of the flap, which 
is now reflected posteriorly’and secured thus by clamping the 
‘sutures to the head-drapings. Care must be taken in separating 
adhesions around the site of a scleral wound. The overlying 
conjunctival wound is generally healed, and in most cases the 
conjunctiva can be dissected off intact. In two cases there 
was a prolapse of intra-ocular, contents, making a knuckle 
‘about 2.5 mm. high by 2.5 mm. at its base. In such. cases 
the covering of episcleral tissue and adhesions was left 
untouched until after diathermy had been applied and a 
scleral suture inserted. Then the prolapse and its coverings 
were cut off flush with the sclera. 

After reflecting the conjunctival flap the sclera is swabbed 
and any bleeding-point arrested by touching it with a fine 
probe heated in a flame. Traction on the globe may be 
effected either by a scleral hook or by passing sutures of No. 1 
white silk through the tendon of a rectus muscle or by seizing 
the tendon with fixation forceps (Fig. 1). If the scleral 





‘Fic. 1.—A flap of conjunctiva, episcleral tissue, and Tenon’s 
capsule is reflected in the lower temporal quadrant. Fixation 
forceps are applied to the tendon of the external rectus muscle. 
A No. 15 Bard-Parker knife incises the sclera where two appli- 
cations of surface diathermy have been made. 


wound is either over the posterior part of the pars plana 
of the ciliary body or between the ora serrata and the equator 
‘one or two applications of surface diathermy, 70 to 80 mA 
for 5 seconds, are made over the wound so as to extend 
just beyond its limits. This effects contraction and hardening 
of the sclera and: incidentally reduces the size of the wound. 
Its purpose is to produce haemostasis in the sclera and under- 
lying uveal tract and to ensure subsequent choroidal retinal 
adhesions where the foreign body tears these membranes on 
leaving the eye.. Then a mattress suture is passed through the 
thickness of the outer half of thé sclera, which it traverses 
1.5 mm. from and parallel to the edges of the wound for a 
distance of 2 mm. (Fig. 2). For this purpose Merson 
(Edinburgh) made for me a small eyeless needle threaded with 
000 silk. Generally one suture is sufficient, but two may be 
necessary in larger wounds. The loop and ends are placed 
clear of the scleral wound. K 

The wound is now enlarged to a size 1 mm. greater than 
the maximum diameter of the foreign body as measured on 


-of intra-ocular foreign bodies. 


the radiograph. This is done by cutting the sclera with a 
No. 15 Bard-Parker blade kept on the sclera and run gently 
to and fro for 2 to 4 mm. as required. All but the dèepest 
layers of the sclera are divided in this manner. The head 
and eye are then turned so that the scleral wound lies upper- 
most, thus by gravity minimizing the risk of vitreous loss. 
Fine hooks are now inserted into the edges of the scleral wound 
and are drawn apart. The uvea shows through the remaining 
layers of the sclera, which are now cut with the point of a 
cataract knife (Fig. 2). 





Fic. 2A mattress suture has been inserted through the 
superficial layers of the sclera. Fine hooks retract the edges of 
the scleral wound, whilst a cataract knife completes the incision 
through the deeper layers of the sclera to expose the uveal tract. 


The procedure is similar in cases in which the scleral wound 
has healed or is not evident, the scleral incision being made 
at some site of election. The only difference is that the 
incision is made through about half the thickness of the sclera 
and then the mattress suture is inserted. With effective 
diathermy there is no bleeding. 

The Mellinger giant electro-magnet is now swung into 
position, and the terminal introduced into the lips of the 
wound. A “click” is heard as the foreign body strikes the 
terminal, which is then removed. The mattress suture is now 
seized with Arruga’s capsule forceps and drawn upon, thus 
closing the lips of the scleral wound. It is then tied. Any 
traction sutures in the rectus muscles are now cut and removed. 
The conjunctival flap is replaced and the conjunctival incision 
closed by a continuous key-pattern suture of 000: black silk. 
Ung. atropin. 1% is inserted on a glass rod Swept beneath 
the upper lid at the outer canthus. A pad moistened with 
paroleine is applied over the closed lids and secured by a 
bandage. — \ d 

To dafe, vitreous loss has never occurred and. the eyes have 
shown no post-operative exacerbation of inflammation. 


/ Summary 
The reasons for removing by the posterior route intra-ocular 
magnetic foreign bodies due to war missiles are discussed. The 
investigation of a case, a simple method of x-ray location of 
intra-ocular foreign bodies, and the operative technique of 
extraction are described. 
Major W. H. Milligan, x-ray specialist (Scottish) General 


Hospital, has devoted much skill, care, and patience to the location 
I thank him for his admirable work 
and invaluable help and advice in this respect. „I also thank 
Brigadier C. W. Graham, Consulting Ophthalmologist, M.E., and 
Colonel H. D. F. Brand, O.C. Scottish General Hospital, for 
permission to publish this paper. 





There have been numerous reports in the American medical press 
during the past year on the formation of sulphonamide crystals in 
the renal tubules. In onè of these (J. Urol., 1942, 47, 258), HR. 
Newman and I. H. Shleser point out that there is the less-recog- 
nized risk of the formation of putty-like renal calculi. They record 
a case where, two years after the administration of sulphapyridine 
and prontylin, renal calculi were found on x-ray examination to 
be in the pelvis of the right kidney, and were removed. They 
crumbled easily on slight pressure, and chemical analysis showed 
the presence of large quantities of sulphonamide intermixed with 
protein and some magnesium, ammonium phosphate, and aetrace of 
calcium carbonate. 
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Despite the frequency of carcinoma “of the “stomach the 
`: number of recorded total -_gastrectomies is still insignificant, 
and w in relation to the large number of: partial gastrec- 
tomies.. Thus. Livingston and Pack (1939), in their admir- 
able monograph on-carcinoma of*the stomach covering 












| gastrectomy in. the treatment of.carcinoma ventriculi, 

nd at the Mayo Clinic (Walters, Gray, and Priestley, 1940) 

tween the years 1907 and 1938 out of 11,000 carcinomas 

f the stomach there were 2,840 resections, of which only 
27 were total, 


- According to Kronlein. (quoted from Finney and Riénhoff. 
1929), total gastrectomy is defined as removal of the whole 
stomach so: that .in the specimen is found a portion of 
oesophagus at one end and of duodenum at the other. Billroth 
(quoted from Finney and Rienhoff, 1929) defined: as a total 
| gastrectomy resection. of the body followed by anastomosis of 
the pylorus to the cardia—these: we prefer to term ‘subtotal 
‘gastrectomy... Finney and Rienhoff in. 1929 traced 110 of the 
reported cases, of which only 67 were in the first group; it is 
y ith this latter category of complete (total) gastrectomies 



















History 

hineas Conicet (884) of Cincinnati. performed the first total 
tomy. on a moribund patient, who did, not survive the 
open on. Carl Schlatter (quoted from ‘Finney and Rienhoff, 
: 2 









a) ition: 14 months.’ In 1898 MacDonald and Brigham 
- recorded. successful. cases, and, following these, „reports 
es continued to appear, chiefly in- America and 


oe and, Mi closed the oesophagus, brought the duodenum out 
“on to the skin surface, the patient dying soon after. In 1903 
-> Moynihan. published. the. first. fullreport of a case in this 
“country, the patient dying-from shock 36 hours after operation. 
His second. c&se (Moynihan, 1907), operated upon: for linitis 
lastica in. 1907, developed a- profound anaemia three years 
iter, but survived for a further period of 8 months. Necropsy 
10 evidence of recurrence. In 1928 Flint of Leeds 
rieda successful case operated upon for diffuse encephaloid 
oma. This patient, aged 44, was alive and well 18 months 
cording to Rodney Maingot (1941), Walton had re- 
ises, Gordon-Taylor.6, Maingot.6, and Joll 12,* but 
wes se appear not to have. been fully recorded, which seems 

tous to justify publication of the present review. 
"In 1929 Finney and Rienhoff collected 67 cases of total 
gastrectomy, and in 1933 Roeder. added another 21, making 
altogether 88 cases. Since. those two.-excellent papers, with 
very. complete bibliographies, a numberof cases have- been 
=- reported upon, but chiefly as examples of successful technique, 
and they were often recorded within a month of the actual 

operation: ons 
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Survived 3 years..6 months 






Area 33 < Alive and. weli: after S months ` 
Atkinson: ind: Masson 934): ; Aged 620. Suecesstul care 
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Bae ee? os Aged 64.. Survived. $ months 
che en Aged 45, Alive and well 10 months later 
enni . “Aged 35: Successful case 


» 6 total. gastrectomies. out of-173 resections in 
461. ceses of carcinoma ventriculi —.. 3 
s. Quote- Bull and Stang’s càse:<13. months 
2 Quete Clute and Mason's: ca case, above - 








x TR figure now ‘stands at 2 
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© Waugh and: ‘Giffin asid- 


000 partial gastrectomies, make no ‘mention of © 


© reduced, by adequate pre-operative. treatment directed. to 
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ater 19 months- 
Aged 3i. Alive and 
sAged 44. Successful case Pe: 
Aged: 72. Successful total gastrectomy 
partial ‘oesophagectomy : 
Aged 69. Alive and well after 26 monts Ae 
Total. gastrectomy. for | Wosarcoma.: Alive 
, and, well-after 2 years 9 months : 
„cases: One-alive and well after-26 months ~ 
ea $5. Alive and well after 3 months 
>. Agedg60.. Successfal case 
. Aged 44.° Fit for 16 months. 
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Technique“ ‘ : 
Most a Gthors stress the value of Spinal or local anae 







rather in mobilizing the stomach, fixed ¢ as it may ewe per- 
gastric adhesions or neoplastic infiltration, Stress is ; ë 
principle, first introduced by Moynihan’ (1907), of izine 
the stomach as a retractor,. An interrupted anchor layer of » 
sutures and a second continuous layer of sero-muscular sutures j 
having been inserted, small openings are rade into the 
extremities of oesophagus and jejunum, and. only. whe 
small openings have been approximated by: a through- nd- 
through layer are- the incisions: extended. Certain surgeons: 
advocate oesophago-duodenostomy, but most. prefer ai -end-te l 
side oesophago-jejunostomy. An entero-anastomosis 
by some, while Finney and Rienhoff (1929) advocate using 
Levine duodenal tube. This is swallowed ‘before. operatio 
and manipulated through, the new stoma into the jejunum: at. 
the operation in the hope of minimizing the ‘risk ‘of early. 
leakage from the suture line. If a short oesophagus is posed... 
it may be necessary to cut the left triangular ligamen the’ 
liver to allow of a more adequate exposure, Lahey (19 
others advocate the use of flaps of diaphragmatic peti 
to cover the anastomosis. Priestley and Randall (194 suggest: g 
anchoring the jejunum posteriorly to the pancreas and'anteriorly 
to the liver to prevent. traction, and “use jejunal: feeding te 
prevent leakage. : n 

As some of the recorded casés show, provided the patient's . 
general condition is good, age is no barrier to the operation: 
Thus Jackson (1941) reports. the case. of .a. patient aged 69» 
who was alive and well.26 months after total gastrectomy for... 
linitis plastica. Waugh and Giffin (1941) had a succe: ; 
man aged 72—the oldest recorded case. To justify the o 
the lesion should, however, be:confined to the stom ther, 
with, at most, the immediate regional lymph: glands ; an i 
oesophagus should be mobile enough for anastomosis 
and Waugh, 1939). If possible, 4 cm. proximal to the gro 
should be removed for fear of intramural extension, according 
to Adrian Verbrugghen (1931), but this must? be Pok a 
counsel of perfection, 






























Complications and Prognosis 3 

Finney and Rienhoff (1929) give “the immediate mortality. of 
the 67 cases recorded as 53.8%, of which peritonitis: accounte 
for 58% and shock 8%, the remaining deaths. being d 
intestinal obstruction, enteritis, duodenal Titula oesopl 











a 67% mortality due to- peritonitis; in comparison with 
of. those on whom oesophago-jejunostomy was performed. 
According to Roeder (1933) the first: 88: recorded total o 
gastrectomies had an immediate post-operative, mortality s ; 
due chiefly to shock, peritoneal or pulmonary infer tions. 
haemorrhage. i P E is ee 
The most common iminediate post- operative ¢ cause sof death 

is not leakage from. faulty suture but-rather the extent and. 
duration of the operation in..a: gravely. debilitated patient. : 
Whether post-operative shock and pulmonary infections can 










increasing’ the patient’s resistance combined with blood 
fusions and prophylactic. oral and Ageal sulpho amides, 
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uncertain. The figüres from the Mayo Clinic (Lynch and 
Priestley, 1941) are, however; encouraging: during 1907-38 
there were only 9 survivals out of 27 total gastrectomies, 
whereas in 1940 there was only 1 death out of 8 cases. 
Post-operative vomiting is rare in. the uncomplicated case. 
Some develop.a mild-glossitis.and stomatitis, though.diarzhoea 
seldom occurs. The development of a moderate degree of 
secondary anaemia is fairly common. In Moynihan’s successful 
‘case death occurred 3 years 8 months after operation—not 
“from recurrence but from anaemia. 
The development of megalocytic anaemia is questionable. 
. Chester Jones (1940), in a very excellent review of the problem 
“of gastrectomy and the anaemias, says: ™ It is apparent that 
major gastric surgery—subtotal or total—may be performed 
‘without any great fear of undue consequences as far as the factor 
of normal haematopoiesis is cogcerned. ‘Despite the fact that 





relative or absolute achlorhydria develops, and. secretory cells’ 


of importance to normal blood physiology are removed, the 
development of serious anaemias is not to be feared. An 
occasional microcytic or macrocytic anaemia ensues in the 
course of months.” He concludes that extragastric lesions must 


coexist for the production of Addisonian anaemia—possibly . 


dug to the destruction of argentaffin cells in the duodenum, 
small intestiné,* colon; and “appendix, those in the” stomach 
having been already removed-—-and that an adequate’ and well- 
balanced diet should suffice to ‘prevent its occurrence.* 


Karl Meyer (1941) suggests that pernicious anaemia does 


not occur after total gastrectomy only because the patients - 


do not often survive long.enough. He reports a case of total 

gastrectomy performed in Oct., 1933; for chronic non-specific 
‘ linitis plastica in’ which the pre-operative haemoglobin was 
., 80% and erythrocytes 4,220,000. In 1938 the latter were 
5,000,000 ; but, in 1939—6: years: after operation—the patient 
developed thé typical haematological picture of pernicious 
anaemia, 

Rowlafids and Levy Simpson (1932) collected 17 cases of 
Addisonian anaemia following gastric operations, of which 5 
occurred after total, 8 after partial gastrectomy, and 4 after 
gastro-enterostomy: considering the rarity of total gastrectomy 
this is a high incidence. 

Prognosis 

` From the standpoint of the restoration of health the results 
of the operation; are, however, distinctly favourable. The 
patients have good appetites and enjoy life; many return to 
work and can lead a normal existence. Roeder (1933), more- 
over, makes the interesting observation that in his surviving 
case_ the patient experienced normal sensations of hunger 
despite the absence of the stomach, which’ has hitherto been 
considered as the exclusive somatic site for hunger. 

The immediate post-operative mortality is, however, high 
(53.8% according. to Finney and Rienhoff, 50% according to 
Roeder), though among 8 cases of total gastrectomy. performed 
at the Mayo Clinic during. 1940 (Gray, Walters, and aa 
1941) there was’ “only one death—a mortality of 124%. The 
ultimate prognosis as regards survival after operation is dis- 
appointing, the average duration of life being well under two 
years—almost all dying of metastases. The survival period of 
20 casés from the Mayo Clinic (Eustertnan and Balfour, 1935) 
is as-follows: One case lived 3 years 9 months ; two cases lived 
2.years 8 months ; one case lived 2 years 3 months ; 16 cases 
lived for less than a year after operation. 

The following are the longest recorded periods of survival 
from a careful study of the literature available in the English 
language: 


iD Moynihan -+43 years 8 months. Died of secondary anaemia 


{D Zikoff ` ` 4 years-8 months 

(3) Mayo, W. 7. ` 2 years 11 months (3 years 9 months). Died 
from ? pernicious type ok anaemia 

(4) Brun . 4 years 


(The above four are ‘qtioted from Finney and Rienhoft, 1929.) 
() Allen (1938) . 4 years 6 months. Alive and well at time 


of report 
6) Lahey (1938) . 3 years 4 months. Died of recurrence 


47) lordan (1941) ie .. 2 years 9 months. Total gastrectomy for 
leiomyosarcoma. Alive and well 


` Two Personal Cases 
To the above list: we wish to add the following 2 cases— 


the first surviving for 3° years 2 months and the second for 


3 years 6 months-after total gastrectomy. 


CL. 0.81; 


Case E. A. 

The first patient, a man aged 45, presented hinwelf a 
Royal Free Hospital on Dec. 9, 1932, with a history of eva 
indigestion of some years’ duration. 
in April of that year he had complained of attacks of abdominal 
pain half an hour after food, relieved by vomiting. Despite 
melaena he felt fit, his appetite remained unimpaired, and therë 
had been no loss "of weight. 


Clinical examination. showed a thin but otherwise hea 
individual. A blood count showed R.B.C. 3,030,000 ; Hb 49 
W.B.C. 11,500. Operation on Dec. 12, 1932, die 
closed on the posterior wall of, the stomach a large ulcer with 
æ raised red indurated edge extending up to the cardiac orifice. 
A total gastrectomy with retrocolic oesophagé-jejunosicmy was 















-performed,.and after an uneventful convalescence. the patient 
was discharged a month later. 


He resumed work immedi tely 
for economic: reasons. Section “revealed an “ ulcer-cancer.” 
The glands: showed chronic, inflammatory changes and ‘the 
effects. of: lymphatic obséruction’ only. 


Two years.later, in. Jan, 1935, he was readmitied with pain 
in the left hypochondrium which ‘had. been present for 6 months 
and was aggravated by food. In addition he occasionally 
vomited yellowish watery fluid -amd this was associated nen 
black. stools., A blood count showed a marked hypochronic 
normocytic andemia with R.B.C. 3,790,000, Hb 39%, Cul. 03u 
and W.B.C. 14,500, and “the stools contained occult blood, 
Barium passed normally down the oesophagus and there was 
no demonstrable abnormality of either the afferent or efferent 
loop or at the anastomosis. 


In Oct.,1935-—34 months after operation--he was readniitted 
on account of burning pain:in the epigastrium and difficulty in 
keeping solid food down. .. Clinical examination revealed no 
evidence of recurrence ; barium, however, was held up at ihe 
lower end of the oesophagus, which was constantly craggy, and 
was convulsively regurgitated into ee ‘upper part. “There was, 
no sign of any fistula into the colon. He returned home o 
month later to a lighter form, of work and died on Feb. k 
1936—3 years 2 months after "his operation. 








Case J, K. 


The second patient, a woman aged 42, was admitied: inte the me 
medical wards on July 25, 1938, complaining of : 
discomfort and pain of two months’ duration. ~ 
appeared 2 to 3 hours after food and was- relieved by 
powders and by light diet. ‘Her initial. nausea had beer 
followed by attacks of retching, during which she vomited: small 
amounts of watery fluid which was occasionally blood-stained: 
Her bowels had been costive, and on two otcecians her stools 
had been dark and tarry. Her appetite was. poor and she had 
lost 12 Ib. in the preceding two months. She stated that she 
had had indigestion, for years, and two- months previously bad 
undergone an operation for acute appendicitis: 


Clinical examination showed a pale emaciated patient. ‘There 
was visible epigastric peristalsis: and. a hard irregular mobile, 
ovoid mass in the epigastrium. > “Investigations were s$ follows: 


June 16, 1938.—-Barium meal. Immediate: Projection on 
posterior surface in middle third.” Peristalsis 5 Pyloris 
relaxes at once. Duodenal cap normal. (Pig. 3) 


July 20.—Barium*meal. Immediate: Irregiilar projection on 
greater curvature coincides with the mass palpable halt an hour 
after the meal. Appearance strongly in favour of rapidly 
advancing neoplasm. (Both meals before admission: 


July 25.—Blood count: Hb 68%; R.B:C. 4.340.000. 
W.B.C: 7,750 (polymorphs 74%, lymphocytes. Vio j 
4.5%, basophils 0.5%) Red cells show- anisocytosis, 
chromasia, and polychromasia. ; 

July 26.—Stool: Test for occult blood positive. 


July 27.—Histamine test meal: Volume of resting juice 25 















ccm.: Some red blood cells and debris ; pus cells. Raised 
normal curve. 
Aug. 8.—Hb 70%, R.B.C. 4,860,000. 
Operation.—Pre-operative medical treatment was «given. 


Operation. was performed on Aug. 8 by one of us (C. AJ. A 
cyclopropane anaesthesia being administered by, Dr. Morris. 
The findings were: carcinomatous leather-bottle stomach ex- 
tending to within an inch of oesophageal opening and to within 
1 in. of the pylorus; enlargement of glands along the greater 
curvature; no evidence of metastases. The procedure was as 
follows: The pylorus and first part of the duodenum- were 
mobilized ; the latter was. divided between crushing clamps ano < 
the distal end closed. The greater omentum was completely 
dissected from the colon. The lesser omentum was divided, 





Following a haematemesis 
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and stomach and as much of the intrathoracic oesophagus as 
possible: were mobilized. Through the transverse mesocolon a 

oop of jejunum was brought up to the oesophagus and, follow- 
ing Moynihan’s technique, an oesophago-jejunostomy was per- 
formed. Failing to cover the suture line with omentum, the 
abdomen was closed. 

The operation took 1 hour-10 minutes ; the patient returned 
to the ward in good condition. She was given rectal salines 
4-hourly, and on the next day was taking 1 oz. of water hourly 
by mouth. This was gradually increased, and by the third day 
she was having small amounts of milk. Subsequently a diet 
of high caloric value was added, so that within a week she 
was taking a fair quantity of food at 2-hourly intervals. A 
fortnight later the patient was up and about, taking 2-hourly 
feeds of chicken, potatoes, eggs, fish, etc. She was allowed 
home 22 days after operation. 
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Fic. 1.—Case J. K. Stomach and great omentum after 
removal, showing widespread carcinomatous infiltration from 
cardia to pylorus. 
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Fic. 2.—Case J. K. 


L Photomicrograph from section of 
Hs gastric wal to show muscular hypertrophy and focus of 
adenocarcinoma. 


Pathological Report.—* A ‘leather-bottle” or diffuse type of 
carcinoma of the stomach extending from the oesophagus to 
the pylorus and involving the whole of the lesser curvature and 
B portion of the greater curvature. The wall of the stomach is 
consi@erably thickened and all the coats are invaded by tumour 
- cells in the region of the lesser curvature, producing ulceration 
! of the surface mucosa ; elsewhere the normal mucosa is intact. 
| Microscopically, the malignant cells are irregularly scattered 
through the stomach wall and associated with a generalized 

fibrosis. An occasional irregular acinus is formed, and some 
of the cells contain mucous globules. Lymph glands along 
both ‘curvatures are not enlarged, but several contain micro- 
scopic growth.” (Figs. 1 and 2.) : 
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Subsequent Progress:—The patient a year later was enjoying 
life and her food—four square meals a day. In March, 1941, 
one of us (C. A. J.) removed bilateral Krukenberg tumours, 
section of which showed adenocarcinoma With low mucus- 
secreting columnar cells suggesting secondary carcinoma from 
stomach. She was readmitted for investigation on Oct. 19, 
1941, 3 years 2 months after her gastrectomy, during which 
period she had been doing all her housework, including the 





3.—Case J.K. Radiological appearance of stomach 
immediately after barium meal (erect). 


Fic. 





Fic. 4.—Case J. K. Post-operative radiograph showing barium 
passing direct from oesophagus to jejunum. 
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laundry and looking after her two children. A blood count 
showed Hb 58%, R.B.C. 2,960,000, C.I. 0.98, W.B.C. 11,400. 
The red cells were normal in size, shape, and staining. The 
white cells were of nérmal adult type. A radiograph of the 
chest revealed no abnormality. A barium meal showed total 
gastrectomy, with a filling defect in the transverse colon. 
(Fig. 4.) 

She was discharged home a few days later and died on 
Feb. 5, 1942—3 years-6 months after total gastrectomy. No 


necropsy was performed, though she, must certainly have died 
of atoms! metastases. | 


PEE 
A brief review of total gastrectomy shows that the operation 
is indicated for patients in good condition when the carcinoma 


is operable and the anastomosis can be performed without 
tension. 


Life after total gastrectomy hei on the whole short, though 
those that survive may enjoy reasonably good health without 
any serious dietetic. restriction. 


A further 47 successful.cases have been collected from the 
available English literature since Roeder’s article in 1933, 
making a total of 135 reported cases of total gastrectomy. 

In addition two ‘personal -cases surviving the operation by 


3 years: 2 months and 3 years 6 months, respectively, are 
described, 
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The annual general meeting of the British Social Hygiene Council, 
the first since it became an independent voluntary body with no 
financial or other control by the Ministry of Health, was held at 
B.M.A. House with the president, Sir Walter Langdon-Brown, in 
the chair. The council is now devoting its energies to the promotion 
of. social biology, including the social implications of venereal 
disease, and the president took as the subject of his address “ The 
Place. of Social Biology in the Sciences.” He stressed the inter- 
dependence of all life, pointing out that all living organisms, from 
the lowest. to the highest, were governed by the same natural “ laws.” 
After:showing that-the kinetic energy of animals was derived from 
the potential energy stored in plants, he traced the progressive stages 
in animals. from refiex action to instinct, from instinct to intelligence, 
and from this to the still higher values of life. The annual report 
of the council was adopted, and..on the motion of Mr. McAdam 
Eccles: the officers were re-elected, as also was the executive com- 
mittee, which was strengthened in the field of social biology by the 
addition (ex officio). of the chairmen of the newly appointed com- 


mittees, including “Prof. F: Á; E Crew, F.R.S., and Sir Francis - 


Fremantle. 








PREPARATION OF THE HANDS FOR . 
OPERATION 
BY 
W. A. COCHRANE, F.R.C.SEd, 


_ Surgeon, Princess Margaret Rose Hospital, Edinburgh; Associate 


Assistant Surgeon in Orthopaedics, Royal Infirmary, Edinburgh; 
Lecturer in Orthopaedic Surgery, University of Edinburgh 


If the shortage of gloves continues we may, as a war necessity, 
have to*operate without them. In ‘point of fact, the we of 
rubber gloves in surgery is comparatively recent: they were 
introduced in the early years of this century. 
the good authority of a surgeon who operated before that time 
that the cases did well. I operated without gloves for some 
years as assistant to Sir Harold Stiles; who did not use them in 
clean cases. I have no rtcollection of a single case becomitie 
infected. The following method, which Iwas taught to use 
and which I habitually employed, may prove of interest and 
value to surgeons and nurses. It is reliable. It takes a Hine 
time and trouble, but safe hands are worth it. As one becomes 
expert the time taken can be shortened. 





The Procedure 

Three washings are carried out. The first is-for 10 minutes 
in a sterile basin half full of very warm water, to which soap 
spirit has been added. It is whipped up into a good lather, 
A soft but firm sterile nail-brush is used to scrub the fingers 
and palms, particularly in the-line of the skin folds—-i.e., across 
the hand. The scrubbing should not be strenuous on the backs 
of the hands, the wrists, forearms, and elbows, as the skin in 
these situations is thin. Special attention is paid to the tips, 
sides, and clefts of each finger, with the hands in the lather. 
A test of one’s efficiency is to cover the hands with lamp-black 
in oil and wash them off in the dark or blindfold. Any 
parts still black will show what areas are being inadequately 
scrubbed. 

For the second washing, the basin is filed with a change 
of warm water. Soap spirit is added as before, and a table- 
spoonful of cresol. The process of washing ‘and scrubbing is 
repeated for 5 minutes. ; 

A final wash of 3- minutes. in a fresh sterile basin, with 
another sterile brush, rather softer than the other, and using 
water and crésol only, is given. The hands, wrists, and forearms 
are then-rinsed in warm sterile saline, 

During the operation the. surgeon uses two lotion-basins: 
one contains warm sterile water and creésel, the other ‘sterile 
saline.’ The former is for washing blood from his | : ; 
are then passed thtough the saline: ‘Cresol and w ier are 
ideal for clearing the hands of blood. Somebodyemay say that 
cresol, lysol, or antiseptol used in the manner indicated. will 












soap under the running tap. This i is an: i important point to 
remember. 

An operation begins with the preparation of the Rands. 
Whichever plan is adopted, it should be thorough and un- 


hurried, whether gloves are used or not- It must stand up 
to the test of producing good results. For those who have 
never tried to operate without gloves I can give the assurance 
that there need be no alarm on that score if the above method 
is carefully employed. I think that an antiseptic is required. 
It is for this reason that I prefer.use of the sterile. basins 
rather than washing-up beneath the running tap with soap and 
water only. 

The best way to scrub the finger-tips and the backs of the 
fingers is by holding the brush steady beneath the lather, 
bristles uppermost, and. moving the fingers of the other hand 
rapidly to and fro across it. Between operations, the fins! 
washing described above is repeated for about 2 minutes. if 
a very pure cresol is-used it can be in surprising concentration 
actually. without irritating the skin: ‘the surgeon soon learns 
by experience how much to use. In the first. wash-up ihe soap 
spirit is poured in from a bottle; the : soap Spirit and thé cresol 
in sterile dishes are placed at the surgeon's side, 
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Silicosis in a Chert-miner 


The following case seems to be worthy of record in that it 
is, so far as I am aware, the first case of silicosis occurring in 
a chert-miner to be definitely acknowledged by the Silicosis 
Board, and in fact the only undisputed case of silicosis due to 
chert yet reported—a recent case having proved negative on 
postmortem, findings although compensation was paid during 
life. . 

Chert, or petrosilex as it was formerly called, is a very hard 
rock or flint stone. It can be of various colours—blue, black, 
or white. In some cases chert is solid all the way through; 
in others it is in layers with the limestone, and is called roof 
chert. It is a compound of silica and limestone, and 80% is 
mined in Bakewell, Derbyshire. The proportion of silica varies 
in different specimens, being within the wide ranges of 
30% and 90%. Chert is used for grinding all pottery materials, 
and in glazing ; it is ground into paste in the Potteries. Before 
this war it was constantly being exported. 


Case HISTORY 

I first sent this man in Jan., 1934, to see Dr. P. Heffernan, 
who was unable to find any signs of tuberculosis in his chest. 
Although periodical radiographs have been taken regularly and 
the sputum has been examined for the tubercle bacillus the 
results have always been negative. The first, taken in 1934, 
showed a most perfect picture of silicosis—just like a snow- 
storm ; and plates have been taken at regular intervals for the 
past 9 years. ‘The radiograph here reproduced was kindly taken 





Radiograph of the case, showing nodular fibrosis in each lung. 


for me by Dr. Grout of Sheffield in 1939. (It is only owing to 
absence on war service that I have not published the case 
before.) It shows nodular fibrosis in each lung. The chief 
symptoms’ in this case were shortness of breath, cough with 
some sputum, and a feeling of weakness and tiredness. The 
man’s history is particularly important in view of the hand 
labour, subsequently replaced by machine labour. s 

The patient was born in 1886 and started work in 1898 at 
mine A, working below ground as a drill-turner with the striker 
beside him. The men worked unprotected, and dust flew about. 
In 1899 hand work was done away with and machinery was 
introdyced in the limestone. Subsequently he was a poker- 
holder on the boring machines for 2 years; then a_machine 
driver for 4 years. He subsequently worked for about 14 years 





in the chert—all hand sfriking and hand boring. He left Mine 
A and went to Mine B, where he worked for 11 years in the 
chert—all underground work, all machine boring. In all, he 
worked about 31 years in chert. He left work in 1935. Full 
compensation has been agreed to, and paid since 1936. One 
fact should be mentioned in all fairness. In 1918 he left chert 
for ? weeks and was employed in sandstone, but he was only 
cleaning up, and did not actually work in sandstone himself, 
so I feel that this period of 3 weeks can be overlooked. At 
one time he drank a fair amount of alcohol after work, and the 
fact that he did so may have been a contributory cause of his 
sensitivity to absorption of silica dust. He also had some 
degree of cirrhosis of the liver and has had more than one 
attack of delirium tremens. The radiograph in this case is 
diagnostic and conclusive. 


My thanks are due to Dr. P. Heffernan for his great help in the 


diagnosis. of this case. 
e C. W. Evans, M.R.CS., 
Late Capt., R.A.M.C. 
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Acute Benign Dermatomyositis 


A mild type of myositis or myalgia has been described from 
time to time under the heading of Bornholm disease. The pain 
is upper abdominal or thoracic, of abrupt onset and severe, 
and accompanied by fever and sweating. It has been regarded 
as a toxic myositis due to a specific infection, since on occasion 
it appears as a small epidemic. Hypersensitivity of the skin 
does not form part of this syndrome, but a combination of 
myositis with tender skin and peripheral neuritis has been 
recognized and described under the term dermatoneuromyositis. 
Such cases are usually grave, since a residual fibrosis of muscle 
and skin leads to the condition of sclerodermia, which has only 
recently been recognized as the sequela of an acute dermato- 
myositis. Intermediate forms are probably not uncommon. 
Williams (1941) described 5 cases of benign dermatoneuromyo- 
sitis occurring shortly after inoculation with typhoid vaccine. 
There were meningeal symptoms, and the spinal fluid showed 
an increase of cells but was sterile. He gave reasons for con- 
sidering allergy not the essential cause, and attributed the illness 
to a virus infection. The isolated case described below would 
seem to be another variant of the same syndrome. 


CASE REPORT 

A farmer aged 32 was admitted to the Royal Northern 
Infirmary on April 21, 1942, as an emergency case. On April 
11 he had felt tired-and rather stiff after working late mixing 
pig food. This slight stiffness and tiredness persisted for the 
next 3 days, when he had a bout of sneezing, and on the follow- 
ing day, April 16, he had frontal headache and a general in- 
crease in the feeling of stiffness. Seen by his doctor on the 
18th, he had a temperature of 101° F. and a pulse of 68, and 
on this day developed retention of urine and vomited repeatedly. 
He described severe headache, both frontal and occipital, and 
epigastric pain. He now began to find his skin very tender, 
and noticed that any little effort made him sweat profusely. He 
was catheterized twice by his doctor before admission to 
hospital. 

He was afebrile after reaching hospital. Any movement, 
except of the hands, gave him acute agony. He preferred to 
remain in a half-sitting position, and could not bear to feel the 
bedclothes touch his skin; but over certain parts—e.g., in the 
left leg and the right thigh—there were areas of reduced sensi- 
bility to superficial stimuli. No reduction in appreciation of 
temperature was present, but cold objects were felt as painful. 
Sense of position and localization and vibration were all intact. 
Over the trunk and the greater part of the limbs light 
touch felt to him as if he were being rubbed with sand- 
paper. Photophobia was present. He was catheterized without 
any difficulty, and retention appeared to be due to the extreme 
pain occasioned by efforts at voluntary micturition. No physical 
signs apart from those described were found in the nervous 
system or any other system. His spinal fluid on April 23 was 
completely normal, and the white cell count on the same day 
was 5,200 per c.mm. (polymorphs 49%, lymphocytes 46%, 
monocytes 4%, eosinophils 1%). Within 3 days of admission he 
was able to move about quite freely and there was no further 
retention of urine. At the end of a week All his symptoms had 
disappeared except for a feeling of numbness and altered sensa- 
tion to light touch in the legs. He was discharged from hospital 
after a fortnight and was seen again a month later ; he was then 
in perfect health except that he still complained of a slight 
sensation of numbness in his feet. 


Duncan Leys, M.D., F.R.C.P., 
Consulting Physician, Highlands and -Islands Medical Service. 


Bakewell. 
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: MACHINERY OF A MEDICAL ORGANIZATION 

The Political Life of the American Medical Association. By Oliver Garceau. 

_ Œp. 186. 14s.) Massachusetts: Harvard University Press; London: 

Oxford University Press. 1942. 

This is a sociological study of the machinery of a medical 
organization by a lay expert whose basic interest is in the 
influence on the State of the “group,” which he describes as 
representing a point of view “which cannot be expressed in 
ordinary ‘politics by ‘the individual voter.” Groups are “not 
only wholesalers but manufacturers of opinion.” The com- 
munity judges a group largely by jhe way in which it conducts 
its affairs. Mr. Garceau chose the A.M.A. for his study 
because of its size and importance and because it is a profes- 
sional group. A profession he ‘describes as a group whose 
code of ethics is potentially powerful enough to “raise indi- 
vidual conduct above the level it would otherwise attain.” By 
the light of this high standard he examines the political record 
of the A.M.A, in what appears to be a scientifically objective 
way. ; . 

He finds it defective in its power or its willingness to provide 
for the effective outlet of minority opinion. As an example, 
he accuses it of deliberate suppression in its journal of informa- 
tion on the burning question of State insurance coming from 
authoritative quarters in countries where the experiment has 
been made. “Examining its. ethical machinery,-he is of opinion 
that co-called medical. ethical questions are mostly matters 
of economics, He thinks that the machinery of the A.M.A. 
has > borrowed from its surroundings the powerful myths of 
oligarchy, a little tyranny, an elaborate democracy, and a 
strain of aristocracy.” He sharply criticizes the absence of 
teal control by the House of Delegates (the opposite number 
of our Representative Body) over its administrative officers and 
its budget. 

He makes full allowance for the difficulties of organization 
over such a wide area, comprising 48 States with differing 
legislations, but he thinks that the leadership of the Association 
is very astute and has little to learn from the professional 
politicians at Washington. In spite of its great efforts at 
centralization he thinks it is on the whole still rather a federa- 
tion than a centralized national organization. He observes 
signs that an influential minority movement may be developing, 
headed by “ the Committee of Physicians,” a small central body 
containing many influential men whose avowed object is to act 
as “the nucléus of liberal and progressive thought inside the 
A.M.A.” He makes some interesting remarks on the familiar 
point that the average medical man has no use for medical 
politics. Indeed, he offers the plausible excuse for him that. 
contrary to the average citizen, he can find in the practice of 
àis profession all the mental stimulation he requires, whereas 
the general body of citizens need some form of “ extra-mural ” 
activity, of which politics is one.of the most obvious. He is 
strongly of opinion, however, -that in neglecting the politics 
of his. group the indifferent doctor is wrong. Skill in politics, 
1e says, is as necessary to successful social life as the develop- 
nent of surgical skill or the control of disease. Holding this 
deal of politics he pleads that what the medical profession 
reeds is more medical politicians of the right kind and not 
‘ewer. To the criticism that laymen are not fit to have an opinion 
yn medical matters, he opposes his view that that does: not 
ipply to the politics and economics of the profession, which 
ire of the same order in all spheres of life. He ends by saying: 
“It would be a tragedy for the whole community if the A.M.A. 
‘ails to elicit public respect. The answer lies in the political 
ife within the A.M.A. itself.” 

The book is of great interest to all who believe that the 
nedical profession is destined to play an iricreasing part in 
iational affairs; and though the problems of the American 
rofession differ in many ways from those of other countries, 
hey are the same in essence. This study can be cordially 
ecommended to all’ who believe it to be a duty to see that 
:ı medical organization should exist, not only for the support 
ind protection of its members, but in order to bring the 
egitimate and special influence of the 


he affairs of their country. A.C. 


profession to bear on ` 


CANCER OF THE UTERUS 

Cancer of the Uterus, By Elizabeth Hurdon, C.BE., MD Oxted * 

Medical Publications. (Pp. 188. 17s. 6d.) London: Oxford Ueber? 

Press. 1942, 

The incidence and mortality of carcinoma of the cervix present 

to obstetricians and gynaecologists the greatest problem they - 
have yet had to solve. The great work of Wertheim in Vienna 

and Bonney in this country resulted in the development of a 

‘superb technique for the radical abdominal treatment of 

operable cases. Meanwhile Schauta was perfecting the radical 

vaginal. operation which now has many supportefs in Cor 

tinental clinics. The best results obtained by either technigne 

were encouraging rather than satisfying. With the advent of 

modern methods of intracavity. radiation supplenerited by 

external radiation new methods of treatment were developed, 

and with them came new hope for the. future. The tite is ~ 
opportune for a wide survey of the problems involved, and 

for this reason an enthusiastic reception is assured for Cenecer 

of the Uterus by Dr. Elizabeth Hurdon. The book is a masterly 

production written by one who had a wide and intiriate 

knowledge of her subject. She had worked as an associate 

in gynaecology at Johns Hopkins University, where with Dr. 

Howard Kelly she first studied the pathology of uterine cancer 

and the modern methods of radiation treatment. Later 

Dr. Hurdon was largely responsible for ‘establishing s unit 

for the radium treatment of cancer in women at the Marie 

Curie Hospital, London, where she held the post of medical 

director until 1938. Following her resignation Dr. Hardon- 
devoted the last years of her life to writing this book. She did 

not live to see its publication, but in its pages she has made 

a contribution to the common cause possibly even greater than 

that which was made by the outstanding work of her lifetime: 

The book gives a comprehensive and ustatesmaniike review of 

the whole subject and points the way to future progress. 

The claim is made that with early diagnosis and adequate 
treatment 60 to 70% of cases of cervical carcinoma anc G 
90% of cases of carcinoma of the corpus might be c 
That these figures are not idle. ones is shown by the fact that 
in the results published from the Marie Curie Clinic the absolute 
5-year survival rate in Stage | and Stage 2 cases was 80% and 
61.5%, and the 10-year absolute survival rate was 63.6%, 
and 41.9%. 

The book opens with a general survey of the carcinoma 
problem in which. such subjects as the incidence, nature, and 
ultimaté cause and predisposing. factors are. discussed, An 
excellent account of the clinical pathology in all its aspects 
is then given. One minor criticism concerns the reference. io 
superficial curettage as a means of obtaining biopsy erial, 
for no warning is given of the very real danger of Missing at | 
underlying infiltrating growth. The treatment of | cervical 
cancer is then discussed in great -detail-and the position as i 
now stands is reviewed impartially and clearly. An excellent 
chapter is devoted to the treatment of the operative complica- 
tions, such as tumour infection, pyometria, anaemia, and 
pelvic sepsis. The post-operative complications are discussed 
with equal thoroughness and clarity. "The important problem 
of carcinoma of the cervical stúmp following subtotal 
hysterectomy receives the attention it merits. There were 27 
of these cases in a total of 1,296 cases reviewed, with an 
additional 7 cases in which the cervix was the seat of carcinoma 
at the time the subtotal hysterectomy was performed. One 
chapter is devoted to the subject of carcinoma of cervix apd 
pregnancy, and includes a most interesting review of the litera- 
ture, in which are recorded 15 cases of pregnancy following 
irradiation for carcinoma of the cervix, Carcinoma of the 
corpus, vagina, and vulva, and sarcoma of the uterus are all 

















_ separately considered. Endometriosis is discussed, but not very 






fully, and the chapter on this could well be omitted fro 
subsequent editions.or else revised to give a broader survey 
of the problem of treatment of this not uncommon. condition. 
A final section deals with radiation therapy for uterine haemor- 
rhage in. non-malignant disease. 

The book has been very carefully produced, is well illustrated, 
and should have a place of honour near the desk of every 
gynaecologist. If every general practitioner also had a copy 
and gave heed to its teaching the day of 60 to 90% cureyfor 
carcinoma of the uterus might dawn sooner than we af presen! 
dare hope. 
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Medical Jurisprudence and Toxicology. By John Glaister, M.D., D.Sc. 

Seventh edition. (Pp. 671; illustrated. 28s) Edinburgh: E. and S. 

Livingstone. 2 : 
Since its first appearance in 1902 Glaister’s Medical Juris- 
prudence has gathered very many devoted readers, for whom 
it is the trusted arbiter in every medico-legal doubt. They 
will welcome the appearance of the seventh edition. Among 
the improvements which Prof. Glaister has made are the 
elimination of small type, and the collection of bibliographical 
references at the end of each section. He has completely 
recast the book and almost entirely rewritten it. He has brought 
up to date his references to legislation and has included notes 
of many recent legal decisions, and most of the medical cases 
cited for illustration are new. The section on toxicology, the 
subject with which the author’s reputation is more particularly 
associated, has been drastically revised, and he has included 
descriptions of additional poisons. He has wisely excluded 
most of the earlier accounts of methods of quantitative estima- 
tion, judging that such matters are for the analyst and are 
outside the scope of the medical practitioner. He, however, 
gives adequate reference to authoritative works on the inter- 
pretation of the results of analysis, and describes qualitative 
tests. He has omitted emergency legislation—very little of 
which, in any event, bears on medical jurisprudence—except for 
an appendix on the procedure when death follows an air raid 
and is therefore outside the duty of the coroner. His last 
chapter deals with war gases and the effects of blast, but not 
with the interesting effects on the kidney of crush injuries, 
which has attracted so much attention during the last two 
years. His account of the law of forensic medicine is very 
condensed but adequate for most everyday purposes of the 
practitioner, and includes the law both of England and of 
Scotland. The photographs are as good as ever, and the paper 
shortage has made no difference to the excellence of the 
presentation. 











Notes on Books 


War Gases and Foodstuffs, by W. R. Woo privce, Ph.D., 
M.Sc., contains a discussion of the properties of war gases and 
of their effects on various kinds of food, and is directed chiefly 
to the consideration of the possibility of salvage of con- 
taminated foods. The subject is treated from manifold aspects, 
regard being paid to the many different problems arising from 
different conditions and circumstances. The book provides 
useful reading, but may appear more academical than helpful 
to the reader seeking practical guidance. It is published in 
London by Leonard Hill Ltd., of 17, Stratford Place, W., price 
2s. 8d. post free. 
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THE “RAILED” SPLINT ` 


Drs. G. A. PoLLock and GEORGE Brooks, of the Wilkie Sur- 
gical Research Laboratory, University of Edinburgh, write: 


The rate and extent of recovery of joint function after opera- 
tive procedures on the articular structures or injuries to the 
related bones depend largely on the patient’s ability and 
willingness to co-operate in his post-operative care. In our 
experience pain is one of the most important factors in delay- 
ing recovery. The muscle spasm caused by the. pain of an 
early unsupported movement or provoked by a clumsy post- 
operative manipulation may delay recovery for weeks by 
rendering the patient afraid to continue with his exercises. 
Subsequent unsympathetic treatment directed towards breaking 
down “joint adhesions ” by force makes matters worse by in- 
creasing muscle spasm and antagonizing the patient. This is 
particularly true after the operations of synovectomy or arthro- 
plasty, but it also occurs after fractures of the femur or over- 
enthusiastic manipulations of an arthritic knee- or hip-joint. 

To lessen the pain of early post-operative joint function, and 
so secure the enthusiastic co-operation of the patient in the 
performance of his exercises, we have devised the “railed 
splint.” -This apparatus (Fig. 1, a) resembles roughly a Thomas 
splint hinged at the knee and hip. Proximally it is attached 
to a U-shaped support (B), from the. base of which a single rail 
(c) runs distally, serving the double purpose of base-piece and 
rail. p is a clamp to secure the splint to the foot of the bed ; 
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E is a grooved wheel which runs along the rail c and can be 
locked at F; G is a metal loop with a rope-and-pulley attach- 
ment to a Balkan frame and a handle (H). 

By pulling on H the patient can produce flexion of his knee- 
and hip-joints (Fig. 2). The range of movement can be gauged 
acturately by the patient, so that it is practically painless, and 
as he is in control of his movements he soon gains complete 
confidence in the apparatus. The wheel (E£) reduces friction to 
a minimum and permits of free and easy motion. Genu recur- 
vatum is prevented by the metal catch (1) placed just proximal 
to the lateral pulleys (J). In a short time the patient can obtain 








Fic. 3 


good range of painless movement, and as he can check th 
degree of flexion daily by noting the position of a coloure 
section of the pulley rope he is encouraged to. proceed to stil 
greater effort in, mobilizing the affected joints. yA 

When locked at F the splint is converted into a modifie 
Thomas ‘knee-splint (Fig. 3). In this-form it can be used i 
the early treatment of fracture of the femur by weight-and 
pulley extension over K. Countertraction is produced by th 
weight of the patient’s body. Once a satisfactory position i 
obtained traction on a fractured femur can be maintained b 
means of the laterally placed pulleys at 3, while the knee an 
hip are kept mobile. This is of importance in the later stage 
of treatment of most fractures of the femur or following th 
insertion of a Smith-Petersen’ pin for fracture of the femoré 
neck, but it is of prime concern in the treatment of fracture 
of this bone in elderly arthritics. r i 

The apparatus has been made for us by Messrs. Archibal 
Young and Son, Ltd., of Edinburgh. A 
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THE KENNY TREATMENT OF . 
, ; POLIOMYELITIS : 

Lf it were not for the more- pressing medical problems of 

the war it is probable that much, greater interest would 

have been aroused in this countfy by reports coming from 

the U.S.A. of the work .of Miss Elizabeth Kenny. An 

earlier phase of Sister Kenny’s work will be remembered - 
by many readers of this Journal, for in 1938 we commented 

upon the report of a ‘committee which had studied it 

This investigation was carried out at Carshalton under the 
auspices of the L.C.C., who had decided that Miss Kenny’s 

claim to be able to prevent’ permanent paralysis should 

receive every opportunity of demonstration. Her work 

was sympathetically supported and considered. In those 

days little was heard of any revolutionary ideas about’ the 
pathology of poliomyelitis. The main points in her treat- 

ment of the acute stage were, and still are, the use of. 
fomentations and hydrotherapy for the relief of pain, 
early passive movements, the avoidance of all splints, and 

a finely graded system of re-education. The committee 


of experts, while appreciating the value of hydrotherapy - 


as practised by Miss Kenny, considered that very early 
movements, though harmless, were of unproved value. 
They agreed that, while it was possible under certain coñ- 
ditions to dispense with splints in the early stages’ of the 
disease, they did not approve of their entire abolition, and 
found- that. the mechanical methods substituted were in- 
adequate. The committee certainly deprecated unintelli- 
gent use of prolonged immobilization, which was not 
regarded as good “ orthodox treatment.”. In emphasizing 
the benefit of mobility Miss Kenny had done useful work. 
Miss Kenny, who was apparently very pleased with her 
reception by the L.C.C;, returned to Australia in August, 
1938. In 1939 Starr* gave a report to the Minister of Health 
‘or New South Wales which did not’appreciably differ from 
hat of the Carshalton study. In March, 1940, Miss Kenny 
ippeared in the U.S.A., and in the following. June began 
work in the University of Minnesota, which later-had the 
iupport of the National Foundation for Infantile Paralysis. 
As the result of the investigation of 50 patients treated in 
he early stage of the disease, workers in the University 
Xf Minnesota were satisfied that the length of time during 
which paih, tenderness, and spasm were present was greatly 
eduted, and that contractures caused by muscle-shortening 
luring this period were prevented. There was an improve- 
nent in the general condition of the patient as compared 
vith other methods of treatment during a comparable time. 
The National Foundation was advised to press for wide 
lissemination of training _in the Kenny “methods. In 
December, 1941, the Journal of the American Medical 
4ssociation * made this cautious statement : “ Adoption of 
he Kenny technique represents an elaboratign -of well- 
ecognized principles,” and, “ If there is any revolutionary 
lement it consists in its abandonment of early rigid 
Rlinting and the adoption of continuous and Theticulous 
iydrotherapy and physical therapy to maintain the function 
o£ muscles, at the same time producing incréased comfort 
o the patient.” ~ , A : 
r 1.British Medical Journal, 1938, 3, 841, 852. - í 


2 Ibid., 1939, 2, 862. 
3 J. Amer. med. Ass., 1941, 117; 2171. 
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There has been much that is confusing and uncritical in 
the writings of those who have ‘taken up Sister Kenpy’s, 
work : a “new pathology ” is emerging which rationalizes* ° 
her theories on muscle spasm,’ mental alienation, and 
muscular incoordination, the fundamental features in 
which she is considered to differ from “ orthodoxy.” Dr. 
John Pohl’ of- Minneapolis, who was one of the first in 
the U.S.A. to interest himself in Miss Kenny’s work, states 
that her principles were “ designed for the-management of 
specific findings which had never been previously recog- 
“nized. Other methods have been aimed at the. prevention 
of deformities, usually by splinting and immobilization 
rather than by treating the condition affecting the muscles 
which ultimately causes the deformities.” “ Miss Kenny 

treats the disease, while other methods only deal with the 
after-effects.” _ Treatment? based upon the three cardinal 
-attributes mentioned above “can have nothing in common 
with the treatment designed fòr a’ disease exhibiting 
flaccidity of muscles and in which there is no recognition 
of incoordination.” Ac&ording to Pohl, Miss Kenny has 
shown that the primary lésion is spasm and that this 
causes contractures. Opposing musclés are reflexly re- 
moved from voluntary control (“ mental alienation ”), with 
resultant pseudo-paralysis. Spasm plus mental alienation 
results in further damage by causing incoordination. ‘Pohl 
does not deny that paralysis depending upon involvement 
of the motor cells of the spinal cord may be present, but 
little is said about it, for he regards spasm as the most 
common and most damaging element in the involved 


l é 


muscles. 


While not denying that there is room for improvement 
in the treatment of poliomyelitis and for further study of 
its underlying pathology, we believe- that understanding 
will be enhanced by critical inquiry upon strictly neuro- 
logical lines. So far this does not seem to have been done 
in the U.S.A. In the textbooks. it is recognized that in 
poliomyelitis there is gross disorganization of muscular 
function with over-action (which is another way of saying 
spasm) of unparalysed muscles and incoordination, and 
that fibrillation takes place in partially paralysed muscles. 
The study of action potentials® is not, therefore, we feel, 
a very conclusive piece of work in support of Miss Kenny’s 
theories. Also well recognized in the pre-Kenny literature 
-is the fact that the disease affects more than the anterior 
horn cells of the spinal cord. Lesions have been reported 
in the posterior root’ gafglia, as well as in fis€ués other 
than muscle throughout the body. It is not true, as Pohl 
suggests, that other methods have been aimed only at the 
Prevention of deformity ‘rather than at the condition 
affecting the muscles, or that Miss Kenny differs from 
other people in “treating the disease.” That mental 
alienation is no new idea is well shown by the following 
sentences from Jones and Lovett’: “ Muscle training is 
fundamentally an attempt to restore a cerebral motor 
impulse to a muscle, an impulse which has been either 
impaired or lost during the acute stage of poliomyelitis. . 
. -.. If a muscle is apparently without any power, the 
patient should, concentrate his attention on the attempt 
to accomplish thé movement while it is performed 
passively.” They knew all about incoordination, over- 
action or spasm of muscles, cerebral impulses, and the 
scrupulous care required for their protection and re- 
education. (A manual has now been produced by Drs. Cole, 
Pohl, and Knapp? which in the U.S.A. is likely to be 
a standard guide for American workers in poliomyelitis. 

eir discussion of muscle physiology is incomplete and 

4 J. Amer med. Ass., 1942, 119, 989. 
s Ibid., 1942, 118, 1428. 
€ Ibid., 1942, 119, 923. ` 


7 Orthopaedic Surgery. By Jones and Lovett. 
8 Arch. phys. Therap., 1942, 23, 399, 
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credits Miss Kenny with views about muscle action which- native State of Georgia, is rare in England? He himself 


wat es are heterodox and at others are not Miss Kenny's 
»*at all, but those of well-known workers in kinesiology.) 

That absolutely rigid splinting ‘for acute poliomyelitis 
has not in the past been the orthodox procedure in the 
United States is shown by a study of the American litera- 
ture and by at least one English commentator” on American 
practice. The emphasis, however, has been on rest, and 
that this has been overdone -by some people has recently 
been demonstrated in a paper from Oxford in connexion 
with the allied problem of peripheral nerve injuries.?° 
Nevertheless, we can scarcely agree with Dr. Lewin’s 
statement in a recent paper! “that the Kenny treat- 
ment is evidently the last word in the management of 
the acute stage of infantile paralysis.” We do feel, 
however, that Miss Kenny h&s contributed something 


which has stimulated many of our American friends to- 


fever heat, and that with the.wonderful opportunities they 
possess they themselves will, by modification and develop- 
ment, make an important contribution to our understanding 
of infantile paralysis. In this regard we feel bound to 
comment particularly upon a report from Dr. Steindler’s 
clinic,'4? in which'a more critical note appears. These 
workers suggest that the pathological concept must be 
changed from the old idea of a purely motor deficiency 
originating in a lesion of the anterior horn cells, but they 
believe that it woùld be a mistake to relinquish all methods 
and devices which customary treatment instituted for the 
_ preservation of muscles, for the control of pain, and for 
the avoidance of fatigue; they do not believe that all 
fixation should be abandoned. The final sentence of this 
article one suspects is by Steindler himself ; it is certainly 
characteristic : “ I believe that when we are convinced of 


the soundness of the newer clinical observations in infantile - 


paralysis, the application of common sense and of general 
biologic principles will make apparent the proper-road of 
conduct, free from orthodoxy and from radicalism.” 

In spite of the invention of new names for old ideas, 
in spite of the benefits of Sister Kenny’s painstaking atten- 
tion to detail, which differs not in principle but possibly 
in emphasis, we believe that some American workers are 
giving extravagant credit to her work and-are detracting 
from traditional American orthopaedics, to which sufferers 


from infantile paralysis the whole world over owe so much.. 


Peay 





WANTED: A NUTRITION POLICY 


Complacency is a much overused word nowadays, but how 
else are we to describe the attitude of some members of 
the profession and of our Administration to .the question 
- of Britain’s wartime nutrition? The recent statement?® of 
Prof. Sydenstricker of the University of Georgia, U.S.A., 
has been taken to imply that there.is ground for complete 
satisfaction. “ Wherever he had been he had been agree- 
ably impressed by the general appearance of well-being. 
So far he had seen no evidence of anything that should 
cause alarm. ‘My outstanding impression is of the amaz- 
ing and efficient job done by the Ministries of Food and 
Health in handling the situation.” Prof. Sydenstricker 
is an eminent expert in this field and has considerable 
experience in the diagnosis of nutritional deficiency disease. 
We are fortunate indeed in having a man of his outstand- 
ing knowledge with us at the present time. But—and we 
ask this with the greatest deference—would it not be fairer 
to say that what Prof. Sydenstricker has demonstrated is 
that severe deficiency, of the type frequently seen-in his 


o J Michiean St. med: Soc., March, 1932. 
° 10 Lancet, 1942, 1, 
11 HWhnows med. J.. Sii, 1942, aul” 
13 Arch. phy . TN bin. 1942, 28 oe 
18 Tomes, Aug. 13 





would be the first to admit that his observations are not 
intended to present a complete picture of nutritional status 
but referred mainly to the absence of signs of deficiency 
of vitamins of the B group, on which he is a recognized 
authority. More important, it is not possible to relate his 
findings to conditions before the war, because tests similar 
to those discovered and used by Sydenstricker are of only 
very recent origin. If, for example, we assume that only 
5% of the population showed very mild signs of a specific 
deficiency, we might consider this as quite satisfactory ; 
but if the incidence of this same mild deficiency before 
the war was 1%, the position is certainly far from satis- 
factory. It is of course gqually true that if the incidence 
had previously been 20% we should, with justification, be 
highly gratified. 

The point we wish to emphasize is that the effect of the 
wartime dietary on the health of the people can be judged 
only by a comparison of the present-day nutritional condi- 
tion with that before the war. What emerges from a study 
of the few investigations in which such a comparison has 
been made certainly leaves no cause for complacency. 
Let us consider first the question of anaemia. Dr. Helen 
Mackay and her collaborators!* have shown a disturb- 
ing fall in haemoglobin in women and children since 
the war, and at a recent meeting of the Nutrition Society 
Prof. Stanley Davidson*® reported similar results among 
pregnant women and adolescents in Scotland. Medical 
students at Leeds show, according to Dr. Murray Scott,!* 
a fall of haemoglobin of between 5% and 10% compared 
with pre-war levels. Nor is the increase in nutritional 
deficiency seen only in an increase of anaemia. There 
are several indications, for example, that the incidence of 
vitamin C deficiency is rising. Widdowson and Alington!" 
have calculated that there has been an appreciable fall in 
the average intake of vitamin C. Saturation tests have 
confirmed this,* and there is also evidence that the increase 
in gingivitis, especially in the Services, is associated with 


`a deficiency of vitamin C. Another indication that this 


deficiency is becoming commoner is the report by Dyke 
and his co-workers?’ that many cases of pernicious anaemia 
have recently been found to show a decreased response to 
liver therapy, which could be rectified by the simultaneous 
administration of vitamin C. ` 

The nutrition of the child is probably of greater import- 
ance than that of any other section of the people. A mild 
deficiency for a year of, say, vitamin Bı or vitamin C may 
produce in an adult suboptimal health or even frank defi- 
ciency disease ; when a normal diet is resumed, however, 
there will almost certainly be complete recovery. But in 
a child there will be a failure of growth which nothing can 
completely restore. Medical men will therefore read with 
much concern the report of Dr. Milligan and Mr. Lewis- 
Faning on the physical and nutritional condition of childrena 
in wartime.?° Continuing the excellent studies of the former 
worker on Glossop school children, these authors find that, 
between late 1940 and the end of 1941, there is in 11-year- 
old boys a diminished growth rate as measured by the 


. increase of either height or weight, compared with the pre- 


war: rate of children of the same age. They also déter- 
mined endurance by measuring the time a child could sup-- 
port himself from a bar or could support a weight equal 
to his own on a pulley block. Both of these tests showed 
that the endurance was appreciably reduced during the 
period of observation. These results are certainly discon- 





14 Lancet, 1942, 2, 32. 
- 18 British Medical an l, 1942, 2, 405. 
1. 
18 Ibid., 1942, 1, oa 647. 
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20 Med. OFA 2, 67, 77, 85,93, 101, 109, 117. 
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certing and make it impossible to continue in our attitude 
of “all’s well on the nutrition front.” 

The policy of the Ministry of Food has received praise 
from most , nutritional experts. In particular, «school 
children appear to be well provided for in their allowance 
of school milk, in their full ration of cheese and, in older 
children, of meat. On theoretical grounds there is little 
reason for criticism, except perhaps that the special physio- 
logical -requirements of adolescents have-not received the 
consideration they deserve. But as the Times has so well 
said recently, a food policy, however adequate on theoreti- 
cal grounds, must be checked by its effect on nutrition ; it 
cannot be thought satisfactory unless it is correlated with 
an effective nutrition policy. 
Council,- which we discussed fully in a leading article in 
the Journal of Sept. 26, would be able to organize and cor- 
relate nutritional surveys regularly throughout the: country. 
As Milligan and Lewis-Faning say: “There is an urgent 
need for studies of this nature to be carried out elsewhere, 
especially to find out if growth is being retarded generally 
and if children are becoming prone‘ to fatigue, as a situa- 
tion of that kind can hardly .be left undealt with.” 





SA RARE CAUSE OF SUDDEN DEATH IN 
`~ EARLY LIFE 


Xanthoma tuberosum is characterized by nodules, tumours, 
and plaques situated particularly on the elbows, knees, and 
- buttocks, and over the tendo Achillis and the tendons of 
the hands and feet. The cholesterol content of the blood 
ig increased. Sudden death from cardiovascular involve- 
ment may occur. The hereditary nature of the condition 
was first noted by Wilks in 1868. ‘Inheritance appears to 
be dominant, though incompletely so, for the disease not 
infrequently skips a generation, being transmitted, for 
example, from an affected grandparent through an 


apparently normal parent to an affected child. Hyper- 


cholesteraemia has, however, sometimes been noted in 
such apparently normal transmitters. The condition is 
rare, and, this being so, the absence of ‘any undue fre- 
quency of consanguineous marriages among the parents of 
those affected is alone sufficient to rule out recessive inheri- 
tance. Bloom, Kaufman, and Stevens’ have described in 
detail a family exhibiting a striking incidence of early deaths 
from associated heart lesions. They lived at Philadelphia, 


though of Syrian origin. The father and mother were out- . 


wardly normal. Of their 13 children 3. had died shortly 
afteg birth and 1 was an infant. Five of the remaining 9 
had developed the syndrome at the age of 3 or 4 years ; 
no fewer than 4 of them’ had died of cardiovascular dis- 
ease. Another child, aged 8 years, had an abnormally high 
level of blood cholesterol, together with unmistakable 
evidence of a cardiac lesion, though without cutaneous 
involvement. Yet another, aged 44, had hyperchol- 
esteraemiia, though he was apparently normal in other 
respects. The father, though outwardly. normal, also had 
hypercholesteraemia. 

This family history emphasizes the point that it is pos- 
sible for a gross outward manifestation to behave as an 
irregular dominant, while a less obvious but more funda- 
mental underlying anomaly is directly and simply trans- 
mitted. In this case it may be that the hypercholesteraemia 
rarely if ever skips a generation, though the full syndrome 
does not always develop. This particular pedigree may, 
but probably does not, point'to something more than simple 
dominant inheritance, for father and mother were second 
cousins ; and, though the mother’s blood was normal, 5 


1 Arch. Derm. Syph., Chicago, 1942, 45, 1. 
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of her 7 step-sibs, blood relatives of the-father also, had an 
abnormally high blood cholestérol. In the absence of a 
knowledge of other families, this pedigree would be 
puzzling ; but, although it is possible that it does indfcate 
something more than simple dominance, it is unnecessary 
to assume this. The authors have been Jed astray in sup- 
posing that 7 affected out of 9 probably means a real depar- 
ture from the 1: 1 ratio characteristic of simple dominance. 
Actually a discrepancy as great as 7 of one kind and 2 of 
another would arise purely by chance 92 times out of 512 
on the average, or once in about 5.6 families. Without 
calculating the chances, however, the authors might have 
reflected that, in the case of another expected ratio of 1:1, 
the only surprising thing about a family of 7 boys and 2 
girls or 7 girls and 2 boys would be the Victorian abandon 
of the total number. 

The cufaneous manifestations are disfiguring and may 
be painful and disabling, but the most serious complication 
is the possible involvement of the cardiovascular system. 
One of this family at the age of 23 walked a mile and 
a half to church ; fifteen minutes later she fell and died 
At post-mortem myocardial degeneration and coronary 
sclerosis were found, death being attributed to the latter. 
There were orange-yellow deposits in the aorta and, in fact, 
in all the arteries of the body. A sister had a heart attack 
at the age of 8. When she was 14 she awoke one night 
complaining of slight pain. After sleeping till the morning 
she still complained of the pain. The mother left her for 15 
minutes and found the child dead on her return. Another 
sister, aged 64, awoke complaining of severe epigastric 
A brother 
was taken ill at the age of 18. He was shocked and appar- 


-ently in pain, and died in 24 hours. The sole surviving 


child with cutaneous lesions was 114; he presented signs 
of cardiac involvement. One of the other children with 
hypercholesteraemia also had an organic heart lesion. The 
authors suggest that attempts could be made to reduce 
the blood cholesterol by a suitable diet or by the 
administration of pancreatic extract, and that this might 
possibly control the tendency to cutaneous and vascular 
complications. 





DIETHYLSTILBOESTROL FOR PROSTATIC 
CANCER 


The treatment of prostatic enlargement with hormones has 
proved disappointing. The discovery that an oestrogen 
produced hyperplasia of the prostate and vesicles in male 
mice submitted .to its action for a considerable time, and 
that they could be protected from this hyperplasia by simul- 
taneous administration of male hormone, aroused hopes that 
prostatic enlargement in man would react favourably to 
injections of testosterone propionate. This hope has not 
been realized. Testosterone propionate has no effect on 
the enlarged human prostate, sad we are now looking in 
another direction for help in dealing with this common 
trouble. In 1940`Kahle and Maltry’ reported that they 
had obtained favourable results by treating with diethyl- 
stilboestrol patients suffering from innocent enlargement of 
the prostate. Since then this treatment has been extended 
to cases of malignant prostate, and two interesting papers? 
on, this subject have appeared recently. The first, which 
deals mainly with clinical observations, is by P. J. Kahle, 
H. D. Ogden, and P. L. Getzoff, and the second, describ- 
ing cytologic changes in the growths, is by J. R. Schenken, 
E. L. Burns, and P. J. Kahle. Although the number of 


1 New Orleans ‘red. surg. J., 1942, 93, 121. 
2 J. Urol., 1942, 48, 83, 89. 
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cases treated with diethylstilboestrol is small—namely, 7— 


the results have been striking. In every instance this treat- 
ment brought about prompt relief of pain and urinary 
symptoms and a general improvement in the patient's 
health. Two of the cases were very advanced, and even 


` bedridden. 


Both these patients were restored to activity 


` in 4 and 6 weeks respectively after the beginning, of treat- 


. ment. The size and consistency of the primary growth 


were favourably affected, and a regression was witnéssed 
in metastatic lesións. In 6 out of the 7 cases biopsy speci- 
mens were obtained by means of a resectotome, for- micro- 


scopical examination before and after treatment. 


The 


changes ‘in the carcinomatous tissues are described in the 


second paper, with excellent photomicrographs. 


In all 6 


cases treatment was followed by regressive changes in the 
nucleus and in the cytoplasm of the malignant cells. 
It is difficult to explain why, oestrogenic substances should 


- produce this effect on carcinoma of the prostate,~or to 


decide whether they have a direct action on the malignant 
cells‘or work indirectly through the pituitary. The obser- 
vations made by C. Huggins on the -beneficial effect of 
castration in cases‘of malignant prostate are of interest in 


this connexion. 


It has even been suggested that, when 


benefit is obtained from deep x-ray therapy, it is due to 
accidental irradiation of the testes, with a resulting diminu- 
tion in the secretion of male hormones. (R. D. Herrold 
has also reported an improvement in the clinical condition 
. of patients suffering from carcinoma of the prostate, after 
the oral administration of diethylstilboestrol.) The authors 
of the paper under review prefer the intramuscular route 
as being, more certain. One of their patients recejved as 
much as 503 mg. of diethylstilboestrol in 70° intramuscular 
injections of 5 mg. each and, 153 injections of 1 mg. each. 
No ill effects- were observed from the treatment, with the 
exception of a transient gynecomastia in 1 case. ' Although 
' jt is not claimed that a complete cure has been obtained 
by this treatment, the results have been gratifying. Carci- 
noma of the prostate has so far defied the best efforts of 
' surgeons and radiologists alike, and any new form of treat- 
ment that brings even only alleviation of symptoms is to 
+ be welcomed. The follow- -up study of these cases will be 


eagerly awaited. 


ELECTRICAL RESISTANCE OF FACIAL SKIN 


Measurements of the electrical resistance of the skin afford 
a simple means of defining the areas affected by sympa- 
thectomy, for slight heating jm a hot-air bath greatly 
reduces the resistance of normal areas but not that of 
denervated areas; the line of demarcation’ is a sharp one. 
The latter areas correspond with those which do not sweat 
(shown by the starch-iodine test) at ordinary room tempera- 


ture. 


Normal people show a high skin resistance in‘ all 


parts of the body, except in well-defined areas on the face, 
in: the axillae, antecubital fossae, and on the palms and 
- soles. The electrical resistance is studied by means of 
two electrodes wired up with two-44-volt dry batteries, 


a potential divider, and a micro-ammeter. 


One electrode— 


a half-inch disk of zinc sheeting covered -with a paste of 





clipped to the ear; the other, movable, electrode is a zinc 


rod, held in the hand, terminating ina quarter-inch zinc 
disk which is applied to the skin. Before fastening the ear 
electrode in position a puncture is made in the skin-there 


with a needle ; 


this lowers the resistance to nothing, for 


it depends entirely on the skin. , The, electrical resistance 


shown by the ammeter depends, ‘then, ‘wholly on that part’ 


of thé:skin to which the movable Slestrode is applied, The 
apparatus is so arranged that when areas of high resistance 
are touched the pointer moves Zonly-a-fow- -degrees+on-the 


scale, while it moves right across~the scale whe 


` low resistance are touched by the electrode. 


Facial patterns of electrical resistance havı 
studied recently by C. P. Richter and B. G. Wo 
the Johns Hopkins Hospital psychological labor 
resylts of much interest. At ordinary room t 
‘an oval or shield-shaped area of low resistance 
one-fifth of that of high-resistance areas, was fou 
marked out in .42 young, adults ; the area incl 
and eyebrows, nose, contiguous parts of both < 
lips, and part ‘of the skin below the lower lip 
remained the same from day to day. In inf 
awake the area was of the same kind, but contra 
to one around the mouth only, when asleep. 
tests could be made in adults without their awake 
low-resistance area of the face corresponds to 
facial area of the gorilla, chimpanzee, gibbén, | 
langur. In bald men it extended up almost té 
of the hair under the influence of slight excite 
slightly raised external temperature. In warr 
temperature the facial area of low resistanc 
widely, while in low external temperature it co 
it includes only the lips. During sleep, be it 
sympathetic nervous system becomes inactive, an 
then becomes restricted -to the lips. Warm su: 
cause vasodilatation and sweating, signs of s 
activity, and the area enlarges. The patterns oj 
trical. resistance show a-close correlation with tt 
of remaining pain and temperature sensitivity 
patients with syringomyelia and: syringobulb 
apparently depend upon the affected segmen 
descending spinal nucleus of ‘the~trigeminal né 
low-resistance areas are ones of high metabol 
and show the highest incidence of skin cancer. 
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THE “CLINICAL JOURNAL’S” JUBI 
Our contemporary the Clinical Journal celebrates 
with a well-stócked number dated Nov.-Dec., 
began publication on Nov. 2, 1892, to provi 
teaching by means of lectures, articles, and 1 
cases ; and that it supplied a want is shown by ti 
of the: profession and of the teachers who have cı 
_ Through a period of great change the Clinical J. 
done good work in keeping practitioners inforn 
progress of medicine, and has promoted the study 
at the bedside. The jubilee number, which refl 
on the editor (Dr. Conner) and on the, publish: 
Lewis and Co.), opens with some medical aph 
Sir Arthur Hurst, and with a paper on trial an 
endocrinology by. Sır Walter Langdon-Brown, v 
that modern endocrine therapy was born just a y 
the Clinical Journal. Dr. E. M.~-Brockbank 
irregularities of cardiac rhythm and briefly re 
march of knowledge of the cardiovascular syst 
past 50 years. Mr. V. Zachary Cope discusses 
peptic ulcer, for which the first successful ope: 
performéd in 1892. Prof. John Ryle, in conc 
Gilchrist lecture on the progress and present 
medical science, pays a well-deserved, tribute 
honest and helpful periodical, which goes on it 


- ruffed by swift change or novel methods or the i 


of a specialist age.” Prof. D. M. Lyon contribut 
headed “ What do we Mean by Normal’? ”,; 

Palmer writes on ‘bleeding after the menop 
W. F. T. Haulfain_on the importance of early 
in cancer of the cervix, and Mr. Alex Rache 
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CRUSHING INJURY 
BY 
E. G. L. pYWATERS* MB. MRCP. 


In the heavy air řaids on London in the autumn of 1940 
/ we attended some patients wif had been pinned for:.several 


hours underneath the debris of their own bombed houses. 
Shock was present, which responded adequately to trans- 
fusion: the limb which had been compressed was found 
to be swollen and sometimes pulseless. To our surprise 


‘these patients developed renal failure with casts in the 


scanty urine and died in uraemia about the seventh day. 
This appeared. to 
us at that time a ` 
new entity : it was 
described as such | 
under. the title of 
“Crush Injuries - 
with. Renal Im- - 
pairment” (Beall 
et al., 1941; By- 
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1941; Mayon- 
White and 
Solandt, 1941). 
Since then, how- 
ever, we have dis- 
covered descrip- 
tions of it by 


from the war of 
1914-18. During 
that war Frank- 


others directed 
attention to the 
local muscle 
damage, and 
it- was -not until 
later that the 
renal- lesion was _- (2 
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CRUSHING INJURY 


CLINICAL- COURSE OF A CRUSHING INJURY CASE 


1) Return of circulation to legs as measured by oscillometer readings. i 
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the M.R.C. and its observers throughout the country, that the 


- following observations are based. About 5% of air-raid ' 


casualties in an urban area may be of this type. e 


- . Clinical Description 
The patient has usually been pinned by the limbs beneath 
heavy beams or pieces of masonry for a. period of several 
hours. If seen soon after release from this compression he 
generally appears comparatively well, apart from other coinci- 
dental wounds, fractures, etc. Soon, however, he enters the 
first phase of shock, due to Joss of plasma through the damaged 
capillary walls into the extrayascular tissue spaces of the affected 
limb, which becomes swollen (see Chart). As a consequence, 
the haemoglobin and corpuscular content of the blood rises 
relative to the plasma, and vasoconstriction occurs to com- 
pensate for the decrease if circulating blood volume. During 
this first phase the skin is pale, cold, and moist, but the blood 
pressure is maintained at à néarly normal level. Later, however, 
vasoconstriction may betome unable further to compensate fo1 
this leakage of plasma into the damaged area; the blood 
pressure then falls rapidly. This is the second phase of shock, 
If ‘fluids such as serum, citrated plasma (plain or recalcified), 
and blood are given intravenously at this stage in adequate 
amounts the blood pressure can be restored to normal levels. 
This is the phase 


of recovery from 
shock. There may, 
however, be failure 
to respond to intra- 
venous protein- 
containing fluids if 
the blood pressure 
has been allowed to 
remain at too lowa 
level — below 80 
mm. Hg—for too 
long a time. 
Thereafter 
general condition 
‘of the patient 
causes no anxiety 
until the first or 
second urine passed 
is noted to be 
bloody and to con- 
tain a pigment in 
solution similar in 
many ways to 
haemoglobin and 
giving a positive 
reaction to the 
a benzidine per- 
oxidase test. The 
urine also contains 
albumin, creatine, 
pigmented granular 
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adequately 3) Haemoconcentration and later haemodilution shown by haemoglobin level. casts, and some- 

h ; d- 4) Blood-pressure fall and restoration after transfusion. — times pigmented 

emphasize 4 Decreased urine ‘output with msing blood urea. Urine contained pigment granules granules somewhat 

(Minami, 1923). and casts ana failed po concentrats urea above 670 mg./100 e:cm. í i A resembling erythro- 
Arr ecropsy sho c and necrosis of muscle and a 

The condition kidney. psy £ i ie m es Mpa swollen cytes; it is highly 


had actually ; : 
occurred in 1909 in people buried beneath the debris of the 
Messina earthquake, but.as the relief expedition arrived on 


* the scene a fortnight after the eruption, only the survivors 


with gangrene of soft parts were seen (von Colmers, 1909). 


Apart from German books on military surgery, we have 
found no other references to it and no further records of case. 
This is curious, since, even apart from the almost continuots 
warfare since 1918 somewhere in the world, such accidents 
do occur in the mining -industry and have recently been 
described (McClelland, 1941). -Since the first few .cases in air- 
rdid casualties were published the condition has been generally 
recognized here. Hospitals in the Emergency Hospitals Scheme 


~ of the Ministry of Health have been asked to notify cases 


to the Medical Research -Councjl, which now has records of 
oyer 70 cases. It is'on this.group, through thé.kindness of 
Rip es ~~ Belt Memorial Fellow.- ~ -777 0 mnan 


; i acid (pH 4.6 to 6.0) 
The daily output of urine may become very small despite an 


adequate fluid intake, but the pigment disappears as a rule after 
the second day. 

Meanwhile, however, the damaged limb has swollen, is hard, 
tense, and cannot be indented. This’ swelling is usually pro- 
gressive for the first four or five days, except possibly in cases 
associated with blood-vessel damage. The skin shows small 
petechial haemorrhages, erythematous wheals, and large blisters, 
related to the areas of direct contact pressure. These blisters 
are often thought to be the result of burns. They are not. 
They may, occur in crops, related in time to the return of 
circulation to the damaged part. There is anaesthesia of the 
limb, often of a patchy distribution due to damage of the 


terminal nerve fibres, and sometimes of a nerve-trunk distribu- ' 


tion. Paralysis, which may be of any severity, 18 , usually 
Present; in many cases arterial pulsation in the peripheral 


-part of-the limb is absent,- the hmb is- cold” and palé, and 
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the onset of gangrene is to be feared. It is important to record 
the state of the circulation, which can be followed from time 
to time with the oscillometer. Sometimes Art and sometimes 
Naturé will restore the circulation ; often then the pulsation 
is greater on the damaged than on the sound side. Whether 
gangrene’ sets in or not, the severely damaged patient will 
continue in a peculiar state of mental apathy, alternating with 
phases of anxious and apprehensive awareness of his condition, 
until the end of the first week. “During this time vomiting 
is a prominent~symptom, and the blood pressure gradually 
rises to a level much in excess of the normal. The blood 


urea, potassium, and phosphate concentrations rise progres- TE 


sively, and the CO,-combining power of the plasma falls. The 
urine flow is greatly diminished and, despite the high blood 
urea, there is failure of the tubules to concentrate urea and 
other solids, and also failure to reabsorb chloride, even though 
the blood chloride concentration is low: tubular dysfunction 
is therefore indicated. Pain in the loins (possibly evidence of 
stretching of the renal capsule) occurs not infrequently about 
the fourth or fifth day. Some patients have had severe 
abdominal pain and rigidity, and have been opened without 
anything definite being found. This symptom may be related 
to the kidneys. 5 

The end of the first week is the critical period: in those 
patients who recover a sudden diuresis is seen, and thereafter 
the urinary output will rise gradually to very high levels. At 
the same time the blood urea level falls; the urea-clearance 
test (of van Slyke) may show improvement of tubular function, 
although this may not reach the normal level until several 
months after the injury. During recovery granular and 
epithelial casts may be noted from time to time in the urine. 
In the damaged areas skin and muscle may slough away; 
infection may occur. This is the “ pressure necrosis ” observed 
in base hospitals when the initial phases of the syndrome have 
passed unnoticed. Restitution fibrosis may occur if the damage 
is slight, a condition resembling Volkmann’s ischaemic 
contracture. : 

In more severely damaged patients at this critical period 
some cardiac irregularity may be noticed, and electrocardio- 
grams taken at this time show changes not uñlike those seen 
in experimental potassium poisoning. The serum potassium 
leyel may be greatly increased, but it is difficult to say whether 
it‘is high enough to cause symptoms (as in the recent work 
on dogs by Hoff et al., 1941). Too little is known about the 
balance between intra- and extra-cellular potassium at increased 
blood levels to be dogmatic on this point.. Howéver, we know 
that potassium is very soon and very easily lost from damaged 
muscle (Baetjer, 1935) and that it cannot be adequately excreted 
if there is severe renal impairment. Hoff et al. (1941) are of the 
opinion that, in man, death in uraemia from ordinary causes 
associated with a high terminal potassium is not a “ potassium 
death,” because the kidney can excrete this substance even in 
extréme oliguria. If, however, there is an increased’ flow of 
potassium into the blood stream from intracellular sources 
(and, in general, intracellular potassium is about 10 times as 
concentrated as extracellular potassium) it seems possible that 
this substance may be exerting toxic effects. Measures, such 
as insulin injection, directed towards the storage of circulating 
potassium might be found of value in cases in which there 
are indications of recovery of renal function. ` 

Death occurs very suddenly: the patient may call out iņ 
great alarm, and be found pale and sweating, with dilated 
alae nası. He may die within one or two minutes, or recover 
until a similar episode an hour-or so later finally terminates 
his life. 

Pathology 

Changes are seen in the adrenals, muscle, vessels, and skin, 
and'in the kidneys. There may be other traumatic lesions, 
such as fat embolism, contusion, or blast-lung. The muscles 
show one or more of the following types of change (Bywaters, 
Belsey, et al., 1942): r 

1. Part of the muscle is blanched, unduly friable and 
necrotic, resembling fish flesh. The sharp demarcation line 
corresponds to the skin-pressure areas. This type is due to 
,direct-pressure ischaemia. í : 

2... The whole of the muscle is white and necrotic. This 1s 
usually geen in those muscles contained within -tight fascial 
“compartments, and it is thought that this necrosis may be due 


as “Ss x - a 


to rise of pressure within the compartment, with subsequent 
necrosis. It is for this type that fascia-splitting operations have 
been proposed. 

3. The muscle may appear grossly ‘normal, without pallor, 
but patchy necrosis of isolated fibres may be seen micro- 
scopieally.: It 18 this type that ıs associated with arterial spasm, 
duo perhaps to periarterial haemorrhage or direct arterial 
damage, and sometimes associated with rupture of a main limb 
„vessel without any prolonged crush. This type is thought to 
be due not. to direct-pressure ischaemia but to vasogenic 
ischaemia. These changes depend upon the survival time and 
upon the extent of circulatory return. 

The kidneys (Bywaters and Duble, 1942) are enlarged and 
swollen (except in patients dying early); they. may show a 
white zone in the cortex, which is wet and glistening. Micro- 
scopically, the collecting- tubules and the distal convoluted 
tubules contain a brown Pigrgent material even in patients 
dying within one“or two days .of, the injury: the proximal] 
convoluted tubules show cloudy swelling and desquamation. 
In cases surviving for 3 to 4 days further changes are seen, 
consisting of areas of necrosis in the boundary zone and in 
the neighbourhood of distal convoluted tubules in the cortex. 
These are usually pronounced in the typical case ending fatally 
at the end of the first week from renal failure: there is oedema 
and cellular proliferation surrounding the large hyaline casts 
which are protruded into the interstitial tissue in these regions. 
Some polymorph infiltration may be seen within the collecting 
and distal convoluted tubules. The glomerular capsule may 
show cubojdal epithelium. - This appearance is not entirely 
specific, since it occurs in certain other conditions. For 
instance, such casts, composed of haem pigment, occur after 
intravascular haemolysis if the plasma haemoglobin exceeds 
the renal threshold of 135 mg. per 100 c.cm. (Gilligan et al., 
1941). One of the most common causes of haemoglobinuria 
nowadays is mismatched transfusion. Not only is the morpho- 
logic lesion similar, with pigmented casts and, in certain cases, 
areas of focal necrosis, but the clinical course is also similar, 
with anuria and death in uraemia. 

Pathogenesis 7 

At first it seemed we might be dealing with some such 
haemolytic reaction, since our first cases had had serum and 
blood transfusion, but there were three reasons why this 
appeared improbable. First, the blood: used was Group O-; 
secondly, there was no clinical evidence such -as chill, rigor, - 
headaches, limb pains, vomiting, or jaundice following trans- 
fusion, nor was there any increased colour in the plasma, 
such as one would expect if any serious haemolysis had 
occurred. Thirdly—and this seemed the most cogent argument 
—no such reactions had occurred in any of our shocked and 
transfused casualties other than buried cases. Later we were 
to learn that this syndrome developed without any thérapy 
-other than “rest and quiet.” Extravascular haemolysis, as in 
a haematoma, has been ,invoked to explain certain cases 
(Longland and Murray, 1941). In general, however, following 
extensive bruising of soft parts, the uptake of freed haem 
pigment is so slow that there is no rise above the renal 
threshold, and. seldom even jaundice (except locally) unless 
there is associated liver dysfunction. 

Discarding this theory, we were struck by the pallor of the 
damaged muscle at necropsy. Normal muscle owes its colour 
to a pigment called “ myohaemoglobin,” which differs from 
haemoglobin in several ways, since, although the iron- 
containing porphyrin group is the same, the globin portion is 
smaller. , For instance, the spectral bands are 30 A.U. nearer 
the red, and the carbon monoxide-span is 30 and not 60 A.U. 
There are three conditions in. which myohaemoglobinuria 
occurs: perhaps the best known is paralytic equine myohaemo- 
globinuria. ` Five cases have been recorded in man, and we 
have seen a case recently, probably falling into this group: 
muscle necrosis is associated with myohaemoglobinuria, renal 
damage, and an increased blood potassium after exercise. In 
this disease, in the Haff disease, and in epizootic myohaemo- 
globinuria the muscles are blanched and are the seat of 
degenerative changes. The next step was therefore to identify 
this pigment in the urine (Bywaters, Delory, et al., 1941). We 
were able to do this, using the Hartridge reversion spectroscope 
and comparing the pigment with myohaemoglobin extracted 
from perfused human-muscle. Dr: Rimington confirmed our 
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fiñdings, and in’ addition demonstrated ‘another important 
characteristic. -As the molecule is one-quarter the size of that 
of haemoglobin, it will filter through smaller pores of semi-~ 
permeable membranes, and it will also sediment more slowly 
in the ultracentrifuge. Both of these things occurred, and they 
are of some clinical importance because. they explain the 
curious fact that no pigment is seen in the blood stream: 
as the renal threshdld is so much lower than that for 
haemoglobin, there is prompt excretion and: no such accumula: 
tion in the blood stream as occurs with the latter pigment. 

We regarded this identification of myohaemoglobin (Bywaters, 


‘Delory, et al.) as important not because it might be the cause 


of the renal failure (although that is possible) but because,- 
like the creatinuria it was associated with, it definitely 
incriminated muscle age. Cases had been, cited (often, 
however, poorly investigated),in which there was no evidence 
of tissue damage other than lacerations. Since then we have 
found that crush lesions of trunk muscles often go unnoticed 
except for this indirect evidence of myohaemoglobinuria. 
Cases do occur, however, in which muscle. necrosis follows 
not direct compression ischaemia but ischaemia due to arterial 


-spasm or rupture of main arteries, and these cases may also 


develop renal failure (Bywaters, Belsey, et al. 1942). 

Was this pigment responsible for the renal failure? In the 
similar case of haemoglobinuria with renal failure following 
intravascular haemolysis the simplest theory is that the pigment 
blocks the tubules. Baker and Dodds (1925) demonstrated that 
in acid urine with high salt content the pigment changes to 
the less soluble acid haematin and ‘is precipitated: with large 
and repeated doses under these conditions renal failure could 
be induced. Hence alkalinization of the urine (Bushby et al., 
1940) became the practice with all patients in whom a 
haemolytic reaction was to be feared. 

Certainly; in these crush-cases, oliguria, due to shock, and 
an acid urine are seen, and myohaemoglobin behaves similarly 
to haemoglobin under these conditions. Animal experiment 


‘. has shown that it the rabbit, whose muscles contain no 


myohaemoglobin, muscle necrosis reproduces all the signs and 


i symptoms’ of crushing injury except myohaemoglobinuria and 


renal failure. When myohaemoglobin in a quantity compafable 
to that excreted in human crush cases was injected into the 


_ rabbit acidified-with ammonium chloride, we were able to 
: produce death from renal- failure. It seemed possible that 
. partial blockage brought about a rise of intrarenal pressure, ` 


and this in turn led to irreversible renal failure. ` 
The proof of this theory will lie in the prevention of renal 


_ failure in man_by administration of alkali. As yet the validity 


” of the theory is undecided, and the exact mechanism by which 
“muscle necrosis produces renal failure has not been fully 
_ explained, i 


A Associated Features ` a, 2 
Crushing injury is often associated with other lesions which 
complicate both, the clinical picture and the treatment. Of 


' these the most common is haemorrhage, which may be internal 


or external. Haemodilution occurs after a variable number 
of hours, and if haemoconcentration due to plasma loss occurs 


_at the-same time the net-change in haemoglobin may be nil. 


_ Fat embolism (Robb-Smith, 
" fractures,‘may occur. The lung symptoms are manifest a few 


1941),- often associated with 


' hours up to a day after the injury, and consist of pain in the 
‘ chest, dyspnoea, pallor or cyanosis, and congestion. Systemic 
' embolization. occurs later, on the second -or third day, with 
n fat globules in the urine, petechiae, and a surly stupor—or 


‘ delirium. Thus uraemia has seldom an opportunity to develop 


unless the fat embolism is of a minor grade producing a 
delayed pneumonic process. Blast or concussion injury of lung 
is less common (Zuckerman, 1941): it may be present as 
slight dyspnoea with frothy blood-stained sputum’ and a 
ruptured drum or, later, lobar pneumonia. Another condition 


. sometimes met with is carbon monoxide poisoning. 


z 7 Differential Diagnosis 
Oliguria may be due to oligaemic shock alone, to`dehydration 


. from vomiting or inadequate intake, to blockage -by acetyl- 
' sulphapyridine ‘crystals, or to-a mismatched transfusion: 


examination of the urine and blood, investigation of the blood 


pressure, and an intake chart are necessary to differentiate 
' these conditions. Cortical necrosis has occurred after traumatic 
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. injüry to the liver with necrosis. This is very rare. There is 


often a temporary retention of urine, disclosed as such by the 
‘passage of a catheter. g A 

Haematuria from direct injury and haemoglobinuria from 
exposure to cold are differentiated by examination of the urine 
and the use of the spectroscope. 

Limb-swelling may be dué to a haematoma: the skin wheals 
areeabsent and there is no doughy feel to the muscle. Skin 
wheals may be mistaken for burns. 


: A Prognosis 

The prognosis depends on many factors—first, on the amount 
of muscle necrosis., If compression is for a shorter period 
than one hour the muscle survives unless arterial spasm 
prolongs the ischaemia. If longer than 4 hours, necrosis ensues. 
For periods between, tissue survival may depend on tempera- 
ture. Curiously, periods of burial longer than 12 hours seem 
less serious than shorjer periods, perhaps because only the 
least-hurt patients survive, perhaps because of a natural self- 
amputation and failure of the circulation to return to the part. 
The amount of necrosis in our animal experiments determined 
the height and duration of the haemoconcentration. Once the 
patient has recovered from shock, renal damage decides the 
outcome. Arm crushes have a better prognosis than those 
of the leg, perhaps owing to the smaller amount of muscle. 
The presence of other injuries adversely affects the result; 
the rapidity’with which treatment can be started probably 
also does.. About one-third of 70 cases have recovered ; these 
were mostly minor cases without severe shock or uraemia— 
a class of case that is being increasingly recognized. However, 
a case has been.seen (Bywaters, Belsey; et al., 1942) in which 
the blood urea rose to 470 mg., and yet, without any treatment 
at all, on the critical seventh day a diuresis occurred: and was 
followed by recovéry. Claims of successful treatment have 
therefore to be very fully substantiated. . x 

Summarizing, extent of injury, degree of haemoconcentra- 
tion, oliguria, and blood urea rise constitute-the four chief 
determining factors of prognosis. 

Finally, one patient whom I saw through the kindness of 
‘Dr. Grant, whose patient he was, had drunk four pints of 
beer just before the establishment was demolished. They dug 
him out 11 hours Jater-with both legs broken. In spite of 
a fairly high blood potassium level he recovered, but showed 
little haemoconcentration or uraemia. The possible protective 
action of this beverage might be worth investigating. 


& 


Treatment 

The natural ‘tendency under emergency conditions is to treat 
shock first, then the local limb condition, and lastly the renal 
failure on or about the third or fourth day, when signs of 
‘renal damage are obvious. Since it is possible that the renal 
damage occurs soon after the re-establishment, of an adequate, 
blood supply to the damaged limb, these three aspects should 
be considered in the reverse order. 

1. Ample alkaline fluid (3 litres daily), by mouth preferably, 
or by rectum, intramuscularly or intravenously, must be given 
rapidly at the earliest possible moment, to produce an alkaline 
diuresis. If possible, this should be done while the patient 
is still trapped under the wreckage. We favour for ingestion 
an alkaline fluid flavoured with citrus juice or peppermint and 
glucose, containing sodium citrate and sodium bicarbonate, 
3 g. of each to the ounce. Coffee or tea is also useful, and 
morphine should be given if required. For intravenous 
injection, isotonic sodium citrate (3.8%) or sodium lactate 
(M /6) should be used. Enough alkali should be given to make 
the urine alkaline:: this will mean probably 30 to 40 g. daily 
or more by mouth, or a lesser quantity by intravenous injection. 
If tetany is induced, calcium gluconate should be given intra- 
muscularly. Potassium salts must not be used. Sodium sulphate 
(2%) may also be injected intravenously in combination with 
the above measures to maintain urine output. 

2. With the kidneys thus protected, it is safe to-restore the 
circulation by combating shock, if this is present: Plasma or 
serum should be given, or, if there has been much haemorrhage, 
blood. A large quantity may have to be administered: so 
long as the arterial blood pressure remains low no harm need 
be feared. Saline is of no value. Overheating the patient 
is dangerous. “4 È 
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3. Local treatment to excise wounds and set fractures may 
now be undertaken. The limb may have to be amputated: 
if this possibility is considered on the first day it should be 
doné soon, to prevent the absorption of autolytic products. 
A tourniquet may be useful. Amputation later may not save 
life, and should be done only if the limb is non-viable. Active 
measures to restore circulation in the ddmaged limb (only 
permissible once it is assured that there is an adequate alkaline 
diuresis) include elevation of the leg, incision of fagcial sheaths, 
stripping of a damaged artery, -or the use of alternate positive 
and negative pressure. Vasodilatation i is best assured by giving 
alcohol and warming the body. The limb should be kept cool 
rather than hot, perhaps with bags of ice. This delays autolysis 
and decreases local metabolic needs in ischaemic tissue (Allen, 
1938). Whether limitation of swelling by plaster-of-Paris 
(Trueta), tight binding, or inflatable rubber bags (Patey and 
Robertson, 1942) will do more than limit plasma loss into the 
leg (Duncan and Blalock, 1942) is uncestain. There is as yet 
no evidence that it will prevent renal damage. 

It must be remembered that we are treating not only an 
injured limb but a human being who has ‘passed through an 
exhausting and terrifying ordeal, Pain must be relieved and 
steps taken to see that the patient is comfortable in body and 
mind. - 

If by these means a fatal outcome, either from shock on the 
first day or from renal failure on the seventh, can be avoided, 
we have left a patient with severe muscle damage. These 
muscles may remain paralysed or may shorten, giving rise to 
Volkmann’s contracture. They should be adequately splinted 
and exercised. If sloughing and gangrene occur, 
should be controlled. 5 5 ; 

In conclusion, this was until recently a little-known type of 
injury: we still know very ‘little about its exact mechanism 
and how to treat it. Further observations on the effects of 
controlled and adequately followed treatment are needed. -~ 
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CANCER RESEARCH IN YORKSHIRE 


The Yorkshire Council of the British Empire Cancer Campaign, 
according to its sixteenth annual report, has carried through its 
last year’s- work without any further curtailment of research, 
and the programme has been about half that of a normal year. 
Apart from research, the Council continues to support the 
services of the radium officer and physicist in the radium 
department of Leeds General Infirmary, where a new, deep- 
therapy apparatus has lately been installed, towards the cost of 
which the Council has granted £1,000. 

The ‘report embodies an account by Prof. E. D. Passey of 
some continuing work on experimental carcinogenesis in the 
department of experimental pathology and cancer research in 
Leeds University. The induction of pulmonary cancer in mice 
by intranasal administration of carcinogenic hydrocarbons has 

, produced an unexpected result in the appearance of breast 
tumours in several experimental animals, suggesting that the 
genetic constitution of an animal is not a determinative factor 
in the occurrence of mammary cancer when some of the highly 
potent carcinogenic compounds are concérned. -Another piece 
of work in,this department has been an inquiry into the pari 
played by Heredity ın the production of mammary cancer. 
inquiry sq far, which has included the- investigation of the 
family history of 600 women in Leéds with cancer of the breast 
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infection - 


with a view to finding the incidence of cancer in their ielätives; 
lends little support to the suggestion that heredity plays an 
important part in breast cancer in this country. Breast cancer 


does not appear to stand out as a family disease. Only in | 


four of the 600 families was breast cancer reported as occurring 


-in more than two relatives of the basal patient. 


In the department of pathology and the field laboratory 
of the University of Sheffield Prof. H. N. Green reports 
attempts to correlate the results of investigations on bacterial 
growth and on the abnormal -tissue growth of cancer. One 
aspect of this work, which is still proceeding, is the testing of 
chemical carcinogens, in view of their growth-inhibiting action 
on the whole animal, for a’ possible inhibitory action on 
bacterial growth. “It is pointed out that if the mode of action 
of a carcinogen can be studied on bacteria the rate of progress 
in such studies may be speeded up enormously. Moreover, it_ 
is conceivable that there is no fundamental difference between 
the bacterial cell which has developed resistance to a cancer- 
producing agent and the tisuk cell which in developin 
resistance displays, in relation to other types of tissue cell 
the properties recognized as cancerous. A report from the same 
department describes two experiments designed to discover 
whether the epithelial proliferation induced .by oestrogens in 
the breast and uterus and in the accessory sex glands would 
render them more susceptible to the action of a carcinogen 
which has no‘specific effect on these tissues. It appears that, 
provided the amount of carcinogen is sufficiently high to pro- 
duce tumours with certainty in all the animals treated, or if the 
tissue is not susceptible to the carcinogen used, the effect of 
possible auxiliary or complementary factors in carcinogenesis 
1s completely hidden. : 





VENEREAL DISEASE: APPLICATION TO SCOTLAND OF - 
REGULATION 33B 


The Department of Health announces that in the application to 
Scotland of the Defence Regulation dealing with ‘venereal disease 
“ special practitioner ” is defined as a registered medical practitioner 
who provides treatment under a local authority’s venereal disease 
scheme approved by the Secretary of State for Scotland; or a 
specialist in venereal disease in H.M Forces or Dominions Forces; 
or any other practitioner designated for the purpose by the Secretary 
of State for Scotland : 

The Secretary of State has made arrangements similar to those 
made by the Minister of Health (British Medical Journal, Nov. 21, 
1942, p. 616), and copies of the general directions, forms, and notes 
may be obtained from the Secretary, , Department of Health for 
Scotland, St. Andrew’s House, Edinbufgh, 1, or from the medical 
officer of health of any county or large burgh. 


va 





EFFECTS OF RADIATION ON X-RAY WORKERS 


The Minister of Health has issued a circular (No. 2718) bringing ~ 
to the notice of local authorities and voluntary hospitals a service 


-~ which the National Physical Laboratory 1s prepared to render for 


testing the amount of radiation “received by workers in x-ray 
departments. Although the service.1is intended primarily for 
hospitals, it Is open to any person who uses x-ray apparatus or to 
any institution which employs workers who use x-ray apparatus. 
The initial test (which should normally suffice) consists of ‘each 
worker carrying a dental film in the breast or waistcoat pocket for 
a week. These films (one film per person) can be obtained on 
request from the Director, National Physical Laboratory, Teddington, - 
Middlesex, together with a record card and instructions for use. 
On receipt of the exposed film and the record card, and a remittance 
of two shillings per film, the Laboratory will furnish a report. H 
the results are satisfactory; the, test should be repeated, and fresh 
application made to the Laboratory, at three-monthly intervals. If 
the initial test shows unsatisfactory results, the Laboratory will be 
prepared on request to undertake the more elaborate investigations _ 
required The fee for any such investigation will be of the order 
obs £5, together with any travelling or subsistence expenses. incurred. 











C. L. Prince and S. A. Vest (J. Urol., 1941, 46, 1129), who record 
the fifteenth genuine case of leiosarcoma originating in the prostate 
in a man aged 52, state that leiosarcomas form a definite entity 
and differ pathologically and clinically from other sarcomas of the 
prostate. They are of a somewhat lower degree of malignancy in the 
adult than other types of sarcoma ‘of the prostate. The average 
duration of life in leiosarcoma of the prostate’is 3.2 years in patients 
over 20 and 24 months in patients under 20. The authors’ case is 
the first in which a pre-operative-diagnosis was made and complete 
removal of the prostate carried-out-‘-The patient was completely 
well and free from metastases one year after the operation. 
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The Sulphonamide Problem y 2 


eres correspondents Col. L. wW. Harrison and Dr. 
P. W. Hamond (Oct. 31) have undoubtedly raised an important 
question with regard to the dangers of haphazard administra- 
tion of sulphonamides in the’ treatment of gonorrhoea. There 
seems little doubt, however, that ‘inadequate dosage and the 
consequent risk of the production of drug-resistant strains of 
organisms represent merely one feature of a wide and serious 
problem. 

Surely the: time has come for both the medical profession 
‘and the general public to recogpize that the sulphonamides 
are, without exception, a potentially dangerous group of drugs: 
a group, moreover, which from being the boon of our age 
bids fair to become our-curse. 
because these drugs have been widely, publicized and have.a 
popular appeal. It is ‘by no means pousual in these days ‘to 
‘meet the question, “ Aren’t you going to give me M & B, 
doctor? ” It would appear to be a matter of no little urgency 
that sulphonamide therapy be put, on a really scientific basis, 
with ‘due regard both to adequate dosage and ‘to the risks 
involved. ~Anuria, haematuria, jaundice, agranulocytosis, 
leucopenia, and skin: eruptions represent “merely some of the 
more obvious side-effects one may be liable to encounter unless 
adequate~precautions are taken,~and some of them, moreover, 
despite every precaution. 


I include the general public _ 
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I venture to suggest that the following rules should be ` 


applied i in every cese: 

1. An established diagnosis ; a raised temperature, of itself, 
being no indication for sulphonamide therapy, ` though it is, 
anifortunately, only too often considered as such in these days. 

2. The appropriate member of the group to be -chosen— 
Le., sulphanilamide in, haemolytic streptococcal infections, 
sulphapyridine or sulphathiazole in pneumonia, gonorrhoea, 
or meningitis, and so on. - 

3. Dosage should be adequate, our aim being to obtain 
an optimum blood concentration of the drug as soon as 
possible, total amount in any one course, however, not to 
exceed 25 grammes. 

4. A high fluid intake with a careful.check of both intake 
and output. 

5. Routine administration of alkalis. 
useful. 

6. Regular urine testing and blood counts. 

7. The patient should be kept strictly in bed. This point 
is, perhaps, controversial, but it forms a aatal corollary to 
Rule 3.—I am, etc., 


Methylene blue ‘is also 


. E. A. GERRARD, , M.D., MR:COG., 
Royal Naval Auxiliary Hospital. Surg. "Cmdt., RNVR., 


an 


Child Health 


Sie,—We have read with great interest Capt. Eric Townsend’ s 
-letter (Nov. 7, p. 558) on child health, and are indeed glad 
that he ‘has allowed himself “‘the expression of views that 
have long struggled for opportunity of: outlet,” and’ would 
assure him that the British Paediatric Association is in cordial 
agreement with his views-and is engaged in;taking steps which, 
it is hoped,- will ensure their realization. Recently several 
subcommittees were set up by the association “to collect, 
collate, and co-ordinate ” some of “ the knowledge we already 
possess ”. of-child health ; some of the reports of these com- 
mittees have already been- made public and others will follow. 
Actually: one of these Teports was the subject of an annotation 


we. 


` 
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The British Paediatric Association has also drawn the atten- 
tion of-universıties, medical schools, and examining bodies to 
the importance `of adequate instruction ànd examination of 
medical students in paediatrics. In the view of the association, 
pacdiatrics should take the same place in the final examination 
in the United Kingdom that it does in America and Canada 
—i.e., it should form one of what would then be the four 
major subjects in the final examination. : 

The picture which Capt. Townsend draws of the future of 
the, infant‘ welfare clinic, in which the general-practitioner 
paediatrician takes a large share in association with the medical 
officers of the public health service, health visitors, etc., and 
a consultant paediatrician, is one which the association will 
strive with all its influence to bring to realization. Such an 
arrangement has, of course, also been envisaged by the Medical 
Planning Commission of the B.M.A., and we are convinced 
that only by some such scheme can the best welfare of the 
child be achieved.—We are, etc., 

` = : g LEONARD PARSONS, 
Prendent, British Pacdiatric Association 


fi DONALD PATERSON, 
Locum Secretary, Bntish Paediatric Association 


Proposed L.C.C. Medical School 


Sir,—In your issue of Nov. 7 (p. 554) a summary “is given 
of a report presented to the L.C.C. by its General Purposes 
Committee, and it is stated that the report is in favour of a 
statement of evidence to be given by the Council to the Inter- 
departmental Committee on Medica] Schools, etc. The out- 
standing feature of the report, and, therefore, the one which 
is likely to cause most discussion and difference of opinion, 
is the proposed establishment of dan’ undergraduate medical 
school founded upon the hospital services of the L.C.C. 

I hope it will not be thought unbecoming for a former chief 
medical officer of the Council to express both disappointment 
and disagreement with this particular proposal. I do so because 
I am convinced from long experience of municipal and 
voluntary hospital work in London,’ including membership of 
the committees’ of two of the largest medical school hospitals, 
and also as one of the founders of the British Postgraduate 
Medical School, that the Council would be well advised to 
concentrate all its activities in connexion with medical education 
upon: (a) the further devélopment of postgraduate medical 
education in London, and (b) the provision of still further 
facilities for undergraduate medical education in L.C.C. 
hospitals by closer and more intimate co-operation with 
existing medical school hospitals, particularly from the point 
of view of teaching. 

This was the clearly defined policy of the Council for many 
years before war broke oùt, and in so far as co-operation 
with the teaching staff of the medical schools is concerned, 
I feel sure that all the deans of the medical schools in London 


7 will agree that the ‘facilities referred to under (b) were 


in the Journal of Nov.’ 14 (p. 582) under the heading “ How - 


much Vitamin D?” Other reports deal with neonatal 
morbidity and mortality, the pasteurization of milk and 
prevalence of_milk-borne’ diseases, the effect of female labour 
_ breast-feeding, day nurseries, child delinquency, the 
ncideñce ‘of rickets, immunization” against “infectious ‘diseases, 
apd tubercúlosis in childhood. In the necessary invéstigations 
the «association has received valuable help and, co-operation 
ffom meaipal officers of local authotities—some~of whom have 
served as*members of the subcommittees—help which is a 

happy augury for Fork i in the future. i 
$ 


> 


developing most satisfactorily. in a great variety of directions. 
. Likewise the foundations of a first-class postgraduate medical 
school were well and truly laid, and only time for further 
developments was required when unfortunately war broke out. 
Moreover—and. it is By no means an unimportant fact—the 
rélationship between the Council hospitals and the voluntary 
_ hospitals of London was gradually growing into a practical 
working partnership and mutual understanding of each other’s 
problems. The next desirable step would have been a scheme. 
which we had in mind, whereby the teaching staff of the 
medical school hospitals would, wherever possible and desirable. 
be appointed to the consultant staff of the'linked-up L.C.C. 
hospitals, thus overcoming certain practical difficulties in con- 
nexion with bedside teaching which were apparent to all of us. 
Unfortunately the outbreak’ of war prevented the development 
of this and many other desirable developments in connexion 
with (a) and (b). 

More than three years have passed since my retirement from 
the Council’s service, and therefore one cannot claim the same 
intimate touch with problems of medical education, etc., as in 
pre-war days. Nevertheless, I am still very strongly of the 
opinion that there is such an immense field for the develop- 
ment of ‘postgraduate medical: education in London, the 
_ Metropolis of the Empire, that it'seems va me to be a thoysand 
Pities for the L.C.C. to embark upon an entirely new policy, 
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such as the creation of a municipal undergraduate medical 
school, instead of concentrating on postgraduate medical educa- 
tion and additional facilities in the Council’s hospitals for 
ündêrgraduates from existing medical schools. In both of 
these directions the Council can claim to have made a great 
contribution and to have rendered notable service to medical 
education, and, therefore, personally I deeply regret the 
proposed departure from the policy which characterized pre- 
war years.—I am, etc., . 
Criccieth 


k X-ray Department at Health Centre 


Sr, —Dr. J. V. Sparks (Supplement, Nov.'`7, p. 57) makes 
the following comment on the proposal for “a small a-ray 
department” in a medical health centre: “ This wording, which 
may be misleading, suggests to me either (1) that the depart- 
ment would be small or (2) that it would be equipped with 
apparatus of small power.” Has,he not missed the most 
important implication—i.e., that being a small department it 
would be equipped with a small-powered unit with which only 
simple examinations would be made, which would not require 
the services of an experienced radiologist? Surely there will 
be no question about the adequacy of the size of the depart- 
ment, but his opinion about ‘the size of the unit may be 
challenged. The unit supplied is hardly likely to be less than 
the 30 mA unit. Now, in the hands of the expert this is 
a very efficient machine and would be adequate to do all the 
reasonable investigations at such a centre. But it is not the 
power or size of the unit which matters so much as the abilitv 
of the person using it, in both technique and interpretation. 


FREDERICK MENZIES. 


Generally speaking, the less- efficient the unit the greater.the | Sutton, Surrey. 


ability necessary -to use"it, and not as suggested, for he admits 
that “the small-powered plant might give sufficient indication 
of the need for a further examination, but this might not be 
true for those cases where the initial findings were negative 
or presumed to be normal. Many examples could be cited 
of the dangers of an madequate or incomplete examination.” 
Surely it is only the person with experience and knowledge— 
the expert—who will know whether the examination has been 
adequate. Yet Dr. Sparks in a following paragraph. sees no 
inconsistency in advocating miniature mass radiography as 
“a new means of detecting chest disease and possibly at an 
earlier stage,” though the miniature photograph of the screen 
image for the detection of the early lesions is very inferior 
to the direct radiograph which can be taken with the 30 mA 
unit.—I am, etc., 


Birmingham ‘James. F. BRAILSFORD. 


`> Shock Treatment in Psychiatry 


Sir,—In principle Dr. Jonathan Gould and his colleagues 
(Oct. 31, p. 530) are, of course, right to try to find out for” 
themselves éhe merits of convulsion therapy in various types 
of schizophrenia. 
shown that such investigations may be very uhfortunate for 
a definite percentage of the recoverably schizophrenic patients 
treated in this way if the patients are thus deprived of insulin 
treatment at the earliest possible moment. There is a reasonable 
literature on this subject, and clinicians can already base their 
therapy on “ prolonged and careful observation” over some 
years, as Dr. Gould wishes. For instance, the New York State 
Hospitals have treated over 1,000 patients suffering from all 
types of schizophrenia with insulin, have treated more than 
another 1,000 with convulsions, and have used over 1,000 
controls. It was found that the patients treated with insulin 
did, as a group, three times as well as the controls, and that 
the’controls did even better than the convulsion-treated patients. 
The ratio between the insulin recovery rate and that of the 
convulsion group was nearly seven to one (Amer. J. Psychiat., 
1939, 96, 297). In England, Hemphill (Lancet, 1942, 2, 152) 
has reported the poor results of electrical convulsion therapy 
in schizophrenia (only four of bis seventeen early cases even 
did well). Another article is noteworthy in this connexion: 
100 patients, mostly schizophrenics, who had failed to respond 
to convulsion therapy were subsequently treated with insulin. 
Jt was found that no less than 81% of those who could still 
be treated with insulin in the first six months of their illness 
recovered, despite the failure of convulsions, but this figure 
dropped to 25% of those who were not treated until six months 
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Statistically, however, we have already been ~ 
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to a year after the onset of the illness (J. nerv. ment. Dis., 
1942, 95, 597). The danger of using convulsion therapy, 
whether chemically or electrically induced, in schizophrenia 
as a routine measure is that it may give a false sense of 
temporary relief by its ameliorating effect on the patient’s mood, 
and consequently the use of insulin may in some cases be 
delayed unfil it is too late. Convulsion therapy should preferably 
be used in schizophrenia to get rid of depression, stupor, and 
inhibition, which may not be responding as well as the more 
fundamental thought disorder during the course of insulin 
therapy. Also, in certain cases of depression with a schizo- 
phrenic flavour a few fits may be all that is necessary to produce 
a quick remission. Such cases have not beer classed as 
schizophrenia either in the American figures quoted above or 
in those-of Hemphill, but it is conceivable that some of Dr. 
Gould’s successful cases may fall into such a category. ` 

Dr. Graf's letter (Oct. 24, $. 496) omitted an important point 
in discussîng factors that would lead one to expect a favourable 
outcome for insulin treatment in schizophrenia. The essential 
thing is to have the patient early for treatment; given that, 
the personal skill of the therapist may, as in surgery, be the 
deciding factor. A reliable American clinic from 1936 to 1938 
experimented with insulin treatment in schizophrenia, but the 





experiments were carried out by a variety of doctors who were ` 


taking no risks. Even then, 46% of the patients remitted 
when treated within the first year of illness. It became obviously 
worth while to employ a skilled therapist and give deep comas 
where necessary. The figures of immediate remission in this 
clinic have now risen to 79% in the same time-group 
(Amer. J. Psychiat., 1941, 98, 382).—I am, etc., 

WILLIAM SARGANT: 


Treatment of Gonorrhoea 


Sm,—Further to correspondence by Col. L. W. Harrison and 
Dr. P. W. Hamond (Oct. 31, pp. 528, 529), I would make a plea 
for local treatment. of gonorrhoea by efficient urethral irriga- 
tions as an additional therapeutic measure, even though the 
efficacy of the sulphonamides has proved such a great advance 
in the treatment of this infection. The exigencies of wartime 
have not permitted an investigation to obtain statistics for 
cases treated by chemotherapy alone and by this means plus 
irrigation ; but the impression is inescapable that relapses are 
more common if local treatment is omitted. 

In the- V.D. clinic at St. Barfholomew’s Hospital we have 
treated during the past 3 years many cases of chronic urethritis 
—in the region of 100—which have resulted either from 
inadequate chemotherapy or even, in a considerable percentage 
of cases, from what is considered adequate chemotherapy but 
without irrigations. A large number of these cases were first 
infections—the greater number, in fact—and not complicated 
by local abnormalities such as meatal stenosis, hypospadias, etc., 
which might render efficient irrigation difficult. 

The explanation of these relapses may be either that ‘the 
ńatural immunity is given time to develop before chemo- 
therapy is inStituted—our practice being to irmgate for 4 or 
5 days before giving a sulphonamide—or that the resultant 
disappearance of urethral discharge within 48 hours or so of 
the start of chemotherapy causes the patient to cease attendance 
and treatment, thinking, wrongly in the majority of cases, that 
he is cured. The future of such a patient is to act as a reservoir 
of infection, as in the case of the female, and as one who 
is open to_all the later complications. of gonorrhoea such as 
stricture, étc..—I am, etc, K 

St. Bartholomew's Hospmal V D Clink. 


Subcutaneous Ligature of Varicose Veins 


Sm,—It is important, at a` time when both the written and 
spoken word are being, twisted all over the world for 
propaganda purposes, that we in our scientific literature should 
take extra care to check our statements. Dr. H. S. Russell 
(Oct. 31, p. 529) claims to be the first to use the subcutaneous 
ligature for the treatment of varıcose veins. On April 26, 1941, 
Dr. Russel] in an article stated that “the first case was treated 
[by this method] 18 months ago.” His article led to a good 
deal of correspondence. 

On July 12, 1941, I wrote that I had been using the method 
for several years, and drew attention to the advantages of using 
the hypodermic needle method of suturing, which, I said, was 


K. R. OGILVE. 
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to the best of my belief first described by Dickson Wright. 
In the same ‘issue of the Journal Dr. Norbet Schick stated 
that “ subcutaneous ligature of varicose veins was first described 
by Velpeau and Schede and was soon given up. It was reintro- 
duced and strongly favoured by Kocher (1916), 
case of widespread varicose veins, inserted 100 and sometimes 
more subcutaneous ligatures. Soon after Linser introduced the 
,treatment of varicose’ veins by injection with sclerosing -fluid ; 
a combination of ligature and injection was employed by many 
surgeons.” I therefore feel that Dr. Russell should not claim 
to be the originator of this method, nor of the use of the 
Dickson Wright method of suturing, since the correspondence 
which his article started, and to part of which he replied, 
brought out quite clearly that he. could.lay no claim to 
originality in the matter. 


ho, in the ~ clusive for-a. nieningocccal septicaemia. 
- and ecchymoses were conditioned by bacterial emboli causing 
-numerous infarctions, the base of which was corresponding 


were present in fairly normal Aumberé: The patient, who fell 
__ suddenly ill the previous day, died one hour after my investiga- 
~ tions. The post-mortem examination showed no special 
meningeal lesions, but bacteriologically the findings were ort 
The purpuric rash 


to the skin haemorrhages. A perpendicular section through 
these haemorrhages showed the typical triangular shape of an 
infarction. 

As it is evident from this case—see also Naegeli and others— 
the haemorrhagic diathesis in meningococcal septicaemia is 
caused by bacterial emboli, and it is very unlikely that these 
severe fulminating ca$es “with already developed bacterial 
embolisms could be influenced by sulphapyridine therapy as 


Nevertheless, I do agree. with him that the method is a very . Dr. Watson suggests. The reverse would be the proof of the 


good one, though by a more extended use of the empty vein 
technique I find it less: necessary. A further refinement is the 
‘use of hollow-ended needles into which one can clamp a piece 
of-kal-dermic- or ,other suture material, so as to make it an 
‘eyeless suture needle. I obtained both the needles and the 


clamp from Thackray, and as the needle is’ curved this makes 
„it easier to dip under the vein without enclosing much tissue 
‘or injuring the veins. 
‘in regard to the method, I do think that Dr. Russell has done- 
“a great deal to bring the method before the British medical 
‘profession, which is thereby considerably indebted to him.— 
‘LT am, etc., 


Though I dispute his claim to originality 


Hove. i ~ 


H. J. McCURRICH. 


Palpatiòn of-the Spleen 


Sir,—In his concluding article on malaria in wartime (Oct. 24, 
p. 489) Sir P. H. Manson-Bahbr says: “There are Various ways 


_of performing palpation of the spleen, and new-comers have 


to learn the correct technique.” As Sir Philip does not give ~ 


‘details as to what ways he would recommend I may perhaps 


be permitted to describe a technique (called “ Schuster’s 
in the German-speaking countries) which is 
superior ‘for detecting minor splenic enlargements to the ways 


_ one sees palpation usually performed. , The patient lies flat, 


without a head-pillow, and half turned over to- hig ‘right side ;, 


“his left arm is raised with the forearm resting on the top of 


his head and his left leg is slightly flexed at hip and knee. 
The examiner, standing or sitting on the right side of the bed, 


. facing the patient, puts his right hand, flat, on the left hypo- 


, chondrium, the fingers just touching the costal margin, and 
. he increases pressure gradually with the palm of the hand during 


the. patient’s’ deep expiration. The left hand lies centred 


, about the posterior axillary line over the costo-lumbar region, 


„at right angles to and pressing towards the palpating right 


* hand. An attempt to palpate the spleen, as is so often done, 


_ of deep red-blue colour. 


with ‘the fingers pressed in “under the costal margin stimulates 


"a guarding response of the abdominal- wall which prevents 


perception of any but a markedly enlarged spleen ; furthermore, 
exertion of pressure'by_the finger-tips blunts greatly the tactile 
sense of the finger-pads. Thijs point is, of course, also of 
significance in the palpation of. other abdominal organs. 
Finally, in severely ill patients a deep respiration can sometimes 
be evoked by letting the patient first hold his breath for awhile. 


' —I am, etc. 


Lambeth Hospital, S.E.11 HERBERT Levy. 


- Purpura in Fulminating Meukigococcal Septicaemia 

Sm,—Dr. A. J. Watson’s letter‘ (Nov. 7, p. 558) referring to 
an-earlier letter about the same subject by De E. H. M. Milligan 
(Oct: 3, p. 405) and to Dr. I. S. Fox’s memorandum (Aug. 22, 
p. 218) -interested me as a haematologist very much. I can 
fully confirm Dr. Watson’s findings on blood films. In 1933 
a woman of about 60 years was admitted to the Ist Czech- 
Medical Clinic of Prof. Hynek in Prague. She was-unconscious, 
severely cyanosed, and her skin almost all over her body was 
covered with a purpuric rash and smaller and larger ecchymoses 
The white cell count showed a 
leucocytosis of 85, 000, mastly neutrophilic with a- strong shift 
to.the left and -fairly numerous monocytes, some plasma cells, 
and -a few endothelial cells. Apart from very heavy toxic 
changes of the neutrophils and monocytes, I saw intracellular 
diplococci in monocytes- and in some neutrophils. 


s 


., making any difference, 


. subject are long overdue. 


Platelets + 1933, p. 79). ` ies ) 


- highest efficiency of chemotherapy.—I am, etc., 


Warwick Hospital. S. VARADI. 


Anaesthesia for Tonsillectomy 


Sm,—With reference to Mr. T. B. Jobson’s article (Oct. 31, 
p. 512) on the question of the methods of removing tonsils, 
and confining myself to operations on children, it would seem 
to me that the essential point is not whether it should be 
done by guillotine or dissection, but whether one should use 
an anaesthetic which permits one to do all that one wants to do. 
Ethyl chloride is certainly not such an anaesthetic. With its 
use one is strictly limited as to the time at one’s disposal, the 
surgeon being in effect told: “You have a few moments in 
which to get these tonsils and adenoids out, and to satisfy 
yourself that it has been adequately done. If you can’t do 
this by the time the patient_is coming round then it must 
remain undone?” Such a state of affairs would not be tolerated 
by surgeons in any other branch~of surgery where ‘adequate 
„alternatives were available.—I am, etc., 


Shrewsbary. E. GORDON LAURENCE. 


Sedimentation Rate 


Sır, —The letter of “Rural Practitioner ” (Oct. 24, p. 497) 
rather puzzles me. He says that the sedimentin index estimated 
weekly of monthly reveals the patient’s rate of progress, how 
long it will take him to get well, and whether treatment is 
in addition to showing how ill the 
disease is making him. This is, in point of fact, the very 
information.that we have been obtaining from the standard 
Westergren technique for the last twelve years or more in a 
large’ Theumatism clinic, so where the advantage of the 
sedimentin index comes in is a little hard to see. But perhaps 
I am misunderstanding him. 

With regard to the technique that he employs, may I say 
that the back of a car on a morning round is got the place 
to ensure that the tubes are constantly maintained exactly 
vertical, and that, while I have made no experiments on the 
effect of vibration myself, one of the pioneers of the method 
who tried doing the tests in the train on the way home said 
that he could tell from his results whether he had gone home 
on a fast or a slow train.—I am, etc., 


Hayward’s Heath J. W. SHACKLE. 


Sm,—Mention of the blood sedimentation test seems_invari- 
ably to invite a storm of criticism. That this should be is an 
index of the lack of agreement that’ exists on its clinical value. 
It is obvious that the -position should'not remain thus, and 
organization and publication of the recent researches on the 
The British Medical ‘Journal is 
perhaps the most widely read medical journal in this country, 
yet since the introduction of the blood sedimentation test in 
1917 barely half a dozen papers on, it have appeared in its 
pages (and few of these were edifying). A survey of the 
literature in British, American, and Continental medical journals 
discloses that much of it is devoted to technicalities involved 
in performing ‘and interpreting the test (sedimentin index, 
etc.), while its clinical side has been neglected. A compre- 
hensive survey of the clinical value of the test would be 
generally appreciated. Probably the best such study is that 
of A. Rees Walton (Quarterly Journal of ena Jan., 


~ readfhgs, not to mention the inclination of the tubes when the- 
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“Rural Practitioner” carries a rack of bloods for the 
sedimentation test on the floor of his car. What effect does 
he think the jolting and vibration of the car will have on the 


car is gomg uphill or down? It is well recognized that even 
slight deviations of the tube froň the strictly, vertical give 
errors in readings as much as 40%. 

The test has, however, its value in rural practice, where other 
laboratory and x-ray facilities are not available, so long as its 
limitations are fully appreciated. A normal sedimentation rate 
in a patient with back pain who is-elderly and might have 
metastatic cancer is reassuring to the doctor. The rate is normal 
in subarachnoid haemorrhage and all stages of acute anterior 
poliomyelitis, which aids ‘in the differential diagnosis from 
cerebrospinal fever, in which there is a sharp rise in rate within 
6 hours of the onset. Instances of the value of the test are 
many, but unfortunately are little known or taught outside 
sanatoria.—I am, etc., 
\ Ballycarry, Co. Antrim 


WILLIAM ewes, 


x 


' Control of Tuberculosis in the Home 


S1r,—The Principal Medical Officer of the Ministry of Health 
has foreshadowed a drive in the direction of eliminating the 
scourge of tuberculosis in this country. The enormous benefit 
of mass radiography in detecting early cases should not blind 
us to the greater advantage of getting at the disease further 
back—namely, at the source of infection. There are still 
many patients seen at the tuberculosis clinics who cough’ with- 
out covering their mouths, still too many sufferers who live 
in undue intimacy with their families, still too little fresh air 
and sunlight in the homes of the afflicted, still. great lack of 
nourishment in the homes of sufferers thereby lessening the 
resistance of those in contact with the disease. 

And what of the psychological attitude of the companions 
of the patient in his home? The healthy contacts will have 
their resistance lowered by fear of catching the disease, and 
yet they must be warned as well as made to realize that if 
reasonable precautions are taken in the light of modern hygiene 
the risk to themselves is slight. Clement Dukes stated that 
“tuberculosis is more a house disease than an infectious 
disease,” and this is probably a clue to control. 

It has been said that the two most important factors in life 
are “courage and interest,” and this would appear to be of 
tremendous value in arranging the life of the tuberculosis 
sufferer and his ‘contacts——I am, etc., 


London, N.W.11 ' L. S. WooLr., 


` Sending Assistance to Bombed Towns 


Sm, —We have read with much interest Mr. F. W. Willway’s 
article (Nov. 7, p. 552) on sending assistance to bombed towns. 
As-we are a hospital which has received outside assistance after 
an air raid we should like to mention some of the difficulties 
we encountered. 

A detached point of view may be useful, but much more 
is required before any improvements can be achieved, as each 
raid will produce its own problems depending on the size and 
character of the town involved. It is obviously necessary to 
have some scheme prepared, but common sense at the time 

~ is much more important’ than the most meticulous paper 
organization. In a small and crowded town disorganization 
easily occurs, and matters such as communications, food supply, 
laundry, drugs, etc., cari become a much more complicated 
problem’‘than in a large city,‘the whole area of which is unlikely 


- 


to be involved to the same -extent in a single raid. Both of - 


us have been working in the casualty services of the City of 
London throughout all the raids and are not entirely unac- 
quainted with the effects of sustained raids on = large city. 
We fully agree that a-system of dispatch riders should be 
available ‘from the onset of the incident, but we entirely dis- 
agree with Mr. Willway’s “shock troops team.” We feel that 
the sudden invasion of a hospital busy admitting large numbers 
of casualties by an unspecified number of helpers entirely 
unacquainted with the local conditions and resources will only 
- add tenfold to any existing difficulties. We found that it was 
impossible to’operate while the bombing «was still in progress, 
and’ in, our view, it would be ‘much better ` ‘that the- relieving 
team should arrive a few -hours after the cessation ‘of the: raid, 


\ t 


‘ woe 


in order that preparations may be made to deal smoothly 
and efficiently with’ the casualties. It would be of great assist- 
ance if the hospital could know. beforehand the number and 
composition of the relieving team in order that arrangements 
may be made for their temporary feeding and accommodation, 
and therefore we suggest that the number and composition of 
the felieving team should be made known and could be expected 
to arrive, even without notification. 
It should be unnecessary to mention that one’s temper after 
a raid is bound to be somewhat frayed, and a display df tact 
_ and courtesy by the relieving team would be much appreciated 
and would do much towards avoiding petty irritations, which 
may later become magnified out of all-proportion. We agree 
with Mr. Willway that the relieving team should. be replaced 
after 8 ‘to 10 hours, and furthermore suggest that it should be 
practicable for them to return to their own home ; this ‘would 
make’ it unnecessary to provide sleeping accommodation as 
in ‘our case, where a large number of people had to be fitted 
to small residential quarters. Mr. Willway mentions in his 
article about the medical staff retiring to bed on the arrival 
of the relieving team. We were not so fortunate, for besides 
air-raid “casualties ‘Wwe had to deal with other matters which 
could not be done by strangers, and when, after 36 hours 
without rest, we wished to go to bed, we had first to evict 
some of the senior members of the relieving team from our 
beds, who had decided upon the same “ sensible manceuvre ” } 
—We are, etc., f F. KONN. 
M. H. Hatt. 
\ 


St Martin's Hospital, Bath 


, R.M.B.F. Christmas Gifts 


Sm,—On Oct. 17 you very kindly published my appeal to 
your readers.for the Christmas Gifts' Fund. I sincerely thank 
those who have already responded, but I hope many more 

«contributions will be sent as soon as possible. The sum 
required is over £1,000 and has to be raised early to ensure 
that the recipients have the gift by Christmas Day. 

As I write this letter we are feeling cheered by the recent 
good war news; may I suggest that we should provide the 
means of cheerfulness and encouragement for our beneficiaries 
on Christmas Day. Please send what you can and soon.— 
I am, etc., 


1, Balliol House, 
Putney, S w.15. 


THomMas BARLOW, ! 
' President, Royal Medical Benevolent Fund.’ 
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DONALD STEWART MIDDLETON, F.R.CS. 


The medical profession in Scotland has suffered a ‘grievous 
loss- in the death of Brigadier Donald Stewart Middleton, 
A.M.S., which took place’ on active service in England last 
month. Middleton, who was only 43 years of age, was-one 
of the most promising of the younger surgeons in Edinburgh. 
He was actually born in Natal; South Africa, but his father 
was an Edinburgh man, and it was to Edinburgh Academy 
and afterwards to the University that Donald was sent for his 
education. He graduated M.B., Ch.B. in 1921, and adopted 
surgery, for which he had a special aptitude, as his branch of 
practice. Four or five years after qualifying he became Fellow 
of the Royal Colleges of Surgeons both of Edinburgh and of 
England. In 1932 he was appointed assistant surgeon to the 
Edinburgh Royal Infirmary, where his work was highly regarded, 
and much was expected of his future achievements. At a 
meeting of the managers of the Royal Infirmary on the day 
that the news of his death was received. a warm tribute was 
paid to his memory.by Mr. W. J. Stuart, convener of the 
Medical Committee, who said that by his death the Infirmary 
had lost one who was more than a safe surgeon, and who by 
his future distinction would have added to its prestige. Other 
appointments which he held were those of assistant surgeon 
to the Royal Hospital for Sick Childrem.and surgeon to the 
Deaconess Hospital, Edinburgh. He ‘was also gifted as a 
teacher and did excellent work as lecturer on surgery in the 
School of Medicine of the Edinburgh Royal Colleges. In more 
than dne- of the surgical textbooks" he was responsible ‘for 
* sections on branches of surgery-in- which he was’ interested. 
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fa “Erom 1936 onwards Donald Middleton “had 


| medical unit of the Territorial Army, and when war loomed 


ne 


> 


, and studied medicine at Live 
' MRCS. L.R.C.P. in 1891, an 


ahead he ‘was made A.D.M.S. with the rank of colonel in 
October, 1938. His administrative ability was such that pro- 
motion was rapid, and in the,month in which he died he was 


“gazetted as a recipient of the Efficiency. Decoration. _His three 


brothers were all killed in the last war, in which he was himself 
too young to serve. The memorial service in St. Giles’ on 
November 4 testified to the great wealth, of friendship which 
in his relatively short life.he had accumulated. Manytributes 
have been paid to his engaging personality, his exceptional 
charm of manner, his unselfishness and love of simple things, 


_ and his unusual endowment of common sense. He was fond 
,,of séveral outdoor sports, especially _ riding, and he was a 


er keen angler. 
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Donald Middleton married in 1930 Sheila, the only daughter 


of Dr. J. R. Currie, lately Prefessor of Public Health in the - 


~ 


University of Glasgow, and had a son and a daughter. 





JOSEPH STANLEY KELLETT SMe, who died recently in 


Cheltenham after an operation, Was born in Liverpool in 1870, _ 


ool University, qualifying 
pd taking his F.R.C.S.Eng. in 
1895. After two years as demonstrator of anatomy at the 
University, he accompanied the British expedition of 1895-7 


' to Central Africa, whence he returned to také .on his father’s 
practice in.LiverpooL In 1911ʻhe practised electrotherapeutics `’ 


at Eastbourne, and in the R.A.M.C. during the. last war he was 
in charge of electrotherapeutics at Summerdown Camp. After 
the war he was superintendent of-the West of England Con- 
valescent Centre at Saltash until 1923. He took the D.M.R.E. 
in 1924, and went to Cheltenham, where he practised radiology 


. and electrotherapeutics until a few days before his`death on 


. league) endeared him to all. He had a sound- 


Sept. 23. 


He wrote several articles dealing with curvature of ° 


the spine; flat-foot, sacralization of the 5th lumbar vertebra, ` 


etc., and was hon. consults radiologist to Tewkesbury and 
Burton-on-the-Water Hospitals, and a member of the B.M.A. 
Kellett Smith’s vigorous and genial_personality (writes a col- 
owledge of 


„surgery and he took infinite pains.” He was always anxious 


to help any of his colleagues, and it was a pleasure-to him to 
demonstrate a barium meal or an unusual fracture. He was 


. the best type of Northcountryman, and stood always for the 
" highest principles of the profession. His only son, who studied 
' at St. Thomas’s, is now serving in the R.A.M.C. 


On Nov., 3 there passed away a physician who-occupied a 
unique position in these times. It is not many men who throw 


_ over the practice-of medicine to devote themselves to a life 


_ medicine, and he loved to learn from visitin 
' scientific training found an outlet in a staunc 


study and contemplation. HERBERT EDWARD IZARD 


_ of pure 

: qualified from Guy’s in the year 1896 and went to Cheddleton 
' to study diseases-of the mind and to Manchester for diseases 
: of childhood. Thence he went to a general practice in East 


* London. 


It was here that he began to think of even deeper 
problems, and the result was that Dr. Izard sought admission to 


' the Catholic Church and to the Benedictine Order, and ultimately 


became a priest and a contemplative monk. He finally settled 
at Quarr Abbey, where he became the infirmafian to the 
Community. Nor did he ever lose -interest in the advances of 
doctors. His 
upholding. of 
the theological aspect of -psychopathological conditions. The 
Journal of the Guild of S..Luke was rarely without an article 
from his pe i 

after by Boze in trouble. He knew both sides of religion 
Protestant and Catholic:~he knew both sides of life, material 
and scientific. He will be very much missed both by the Com- 
munity with whom he had liyed for the last twenty years and 


-. by many more in the world outside who came to him for his wise 


” advice-in their spiritual and even physical difficulties —C. L. E. 


_We regret to announce the death on Nov. 3 after a long 
' illness of Dr. LAWRENCE EDWIN Price, who had been a leading 


` where he became hono 


, figure in the medical and public life of Nuneaton. 


_ L.R.Ç.P. in 1904 he served as house-surgeon at 


He was 
born at Port Tipton on March 29, 1879, thè son. of Edwin 
Price, M.R.C.S., and was educated at Bourne College, Quinton, 
and the University of Birmingham. After qualifying. M.R.CS., 

e General 


. Hospital, Birmingham, and then settled in practice at Nuneaton, 


-and held a`nùmber of public appointments, and was instructor 
and examiner ‘for the St. John Ambulance Association.’ He. 


was elected-to the Nuneaton Borough Council'‘in’ 1920 - and 


. Child “Welfare Committees became Mayor ‘in’ 1928-30:-- Dr. 


s 


\ 


: 
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v after. Holding office: as chairman of the Health, Maternity and, 


s 


served in a Division of> the B.M.A.- and presi 


Branch. During the: last war he hel 
in the R.A.M.C. ‘in, No. 36 Genera 
was a J.P. for the county of Warwi 


._ A veteran member of the professi: 
F.R.C.S., died on Oct. 30 in his 94t 
he had spent nearly the whole of | 
that town in 1849, and from Blund 
medicine at the London Hospital, qu 
the F.R.C.S. in 1875. He returnec 
general practice, and became medice 
and coroner for the borough. He 
County_Council and became chair: 
Committee ; he was:also for a time 

. Subcommittee of the Devon Educa 
Annual Meeting of the’ B.M.A. =£ 
Mackenzie was vice-president of th 
Children, and during the last war he : 
for Devon. He was a J.P. for the 
and in 1924 his long and notable sen 
of which he was an alderman, were 
election as a “Freeman. 


We regret to announce the recen 
Joser LozBeL. Dr. Loebel was born 
after studying in Vienna settled at 
slovakia in 1907. In 1926 he bega 
articles and popular: books on medi 
most interesting volume entitled Le 
of- the discovery of insulin. 
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, UNIVERSITY “OF G 
The degree of M.A., honoris causa, hi 
Alfred Mitchell, lately chief assista 
Pathology, and the degree of M.A. u: 
M.D.Adelaide, University Demonstrato 
Bayley, M.B., B.Chir., has been appro 


in absence. 

eke UNIVERSITY OF S 
Profs. H. N. Green and E. J.. Wayne 
sentatives of the University on the com 
Sheffield Hospitals Council; and Dr. 
appointed ,assistant bacteriologist. 


ROYAL COLLEGE OF SURGI 


At an ordinary meeting of the Counci 
- Alfred Webb-Johnson, "President, in the 
Mr. G. T. Mullally, Mr. V. Zachary 


- and Mr. E. W. Riches were re-elected 


He was in consequence a man much sought, 


surgeon to the General Hospital. ` 


Romanis was elected a member, of the 

Leave of absence was given to Mr. 
to act as chairman of a mission to re 
for the armed Forces in India. 

The award of a Streatfeild olarsh 
was reported. : 

Diplomas of membership and Dipli 
granted to the candidates whose name 
of the meeting of the Royal College o 
lished in the Journal of Nov. 14 (p. 59 


‘N 


SOCIÈTY OF APOTHECAR 


At a recent meeting of the Court of 
Woodwark, Master, presiding, the repc 
Warden, Mr. Warren Low, was receive 
Hedley was elected Junior Warden fo 
. reappointed as the Society’s represents 
Council. Sir Stanley Woodwark, Sir ] 
and Dr. A. P. Gibbons were appointe 
of the Society before ‘the ,Interdepa 
Ministry of Health -on Post-war Hosp: 
tion of Medical Schools. Prof. W. 
“Examiner in Pathology. It was repori 
of 1617, Liéence to hold the Hall, G: 
removed from the Hall for safe custoc 
The following candidates have sat 
subjects indicated: ` = 
Surgery —R , M. Erdman, C E P, Groot 
Manici ~R = M. Erdman, T C 


MASTER OR MIDWIFERY ~H. V. Corbett; I. 


- -Pricé had 'bèen chairman’ of* the -Nuneaton. and: Tamworth - Tic diploma-of the Society. was granted t 
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tick, R.N., has been mentioned in 


varded to Temp. Surg. Lieut. A. D. 
y and devotion to duty, and to Surg. 
A.N.R., for gallantry and devotion 
stor was lost. 


son, V.D., and Prob. Temp. Surg. 
u.N.V.R., have been mentioned in 


d the Efficiency Decoration of the 
P. J. Gaffikin, M.C., late R.A.M.C., 
McCall, Major (Temp. Lieut.-Col.) 
+. M. Forbes and R. H. Mortis, and 
M.C.(T.A.). 

e 


THE MEDICAL SERVICES 


ANCIS MaSoN Hayes, R.N.V.R., is 
‘esumed killed” in an Admiralty 
1 Nov. 14. He was born on Sept. 
ed at the University of Cambridge 
alifying M.R.C.S., L.R.C.P. in 1940. 
: Miller General Hospital he entered 

He was serving in H.M. Destroyer 





tes in Parliament 





Var in Japanese Hands 


7R1GG told Mr. Granville that so far 
had continued to refuse permission 
ss and Protecting Power representa- 
mps, except in Shanghai and Hong 
zits had been allowed. The nforma- 
of-war conditions in other Japanese- 
erefore scanty and unofficial. Little 
sonditions in the camps was avail- 
the prisoners were receiving similar 
) Japanese troops; these consisted 
oles, and fish. European food was 
imited quantities of medicines, food, 
it on ships returning to Japan with 
and others, and they were known 
xe and Hong Kong. Owing, how- 
> Japanese authorities to allow dis- 
es under independent supervision, 
ds of the Japanese military authori- 
to use them for the prisoners. In 
changes every effort would be made 
the returning Japanese ships to the 
able for this purpose. The Japanese 
t allow the passage of ships carrying 
auspices of the International Red 


abn Wardlaw-Milne that it appeared 
ey Internment Camp at Hong Kong 
since the early days, but there was 
wding and a shortage of beds and 
ly the general health situation could 
xy. There had been no major 
ugh there had previously been some 
sentery. There had, too, been some 
sre being treated as well as possible 
drugs. Medical supplies in general 
e International Red Cross Commit- 
> ship them to Hong Kong. There 
in the camp, and those which had 
y to organic diseases. During July 
s made by a British doctor of all 
results which showed a great im- 
May, when the conditions were at 
been two medical surveys of the 
The first, in April-May, gave an 
: second, in July, showed a great 
: efforts of the camp welfare com- 
including milk, to supplement the 


Hospitals, Dr. Shemelovich, stated that the right kind of medical 
and surgical supplies were not being sent to Russia at present ; 
that they were’ short of large quantities of sulphanilamide and 
its compounds and x-ray apparatus, and that a better exchange 
of the latest information between Russian, British] and United 
States research foundations and doctors was required; and 
whether these matters would receive urgent attention. Mr. 
Law: No, sir; medical supplies ‘and equipment.are being 
dispatched to the Soviet Union on the basis of a list of require- 
ments communicated officially by the Soviet Government to 
the British Government. With regard to the suggestion that 
a better exchange of information on medical matters between 
the two countries was required, Mr. Law referred Mr. Adams 
to an answer given to Mr. Harvey on Jan. 21, and added 
that the British Government would at all times be happy to 
give urgent attention to any® requests for information or 
assistance from the Soviet Government. 


Diphtheria 


Mr. Brown, replying on Nov. 17 to a series of questions on 
diphtheria, said he understood that general practitioners in 
Darlington were encouraged to send to the infectious diseases 
hospital any case in which diphtheria was suspected, whether 
clinically established or not, because of the great importance 
of administering diphtheria antitoxin as early in the disease as 
possible. During the last 7 years there had been about 800 
such admissions, covering all age groups. Of these, 78 were. 
found to be not diphtheria cases, 47 being diagnosed as’ tonsil- 
litis, and the remainder as cases of bronchopneumonia, 
Vincent's. angina, syphilis, scarlet fever, or.measles. Six of the 
78 cases proved fatal, and 13 of them were in immunized 
children. In 1940 and 1941, 61 and 163 cases respectively of 
diphtheria were notified from Darlington. The numbers of 
deaths classified to diphtheria by the Registrar-General and 
assiened to Darlington according to residence in 1940 were, up 
to 5 years, one ; 5 years and over, one; in 1941, up to 5 years, 
two; 5 years and over, five. ` . 

In Southend, 568 children under 5 and 1,355 between 5 and 
14 received a full course of immunization under local authority 
arrangements during the months January to June, 1941. No 
cases of diphtheria were notified among immunized children. 
Among non-immunized children 17 cases were notified. None 
of these cases was rediagnosed. Two deaths occurred among 
non-immunized children under 5. 


Medical News 





The Duchess of Kent has become President of the Tavistock Clinic 
(the Institute of Medical Psychology) g 

Major B. W. Rycroft, M.D., F.R C.S., RA M.C., has been 
appointed surgeon-oculist to the King of the Hellenes. 

The United States National Foundation for Infantile Paralysis 
has given a 300,000 dollar grant to Johns Hopkins University for a 
prolonged study of the disease. Thuis is the largest single grant made 
by the Foundation since it was organized in 1938. 

The Association of Scientific Workers is holding a conference on 
“ Scientists of the United Nations and the War Effort” at Gas 
Industry House, 1, Grosvenor Place, SW, on-Dec 5 (2.30 p.m.) 
and 6 (11 a.m.) under the chairmanship of Sir Richard Gregory, 
F.R.S., President of the British Association. Applications for tickets 
should be sent to the secretary, Foreign Scientists Committee, Asso- 
ciation of Scientific Workers, Hanover House, 73, High Holborn, 
W.C.1. è 

At a meeting arranged by the Wireless Section of the Institution 
of Electrical Engineers on Wednesday, Dec. 2, at 5.30 p.m., Dr. G E. 
Donovan will read a paper on “ The Electrical Amplifying Stetho- 
scope and Phono-electro-cardioscope.” Members of the British 
Medical Association will be welcomed at this meeting, to be held 
in the lecture theatre of the Institution, Savoy Place, Victoria 
Embankment, W.C. 

A revised list (No._7, Sept., 1942) of treatment centres in Great 
Britain and Northern Ireland approved by the. Minister of Health 
under the Public Health (Venereal Diseases) Regulations, 1916, has 
now been issued. It gives the times set aside at each centre for 
medical examination and treatment. 

Dr. Cyril Banks, M O.H. for Nottingham, was installed on Nov. 20 
as President of the Society of Medical Officers of Health. 

At the annual ceremony of nominating the sheriffs for England 
and Wales on Nov. 12 Dr. J. C. Henderson was nominated for 
Westmorland and Sir Edmund Spriggs for Denbighshire 
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EPIDEMIOLOGICAL NOTES 


Discussion of Table 
In England and Wales, except for the relatively large increases 
in scarlet fever 153 and measles 572, the notifications for 
infectious diseases were below those of the preceding’ week. 
The incidence of scarlet fever is now higher than at any time 
in recent years. 

Measles fell slightly in London and the south-eastern counties, 
and in Wales there was a large drop from 403 to 295. The 
biggest rises were in Lancashire 150, Derbyshire 136, and Yorks 
West Riding 124. E 

Notifications of dysentery were half those of the preceding 
week. The outbreak in Caernarvon, which with 152 cases was 
responsible for the large rise last week, contributed only 5 
further cases. There were 37 more cases in Yorks North 
Riding (Middlesbrough C.B. e34), the largest total recorded 
during the eight weeks the outbreak has persisted in this 
area. The only other totals of importance were London, 14 
cases from six boroughs, and Durham, 14 cases from five 
administrative areas. 

In Scotland a rise occurred in cerebrospinal fever, measles, 
and scarlet fever. Measles, with an increase of 87 due to the 
experience in the large towns, reverted to the level of a fortnight 
earlier. Cases of cerebrospinal fever were recorded in twelve 
areas, the largest centre of infection being the city of Glasgow 
with 13 of the 30 cases. A small general rise in the incidence 
of scarlet fever was reported from the western area of Scotland. 

In Eire the epidemic of poliomyelitis persists, 18 notifications 
coming from thirteen areas. According to the daily press a 
serious outbreak of typhus has occurred in the district of 
Spiddal, Co. Galway: 3 cases were reported from this county 
a fortnight ago, and one in the preceding week. Up to the time 
of going to press, 13 cases have been notified and an area of 
175 square miles has been-isolated. It is stated that some 
contacts have gone “on the run” to avoid medical treatment 
and isolation. Special measures have been taken by the 
Ministry of Health to prevent the disease from spreading to 
Britain. A watch is being kept on sea and air ports and teams 
of doctors and nurses are ready to be called in case of need. 


Small-pox h 

In the outbreak of small-pox in Edinburgh there have been 
20 confirmed cases and 2 deaths. In one case, that of a girl, 
there was apparently no connexion with the other cases, 
which had a common source. A case of small-pox reported 
from Halfway, Lanarkshire, had its origin with the Edinburgh 
outbreak. At Cowdenbeath a schoolboy has contracted the 
disease but the source of infection has not been established ; 
there appears to be no relation between this case and the out- 
break in Fife, or Edinburgh. A suspected case has been 
admitted to hospital in Perth. 


Diphtheria 

The campaign for immunization against diphtheria has not 
yet had any very large apparent influence on the trend of the 
incidence of this disease. Although the relatively big weekly 
fluctuations in the totals of notifications mask to a certain 
extent the differences between various years, there has been 
a tendency for the recent level of diphtheria to be below that 
recorded in the last few years. The notifications totalled in 
fogi periods of eleven weeks for the last six years illustrate 
this: 
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1940 | 1939 1938 
| 13,034 18,160 
8 12,333 


8,379 | 8,861 10,457 


1941 


12,435 
10,230 

8,808 
10,217 


13,077 
10,332 
10,247 


12,306 9,698 13,540 15,270 





During the 23-33 weeks of 1942 the notifications were approxi- 
mately 1,000 fewer than in the next best year, but this advantage 
‘was largely lost during the 34-44 weeks, when 1942 was only 
147 below the next best year. The position may be better than 
the figures’ would lead us to believe if the London experience 
can be applied to the whole country. In pre-war years, in 
London, an error of 30% occurred in the diagnosis of diphtheria, 
and since the war this has increased to over 40%. ; 


Returns for the Week Ending November 14 
The notifications of infectious diseases during the week in 
England and Wales include: scarlet fever 2,880, whooping- 
cough 1,155, diphtheria 940, measles 7,731, acute pneumonia 
556, cerebrospinal fever 50, dysentery 148, paratyphoid 3, 
typhoid 13. f 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Nov. 7. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (<) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 








Disease 





Cerebrospinal fever 
Deaths a 


Diphtheria 
Death: 


915| 61) 295 
ths 1 9 


28) 27 
2 
Dysentery 
Deaths 
Encephalitis lethargica, 


- acute oe 
Deaths 


Erysipelas 
- Deaths 


Infective enteritis or 

i diarrhoea under 2 

years ee 
Deaths 
Measles 
Deaths 


Ophthalmia neonatorum 
Deaths BS à 

Paratyphoid fever 
Deaths +. 

Pneumonia, influenzal* 
Deaths (from influ- 


enza) 


Pneumonia, primary .. 
Deaths Wh 
Polio-encephalitis, acute 
Deaths s Su 
Poliomyelitis, acute .. 
ths e 
Puerperal fever 
Deaths = 
Puerperal pyrexia 
Deaths ae 
Relapsing fever 
Deaths 
Scarlet fever .. 
Deaths ss 
Small-pox 
Deaths 


Typhoid fevert 
Deaths ve 


Typhus fever 
Deaths 
Whooping-cough 
Deaths 
Deaths (0-1 year) 
Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) 4,219} 603| 57 | 181 


13 0) 12-1 


i y 133} 3,941| 493| 558| 196 
Annual death rate (per 
1,000 persons living) 


Live births as ta 
Annual rate per 1,000 
persons living 


Stillbirths aie atk 
Rate per 1,000 total 
births (including 
stillborn)_.. D 











* Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 


t Includes paratyphoid A and B for Northern Ireland. 


+t Owing to evacuation schemes and other movements of latin, birth and 
death rates for Northern Ireland are no longer available. are 
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All communicatidns in regard to-editorial business should be 
addressed to THe EDITOR, British’ Mepicat JournaL, B.M.A. 
= House, Tavistock Square, Lonpon, W.C.1. ; E 
~ ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to ‘the British Medical Journal alone 
unless the contrary be stated 
Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W:C.1, on 
receipt of proofs. Authors over-seas should indicate. on MSS. 
if reprints are required, as proofs are not sent abroad. 
ADVERTISEMENTS. should be addressed to the Advertisement 
Manager (hours 9 am. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be sent-to the Secretary. 
Tereruone No.—-B.M.A. and B.M.J.: EUSTON 2111. . 
TELEGRAPHIC Appresses.-EDITOR,,. Aitiology Westcent, London: 
SECRETARY, Medisecra Westcent, London. 
B.M.A. SCOTTISH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Treatment for Eruption on Scalp 
J. A. M. writes; I have a woman patient with psoriasis of the scalp 
in which the whole scalp is covered with a yery thick hard crust 


to: remove and when removed leaves a. raw painful surface. I 
have tried all the usual remedies without success. Could any 
reader. suggest a simple method of removing this. crust and/or 
treatment of the condition? 


` Dressing for Cancer of Breast 


carcinoma of the breast which-has ulcerated through the skin and 
is discharging copious ‘clear fluid as well as pus. Wood-wool 
tissue, cellulose wadding, and gauze are being used, but something 
deodorizing would: be welcome. 


i nE Intractable Urticaria 

“J. R. would be grateful for suggestions in treatment of an intractable 
case of urticaria,. The ‘patient, a healthy man aged 35, has been 
a victim for over 24 years. He is unaware of any exciting cause. 
The swellings are very tender.and painful and.yary in size from a 
pea to an orange. They may appear on any part of the body. 
‘The feet, if involved, become so swollen as to prevent shoes being 
worn, and the lips become pendulous. “The spots come out every 
afternoon after he has been on his feet since morfiing. Resting 
will not cause them “to disappear. He must actually sleep for 
several hours’ before this occurs.’ He has failed to respond to 
treatment by elimination diets, colloidal calcium, autohaemo- 
‘therapy, Vaccines, ephedrine, and adrenaline. Protein tests were 
negatives ` 

Income Tax 
Locumtenent: Payment of ‘Commission to Agency 

“~ L.R.C.P.” was engaged for a period in 194) as locumtenent to 
one firm and lafer in the same year as assistant in another practice. 
He paid £23 commission to an agency in respect of these appoint- 
ments. Can he, claim to deduct- the amount for income tax 
purposes? l 

*,* There is no legal claim. The expense was incurred to obtain 

the appointments and not “ wholly and exclusively and necessarily 
in carrying out the duties,” though it was a natural preliminary 
thereto. 


LETTERS, NOTES, ETC. 
Sulphapyridine in Chronic Suppurating Conditions 

Dr. A. Fry (London, S.E.25) writes: A man aged 59 was operated 
on on June 8, 1942, for an infected right hydrocele and right 
inguinal hernia. Post-operative hydrocele infection supervened, 
and the patient was kept in the-hospital until July 13. The right 
scrotum was tender and painful, and there. was a persistent dis- 
charging sinus. The discharge was thick and*purulent. © This ĉon- 
tinued until Sept. 29, and ordinary treatment—e.g., fomentations, 
etc.—had no effect. „On Sept. 29 3 g. of sulphapyridine 
was given, and the following 6 days 2 g. was given each 
day. Twenty-four hours after the beginning of the administration 
of sulphapyridine the pain and‘ discharge from the scrotum. dis- 
appeared and the patient felt betters.: He resumed his work as 
a hairdresser on Oct. 10, and there has. been no recurrence since. 
There was no bacteriological examination of the pus. _ 


Dry Pleurisy 


Dr. P. Mc. Exper writes: I read with interest Dr. J. Smart’s paper 
on a new aspect of dry pleurisy (May 16, p. 604). The value 


p DEODAR ~“ would be grateful for“ suggestions for dressing `a 


which, being entangled with the roots of the hair, is very difficult . 





of diagnosing those cases of dry. leurisy due to bronchiectasis 
has been rightly. stressed. by Dr. Smart; especially from the point 
of view of the ultimate prognosis and of fitness for employment-in 
the Services. The only objection to routine bronchography would 
secm fc be the danger of obscuring with retained lipiodol ‘an: early 
tuberculous lesion in the follow-up. of the non-bronchiectatic 
cases? : 













Testing Skin Temperature Sensation 

Surg. Lieut. T. DINSDALE, R.N.V.R., sends the following modifica- 
tion of Corner’s skin temperature sensation . tester (Lancet, 
1932, 1,°732). He writes: It was P 
designed to avoid the inċonvyeni- : 
ence of having to use test-tubes 
filled with water. A large lamp- 
holder has an “on and off” 
switch, which controls one of the 
two small 230-volt lamps: . the 
other’ lamp does not light uf 
Both lamps are treated with 
cylinder black enamel. I wish to |- 
acknowiedge the willing co-opera- | 
tion of Lieut.-Cmdr. (E) W. E. H. a S 
King, R.N., and also the skilful workmanship of Chief Electrical 
Artificer H. Frearson in the construction of this instrument: 


Colour Film of Air-raid Casualties 

This film {see Journal, July 18, p. 88) has now been shown to many 
hundreds of persons interested in first-aid work, and all over the 
country. Anyone still desirous to have it shown. in their district 
are now invited to. write to Mr. J. Magrill, 17, St. Quintin’s 
Avenue, London, W.10, from whom. all particulars can be 

obtained. ‘ ; 
Corrigenda : a 3r 
Dr. Heren Mackay asks us to make two corrections to:the report 
of the discussion on nutritional atlaemia in children appearing at 
page 586 of our issue for Nov. 14. First, the work mentioned: in 
line 10 of the second paragraph was done by Dr. Lucy Wills, Dr. 
Richard Dobbs, Lady Bingham, and Dr: Helens Mackay, and not 
by Drs. Wills and Mackay. Secondly, the’sentence, “ Of school 
children examined 90%: had an average. haemoglobin level of 


about 86%, and some 10% „were lower than-even the Davidson o. 


series of poor children before the war,” should read: “ Ninety 
school children, aged 5 to 13 examined last winter had a mean 
haemoglobin level of 80%, which is about 10% lower than the. 
value of poor Aberdeen children of similar age in Davidson's 
series.” i 





MEDICINE 100. YEARS AGO 


Extract from a leading article in the Provincial Medical Journal 


of November 26, 1842: 


“Mr, Chadwick’s report on the sanatory condition of » the 
laboring classes contains: an interesting chapter on the comparative 
chances of life in different classes of the community. “We can 
readily understand that the various causes of sickness and. mortality 
which prevail throughout the kingdom act with increased force upon 
the poorer orders, or are exclusively exercised upon them. The 


evil effects resulting from want of pure air, neglect- of cleanliness, . 


and inattention to various circumstances which predispose to or 
directly excite disease, are admitted as a general truth; but nowhere 
has the influence of these~causes been .so clearly and -effectively 
demonstrated as in the report of Mr. Chadwick. Death, it has been 
said, is no respecter of persons, and the adage of the Roman poet, 
t Pallida mors equa: pulsat pede,’ &c., is familiar to us all; but 
death is like a dun; he knocks four times as often at the poor man’s 
door as he does at the rich man’s. The average duration of the 
poor man’s life in a crowded, dirty court, may be fifteen years; 
while that ef the rich man, who dwells in the neighbouring square, 
may be sixty years. The one class disappears from a scene of misery 
and privation before the other has arrived at manhood. 

“The returns, from which Mr. Chadwick has derived -his con- 
clusions, appear to have been collected with as much accuracy as 
the nature of the inquiries admitted, and were generally cortected * 
by local investigation of facts. They Jeađ to: conclusions of the 
most painful nature, mitigated solely by the reflection that the 
causes which determine such a sacrifice of human life are, in a:great 
measure, under the control of wisely directed legislative enactments. 
At what period, whether near or remote, the attention of our Govern- 
ment will be seriously directed to this question, we cannot pretend 
to determine. It is one of pressing and vast importance; yet, while 
public clamor is raised against the destruction of. a handful of 
barbarians, some three or four thousand miles removed from. us, 
the loss of 80,000 of our countrymen, annually swept off by diseases, 
the great proportion of which are proved to be preventible,. is 
unheeded, or treated with disregard.” 
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INFECTED WOUNDS INVOLVING BONE TREATED WITH SULPHAPYRIDINE 
l _ AND SULPHATHIAZOLE 


e 
s 


Ji E MEGGIE, BSc, MU. 


BY 
_ Ae W. KENDALI, M:S., F.R.C.S. 


Surgeon Commanders, R.N.V.R. 
AND . 
f R. M. HEGGIE, B.Sc., M.B. 
Lately Surg. Lieut.-Commander, R.N.V.R. 


(From an R.N. Auxiliary Hospital), a 


“Compound Fara caused by bomb’ splinters and óther 
high-velocity particles and chiefly infected with Staphylo- 
coccus pyogenes were treated with sulphapyridine and 
sulphathiazole in addition to standard antiseptic and 
surgical measures. From our observations four main con- 
clusions were reached : (1) Chemotherapy is a very neces- 
sary supplement to the surgical treatment of staphylococcal 
osteomyelitis in wounds.’ Q) Sulphathiazole is more effica- 
cious than sulphapyridine in the treatment of these staphylo- 
coccal’ infections when the necessary blood concentration 
‘is obtained: by ‘oral or intramuscular administration. 
‘(3) Our results and experience in cases of staphylococcal 
infection established in bone .indicate the advantage of 
combined oral’ and local administration of sulphathiazole 
when given at the time of surgical intervention, especially 
‘during radical surgical treatment. (4) Sulphathiazole 
applied locally, alone and unsupported - by simultaneous 
oral administration, is of but limited value in the presence 
of slight or moderate.but established staphylococcal infec- 
tion in wounds involving’ bone even on repeated applica- 
tion, and even’ after the bulk of the infected focus has 
been removed surgically. , ‘ 


In the absence of adequate simultaneous chemotherapy tbe 
surgical treatment of staphylococcal osteomyelitis complicating 
wounds may be attended by acute diffuse inflammatory changes 
locally, and by varying degrees of bacteriaemia. Of the anti- 
bacterial drugs at present ‘available for general clinical use 
sulphanilamide, sulphapyridine, and sulphathiazole can effect 
varying degrees of bacteriostasis. The superiority of sulpha- 
thiazole over sulphapyridine and sulphanilamide in such cases 
is in accord with the in-vitro finding that sulphathiazole is the 
most effective of these antibacterial sulphonamides and is 10 
times more bacteriostatic against Staph. pyogenes than is 

. sulphapyridine. The optimum times for the administration of 
sulphathiazole are pre- and post-operatively at sequestrectomy 
or at the removal of the entire infected focus—that is, when 
the amount of infection is so reduced that the concentration 
of free sulphathiazole in the blood and tissue fluids from oral 
administration, and the higher local concentration in the: opened 
wound area' from local application, will ensure maximum 
inhibition of the growth of remaining staphylococci for the 
time necessary for these organisms to be killed by the drug 
or dealt with. by the body-defence mechanisms. The meagre 
results from local application alone are to bė expected ; for 
in such instances the high concentration of free sulphathiazole 
available for effective bacteriostasis (saturated solution in serum 
or exudate) is limited to a depth of only a few millimetres from 


’ 


$ 


the surface, since ready and free absorption of the drug mto 
the lymph and blood streams results in a rapid fall in con- 
centration to an ineffective antibacterial value in the deeper 
fibrous and osseous tissues of the wound in which staphylococci 
persist. The cases described below illustrate these points and 
other observations we wish to make. 


Before admission to base hospital, active surgical treatment 
of a preliminary kind had been carried out, usually within 
24 hours of injury; but this interval varied—2 to 3 days was 
common, 7 to 8 days was the extreme. Sulphapyridine in 
adequate doses orally, starting from the day of, or that 
following, the first operative treatment, may have accounted 
for the good general health and satisfactory progress in some 
cases found moderately infected on admission. In cases of 
severe injury the effect of sulphapyridine was less noticeable, 
but delay; in primary surgical treatment probably contributed 
more to the ‘detriment than sulphapyridine to the benefit of 
these. After admission cases’ requiring sequestrectomy re- 
ceived several courses of sulphapyridine to control recurring 
acute exacerbations of the staphylococcal osteomyelitis. It was 
in such cases. that, after a “control” period of sulphapyridine 
therapy, sulphathiazole was given. 


Persistence of Staphylococcus in Latent Foci 

First of all it is necessary to recall and emphasize the 
persistence of pathogenic staphylococci in ‘the deep and osseous 
- tissues of infected wounds. This is an early maniféstation which 
has-its later counterpart in recurring acute exacerbations in the 
subacute and chronic phases of staphylococcal osteomyelitis. 
When, ‘after surgical and chemotherapeutic treatment, granu- 
lating surfaces and exudates are bacteriologically sterile and 
the wound is healing well, and when, later, surgical measures 
prove necessary—.g., trimming of a stump—organisms in 
latent foci may rapidly bring about grave local and constitu- 
tional disturbances. This case is an example. 


` Case 1—Youth aged 17. Sustained three major bony injuries 
and burns of face and hands. Left foot amputated first day 
after injury on account of compound comminuted fracture of 
‘Jeft tibia involving the ankle-joint. Stump became septic with 
sloughing (6th day). Admitted to hospital. Staph. pyogenes 
was the only organism recovered. Sulphapyridine 35 g. given 
in next 6 days. Improvement slow but steady. Clinical sepsis 
diminished. Staph. pyogenes last recovered 42nd day. Stump 
healed well, fibula protruded for 14 in.; trimmed 94th day. 
Within 4 days the wound broke down over a fairl y large area. 
Moderate pyrexia. Sharp' anaemia: 93rd day—R.B.C. 4,800,000 
cmm, Hb 96%; 94th: day—operation ; 98th day—R. B. 
2,900, 000/c. mm., Hb 55 %. The excised tissue yielded Staph. 
pyogenes in pure culture from the deeper parte of the granula- 
tions, the periosteum, and medulla of the fibula. The anaemia 
was due to the absorption of the a-haemolysin of the staphylo- 
coccal toxin. 4274 
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In a previously infected case such as this pre- and post- 
operative chemotherapy are necessary to secure, at the time 
of operation and later, an adequate blood concentration of 
antibgcterial sulphonamide to combat transient staphylococcal 
bacteriaemia and to support a‘local application of the sulphon- 
amide in providing an effective bacteriostatic concentration 
of the drug in the wound area against foci remaining after, or 
foci resulting from dissemination during, surgical intervention. 
Both oral and local administration’ should be undertaken in 
all such cases, for, although either alone’ may suffice, there 
are occasions when what may be regarded as “near misses” 
result from want.of the combination. For example, in the 
next case; but for greatly increased dosage, oral administration 
alone would have failed to effect the neqessary bacteriostasis. 


Case 2.—Patient aged 38. Compound fracture lower end left 

tibia and fibula complicated by secondaty haemorrhage and 
osteomyelitis due to Staph. pyogenes and haemolytic strepto- 
cocci. Healing was slow, and’ was “interrupted’ by acute 
exacerbations associated with sequgstra. „Amputation was 
decided. Sulphapyridine had not been tolerated well. Haemo- 
lytic streptococci were recovered until 49th day; Staph. 
pyogenes was recovered to time of operation and in the ampu- 
tated limb from the deep granulations and ‘bone. Pre-operatively, 
sulphathiazole 7 g. in 18 hours to within 2 hours of operation. 
Drug well tolerated. i ` 5 
~  Post-operatively, 1st 24 hours, sulphathiazole 9 g.; 2nd 24 
hours, 8.5 g. During this period, however, the limb became 
painful and there was much redness and oedema of the stump ; 
so in the 3rd 24 hours sulphathiazole was increased to 20,g. 
(4 g. areuy Acute nausea resulted ; fluid intake was muc 
reduced, but there were no urinary disturbances. Effect on stump 
striking and immediate. 4th day: Diameter of limb reduced 
by 1/2 in. Sth day: Nausea ceased; fluid intake increased to 
5 pints. The serous discharge from the posterior ‘aspect of 
„the wound yielded Staph. pyogenes until -10th day. Wound 
epithelized by 17th day. Further -progress uninterrupted. 18 
months later: no exacerbations. Sie NS 


. In this case we have concluded that the blood concentration 
of free sulphathiazole in the first 2 days (6.5 mg. per 100 c.cm.) 
was adequate to stem the bacteriaemia and to effect a certain 
measure of bacteriostasis locally, but the higher concentration 
of the 3rd day (8.6 mg.) and the concentrations of the 4th and 
Sth days (7.25 and 5.5 mg.) were necessary to control the local 
infection. A local application of 10 g. or thereabouts at the 
time of operation would have aided bacteriostasis in the stump 
at the sité of amputation, and the much-increased oral dose 
of 20 g., well tolerated on the 3rd day, might not have been 
necessary. ‘Alternatively, had the amount of sulphathiazole on 
the pre-operative and first post-operative days been 15 g., and 


10 g. respectively, a further, amoŭúnt of 10 g.‘on the two- 


succeeding days might have sufficed and no local’ infection 
developed. i ' 


These two cases stand in marked contrast. In the first, 
in the absence of cdntinued chemotherapeutic Measures, the 


amputation sife became acutely and widely inflamed and broke ° 


down, ‘pyrexia ‘and acute haemolytic anaemia occurred, the 
staphylococcal infection persisted in the stump for 64 days, 
and: healing was delayed until the 70th post-operative day 
(see below). In the second, using sulphathiazole, infection was 
controlled almost completely: from want of local application 
of sulphathiazole at the time of operation .staphylococci 
persisted until the 10th day; nevertheless the “degree of 
bacteriostasis obtained allowed the apposed flaps to heal and 
the scar to epithelize by the 17th post-operative day. There 
can be little doubt of the necessity for continued chemo- 
therapeutic measures and for combined oral ‘and local 
administration. A : ` 
Superiority of Sulphathiazole in Staphylococcus Infections 


It has been shown by Fleming’s sulphońamide “ impregnated 
strip’ method in culture media that sulphathiazole is 10 times 
more bacteriostatic than sulphapyridine against Staph. pyogenes. 
The superiority of sulphathiazole over sulphapyridine in 
staphylococcal infections 1s fairly clearly demonstrated in the 
following case, in which the latter sulphonamide effected only 
partial, temporary amelioration, while the former, although 
given later, secured complete resolution. It could be argued, 
however, that_in this, case the number and virulence of the 
staphylococci had been reduced by previous treatment with 
sulphapyridine. ’ Be that as it may, complete resolution occurred 
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- within a remarkably short time—10 days—after Sulphath 
was used, while with sulphapyridine therapy partial reso 
\only ‘was recorded. F 


rae 

Case 3—Midshipman aged 18. Sustained tracer 
wounds of left leg with much muscle damage.: First 
treatment was on 7th day after injury; on the 12th a 
abscess in leg was opened and muscle sloughs removed. 
were_two severe secondary haemorrhages, 15th and 21st 
and mid-thigh amputation was done immediately -afte 
second. The patient was dangerously ill; blood transfi 
were numerous, ‘but anaemia was marked. Pyaemia deve 
on 25th day and showed some temporary resolution after 
muscular sodium sulphapyrdine therapy. Fresh mets 
foci appeared on 32nd day, but sulphapyridine orally v 
minor value. Abscesses were opened at intervals until the 
day. Metastatic foci appeared afresh on 57th day. Si 
thiazole was given orally. Témperature settled and foci st 
resolution within 10 days. Further recovery was unintern 
The patient returned to full flying duties and there we 
exacerbations in the succeeding year. Sulphonamides 
given as follows: 7th to 11th days, sulphapyridine, orally, : 
26th to 29th days, sodium sulphapyridine, intramusct 
17 g.; 32nd to 35th days, sulphapyridine, orally. 30 g. :. 5’ 
62nd days, sulphathiazole, orally, 30 g. Despite the good 
of oral sulphathiazole on the resolution of the metastatic 
the, stump exudate continued to yield Staph. pyogenes, the 
organish present throughout. Sulphathiazole powder 1 g 
applied locally, and was repeated 7 days later. Staph. pyo 
was recovered until 20th day after application, but was becc 
less haemolytic—1/10 to 1/160 of former value. This Ic 
haemolytic value of the toxin was not permanent, and 
recovered somewhat after 6. daily subcultures in ordinary | 

As in Case 2, the clinical improvement after sulphathi 
therapy was much greater than anticipated, and in attrit 
the benefit to the sulphathiazole the result accords well 
the in-vitro estimations of the relative bacteriostatic effe 
these compounds. i 

eo A Local Application 

The effect of local application of sulphathiazole to a w 
already infected is seen in the later treatment of the first 
described, in which, after the acute inflammation of the s 
had subsided, the local application of sulphathiazole 
combined with immobilization in plaster, but unsupporte 
simultaneous oral chemotherapy. 


Case I (continued)—Twelve days after stump’ was. trin 
temperature settled: Sulphathiazole powder 10 g. appli 
Taw areas.and covered with vaselined gauze, and stump enc 
in plaster. 16th day: Plaster changed, only B. proteus iso 
47th day: Pain in stump, moderate rise in temperature ;. p 
removed.. Staph. pyogenes recovered’ from exudate then a 
diminishing numbers for, another 14 days—i.e., 47th to 
days from application of sulphathiazole powder. Epitheliz 
70th day. ey 

Had a second application of sulphathiazole been ma: 
the time of changing the plaster (16th day) the infection v 
almost certainly have terminated by the 21st day or so. 
the powder was seen to be absorbed on the 16th day—thı 
application was not sufficient to provide adequate concentr 
of antibacterial substance for the necessary time in the 
jacent tissues, from some residual foci in which reinfe 
of the wound area occurred. Later experience, and. estim: 
of. sulphonamides in the washings of wounds showed 
sulphathiazole is usually-all absorbed at the ‘Sth day. 
case illustrates a certain minimum degree of effectivene 
one local application alone to bring about bacteriostasis. 
following case is an example of the effect of repeated ap] 
tions of sulphathiazole locally—agaih unsupported by s 
taneous oral administration: this case was relatively 
heavily infected at the time of treatment. 


Case 4.—A man aged 25 sustained multiple wounds 
a shell-burst. The concerned wound ‘was penetrating: 
fragment entered at the back of the left arm and came thr 
the shoulder. The wound became infected ; for long there 
discharging sinuses.” The humeral head showed osteom) 
after fracture. Following, increased pain in shoulder 
sinuses were opened up and curetted ; no sequestra were fi 
neither was bare bone seen. Sulphathiazole powder 10 g 

ackéd in the wound. Cultures at 8th day after this were si 
But Staph. pyogenes was isolated’ again from 17th day.onv 
There was an exacerbation on the 45th day : at a further o 
tion on the 48th day the head of the humerus, mostly se 
trum, was removed, the wound cleared out, and sulphathi 
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_ thiazole in slowly diminishing amounts (according as the volume . 


' but satisfacto 


a“ 


nonder (10 g.) packed in wound. 3.3 g. sul hathiazole was 


Saoreted in the urine in the first 24 hours. Eleven days later 


Staph. pyogenes was recovered. The woúnd ` was re-dressed and 
sulphathiazole 10 g. in saline-tragacanth sludge used. _ The 
wound was examined, cultured, and repacked with sulpha- 


of the wound diminished) at zay intervals. Healing was slow 
. Cultures at the first. second, and fourth inter- 
‘vals were steri e, but those at the third, fifth, sixth, and seventh 


ielded Staph. pyogenes in pure culture, but showing diminish- 
in i 


ing values for the, a-haemolysin of the exotoxin in association 
with the ċontinuous environment of sulphathiazole. The wound 
was sterile from the 5ist day after the second operation and 
epithelized at the 60th day. Further progress was uneventful. 

» It will be noted that on each occasion when the bulk of 
the infection was reduced—after curettage and increased 
drainage in the’ first instance, and excision of the infected 
focus, the humeral head, in the second—the local application 
of sulphathiazole secured only temporary bacteriostasis: com- 
plete sterilization of the wound was not obtained. Sterilization 
—as judged by cultures from the wound surface and of 
exudates—occurred for brief periods: Had oral administration 
been combined with the first local applications at the times 
of surgical intervention, ‘and the concentration of sulphathiazole 
in the blood (and tissue fluids been thus higher at the time 
of “opening” of the foci, it is probable that bacteriostasis in 
deep-seated foci would have been more speedy and complete. 
And again, it is probable that results would have been more 
satisfactory qua speedy bacteriostasis had the wound been 
repacked on each 4th day rathe} than on each Sth, for the 
patient excreted on an average 3 g. of sulphathiazole daily, 
with the result that on’ each 4th day there was only 1 g. left 
in the depot (that is to say, when the depot was 10 g. in the 
first instance), Nevertheless we believe that this would have 
made but little difference so far as deep-seated foci were 
concerned. 


-One other factor to be considered Ee the local applica- 


. tion ‘of sulphathiazole in ordinary powder form to wounds 


is the probability that aggregation of particles and clumping 
occur, hindering solution and interfering with steady diffusion 
from the depot to the wound area. Tn Case 4 we made a 
suspension of sulphathiazole in a salinestragacanth base. Later 
ye used a glycerin-jelly base, part of the sulphathiazole, being 
first 'dissolved in the glycerin : the remaining particulate part 
probably dissolved in the exudate resulting from the 
lymphagogue action pf the glycerin. for in such instances we 
remarked, the absence from the walls of the wounds of the 
sulphonamide;impregnated, fibrin “felt” sometimes seen ‘when 
ordinary powder wai used. oh 


\ Effect” of Salpbathiazole o on Staphylococci ' 

’ As regards the, effect of sulphathiazole on the staphylococcus 
it will have been noted that in two of the cases described‘ the 
organisms that were recovered at intervals from the wound 
areas to which sulphathiazole had- been repeatedly applied 
were altered in character. The coagulase was never affected, 


- but the haemolytic.strength of the a-haemolysin was progres- 


sively reduced, first to 1/10 of its former value and later 
almost to zero, when estimated. in the filtrate of a standard 
24-hour broth culture. This effect was subsequently confirmed 
by .suitable in-vitro experiments. using varying inocula of a 
subculture of the ‘original, virulent organisms and varying con- 
centrations of the three sulphonamides. On further repeated 
subculture in broth from which all sulphonamides - were 
omitted the strains showed recovery in a-haemolysin from 
almost zero to 1/20 of the‘original values shown by the virulent 
cultures when first isolated. It is probable that since the 
Sulphonamides are ‘believed (Fildes, 1940) to act: by blocking 
‘the enzyme concerned with the utilization ‘of p-aminobenzoic 
acid by the bacterium, the enzyme and the p-aminobenzoic 
acid are necessary to the Staph. pyogenes for the elaboration 
of the a-haemolysin of the ‘exotoxin. We would also add 


that so far we have not encountered a strain of Staph. pyogenes ~ 


which is st lpticnermide-resistent 


i Discussion ; 
” When’ wounds involve bone in which staphylococcal infection 
is established it is common to find repeated courses of sulphon; 
amides - necessary in treating the acute exacerbations’ of : the 


i 


2 


local condition. and possible systemic effects. This may be 
on account of either (i) the inability of the concerned sulphon- 
amide per se to bring about complete or the minimum 
bacteriostasis necessary for healing, or (ii) the reactive 
“inaccessibility” of the focus of infection to the drugs— 
or both. S ; 

The conditions under which fhe sulphonaniides are actively 
bacteriostatic are now clearly defined. They are active only 
when in sufficient concentration in solution in the blood and 
other body fluids, 4 to 6 mg. per 100 c.cm, being a minimum 
„level; and in this Tegard it should be noted that as their 
solubility in serum and other fluids varies, sulphanilamide 
being the most and qulphapyridine the least soluble, so also 
will the rates of absorption and the eventual fluid and tissue 


- concentrations vary. In turn these variations will modify the 


effective bacteriostatic concentration resulting from the use 
of a, given sulphonamide, for these substances vary also in 
their antibacterial effect, sulphathiazole being 10 times more 
bacteriostatic-than ‘sulphapyridine, and sulphapyridine in turn 
5 times more active than sulphanilamide. Thus the absolute 
or resultant sulphonamide-bacteriostasis effected at any time 
is a function of the amount, solubility, and antibacterial index 
of the particular sulphonamide prescribed. The sulphonamides 
are inactive in the presence of large numbers of organisms 
and pus cells, and the disintegration products of these and of 
the tissues and fluid exudates. 

The mode of action of the sulphonamides is now fairly 
well understood. They are directly antibacterial or bacterio- 
static and inhibit the growth of organisms by competing with 
one or more of the essential growth-promoting substances 
(e.g., p-aminobenzoic acid, which is closely related chemically 
to sulphanilamide) for the enzyme or ‘enzymes concerned with 
the utilization of, these. The presence_or absence of growth 
depends on “the relative concentrations, ‘and is proportional to, 
fof example, the ratio of the growth-promoting p-aminobenzoic 
acid to the antagonistic or growth-inhibiting sulphonamide. 
Certain concentrations of the sulphonamides are thus pre- 
Tequisite ; but, even when obtained, the degree of bacteriostasis 
effected ig dependent on the amount of neutralizing growth- 
promoting substances: present, and these relatively simple 
chemical substances which promote growth are found in the 
disintegration products of tissues, pus cells, organisms, and 
fluid’ exudates. In the tissues the sulphonamides diffuse fairly 

’ freely and relatively quickly, and so from any established depot 
‘in a wound the concentration gradient in adjacent tissues shows 
a steep fall as the drug is absorbed into the general circulation. 
Again,-the concentration ip; any tissue is a function of the water 
content, and consequently is lowest in fat, _bone, and fibrous 
scar tissue. 

All these things considered, it is perhaps obvious that, in 
the requisite Concentration, this group of drugs will be more 
effective in cases of slight to moderate rather shan in severe 


* septicaemia, and early rather than late in pyaemia : and results 


will be more favourable qua bacteriostasis in the milder forms 
of these conditions than in cases of established localized infec- 
„tions in which the number of organisms may be relatively 
great and in which in addition there is serous exudation, a 
7 well-developed round-cell infiltration, and granulation and 
fibrous tissue. Thus, for example, it is’ agreed that, using 
sulphapyridine, it is easier to secure a successful result in the 
treatment of pneumococcal pneumonia than in lung abscess 
complicating that condition. ; 
Similarly,, having regard to the steep diffusion gradient, 
number of organisms, leucocytic infiltration, and fibrosis of 
the healing process,.the local application of sulphonamides to 
wounds infected deeply’ would be expected to be of relatively 
little. value. We have noted much delay, failure even, to 
secure bacteriostasis in wounds in which bone is involved and 
in which there is subacute or chronic osteomyelitis with 
sclerosis. The reappearance of the staphylococcus in exudates 
from such deep foci has been common. In this type of case 
it has been much easier to effect bacteriostasis or delay the 
reappearance of the organism by using local applications from 


- the time of sequestrectomy or amputation, when the wound 


has been opened up or the bulk of the focus removed, than 
from a later date when infection has reappeared, say, 1 to 
5 weeks after operation, when -granulations are well gormed 
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and fibrous healing is proceeding apace in the depths, and 
when 5 or even 10 local applications at intervals have been 
necessary to obtain a measure of bacteriostasis, which even then 
may Œ only temporary. ‘ 

And as, according to the example cited, it is easier to treat 
to a successful conclusion the pneumonia from the outset 
than the complicating lung abstess later, so in cases of infected 
wounds ‘involving bone it is prudent to employ full chemo- 
therapeutic measures at the time of full surgical treatment 
rather than later, when sequestra and sinuses may have formed 
in association with established infection.” Full surgical pro- 
cedure is of first importance, but we would emphasize that 
in cases of the kind considered here the pre- and post-operative 
administration of a sulphonamide, preferably sulphathiazole, 
is equally essential, ‘and should be supplemented by local 
application, especially when many fascial planes have been 
disturbed or there is much fissue damage. For minimum 
pre-operative medication, 6 g. of sulphathiazole within 4 hours 
yields a blood concentration of 4 mg. per 100 c.cm., so that 
intramuscular and intravenous routes are not always necessary 
to supply the immediately available sulphonamide requisite in 
the blood and tissue fluids. : . 

There is little doubt that sulphathiazole should replace 
sulphapyridine, both orally and locally, in the treatment of 
such cases of staphylococcal infection, for this drug is better 
tolerated and has’a greater bacteriostatic action. 
adequate oral administration of sulphathiazole should be con- 
tinued as necessary, so that essential, tissue-fluid concentrations 


are present when multiplication of organisms occurs or is . 


likely to occur, thus ensuring that bacteriostasis is. sufficient 
to permit the. several “body-defence mechanisms to operate 
unhindered or in conditions as favourable as possible. - 


i Comment , - ‘ 

While the treatment of infected compound fractures in 
‘wounds is essentially surgical, the role of the sulphonamides 
must not be forgotten or ignored. Sulphathiazole particularly 
is a valuable supplement. Given orally and locally at the 
time of major surgical measures, it provides the desired maxi- 
mum bactertostatic action when and where the diminished 
remaining foci of infection are most open to successful attack. 

Since staphylococcal osteomyelitis is likely to be a not 
uncommon feature of many severe wounds sustained in this 


war by civilians and Service personnel alike, it behoves those. 


concerned with early treatment to ensure that surgical treatment 
is adequately supplemented by chemotherapy so as to prevent 
the establishment of infection in bone, the treatment of which 
is notoriously difficult. - 
j Summary 

Sulphathiazole is more efficacious than sulphapyridine in the 
treatment of wounds with compound fractures that have become 
infected with Staph. pyogenes. The necessity for pré- and post- 
operative chemotherapy with this sulphonamide is stressed, as 
is also the combination of local with oral administration, 
especially at the time of radical ‘surgical treatment. Sulpha- 
thiazole applied locally unsupported by simultaneous - oral 
administration is of little value.in the treatment of established 
infections of the kind discussed. Four cases are described 
illustrating these observations. 


Strains of Staph. pyogenes recovered from our cases showed 
diminution of the a-haemolysin production but no alteration in 
coagulase in association with a local environment containing 
sulphathiazole. No sulphonamide-resistant staphylococci were 
encountered. 


Our thanks are due to the Medical Director-General of the Navy 
and to Surg. Rear-Admiral H. E. R. Stephens, R-N., for permission 
to record these cases. We are indebted to Messrs. May and Baker 
Ltd., who kindly supplied the sulphathiazole used in the treatment 
of our early cases; and to Sick Berth Chief Petty Officers F. C. 
Prince and A. R. Woodman for technical assistance. 
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J. Lusser (Arin. Pediatr., 1942, 152, 226) records his observations 
on 1,000 cases of scarlet fever at the children’s clinic at Basle during 
the period 1930-40, 368 of which had relapses. 127 of the latter 
had recurrent eruptions. The second or third attacks usually had 
a mild course. The ages of the patients ranged from 14 to 15 years; 
the incidence was highest between 4 and ‘15, while young children 
were legs frequently attacked. 
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In man few observations have been made on the changes 
in venous pressure during the withdrawal and administra- 
tion of blood, although the effects during the intravenous 
injection of crystalloid solutions have been investigated 
(Altschule and Gilligan, 1938; Murphy, 1941). In the 
present paper observations of venous-pressure changes 
have been made upon healthy individuals during vene- 
section, and upon unselected hospital patients during the 
àdministration of blood. As an extension of this work 
similar observations were made during ‘the transfusion of 
a number of patients suffering from pulmonary disease : 
in this group the vital capacity was measured before, 
during, and after transfusion. In all cases preliminary 
and final arterial blood pressures were taken, the pulse 
and respiratory rates noted at frequent intervals, and any 
change in the clinical condition of the subject recorded. 


The venous pressure was estimated by the direct method, 
using a modification of the original Moritz and von Tabora 
(1910) technique. A stand was made with a backboard, to 
which the vertical arm of the manometer was clamped. The 
crosspiece rested on a horizontal ledge attached to the back- 
board. The backboard-and-ledge'system was easily adjustable 
to different heights. In place of the reservoir a 30-c.cm. syringe, 
also resting -on the horizontal ledge, was: fitted to the cross- 
piece.‘ By means of this syringe the manometer (7 mm. bore) 
was filled’ with 3% sodium citrate solution, and thereafter, 
was flushed with this solution when- required. The reference 
point taken was that recommended by Lyons et al. (1938)}— 
an- arbitrary point, with the subject supine, 10 cm. above 
the posterior surface of the thorax. The arm used for ‘the 
venous-pressure estimation was abducted to an angle of 
45 degrees. Where necessary, to prevent venous spasm a8 


hot-water bottle was placed underneath the arm. Warm Citrate 


solution was used throughout.: An intradermal injection,’ of 
local anaesthetic was given before all venepunctures. 

An antecubital vein was chosen. A 16 s.w.a. intravenous 
needle was then inserted and connected with the manometer. 
Ifthe needle was well in position the fluid in the manometer 
fell rapidly at first but later more ‘slowly until equilibrium 
of pressure between the fluid in the manometer and the blood 


‘in the vein was reached, At this point there were minor 


respiratory fluctuations, either spontaneous or easily induced 
by. deep breathing and occasionally pulse transmissions 
Approximately 1 to ‘5 minutes' were allowed to elapse before 
proceeding further, to ensure a steady base line of venous 
pressure. .Throughout the experiment a rapid return of the 
manometer reading to the original level, after the apparatus 
had been flushed with fresh ,citrate, was regarded as the best 
criterion of patency of the system. In 4 cases venous spasm 
Tesulted in unsatisfactory readings and these records had to 
be abandoned. i 
A Venesection 

To minimize anxiety in the subject only donors previously 
venesected were chosen. In all cases complete rest for 10 to 
15 minutes in the supine position was imposed, to allow 
the blood pressure and pulse rate to become stable. The 
venous pressure was then determined. Venesection with a 
10 s.w.c. intravenous needle was performed on the opposite 
arm. A sphygmomanometer cuff maintained at a pressure of 
60 to 70 mm. Hg facilitated the flow of blood. The average 
time taken to collect 430 c.cm. was 4 minutes. The venous 
pressure and pulse rate were recorded after 100 c.cm., 200 c.cm., 
300 c.cm., 400 c.cm., and 430 c.cm. of blood had been with- 


* A report to the Medical Research Council from ;the S.W. 
London Blood Supply Depot. . 
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drawn. Jr most cases the venous-pressure readings were con- ~ proportionally more cases ‘showed a rise at the faster rates. 


, tinued at 5-minute intervals for 30 minutes after venesection. 
' In 19 of the 20 cases the initial venous pressure varied 
between 60 and 145 mm. H,O. In-one very obese woman the 

_ pressure ’was 167 mm. H;O (Table I). In every case there 


' Taste I.—Effect, of Venesection on Venous Pressure, Blood 
Pressure, and ‘Pulse Rate ' 4 





eS 








135/75 
115/60 


, was a fall in the venous pressure ‘during bleeding, varying 
from 13 to 80 mm. H,O, with an average of 43 mm. In most 
” cases the venous pressure showed a fall after 100 to 200 c.cm. 
of blood had been withdrawn, and it continued to fall until 
| the end of the venesection. After venesection the venous 
pressure rose gradually, but in none‘of the cases did it return 
‘to the original value within 30 minutes. The changes in the 
blood pressure and pulse rate were variable and not related 
to ‘the coristant fall in venous’ pressure. nee 


‘ 


, bo Transfusion 

n Observations were made on 30 unselected hospital patients 
(19 males, 11 females) suffering from secondary anaemias. In 
many cases the slight degree of anaemia would not have 
justified transfusion in the ordinary way. The chest measure- 


ments and approximate height and’ weight of all patients were 


recorded. They were allowed one pillow. This had no notice- ° 


able effect on the venous-pressure level: The preliminary rest 
period of. 15' minutes was imposed:and the venous pressure 
determined. The opposite arm was used for the transfusion, 
which was administered ‘by gravity with the Medical Research 
'Council giving-apparatus. Warmed compatible blood was 
given to all cases. ‘The amounts varied from 500 c.cm: to 
< 1,000 c.cm. In 4 cases the venous-pressure system blocked 
towards the end of ‘the transfusion: The venous pressure. was 
noted so far as was possible after every 50 c.cm. of -blood 
had been transfused. In .5 cases the readings were- continued 
at 5-minute intervals for 10 minutes after the end of transfusion 


and in a further 5 cases for 20 to 30 minutes. A rise of 20 mm.. 


, or Jess has been considered insignificant. Se 
` Venous Pressure and Amount Given~-Of the 30 patients, 


19 showed a rise in venous pressure greater than 20 mm: H,O, ` 


{0“no rise, and 1 a fall. In 13 cases the rise was between 
20 and 50 mm. and in 6 cases between 50 and 85 mm. H,O. 
Im each of \the 19 patients who showed a rise in venous 
` pressure this increase was approximately proportional to the 
amount given, (see Graph). ` aS 
Venous Pressure and Transfusiow Rate—14 cases were 
transfused at rates varying from '7 to 15 c.cm. a minute, the 
averagé being 12 c.cm.: 8 showed'no change inf venous' pressure, 
4a rise between 20 and 50 mm., and 2 a rise between 50 
and 80 mm. H,O.' 12 cases were transfused at rates of 16 to 
30 c.cm..a minute, ‘the average being 20 c.cm.: 3 showed no 
change in venous pressure, 6.a rise between 20 and 50 mm., 
pand 3 a rise between 50 and 80 mm. H,O. 4 cases were 
transfused at rates of 30 to 45 c.cm. a minute, the average 
being 37 c.cm. All 4 showed a rise: in 3 the increasé was 


between 20 and 50 mm. and in 1 between 50 and 80 mm. H,O. ' 


There was: apparently no constant relation between the rate 


of transfusion and the rise of venous pressure,- although ` 


i 
` 


, 
r 1 






Signs and symptoms suggestive of vasodilatation were encoun- 
tered in 3 cases. In one of these. the interpretation qf the 
signs was complicated by the onset of allergic manifestations, 
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Graph of the .venous-pressure oats during the transfusion 
of blood to 30 unselected hospital patients. , 


Case I1.—Gastric ulcer, in a spinster aged 33, weight 7 st. 
12 lb., height 5 ft. 4 in.; Hb 66%. The patient was given 
540 c.cm. of blood at an average rate of c.cm. a minute, 
The venous pressure’ at the end -of transfusion Showed a rise 
of 36 mm. H,O: The blood pressure was 110/65 before and 
‘after transfusion. After 250 c.cm. had been given, flushing of 
the face and arms was observed and at the same time the 
patient complained of hotness of the face. This was followed 
successively by complaint of a throbbing sensation in the head 
and tingling .of the lips. The flushing of the face and arms 
was present for several hours after the completion of trans- 
fusion. , There was no rise in temperature. 

Case 2.—A married woman aged 42; diagnosis—carcinoma 
of the rectum: weight 8 st. 4 lb., height 5 ft. 5 in.; Hb 78%. 
The patient was transfused with 950 c.cm. of blood at a rate 
of 16'c.cm. a minute. The venous pressure showed a rise of 
64 mm. H,O. -The blood pressure before transfusion was 


_ 135/90 and immediately after transfusion 100/55. ‘When 850 


c.cm, had been given she complained of throbbing in the ears, 
followed in three minutes by palpitations, a feeling of fullness 
and hotness, and a generalized pumping sensation. After the 
onset of the symptoms, flushing of the face and both arms was 
noticed, and this lasted for 10 minutes after the completion of 
transfusion. There were no further signs or symptoms. 

Case 3.—A married woman aged 61; a convalescent air-raid 
casualty: weight 74 st., height 5 ft: 3 in.; Hb 66%. The 
patient was transfused with 990 c.cm. of blood at a rate of 15 
c.c. a minute. The venous-pressure rise was 38 mm. H,O. 
After 450 c.cm. the patient complained of generalized hotness. 
After 600 c.cm. oedema of the right eyelid was observed, 
followed by fushing of the face. After a further 250 c.cm. 
the left eyelid, also became oedematous, the flushing stil being 
present. All signs had disappeared within 2 hours. 


’ 


‘end of transfusion (after 1,000 c.cm.). 


660 Dec. 5, 1942 ` 


VENOUS PRESSURE IN BLOOD DONORS AND RECIPIENTS 


woot 


° 
Britis j 
MEDICAL JOURNAL 


. ¢ f : 
——— Eee 


These 3 patients were transfused at rates varying from 15 -~ 


to 22 ccm. a minute (average 18 c.cm.). The rise in venous 
presspre varied from 36 ta 64 mm. H,O (average 46 mm.). In 

1 and 2 the venous pressure had řisen significantly before 
the onset of signs or symptoms of vasodilatation, and remained 
steady in Case 1! and continued to rise in Case 2 until the 
end of transfusion. In Casé 3 the venous pressure blocked 
just after the vasodilatation became evident. 

The 10 cases in which recordings were continued after the 
end of transfusion showed a gradual fall in venous pressure, 
but in no case wus" there a return to the basal level within 
the next 10 to 30 minutes. In 26 of the patients blood-pressure 
readings were taken before and after transfusion. The changes 
after transfusion were variable and apparently not related to 
the frequent rise in venous pressure. Only minor variations 
in pulse rate were tecorded, and these were inconstant, 


Transfusion of Cases of Pulmonar, Disease 

Examination was made of 13 such cases—3 females, 10 males. 
The patients were allowed two flat pillows instead of one. 
as, most of them found the supine position irksome. This 
position was maintained for at least 15 minutes before the 
vital capacity was recorded. The vital capacity was measured 
again after 500 c.cm. of blood had been given and at the 
A Kendrick recording 
spirometer was used. In patients with rib resection the arm 
opposite the resected ribs: was used for the venous-pressure 
estimation, 

The transfusion rates given below are calculated from the 
actual time during which the 1,000 c.cm. of blood was being 
administered. However, it must be pointed out that after the 
first 500 c.cm. had been administered there was a time interval 
varying from 6 to 15 minutes (average 8 minutes), during 
which the vital capacity was being recorded and no blood 
transfused. The transfusion rates varied from 17 to 40 c.cm. 
a minute (average rate 23 c.cm.).. The amount given was 
800 to 1,000 c.cm. One case had 500 c.cm. only. 

Vital Capacity. —With one exception every patient showed 
a decrease in vital capacity after receiving 1,000 c.cm. (1 case 
500 c.cm.) of blood. The percentage reduction bore no constant 
relation to the original vital capacity. Clinically, 3 patients 


Tase Il.—Effect of Transfusion of..1,000 cém. of Blood on 
ital Capacity and Venous Pressure 
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9 JM. 21 20 1,250 200 Urticaria, 
Empyema; rib headache 
resection 
10 M. 38 1,250 300 Urticaria 
Pneymonectomy 
11 M. 21 20 1,150 +50 ù 
Pneumonectomy z 
112 |F. 45 17 1,100 300 Rigor 30 min. 
Empyema; nb : after transf. 
Tesection Dry cough 
' during. fol- 
lowing’ night 
13 |F. 32 18 750 200 Dyspnoea dur- 
Pneumonectomy mg follow- 
ing night 
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showed an increase of above 4 respirations a’ minute during > 


the transfusion, One of these complained óf a dry cough 
and another of dyspnoea during the night following the 
transfysion ; the third patient, however, had no symptoms 
(Cases 12, 13, and 10, respectively ; Table ID). To exclude 


i ¢ 


the possibility that the recumbent attitude was responsible for . 
the reduction in vital capacity one normal subject and Case 10 
of the’ pulmonary disease series assumed the posture for one 
hour without being transfused. There was no change in vital 
capacity in the normal subject, and q only a 50 c.cm. drop in the 
other. 

Venous Pressure-—Of the 13 cases of pulmonary disease 
6 showed during transfusion a rise-in venous pressure greater 
than 20 mm. H,O. 2 a fall, and 5 no appreciable change. 
Again, in the 6 cases showing this rise the increase was approxi- 


- mately proportional to the amount given. None of these 


13 patients developed signs or symptoms. suggestive of vaso- 
dilatation. . 

' j ` Discussion 

Normal Venous Pressure.—Lyons et al. (1938) consider that 
the normal venous pressure ligs between 50 and 150 mm. H,O. 
The same reference point being used, the cases in this 
investigation showed a similar range of venous pressure ; 
thouch in one obese woman it was 167 mm. H,O. According 
to Kroetz (1922) a raised venous pressure is common in obese 
subjects. 

Venous Pressure During and After Venesection—The con- 
stant and often striking fall in venous pressure during vene- 
section (Table I) was. ender the conditions of this investigation. 
unrelated to the arterial blood pressure or pulse rate. The 
subjects were a selected group’ in that all had previously under- 
gone venesectton. None had an established vasomotor collapse 
(“faint”), and so no record of the venous Pressure during 
such an attack was/obtained. - 


Venous Pressure During and After Blood Transfusion 

Altschule and Gilligan (1938) in their study of the dynamics 
of the circulation used saline as a transfusion fluid and 
recorded the venous Pressure at intervals. They found that’ 
it rose in the majority of cases transfused at rates above 
20 c.cm. a minute, and this rise was proportional to the amount 
of fluid given. The venous pressure fell rapidly immediately 
after the end of these transfusions and reached the original 
level within 20 minutes. A rise in pulse pressure was commonly 
seen during transfusion. In all their cases receiving large- 
volume (1.000 to 1,500 ccm.) transfusions a widespread flush 
was observed. The rise in venous pressure they interpret as 
being due to a failure of’ the peripheral vascular bed to dilate : 
1apidly enough to accommodate the increased blood volume. 
Murphy (1941), who also, used saline as a transfusion fluid,’ 
noted a rise in venous pressure during the first half-hour of 
transfusion. This was followed by a fall attributed by him 
to vasodilatation. There is no mention of this having been 
observed clinically, nor is it clear at what intervals the’ venous- 
pressure readings were recorded. ‘ 
‘The present investigation. in which blood was used as a 
transfusion fluid and the venous pressure was recorded at 
frequent intervals, gave results similar to those of Altschule 
and Gilligan. - As stated, 19 of the 30 cases had a rise of 
venous pressure greater than 20 mm. H,O. This rise was 
approximately proportional to the amount of fluid given. The 


. rate of-transfus‘on plaved a less important part, but on the 


whole the faster rates showed greater venous-pressure rises. 
No correlation could be drawn between the’ venous-pressure 
rise and the age, sex. haemoglobin values, or chest measure- 
ments of the recipients. 

In contrast to the findings of Altschule and Gilligan, the 
fall in venous pressure after the completion of the transfusion 
was slow. Moreover. in none of the 10 cases’ which were 
observed, for the subsequent 10 to 30 minutes was there s 
decrease to the pre-transfusion level. This. is probably due 
to the fact that blood was used as the transfusion fluid, and 
as a result the increase in blood volume was maintained for ` 
a much longer period than atter the infusion of crystalloid 
solutions. 

Symptoms and signs suggestive of, vasodilatation were 
encountered in 2 patients who received 1.000 c.cm. of blood | 
and | who received 500 c.cm. The rate of transfusion was 
greater than’ 15 c.cm. a minute and the rise of venous pressure 
greater than 30 mm. H,O. However, other patients transfused | 
at similar and faster rates and showing similar rises in venous ' 
pressure experienced no symptoms. All 3 patients were 
females of small stature. Although not beyond the limits of 
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chance it seems possible that vasodilatation was more likely During the transfusion of blood to unselected hospital 


to occur in an individual’-with a small blood. volume. __ patients’ there is in the majority of cases a rise of venous 

The cases with a venous-pressure rise either had no clinical pressure which is approximately proportional to the amount 

. evidence of peripheral vasodilatation or only developed signa—- given, ‘and occurs more frequently.at the faster rates. eSigns 
‘and symptoms of this affer the rigé was already considerable. and symptoms suggestive of petipheral vasodilatation were 

The peripheral vasodilatation was not accompanied by the fall encountered in 3 of the 43 cases transfused. In these cases 


-in venous, pressure described by Murphy.' . $ vasodilatation occurred after a rise in venous pressure and was 
an va ae _ not followed by a fall. A : , 
, | Venous Same During the Transfusion of Cases of Pulmonary After transfusion, patients suffering from pulmonary ‘disease 


showed signs of pulmonary congestion, as revealed “by a 
reduction in vital capacity. This decrease was not related to 
~ the venous-pressure changes. oa ‘ 


' “These 13 pulmonary cases, transfused at rates varying from 
{7 to 40 c.cm. a ‘minute, were comparable to 16 of the first 
group of 30 cases, in which the rates varied from 16 to 45 c.cm. 


a minute. In the latter group 13 of the 16 cases showed a We should like to thank Dr. W. D. Nicol and the staffs of the 


pean ; medical and thoracic units of the Emergency Hospital and Mr. C. F. 
significant rise of venous pressure, whereas only 6 of the 13- Swinton of the Mayday Hospital for A O cases. -We are 
patients with pulmonary disease showed an increase of similar indebted: to Dr. O. M. Solandt for help and encouragement. 
extent: Venous-pressure rises evere apparently less frequent l Rivenences : 

in'the group suffering from pulmonary disease, but the number — Attschule, M. D., and G D. R. (1938) J. clin. Invest., 17, 401. 

of cases examined was too small to warrant drawing con- Glaser, E, M, and McM. PJ. (1940). ; 

clusions. In this group, too, the venous pressure increased with Kroetz, C. (1922): Dtsch. Arch, klin. Med , 139, 325. 


z A : g L R. HL, Kennedy, Jj A., and Burwell, C. S (1938), Amer. Heart J., 18, 675. 
the amount given. Theré was a slight decrease during the Moritz, F. and von Ta’ D1910) PASE Med., 98,475 3 


interval when the intermediate vital capacity was being Murph Ë. D (1941). J. Urok, 48 


Y» , 654, 
fee oy Schafer, E. P., and Wallace, J. (1942). British Medical Journal, 2, 304. 
Glaser and McMichael: (1940) found a significant increase i 
in vital capacity following venesection.’ They calculated lung. 
volume in each’ instance_and converted the changes into 


. equivalent changes in blood volume. From ‘these figures they A WATER-BORNE AND MILK-BORNE OUT- 


deduced that 47% of the blood withdrawn came from’ the REAK ARATYP P 
'pulmonary vascular bed. Convergely, during a rapid transfusion B OF P HOID B INFECTION 





‘one, might expect that an appreciable, proportion of the. 4 IN WORCESTERSHIRE 

increased blood volume would be accommodated by the lungs. POTENTIAL DANGERS OF RAM-WATER SUPPLIES 
Altschule and Gilligan recorded the vital capacity in .4 of . è f BY . 

‘their cases, but they could find no change:, In the present S. CHALMERS PARRY, M.R.CS., L.R.C.P., D.P.B. 
investigation vital-capacity changes were studied in patients with - , Deputy County Medical Officer for Worcestershire 


pulmonary diséase. /Sucti.cases were chosen because in subjects m; ; r : 
‘with an already reduced vital capacity any further reduction This small but none the less interesting paratyphoid B 
"due \to the accommodation of the transfused .blood in the, lungs outbreak occurred from June to Aug., 1941, in one of 
‘would be more readily appreciated. In point of fact, a reduc- the rural districts of Worcestershire where I was acting 
tion was seen in every case except one, but in most instances medical officer of health. It comprised a total of 17 
‘the reduction ‘was such that it could account for only a small primary and secondary cases, notified over a period of 
proportion of the transfused fluid. tae ae two months, and is of particular interest owing to the 
__ If it is accepted that reduction `of- vital capacity is due to extreme rarity of epidemics of paratyphoid B fever re- 
pulmonary congestion, then the question whether this is brought corded in which the organism has n recovered fror 


"about by heart failure from overloading the circulation must soe 
“"be considered. In such cases, a systemic venous-pressure rise water and which, in that respect, may be regarded as water- 


would be expected. However, the only cases (3 and 7) that borne. ` Since the water that was implicated was not 
} .showeď' a well-marked reduction in.yvital capacity and an actually, a drinking water, and since the milk supply was 
increase in venous pressure had no signs or symptoms suggestive apparently contaminated secondarily from this water 
„of cardiac’ embarrassment. Furthermore, the 2 cases (12*and supply, I prefer to designate this outbreak milk-borne and 
13) that did develop respiratory signs and had the greatest water-borne rather than water-borne. 
„percentage reduction in vital capacity had no increase in venous It’ will suffice to state dint "cases of paratyphoid B ‘infection 
-VPEESSUTEs and the 4,cases (1, 2, 5, and 5) that had’the greatest had recently occurred in adjacent areas and that the alleged 
. ‘tise in venous pressure had only slights reduction- in vital/ source of infection had been traced to creant buns. While 
falia a eee ur nan eerie cae i ~ every ao the preseut outbreak denied consumption of 
my â ; Ne g cream buns during the incubation period of their attack, an 
ma capacity therefore cannot be asc ribed tọ cardiac failure. indirect and subtle connexion probably existed between these 
: e accommodation of the blood is perhaps best explained two. epidemi ; 
- by alteration in the capacity of various parts of the circulatory Zpicemics: 


‚system. The signs and symptoms of peripheral vasodilatation History of Onset of Outbreak and Events Leadiug up to the 
seen indicate that “the capacity: of. the subpapillary venous é Investigation of Farm 
plexus was being increased. The rise in venous pressure and My suspicions were aroused on the discovery that there was 


the reduction of vital capacity show that the larger veins and ‘a common milk supply. to the first two cases of paratyphoid B 

. the lung capillary bed respectively were accommodating the reported (Table. Cases ] and 2). On July 2, accompanied by 

» extra fluid. ae > Mr. Owen, county sanitary officer, I visited the farm which 

Since this paper was written Sharpey-Sbafer and Wallace (1942) supplied milk to both these cases in order to ascertain, in 

‘have published observations on the rapid transfusion mainly particular, whether there was any sickness among the milk- 

“of serum and saline, (300 c.cm. to. 2,100 c.cm.) to subjects handlers. The machine-milker, who had had some slight 

- ` without cardiovascular disease. Their results indicate that the symptoms, for a week or two, was on July 4 proved to have 
venous pressure is'rdised when there is considerable retention ‘a mild attack..pf paratyphoid B fever (Case 5). . Incidentally, | 

' of injected fluid- Dildtation of peripheral” vessels was noted, his son, who had been admitted ‘to hospital on June 26 with’ 

and an engorgement of the pulmonary vessels was shown by a history of three weeks’ diarrhoea, was later diagnosed as 


“vital-capacity and radiographic records. tie _ a case of paratyphoid (Case 6). This important information 
os ere SiS MP Oy S Wer proved the latter could not have derived his infection from 
+ N Conclusions - , milk contaminated by his father. A search for missed cases, 

The venesection of normal subjects is’ accompanied by a- carriers, and other sources of infection was made. 
‘fall in venous pressure. During the following 30 minutes there This bottling establishment also received milk from six local 
„is a: return towards the original. venous pressure, although . producers, and, while paratyphoid B organisms were absent in 
' this level is not regained in. this periód, °.» ' all: milk samples submitted for examination, they werg present 
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inthe ram-water- used for dairying. purposes. This ram-water 
was therefore the missing: link we were seeking; for it was 
‘proved that the small son of the-machine-mulker contracted 
his infection from actually drinking the ram-water as it flowed 
in the gulley outside the dairy. 

The machine-milker had ample opportunity ‘of contracting 
paratyphoid from (1) his little son at home, (2) the tap-water 

in the cowshed,' and/or (3) drinking the raw milk. At the 
same time in-the process of hand-stripping he had plenty of 
opportunities of contaminating the milk himself. The milk 
could also have been contaminated by the ram-water delivered 


Table showing Details of Cases 


Common Milk: Supply—Some of the paratyphoid, B 
organisms, originally discharged from the depot in the sewage 
effluent, evidently completed their circular tour in the suspected 
milk supply, and a total of. 5 cases of paratyphoid B fever 
(Cases 3, 4, 7, 13, 17) were notified among its employees. The 
fact that no raw milk was-served over the counter at the 
canteens accounts for the negligible number of cases at the 
depot. The canteen cook (Case 3) was one of the few persons 
with access to raw milk. Milk was available only in tea; 
however, the actual procedure of making tea varied somewhat 
at the several canteens. - 
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Paratyphoid B ; ġ 
Case Sex Age Widal Faeces | Urine Clunical History Remarks 
1 Result “H” E 
1 F ` 6 + - +. “ Cold?’ for 5 days. June 21 : Fever, lassitude, 22nd : Milk stated by ts always boiled 
. } A Diarrhoea. 29th : Rash, abdomen tumıd, spleen + previously famıly ato 
e liver +. “ Typhoid stato ” for 2 weeks twice a week 
2 M 27 + = + ‘Indefinite, Jaundice since April 14. Stated illness began Date of onset very indefinite, ,At work 
y May 6. Fever Juno 13. Admutted hospital ‘until fever began. Very ‘fond of 
Epistaxis 28th. July 1 : Tumuidity, spleen +, liver + raw mulk 
` S s Typhoid state” for one cae Jaundiced aunt 
: about July 7 
3 F 43 + - + Poorly for about a week at work. June 24 : Headache. Canteen cook at depot. Handled un- 
i 2nd : Fever started ; backache, headache, spleen +, cooked food until evenmg June 27 
pie Ne accede of raw milk dail 
4 F 19 + + = Sudden onset Giddiness, pams in stomach and’ back. at depot June On 
Frequent eo es June 21 to 28. July 1: Rash, paat wor S July 1. No raw milk 
, \ ` tumidity, sp! +, liver +, constipation except in tea 
5 M 26 ` + - to Indefinite (1-2 weeks), Indigestion and backache. No Machine-milker to bottling establish- 
5 diarrhoea. are 3 : Headache ; no rash or tumidity, ment. Father of Case Fond of 
2 spleen +, liver + raw milk 
6 M 2 o + - = Indefinite. Diarrhoea for 3 Te A Admitted as sus- Son of Case 5. History of ha 
5 bronchopneumo: peritonitis until actually drunk ram-water. D 
` : + Widal (“H ? &“O") serie say P Tumidity +, raw mlk 
{ : rash +, respirations rapid and shallow, with cough 
7 M 30 + + - June 24 +. Epistaxis. 25th : Headache and lassitude. No raw milk at depot t in tea ; 
y x SUF neck, 3: Diarrhoea ahd fever several days. lith: this had previously been added in urn 
; neck, spleen +, liver +, rash + 
8 F 24 + - = Sudden onsst Of intense headache, f fever, and vomiting. Stated she always boiled milk before 
July 6. Two +09 13th ; Rash + drinking 
9 M 1} Ni + Tai Diarrhoea since o 14. Fever since 18th. 22nd : Sige aes faces (collected a 
- Rash +, tumi report to have 
last drunk raw milk from 
g 4 sourco on June 18. Evidence 
usive 
10 F 18 + + = July 22 : Fever, headache, and aches in legs. 23rd : Admitted as caso, being 
` > Rash + t mother of Case Blood culture — 
> ` Collected July 23), | Facces + (re 
` (Aug veal duly, 29) 26) cocytes 11,550 
11 M 21 + NI! Nil July 22 : Headache, nausea, diarrhoea. 28th : Rash +, Admitted on + blood culture (collected 
gr v tumidity «+, spleen + ; July 23, reported 28th). Died from 
i á haemorrhage Aug. Uncle of 
12 F 60 +? + = J ie Sudden onset ; headache, diarrhoea, vomiting. Blood! Sie — (collected July 25) 
A : ‘ ` : Collapsed with sudden acute abdominal pain on + faeces (collected 
oy diarrhoea. 28th: Rash +, tumidity + 25th, reported 28th), Drank one 
, da d pains 1 for 2 weeks ; diarrhi Ni ig Genet 
13 F 21 + + - Headache an in legs for ; oca. o raw at trexrept mtes 
; July 26 : Rash +. 28th : Epistaxis. 23th : Spleen Last at work on July 21 
14 M 55 + + - Hetdache, aad febricula since a ny Diarrhoea since Blood cul — (collected July 23) 
\ ' f: 24th. Rash +. Aug. 1° ete liver + ‘ Grandfather of Case 9 
15 F 10 t + - Headache, fever, diarrhoea ug. 1: Spleen +, Blood culture — (collected July 23) 
7 on b |! liver + Aunt of Caso 9 
16 -F 11/12 + + — Aug. 2: Eae tor four days. 6th: Diarrhoea began. Al well-water bored and all «milk 
3 8th : with mucus ‘until 10th. Drowsy, reported sterilized for child. Grand- 
caine F green stools ; rash + $ parents (living in same cottage) take 
milk from suspected farm; but 
child stated to drink milk’ from 
17 : Sadd Fever, diarrhoea, and Notao railcar ae i from ' 
, - - Aug. adden onset. an vomit- o raw milk at depot except in tea 
i M a KA ing 2 days ; > tumrdity +. 28th : Admitted on rela- urn. History T.A.B. inoculation 
' » tively high paratyphoid B agglutinm titre. Sree Widal on Aug. 29 showed . 
4 . 1/500 wo m a 
' ta om 1/500 to r'in “oins 
Wer aggl Junnin Temained 
i aith 1/125 *H”)] 
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from.the, cowshed tap. The milk was supplied from this farm 
in bottles to the private customers and in bulk to a big depot 
in the district. ` 


Events Leading to EE of Depot 

Canteen Cook suffering from Paratyphoid—On July 3 (ie., 
the day before the Widal result of the machine-milker) Mr. 
Owen and I visited the depot to investigate. a case of para- 
typhoid (Case 3) reported at one of the canteens. The patient 
was a cook who had been ill at work for’ about a week. It 
was evident that a salad-borne epidemic among the depot 
workers on that particular site was probable, and, in-addition, 
a milk-borne epidemic among the farmer’s private’ and depot 
customers was imminent. 

Source of the Contaminated Ram-water. “One of the sources 
of the ram-water—two miles up-stream—was/ traced to ‘the 
outfall of a sewage effluent from the depot. 


Course of Streams Contaminated by Sewage -Effluents 

A complete survey was made of farms and dwellings situated 
-along the course of streams receiving effluents from the depot 
sites. We first explored the course of the brook from which 
the- bottling establishment derived its ram-supply. This pro- 
cedure entailed a visit to every farm in order to ascertain 
certain facts. The following five questions were asked (the. 
answers apply only to the bottling establishment): 

: 1. Whether any Case of Sickness had Occurred Recently.— 
One case of sickness—i.e., the machine-milker (Case 5), who 
was an immediate contact "of Case 6—which may be regarded 

. as definitely water-borne in origin. The type of sanitary 
accommodation at the milker’s home is-a privy, ard the 

' bucket‘contents are disposed of by burial-in the garden. 
2.’ Access of Milch ‘Cows to Brook containing Effluent, on 
Account of Possible Source of Contaminated Udders.—At the 
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'' time of the outbreak- all. 12 milch cows had access to thesi sa . Special “Bacteriological Investigation. - ” 


contaminated brook water. 
-3. Use, ifs any, 
- supply from the brook was used in particular for. washing 
thé machine-milker’s hands before hand-stripping, and ‘each 
udder and teats before milking, and for supplying the cooler 
and washing out the cowsheds. In addition it was used at 
the farmhouse for washing up the plates and: dishes. 
' 4. Drainage therefrom—as any Contributing Source of 
Pollution to the: Brook above the Ram-intake——The sanitary 
, accommodation, used exclusively by, the farm household; 
consists of a W.C. (supplied by ram-water) that discharges 
into a septic tank. The point of entry of the drainage from 
the farm is definitely below the point of intake of ram-water. 
5. Any Special Action taken.—Imimediate action taken 
was: (a) sterilization of thg milk (from July 4 to 22); 
(b) removal of cows from access to brook ; fc) use of well- 


ac 


water only ; (d), cutting off the ram (following the bacterio- 2 
Remote | 


logical report//on. ram-water sample—July ` 12)., 
action taken was: (a) after a period of 18 days sterilization 
of the milk was no longer enforced; (b) after a period 
’ of 9 days the farmer was permitted to use chlorinated ram- 


` water for washing out the empty cowsheds and for the, 


cooler; (c) to continue employing well-water for cleansing 
| the udders and teats and for washing the milker’s hands 
and'the bottles, ` j 


: ` Commentary on ‘Case Histories = a ~ 
' Two Cases (16 and 17) are worthy of special mention. Case 16 
‘(gee Table) gives an interesting history of combined Sonne 
dysentery and paratyphoid B infection. The source of infection 
remains a mystery. Case 17 gave a history of absence from 


‘the depot for several days during the incubation period, so 


the probability is that the source of infection’ was not derived 
from the depot; in any event, milk may definitely be ruled’ 
out. It is reasonable to suppose that the remaining 15 cases 
were associated in-some way with spread of infection from 
the ram-water and/or the milker who contaminated the milk, 
or by secondary infection from another case (e.g., Cases 10, 
11, 14, and 15 secondary to Case 9), Case 9, in my opinion, 
was attributable to raw milk drunk on July 2. 

_ Whether the machine-milker (Case 5) was infected by ‘ram- 
water from the cowshed tap or by direct contact with his son 


' {Case 6) during his illness at-home jit is impossible to prove. As 
the. onset, of illness in Case 6 
it is safe to assume that the ram-water had been contaminated ' 
with parafyphoid B organisms some days previously and that 
‘the incubation period was exceptionally short (Warren, 1941). 


estimated to ‘be about June 5, 


Record of Laboratory Findings in Comexion with Cases 
| Isolation of Paratyphoid B Organisms by Culture from 
Faeces and Urine—lIn studying the bacteriological results ob- 
tained from samples of faeces and urine submitted to the 
laboratory (see Table), it will be noted that there were 3 cases 
reported with urine + only ; 9 cases with faeces + only; and 
4 cases with faeces — and urine —.. The first 3 cases recorded 
suffice to show how essential it is for specimens of urine fo be 
sent to the laboratory; this is-particularly important in the 
case of men, who micturate more frequently than women and 


. ‘who have correspondingly fewer facilities for. washing their 


hands after the act. On.the ‘other hand, of course, women 
urinary carriers with unclean habits may be a greater menace 


to public health on account of their food-handling occupations. ' 


Agglutination Tests—With regard to the determination of 


the paratyphoid B Widal results, positive titres were obtained 


up to dilution 1/250 “H,” except in two instances: Case 15 
was admitted to hospital on. obtaining an end-point of 1/125 
“H,” as the child was obviously a secondary ‘case due to 
infection from Case 9. In Case 16 there was not sufficient 
blood to proceed further with the dilutions ; But there is no 
doubt about the diagnosis, for, paratyphoid B bacilli were 
isolated from the faeces. ~ > .. po” a See F 

Blood Cultures.—Blood- cultures- were ‘carried out on 4 
patients in one family, the primary. case of which—Casé 9—was 


‘ admitted to hospital on the recovery of paratyphoid B organisms 
from the stools. Only one positive. paratyphoid B culture was 
- obtained: this patient subsequently died. r y . 


y 


Water p yaaa a i AA 
hadé -of -Brook Water—The -ram-Watef 


matter of “exceptional -interest Mr. Monk submitted __ 
séveral_cultures ‘of paratyphoid’B bacilli’ (through the medium . 

.of. the- Ministry of Health Regional ‘Office) to Dr. A. Felix ` 
\ for phage typing. All these cultures, which were isolated 
, during the outbreak, were tested against Vi phage preparations 

and found to react in an identi¢al manner. The*cultures were 

isolated from two patients, from the sewage effluent at the 
depot, and from the ram-water ‘at the farm; and the result 
indicated that they all belonged to the same phage type. 
Period of Survival of the Bacilli—Using the dye method, it 
was estimated that the paratyphoid B organisms travelled 
through two miles of ppen stream for about 6 hours 7 minutes, 

and then through slightly less than 1/3 mile of piping for 34 

minutes ; the total distance from the sewage outfall at the depot 
, to the tank at the bottling establishment taking 6¢ hours. These 
times ané distances haye been included in order to show the 
conditions through which B. paratyphosus B survived. 

The Effluent Dilution Factor—From- observation alone it 
was evident that the’ effluent from the depot constituted a sub- 
stantial fraction of the volume of the brook—even by the 
time it reached the point of ram-intake, which was situated 
two miles below the outfall. So I decided to estimate this 
dilution -figure experimentally. ` 

Determination of, the Dilution Factor.—First of all it must 
, be understood that, the dilution of the effluent by streamlets 

within the precincts of the depot—over a distance of about 1/4 

mile—may “be regarded as negligible from a practical point 

of view. The degree of dilution undergone by the effluent 
at a point in the stream below the last’ tributary and above 
the position of’ the ram-intake was estimated. A dye was used 
for timing the speed of the stream. The true dilution factor 
was less than 1 in 4; or, putting the result still more 
dramatically, the effluent was diluted by slightly less than 
three times its volume of stream water along its course to the 
ram. Under weather conditions existing at the time of this 
experiment the dilution at the point of ram-intake was probably 
greater than just before the actual outbreak. I am indebted 

‘ to Mr. W. Pembleton, the district sanitary inspector, for 
„assistance in carrying out this investigation 


Revelations and Recommendations 
The epidemic illustrates two important facts: 
1. Potential Dangers of Hydraulic Ram-water Supplies 
-. under Wartime Conditions—Sewage effluents must find some 
outlet for discharge, and, in rural districts, brooks may be 
regarded as their natural-course. The potential risk run by 
persons using hydraulic ram-water for domestic purposes must 
therefore be apparent, even though it may not be very 
significant. However, when an individual happens to be a 
food-handler, the health of a community may be endangered. 
Therefore, every farmer making, use of a ram-water supply for 
cleansing the cowsheds and dairy: must regard this water as 
potentially dangerous—for brook water is liable at any time 
to pollution. Ram-water really consists of a mixture of samples 
collected from a‘ brook over a continuous period. Any sample 
taken direct from a contaminated brook may contain no harm- 
ful organisms, whereas a specimen of ram-water from the same 
brook is more: likely to do so, for it is an accumulation of an 
infinite number of samples. This fact is pointed out as it is 
not generally realized that ram-water is even more unsafe than 
brook: water ‘per se. All users of ram-water should therefore 
take warning of the dangers-of ram-supplies—especially under 
wartime conditions., 

2. The Importance of a Primary Planning Co-operation.— 
During wartime large factories and works of every description 
are springing up in rural districts all over the country. They 
are built so rapidly and so secretly that the powers-that-be 
seldom consult the local authority on matters regarding the 
discharge of their sewage-effluents. Go-operation between any 

+ particular branch of the Services concerned and the sanitary 
„authority is. essential, and, in order that the local knowledge 
‘of the latter shall be employed to the mutual advantage of 
, both parties, it must start at an early stage in the planning of 
the sewage works and before, the actual, building has begun. 
This planning co-operation is of particular importance in rural 
districts, where there is danger of the effluents contaminating 
brooks used for dairying purposes; for the local ® sanitary 
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authority is the one and: only body possessing that local 
knowledge of the district’so essential before the plans are made. 
In the interest of general public health it is vitally important 
that powers over which the civilian authorities have no control 
should not discharge their sewagé effluents into streams in 
dairying localities without this primary planning co-operation 
with the local sanitary authority. 


Conclusions ` 3 : 
~ Yhe.outbredk. was due to a combination of factors; the chief 
predisposing causes being: (1) a hot spell and drought for 
the previous six weeks ; (2) the recent incidence of paratyphoid 
‘fever’ in surrounding districts; (3) the inadequate dilution of 
the effluent from one of the sewage works at the depot ; and 
(4) the comparative proximity of sewage outfall to ram-intake: 


I am_very grateful to Dr. Wyndham -Parker, county medical 
officer, for his valued advice on alf matters and for kind permission 
to publish this article. Thanks are due to the local sanitary staff 
and to Mr. R« W. T. Owen, county sanitary officer, for his indis- 

- pensable support in carrying out the investigations. “I am indebted 
to all the medical superintendents of isolation hospitals and’ the 
district medical officers of health who were good enough to supply 
me with clinical data, and to the local general practitioners for 
taking such prompt action to establish an early diagnosis in sus- 

cted cases. Grateful acknowledgment is made to Mr. H. E. 

onk, county analyst and bacteriologist, and to his staff, for their 
enthusiastic co-operation. I also wish to express my appreciation 

of Prof. J. F. D. Shrewsbury’s kindly help and criticism. 





FATAL PHOSPHORUS POISONING FROM AN 
EXPLOSIVE BULLET 
BY 


A. J. BLAXLAND, M.S., F.R.C.S. 
Senior Surgeon, Norfolk and Norwich Hospital 


It is well recognized that certain types of incendiary bomb 
may cause local damage to skin or a wound from phosphorus 
contained in them, but, so far as I am aware, there is no 
appreciable risk of poisoning from absorption in these cases. 
The proportion of phosphorus present is, I understand, quite 
low—only about 4%. The risk of absorbing a lethal amount 
of phosphorus is apparently very much greater in penetrating 
wounds caused by a certain new type of explosive bullet. In 
the case recorded below there seems to be no reasonable doubt 
that death was due to phosphorus. Similar cases may have 
occurred without recognition of the cause of death, and I feel 
that it is important that the medical. profession should be on 
the alert for them. A - ` 
Case Report 

A Canadian airman navigator aged 24 was wounded in the early 
hours: of Sept. 14 in action over enemy territory. ‘His aeroplane 
landed at a near-by aerodrome, where he was given morphine and 
his wound was dressed with sulphanilamide. He arrived at the 
Norfolk and Norwich Hospital at 9 am. There was a ragged 
entrance wound, pn the outer aspect of the left thigh, 2 in. long. His 
abdomen was rigid and tender, with dullness over the lower half. 
He was suffering from extreme shock. Pulse 144; B P. 65/0. Three 
pints of serùm were ‘giveh’ intravenously and his B.P. gradually rose 
to 120/60. A radiograph showed a metallic foreign body in the 
centre of the abdomen, a punch fracture of the wing of the left 
ilium, and also some small,metallic fragments in the thigh above 
the entrance wound and below the fracture. 

Operation was begun at 11.30 am. The abdomen was opened and 
over 2 pints of blood mopped up.. A ragged portion of a distorted 
bullet was found embedded in the upper part of the mesentery. 
This was extracted, and large torn branches of the superior 
mesenteric vessels were ligated. A transverse tear in a loop of 
jejunum was sutured and invaginated. There were no other intra- 
abdominal injunes, but some scattered fragments of bone were 
present in the subpefitoneal layer of the abdominal wall on the left 
side The abdominal incision was closed without drainage. The 
entrance wound in the left thigh was then enlarged up to the site 
of the penetrating fracture mm the tlum, the edges of the skin and 
damaged muscle were excised; and some loose debris wiped away 
with’ gauze. While doing ,this it was noticed with astonishment by 

! myself and my assistant that’ the wound emitted'a visible vapour. 
This, vapour, was then found to possess the smell characteristic of 
phosphorus. 5 i 
powder and lightly packed with- gauze. My first impression on 
smelling the vapour was that it was due to a tracer bullet, but 
exdmination shortly afterwards in a dark room failed to demon- 
strate any phosphorescence. During the’ operation a blood trans- 
fusion of the same group (O) as that of the patient was. started, 
and it ws continued until he had received'3 pints. The blood 
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The wound was impregnated with sulphanilamide - 


. the anuria. 


` puzzling at the time. 


oe 


pressure at the end of the operation was only 84/40, but by 8 p.m. 
it had risen to 134/60. 

The following day the patient's general condition was fair, with 
some vomiting. On the 16th he had improved, and his general 
condition was satisfactory: no vomiting; abdomen soft; no gas in 
the wound or spread of infection.’ On the 17th he was not so well, 
and was slightly restless. Abdomen soft; no vomiting. The wound 
in the thigh was unhealthy. On the 18th he was obviously deterior- 
ating and very ill——restless and semi-comatose. There was a lemon 


tint in the skin. A blood count showed 3,000,000 red cells with, 


haemoglobin only 38%. A pint of blood was given: -No urine 
had been passed for 24 hours, and a catheter withdrew less than 


‘2 oz. The blood transfusion was followed by a continuous drip of 


saline and dextrose. The abdominal wound broke down and wa 
strapped. ; ane 

On the 19th the patient was comatose. In spite of the many 
pints of fluid given intravenously the anuria continued, not more 
than 14 oz. of urine being withdrawn by catheter. Examination of 
the blood showed that the haemoglobin had nsen to 58%.. The 
blood urea was 453 mg. per 100 c.cm. His pulse remained com- 
paratively slow—92 to 100 during the day—and was of quite good 
volume. He died at 1.50 a.m. on the 20th—that is, 6 days after 
being wounded. à ; 


Report on the Necropsy, by Dr. G. P. C. Claridge, Hon, Pathologist 
to the Norfolk and Norwich Hospital 

At the post-mortem examination a gaping wound was found in 
the left thigh from which there was a track up into the tissues of 
the left flank passing through the iliac bone. , The edges of this 
wound showed some necrosis,,but not more than one often sees 
in these-war wounds. The peritoneal cavity was clean and the 
stitching of the intestine sound. The liver was not enlarged, but 
on section had a homogeneous appearance and the cut surface was 
of a dull yellow colour. Apart from some slight swelling of the 
kidneys there was nothing of note in the other abdominal and 
thoracic organs. : 

Microscopical sections of the Jiver show extensive necrosis with 
fatty dégeneration; the lobules cannot be identified, while the liver 
cells, which can’ still be recognized as cells, have a hazy outline’ 
with absent or shadowy nuclei which take the eosin Stain, and a 
granular and highly vacuolated cytoplasm. Sections of the kidneys 
show the changes of catarrhal nephritis, the cells of the convoluted 
tubules being enlarged, granular, and in many cases necrotic. These 
changes in the kidneys are in themselves insufficient to account for 
The gross destructive -lesion of the liver is typical of 
acute phosphorus poisoning. 


' 


j Comments 
The rapid deterioration in the patients condition after 


. making good progress for the first three 'days, with the local 


condition in the abdomen and thigh satisfactory, was most 
The anuria and uraemia led me to 
surmise that it might be caused by some incompatibility of 
blood, although there were no symptoms to suggest that during 
the transfusions. The microscopical appearance of the kidneys 
makes it unlikely that incompatibility had any part in the 
fatal result. . 
' The condition of the liver is ‘not readily explained by 
anything other than phosphorus poisoning. lf that explanation 
is correct, the important point arises as to what could be 
done to eradicate or counteract the poison in similar cases in 
the future. A more extensive excision of the damaged area 
than’ usual is indicated, and the application of a chemical 
antidote. I am ignorant.as to whether copper sulphate would 
be of value. I believe that its use in the treatment of phosphorus 
burns of the-skin is mainly as a colour index of the exact 
position of the phosphorus, and that the phosphorus has to 
be scraped off and further copper sulphate applied, to discover 
if there is any more to remove. ` il ' 
Apart from the evidence of necrosis of the liver’ and the 
presence of the vapour in the wound, with its distinctive smell, 
I have recently collected further and more convincing proof 


.that this case was one of phosphorus poisoning. Lieut. K. M. 


Wheeler, R.E., has, with much kindness, great enthusiasm, 
and some risk to himself, done some ‘research work: for. me. 
He has matched tHe distorted remains of the bullet with some 
identical bullets from a batch found on a wrecked German 
plane. His investigation proved it to be an explosive bullet— 
containing a charge of high explosive and ‘also 34 gr. of 
phosphorus—which is double the minimum fatal dose 
recorded (Sydney Smith, Forensic Medicine, 4th ed., p. 472). 
A replica of the striker of the detonator in the bullet was 
found in the portion of bullet removed from the patient ; and - 
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also traces of phosphorus: were detected .on this portion vy 
chemical tests. ‘ The radiographic evidence ‘of minute portions 
of metal in the thigh ‘and the ragged large entrance wound 
suggest that the bullet exploded ‘in the tissues of the thigh, 
_ probably on striking the iliac bone, thus releasing and scattering 
the concentrated phosphorus. 


te 
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| A DESCRIPTION OF THE BULLET,, BY LIEUT. K. M. WHEBLER, BE. 


-$ Tt is a 0.312 Mauser pattern bullet. Its total weight is about; “ 


10.6 g. The outer case of the bullet’ 
_is in two layers, except the nose— 
the outer layer of hardened iron‘ with 
coppa plating (a), the inner layer of 
l (æ); the whole of which encloses, 
in the nose of the bullet, a concen- 
tration of phosphorus (c); and in the 
main ly a brass sleeve containing 

' a detmator: (D), of high explosive, 
actuated .by a striker (E). F, F are 
lead plugs, and @' is a safety device. 
The total quantity of phosphorus is 
the equivalent of 3.254 gr., most of 
which is in the nose, althou 
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Reon ' seems to bave crept up between 
SS Sy the’ inner and outer skins of the 
F , , casing. a 
* I wish to acknowledge my indebtedness to Lieut., Wheeler, whose 
research ‘work ly solved the myst of the death; to Dr: 


Claridge for his help and advice; to Dr. John Williams of Messrs. 
Reckitt and Colman Ltd., who suppled the chemical data; and to 
my house-surgeon, Mr. W. P. i, who assisted me at the opera- 
tion and was responsible for the after-treatment and clinical notes. 
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. Medical Memoranda 


‘Urticaria with Pigmentation as a Sequel 
á , Vi, of Scabies 
As an: unusual sequel of scabies the following case 


interest. FA 
Case RECORD 


may be of 


aro l Eoman of localized to small pi ted macul 
al irritation, lo pigmented papulo- es, 
'* which when rubbed became elevated as i urticaria pigmentosa, 
His history was that in July,,1941, he'was treated with sulphur 
ointment for scabies, As the irritation did not. disappear he then 
received treatment with benzyl benzoate on four different occasions 
. up to September, 1941. Late in Au 1941, he noticed that the 
irritation was confined to a small, fiat, brownish pigmented lesion 
‘om the site of an ojd scabietic burrow on the left- axillary fold. A 
week or so later he noticed similar A a lesions on the 
abdomen, left upper arm, and trunk ; were about the size of a 
„silver threepenny-piece. © irritation was paroxysmal, in bouts, 
nocturnal and diurnal, lasting some minutes and confined to the 
lesions, which, when rub definitely more , promineht. and 
raised above the surface. swelling would last a few minutes 
and then decrease, ' with a consequent extinction of the irritation. 
The majority ) . 
a number of small dark-brown pigmented non-hairy moles on the 
' abdomen and arms which had been present since birth. 
' The patient was above average intelligence and «there was no 
evidence of a chogenic factor. He- was -medium in colour of 
complexion and, hair, and stated that che sunburned slowly. As a 
, child he had had “ heat spots ” occasionally, after eating porridge. 
' There was no dermograp! =. : 
During the four months under observation there has been some 
decrease’ in the- pigmentation. The’ urticarial response and the 
' paroxysmal irritation are now absent. Biopsy showed a consistent 
intracellular increase in the melanin throughout~the lesion in, the 
lowest! two cell layers at the base of the’ stratum malpighii ; 
melanoblasts were normal in distribution and pigment content, The 
epidermis and dermis were normal in thickness. The hair follicles, 
sweat glands, and sebaceous ds were all normal, but aroun 
. some sweat glands, and around all capillaries, cial and deep, 
was a definite round-cell infiltration; no eosinophils were seen. ‘The 
_ cells lining the capillaries gave the impression of slight swelling, but 
| all were empty of blood. : yoo 
The absence of mast cells in the biopsy excludes urticaria 
pigmentosa. One would suggest that: the lesions represent a 
liar sensitization response to local ‘results of scabietic 
estation, | > as i A soo 
I wish to thank Dr. J..T. Ingram of Leeds’ for his advice. 
i , 3 |» 2» GEOFFREY’ À.. HODGSON, D.M., 
r ‘ Major, R A M.C., Dermatologist. ' 
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this year an airman aged 20 complained of - 


of the lesions were on the abdomen. There were also , 
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l Reviews. 


S A DRUGS OF' ADDICTION 

National Research Council. Report of Committee on Drug -Addiction 

ae aad Collected Reprints 1930-1941. (No price grven.) Washing- 
This huge volume of 1,581 pages contains, besides the report of 
the committee, reprints of numerous papers embodying the 
results of Jesearches made on the chemical, pharmacological, 
and clinical ašpects of addiction during 114 years. To read it 
through would be, as Sir Thomas Browne might say, “a work 
not to be performed on one leg,” though only a captious critic 


-would complain that “more authors are quoted in one work 


than 'are needed in a whole world.” As a book of reference 
it will be found invaluable, and it is indispensable as an 
exhaustive record of the ‘very important researches on addiction 
which-have been carried out in the U.S.A. during more, than 
a decade. Thè hope expressed that the foundations thus laid 
“may be of value not only to contemporary research but to 
posterity” can fairly_be ‘grouped among those hopes which 
are “sure and certain.” ~ ; 

_| It is, of course, impossible to do adequate justice to’a book 
so rich in content within the exiguous space at our disposal. 
While the chemical and pharmacological studies will deeply 
absorb specialists in those branches, it is to the clinical papers 
that’ the practising physician will chiefly turn. As regards 
the two former aspects, it will perhaps suffice to say that, 
while the ultimate, goal is still far off, proof has been afforded 
of the possibility of- so manipulating the morphine molecule 
as to produce substances which exhibit, in a certain degree, 
less of the undesirable and more of the' desirable effects of 
morphine. Especial mention may be made of two morphine 
derivatives, desmorphine and metopon, which have been 
found to possess greater analgesic powers than morphine and, 
as regards, the latter, less liability to addiction. Hopeful as 
such results seem to be, yet-the conclusion is regretfully reached 
that while one of the two (metopon*) is an excellent analgesic 
for chronic pain and has promise of ,being a real addition to 
our armamentarium—especially in the field of terminal cancer— 
yet morphine, in spite of its disadvantages, still holds its position 


. as the most satisfactory phenanthrene derivative in the majority 


of cases when used with due caution. ‘A promising field cf 
research has‘also been opened up among the amino-alcohols, 
for it has been found that the phenanthrene nucleus is not 
essential for analgesia. It was found also that the most con- 
venient method for assessing the addiction factor in new 
compounds was observation of their capacity or incapacity to 
maintain pre-established physical dependence upon morphine. 
Coming to the more.clinical aspects of addiction, Treadway 
estimates the proportion of addicts to the general population 
in the U.S.A. as about 1 per 1,000. Himmelsbach and Small, 
in another paper, usefully clear the’ ground by demonstrating 
the uselessness of certain remedies much lauded by some. Thus, 
e.g., “rossium,” the barbiturates, and insulin were found to 
be without aby real beneficial effect upon the abstinence 
syndrome. Kolb, in another paper, gives reasons for his belief 
that belladonna treatments, pilocarpine, the endocrines, and 
immunity treatments are of little or no value, and, indeed, 
states that all treatments based upon theories of addiction 
mechanism have been failures, since that mechanism still remains 
obscure. All may not go with him quite so far, but his argu- 
ments deserve careful study. The chief positive contributions 
to treatment are contained in the papers by Kolb and Ossenport 
and Kolb and Himmelsbach which describe the method used 
at Lexington Hospital. The drug is first withdrawn, then 
physical and mental rehabilitation is undertaken within ‘the ` 
institution, and, lastly, the patient is adjusted to outside con- 
ditions in preparation for his: return to society. Intensive 
psychotherapy is given only to selected patients, but occupa- 
tional therapy, recreation, and a grade of custody or supervision ` 
loom large. Drugs,play a minor part. As regards withdrawal, 
the plan recommended for the generality of. cases is a rapid 
but not abrupt withdrawal,’ helped: out sometimes by a few 








* Metopon (methyldihydromorphinone) is, however, not yt avail- 
able commercially. Š i 
\ ` Š 
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doses of codeine for two or three days. The authors deprecate 
abrupt withdrawal in addicts with, strong habits as cruel, 
dangerous, and unnecessary. at 

-Aneextremely, valuable book would, However, be even more 
valuable if someone could be found to undertake the prodigious 
task of compiling-an adequate index. Perhaps such an index 
could be issued as a sypplement to the volume? It would 
be an inventory of a real treasure house. 


it VAGINAL HYSTERECTOMY 


Vaginal Hysterectomy. By James William Kennedy, MD., F.A.CS, 
and- Archibald Donald Campbell, MD., FR.C.S(C), FR.COG. 
F.A.CS. (Pp 495; fully illustrated $1000 or 60s) Philadelphia: F. A 

Davis Company; London: H. K Lewis, 1942 i 
It is quite customary nowadays for medical books to be 
written by two authors, but it is unusual for two recognized 
experts in different countries to combine to produce a mono- 
graph on such a special subject as vaginal hysterectomy. This, 
however, has been done by Kennedy of Philadelphia and 
Campbell of Montreal, and may be considered to be a sign 
of the times illustrating the reciprocal value of the lease-and- 
‘lend policy. The appropriation of 495 pages for such a mono- 
graph might seem to be superfluous, but this is in nowise the 
case. The’ operation of vaginal hysterectomy is one that is 
comparatively seldom done in this country at the present time, 
though it had many advocates in the past; it is, however; 
much more frequently performed in Canada and the United 
States and on the Continent: it is, therefore, most opportune 
that this monograph should be published to allow British, 
gynaecologists to revise their ideas as to the suitability of the 
operation and to be. able to appreciate the full details of the 
operational technique as practised by these two experts. 

The book begins with an interesting historical account of 
the operation, interspersed and enlivened by many interesting 
anecdotes ; this is followed by Kennedy’s account of the clamp 
method of vaginal hysterectomy which he and his predecessor, 
Price, have practised for sixty years; he goes into the indica- 
tions, operative details, post-operative treatment, and com- 
plications very fully, and, though all the indications would 
not meet with universal approval, many warrant very careful 
consideration by British gynaecologists, His mortality rate of 
under, 1% in 4,000 cases is in itself sufficient reason for a 
more extended practice of the operation. 
has never encountered a death from embolism following this 
operation. This would also seem to refute condemnatory state- 
ments regarding the operation, -which Kennedy states are made 
by those not accustomed to its performance, but he lays 
himself open to a similar criticism for his remarks on, 
the Manchester operation for prolapse. Vaginal hysterectomy 
would seem to be of especial value in cases of carcinoma 
corporis, pre-cancerous cervix associated with menorrhagia, and 
procidentia. Campbell gives a very full account of the anatomy 
of the pelvic floor, especially with Tegard to the aetiology 
of prolapse, which he discusses thoroughly ; he then goes on 
to’ describe in detail his admirable operation of vaginal 
hysterectomy with sutures in association with ‘pelvic floor 
repair for prolapse. From the point of view of one who has 
seen Campbell at' work this is an operation which is well 
worth detailed study by all gynaecologists who are unacquainted 
with it. 

The beautiful binding, the luxurious paper, and the excellent 
printing give the book a pre-war appearance which is most 
refreshing and stimulating, ‘but its chief attraction ig the 
beautiful and detailed illustrations, of which there are 120: 
‘these for the most part are whole plate and are so exquisitely 
drawn as to make the steps of the. operative technique easily 
understandable, for each step is most adequately depicted. 

It is essentially a book for the practising gynaecologist, who 
will be well repaid by its purchase. 


LOCAL. GOVERNMENT 

-The Municipal Year Book. (Pp 1,450 40s.) London The Municipal 
Journal: Ltd. 1942, ° ' g 

This encyclopaedia of local government . administration ‘makes 
its appearance again, apparently undiminished in bulk, and as 
informative as ever. It is not as rich-in statistics as were pre- 
war issues, but, then, the value of statistics is mainly for com- 
parativespurposes, and the war has made comparisons useless. 


We note that he | 


«struction. 


— 


—— e 


To make up for the loss of some sections, others having a 
close bearing upon wartime administration have been. intro- 
duced, including war damage, planning, building, and recon- 
If the reader wishes to look up recent legislation 
affecting local government, òr defence regulgtions, or law cases, 
or important official documents, this volume will prove an 
unfailing source of reference. Similarly if anyone is curious 
to know: the constitution and- personnel of urban and Tural 
councils from Orkney to the Isles of Scilly, or particulars of 
corporation properties, housing schemes, rates, or indebtedness 
of boroughs from Lowestoft on the east to Aberystwyth on the 
west, this work is as ready with its information as a cash’ 
register. ; BEA 

In the section devoted to public health seryvices`there appears 
a useful directory of orthopaedic centres and fracture depart- ` 
ments and clinics. There are eight orthopaedic centres in the 
London sectors and ten in othér regions. The fracture depart- 
ments “ A,” which are suitable for long-stay cases, number 55 ; 
the departments “ B,” which are for ambulatory and short-stay 
cases, number just 200; and the fracture clinics “ C,” for out- 
patient treatment, just over 100. An outstanding feature is 
the number of “B” departments in Yorkshire and Lancashire 
—more than two dozen in each county. Another feature of 
this section is a list of the institutions which have been “ appro- 
priated” under the Local Government Act, 1929. Those 
appropriated as general hospitals number 32 in London, 15 in 
the neighbouring counties of Middlesex, Kent, and Surrey, but 
only 23 in other county areas of England and Wales, and 54 
in the county boroughs. 3 

This work of reference, while severely matter-of-fact, does 
manage to convey the fascination of local government, with 
its many fingers reaching down into the life of the community, 
more intimate and in some ways more interesting than national 


, politics. It also illustrates the vast amount of public service, 


largely unpaid and unacknowledged, which local government 
is able to enlist, and the valiant part it is taking in the’ 
organization of the country for war and for the, tasks of peace | 
that will come after it. We hope the future historian of these 
times will not be so occupied with Westminster and -Downing 
Street as to forget the hundreds of civic centres and town halls. 
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Notes on Books 


The Medical Progress Annual, Vol. IH, 1942 (Baillière, 
Tindall and Cox; 27s. 6d.) is a reprint of 52 articles which 
appeared in the New England Journal of Medicine during the 
successive weeks of 1941. The standard of editorship and pro- 
duction of the book is high. The articles range over the whole 
field of the progress of medicine in its widest sense, and, being 
by chosen authorities, they are almost uniformly excellent. 

aken in a dosage of one a week they might well have been 
stimulating, but it must be confessed that they make heavy 
reading when combined in one volume. Readers who are not 
under the spell of local patriotism will question the wisdom 
of a publication of this kind. Medical progress is already 
reported in medical annuals, yearbooks, annual reviews, and 
monographs, at a length which is hardly justified by the pace 
of. significant discovery. Many British readers will feel that, 
if any addition is necessary, a system of abstracting, such as 
they have learnt to appreciate in the Bulletin of. War Medicine. 
is a better way of classifying advances and giving prompt and 
wide circulation to what is important. 
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. Preparations and Appliances 
re 
A SYNTHETIC MORPHINE SUBSTITUTE f 
Roche Products Ltd. recommend for trial a synthetic morphine 
substitute called pethidine. It is closely allied to morphine in com- 
Position, and is issued in 25-mg. tablets and 50-mg. ampoules. It 
may therefore,be administered intravenously (1 to 2 ccm. over 3 
minutes) for the immediate relief of pain, as well as orally (25 to 75 
mg. two or three times a day). It is claimed that pethidine will 
Telieve pain: without impairing consciousness or co-ordination, and 
that it is valuable in renal or biliary colic because of its anti- 
spasmodic activity. It is comparatively free from toxic effects, 
though medullary depression and other side reactions may occur on 
intravenous injection; nevertheless it would seem to have many of 
the properties of morphine without certain of its disadvantages. 
\ ` 
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INFANT AND MATERNAL MORTALITY 
A number of thorough investigations have been made in 
recent years into’ the causes of death of ‘mothers in child- 
birth and of infants before the end of the first. month. 
It is common knowledge that neonatal mortality has not 
shared in the general fall in the infant mortality rafe and 
that the maternal death rate—at least until the introduction 
of the sulphonamides-—has. remained for many years at 
a disturbingly high leyel. Some of ‘the reports based on 
these inquiries lie on “dusty shelves, but others ‘were used 
as a framéwork for legislation. The latter tended on the 
whole to emphasize the technical aspects of the subject, 
leaving the layman with a‘vague, comfortable feeling that 
all would be well if we had better ante-natal services and} 
more competent midwifery.~ The most recent report’ ‘blows 


-& cold east windon these delicate illusions by taking into 


_period under review, 


account the wider biological and social implications of 
child-bearing. In this investigation, which comes from 
the Department of Physiology- of Durham University, 


„Mrs. C. M. Burns reports the results of an exhaustive study 


of the records of health visitors in the administrative county 


. for the years 1930-7. Its main ‘object, as the author puts 


it, is to consider the relation of the age of.a- woman to 
her fitness for ‘motherhood, such fitness being measured 
by the chances of survival of mother and child ; this neces- 
sarily implies`a study of the’ number of children born and 
the rate of breeding. The subject-matter falls roughly 
into two parts, the first dealing with the history ‘of some 
17,000 children born ‘in the year 1930, and the second 
with the maternal deaths which occurred during the whole 
The age and parity of the mother 
were known in over 15,000 cases, and from these records 
it has been possible to draw conclusions which are not 
made less positive by, cautious insertion of the phrase “ it 
would seem to be.” 

In a recent work-Julian Huxley says: “If we wish to 
work towards a purpose for the future of man we must 
formulate» that purpose ourselves. Purposes in life are 
made, not found.” The essay which Mrs. Burns has written 
. an illustration ‘of this truth, and it is rightly described 

<a study in human responsibility.” Many of her’con- 
E lay a new stress on what is already accepted, but 
they are set in the form of a challenge to action. We 
know, for example, that the lowest infant death rates are 
found in first, second, and third children born to mothers 
between 20 and 35, and fourth and fifth children to mothers 
between 35 and 40 ; and that the infant death rate is abnor- 


‘mally-high among first children born to mothers ‘under 
- 20 and over 30. The age of a mother at the birth of her, 


“first child is therefore a factor of prime importance in 
„a forward social policy, and it is evident that this biological 


consideration is relatively unaffected by improved medic¢al, 


nursing, and social services. The. only remedy is to 


encourage marriage and the foundation of a family at 


‘the most favourable age. The ‘second major influenée on’ 


the preservation of infant life’is the spacing of the family. 
It is abundantly clear from the figures presented that a 
„rapid succession of pregnancies means a high death rate, 

1 Been and Maternal Mortality in Relation to Si-e of Familv grd Reply o uy of 


t A Siudy In Human Responsibility. A M. Burns, M 
Carn, 2%, Westgate Road, Newcastle upon- Tyne. 
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and once again biological causes predominate, and we can- 
not expect to secure great advances without taking these 
into consideration. As the author says: “It is a mistake 
to*lose sight of the woman in the mother. Many wonten 
are more in néed of ante-conceptional than ante-natal 


, advice, and any service that proposes to care for maternity 


must not relinquish responsibility at the end of ten days 
after childbirth, but must be responsible for the woman’s 
health throughout the entire reproductive period.” 

The Durham investigation brings out a number of 


_ other facts of great interest, many of which are applicable 


to the country: as g whole. It shows that, contrary to 
the general belief, first children, once they survive the 
perils of birth, are just ds healthy as the rest. The late 
children of large families, however, have a high death 
rate at all stages—infancy, childhood, and adolescence. 
‘The relation of infant mortality ‘to social conditions is also 
discussed, but the material ig not well adapted for firm 
conclusions. As might be expected, there is a relatively 
high death rate in overcrowded homes, but the figures 
suggest that the size of the family rather than the over- 
crowding as such is the harmful factor. First children 
living under the same overcrowded conditions as seventh 
children had the death rate of their own birth rank, not 
the higher figure of the late child in a large family. It 
is pointed out, however, that the inquiry applies to a county 
area and not to the slum conditions of a great city. When 
we come to the‘disctssion of maternal deaths the same 
general conclusions. hold good. The death rate among 
women bearing ‘their first child after the áge of 30 was 
four times that of primiparae between 20 and 25. Where 
marriage or the first childbirth is postponed till after 30, 
not only i is the first birth relatively dangerous but all subse- 
quent births are associated with a maternal death rate 
relatively high for that stage of the family. “ This in part 
explains the absence of improvement in the figures for 
maternal death rates in the more fortunate classes, who 
on the whole marry later than the working classes.” Un- 
fortunately, late marriage is no longer the monopoly of 
the ‘well-to-do; it is spreading among the capable and 
~the prudent in all trades and professions which demand 
a period of preliminary apprenticeship. These groups 
suffer’ a double ‘disadvantage—late marriage and small 
families—and the author suggests that these groups are 
faced with extinction. 

Two broad considerations of policy emerge from this 
iùquiry : first, that not ènough stress has geen laid on 
‘the biological factors concerned in maternal and infant 
mortality. What are we going to do in order to secure 
that marriage and the foundation of a family take 
place at the best biological ages (i.e. 20-25)?; and, 
How are we to achieve better spacing of families—which 
counts so much towards the health and efficiency of the 
‘mother? The second consideration is still more funda- 
mental, but it depends to some extent upon the first: How 
„are we to prevent the breeding of the unfit? Mrs. Burns 
says that “in this country it is already broadly true that 
‘only those who are unable to look after themselves are 
increasing their numbers,” and quotes (with apparent 
approval) a statement of the Chief Medical Officer to 
the Ministry of Health (1935): “We must not overlook 
the fact that, if the nation saves infant life on this scale, 
“it must not be surprised if many weakly and perhaps 
even defective children are saved, which tend to increase 
the number of unfit.? Elsewhere Mrs. Burns speaks of 
infant death as a process of; weeding out the unfit, as 
though the survivors must inevitably be healthy. But is 
there evidence to suggest that the appalling death rates of- 
a century ago were merely the weeding of a garden? We 
know very little of morbidity figures except in ¢elation 
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to infectious disease, but all the keenest observation of the 
period indicates that the quantity of ill-health. was then 
greater both absolutely and relatively to the number of 
deaths. Records of death are a small and somewhat 
biased sample of the total volume of sickness, and one 
may venture to doubt whether, as stated in the concluding 
- remarks by Prof. David Burns, the misfits of civilization, 
who at present form about 10% of our population, will 
form 30% of the next generation. We have only just 
` begun to try the effect of education and social welfare on 
the bulk of our people. 


: a 
THE ANTI-PERNICIOUS-ANAEMIA FACTOR 


The therapeutic truumph. over pernicious anaemia must 


remain incomplete until it is found possible to produce, 


this disease experimentally in animals. Only in this way 
will it be possible to standardize efficiently preparations 
used, in treatment. «Perhaps of more fundamental impor- 
tance is a closer understanding of, the deranged physiology 
of hyperchromic anaemias. The initial problem, still un- 
solved, is to determine the location of the intrinsic haemo- 
poietic factor in the stomach. Meulengracht’s investigation! 
indicated that preparations made from the pig’s pylorus 
were much more potent in the treatment of pernicious 
anaemia than those derived from the cardia, while extracts 
of the fundus were completely inactive. Total gastrectomy, 
however, failed to produce a pernicious-anaemia syndrome 
in the pig, dog, or mohkey, even after the-subsequent insti- 
tution of defective diets, the administration of poisons such 
as carbon tetrachloride, or infestation with Bothriocephalus 
latus? In this series of experiments it was found that 
hypochromic anaemia developed much less frequently when 
the stomach, although isolated from the rest of the alimen- 
tary tract, was left in the body, a fact which favours the 
hypothesis? that the stomach may have some hormonal 
function in haemopoiesis. The failure to produce a con- 
dition of pernicious anaemia by gastrectomy naturally led 
to the consideration of the possibility that some region 
producing the anti-anaemic factor was still functioning in 
the body. Attention’ was then focused on that part of 
the duodenum containing Brunner’s glands, which re- 
semble the glands in the pylorus. Sharp and his colleagues,‘ 
indeed, found that the dried duodenum of the hog had a 
therapeutic effect on pernicious anaemia similar to that 


of, preparations of dried stomach. This observation was’ 


confirmed by Meulengracht." 

Petri and his colleagues" have studied this’ aspect of 
the problem of the experimental production of pernicious 
anaemia by means of selective resection of various regions 
of stomach and duodenum. Three types of operation are 
reported: (1) total gastrectomy with resection of the 


Brunner-gland area of the duodenum, (2) resection of ' 


pylorus and Brunner-gland .area, and (3) resection of 
pylorus and entire duodenum. In none of the animals, 
pups and adult dogs, was the picture of pernicious anaemia 
produced, ‘though in all there appeared symptoms of 


pellagra, relatively mild in the adult animals but much, 


More severe and at times rapidly fatal in pups. If Castle's 
view as to pathogenesis is accepted, the attempt to produce 
pernicious anaemia failed because the .experimenta] pro- 
“cedure did not completely destroy the ability to form the 
intrinsic factor. Uotila, indeed, has already shown that 
preparations derived from the small and large intestine, 


1 Acta med scand., 1934, 82, 352. 
aThid , 1941, 108, 274 
3 Ann. intern. Med , 1933, 8, 1535. 
„4 Ibid., 1931, 4, 1282. 
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but especially the ileum, of swine did possess some anti- , 


pernicious-anaemia factor, though they were not so potent 
as those made from pylorus or upper duodenum. Acċord- 
ingly Petri and his co-workers tried to produce pernicious 
anaemia by resection of the pylorus, the Brunner-gland 
area,and the distal two-thirds of the small intestine. This 
resulted in the appearance of a macrocytic hyperchromic 


anaemia, with pathological changes in the central nervous. 


system, but there was no marrow hyperplasia and recovery 
was spontaneous. Accordingly, so far as experimental per- 


nicioùs anaemia is concerned, another failure has to be' 


recorded, but the morbid condition brought about may 
be included in that group of diseases such as tropical 
macrocytic anaemia, Bothriocephalus latus infestation, and 
sprue, and indeed may be idgntical with the pellagrous syn- 
drome -associated with hyperchromfic macrocytic anaemia. 
It is possible that the inability to induce pernicious anaemia 
in dogs is due to the choice of unsuitable combinations 
of resections or to the need for associating dietary defi- 
ciency, such as B-hypovitaminosis, with gastro-intestinal 
interference. j 

It is well known that the haemopoietic factor, presumably 
manufactured in some region or regions of the alimentary 
tact, is stored in the liver. The anti-pernicious-anaemia 
potency of the liver of any animal is therefore an indica- 
tion of the amount of haemopoietic factor formed and 
absorbed. Petri and his colleagues’ have utilized this in 
devising a series of investigations wherein was estimated 
the therapeutic efficacy on pernicious-anaemia patients 
of livers from animals that had survived for at least 166 
days after various sections of the alimentary tract had 
been removed. This ensured the disappearance from the 
liver of any haemopoietic factor previously absorbed from 
the resected portions of the stomach and intestine. In 
agreement with earlier workers, Petri found that after total 
gastrectomy swine liver completely lost its anti-anaemic 
principle, but it was also found that resection of the fundts 
had the same effect. This somewhat startling result raises 
further problems as to the formation and absorption of 
the anti-anaemic factor. The fundus has no therapeutic 
effect in pernicious anaemia, but it must play an impor- 
tant part in the synthesis or absorption of anti-anaemic 
factor in other regions of the alimentary tract. This fits 
in with the fact that in patients with pernicious anaemia 
the fundus shows the most pronounced histological changes. 
It is perhaps foolish to speculate on the nature of the 
fundus action, but it is worth while mentioning prelimi- 
nary experiments by Petri indicating that adrhinistration 
of nicotinic, acid for a period of six months restored the 
anti-anaemic potency of the liver in a hog with the fundus 
resected but not in one on which a total gastrectomy had 
been performed. This favours Castle’s view that the in- 
testinal content of anti-anaemic factor is not the result of 
local synthesis but is due to absorption of pre-formed sub- 
stance. There can be little doubt that if these results are 
confirmed and extended a new field of‘work is opened for 
physiologist and clinician. 

Although the experimental production of pernicious 
anaemia still eludes us, some interesting information has 
been gathered on the pathogenesis of experimental endo- 
genous pellagra. Three forms can now be described?’ : 
(1) the most Severe, following total gastrectomy ; (2) the 


most protracted, resulting from removal of pylorus and ` 


, duodenum ; and (3) a Gondition following removal of the 


distal two-thirds of the small intestine. The last variety 
resembles the second, but with the presence of a macrocytic 
hyperchromic anaemia, glossitis, and chronic diarrhoea. 
Clinically, indeed, the picture resembles that seen in sprue 
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z 


e a A i k i ? 
i Dac. 53 1942 ` 
and in some cases of terminal ileitis: Experimentally it 
Toust be contrasted with the. results following resection of 
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the jejunum—namely, a mild degree of «pellagra, hypo- ` 


chlorhydria, and, above all, a striking increase in ted blood 
cells with a tendency to macrocytosis.?! It is ‘obvious’ that 
we are, gradually accumulating « facts as. to the variéd *func- 
_ tions ‘of the different regions of the alimentary ‘tract, and 
more knowledge of its functional páthology may throw a 
sharp light on the pathogenesis of the anaemic- states ‘and 
deficiency diseases. i 
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SUBACUTE BACTERIAL ENDOCARDITIS 


A recent talk by Willius?? is eatitled “ The Hapless Therapy ' 
of Subacute Bacterial Endocarditis.” He’ points' ‘out that 
„an occasional positive blood culture in a patient with a 
cardiac murmug and fever is not proof positive of sub- 
acute bacterial’ endocarditis. Without ‘a doubt many 
‘instances of this type'represent, acute exacerbations of 
rheumatic endocarditis, in which from time to time 
streptdcocci in ‘relatively small numbers dre demon- 
; strable in the blood stream. Such patients may recover 
without: any treatment. ` But if the diagnosis of subacute 


‘bacterial endocarditis is confined to patients with patho- f 


gnomonic signs. such, as embolic phenomena and spleno- 
megaly the outlook is indeed grave, and there is little 
support for the new wave of optifnism which is sweeping 
North America. ‘Willius enumerates the systems of treat- 


` "ment that have had their day—immune transfusion, arseni- 


_cals, antiseptic dyes; „vaccines, x-ray therapy over the 
“cardiac region, artificial pyrexia,. intravenous colloidal 
carbon, etc.—and he concludes that the present enthusiasm 
- for chemotherapy,, used alone or supported by ‘anticoagu- 
Jants or hyperthermia, should be met with scepticism. 
‘This cool outlook should be preserved in studying the 
_ técent paper by Smith, Sauls, and-Stone.1 They have 


summarized a number of group-studies ‘by individuals 
who have treated ‘series of cases, thus trying ‘to avoid the 
. fallacy of judging' from isolated, successes. The percent- 
ages of recoveries in these series certainly suggest a pro- 
gressive improvement in results. The actual figures , are 
“as follows : ma ; aa 








Statistical analysis of these figures; which the authors 
unfortunately omitted to employ, shows that there is strong ' 
evidence that chemotherapy’ has improved the survival rate 
in ‘subacute bacterial endocarditis. The ‘data provide no 
evidence that heparin or hyperthermia significantly in- 


‚creases ‘the ‘survival rate above that for chemotherapy , 


alone. ‘There is a strong indication that intravenous 
` typhoid vaccine does- so, but one needs more cases in 
these last two groups. . Smith. and his colleagues stress 
the importance of early diagnosis, but we must remember 
. Willius’s ` hint that early diagnosis may be erroneous 
_ diagnosis. A second factor of: importance is the main- 
tenance of a high blood concentration of the drug. False 
hopes may bé raised by the antipyretic action of sulpha- ~ 
pyridine or by the ‘failure of the blood cultures to show: 


"bacterial growth after the sulphonamides have been ‘given, 


even though infection is still present. This error may be 


from’ blood and lymph nddes were negative. 
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medium to ‘neutralize the bactericidal effect of the sulphon- 
amide present in the blood whgn it is cultivated. Poston 
and Orgain* ‘have found that there are very great,varia- 
‘tions in the reaction of different strains of Str. viridans 
to the sulphonamide drugs, and it is therefore desirable 
to test the strain with which the patient is infected against 
- the available sulphonamides, i in order to decide on the most , 
suitable drug. There is a definite correlation between the 
‘effects in -vitro and in vivo, If preliminary experiments 
of -this kind are impossible,:sulphapyridine. is the drug 
of choice.. Recovery from subacute bacterial. endocarditis 
is in any. event likely to be of~limited duration and to 
be followed sooner or later by recurrence of infection or 
“by cardiac failure. Using recovery in this restricted sense, 
chemotherapy has probably improved the chances of .re- 
covery in subacute bacterial endocarditis from about 1 in 
100, to 1 in 20'or 30; and the ordinary clinician will do 
well to confine himself to chemotherapy with the sulphon- 
amide drugs until there is more convincing evidence that | 
results can be improved by the addition of anticoagulant 
therapy or p pyrexia. 


aa s 
kas INFECTIOUS MONONUCLEOSIS 


In a fecent monograph on the aetiology of glandular fever 
‘(or infectious mononucleosis) Wising*® of Stockholm finds 
support for the assumption that a virus is the responsible 
agent and not Listerella monocytogenes hominis or a toxo- 
plasm. Twenty-seven typical cases were studied. Cultures 
The injec- 
tion ‘of cultures of Listerella into rabbits and monkeys did 
not produce a disease picture similar to infectious mono- 
nucleosis in’ man. Attempts’ were made to transmit infec- 
` tious mononucleosis in the acute phase to rabbits and 
‘monkeys ; the. results were negative in rabbits, but sus- 
‘pensions from lymph nodes produced typical mild infec- 
tions in monkeys. Wising was surprisingly successful in 
obtaining human “ volunteers ” for his later experiments. 


.(1) Four students received 20 intravenous injections of 
-100 million to 3,000 million Listerella, heated to 65° C. 


for two hours on two consecutive days.. Their sera 
developed high agglutinin titres and positive flocculation 
reactions. The Paul-Bunnell’ test, which depends on the 


presence of sheep-erythrocyte agglutinins in amounts well 


` avoided by adding para-aminobenzoic acid to the ae) 





11 Acta med. scand., 1942, 111, Té, 
1a Proc. Mayo Chn., 1942, 17, 216. 
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above the normal, was negative. (2) Eight recently afebrile 
convalescents from mononucleosis and four htalthy controls 
received intravenously 5,000 to 10,000 million heat-killed 
Listerella organisms .in a single injection. Several persons 
developed malaise and chills, but the extent of the toxic re- 

sponse ‘did not vary between the groups. (3) Five healthy 
medical students were transfused with heparinized blood or 
plasma from acute cases of infectious mononucleosis, and 

one developed an illness which was typical on clinical, sero- 
logica]; haematological, and histological grounds : the incu- 
. bation period was 18 days, and symptoms decreased rapidly 
after the thirty,fifth day. Thus, in the experimental sub- 
ject, further evidence was adduced that Listerella mono- 
‘cytogenes does. not' play a' causal part in glandular fever. 
A virus may be the infetting agent, but unfortunately 
‘unfiltered and not filtered blood was used for the one 
successful. experiment in transmission. Extirpated lymph, 
nodes. from sixteen cases were examined microscopically, 
` No bacteria or protozoa were demonstrated, but photo.. 
micrographs revealed numerous large cells with a cyto- 
plasm which absorbed ultraviolet light intensely. Further, | 
‘the nucleoli were large and irregular and generally sur- 
pounded by irregular zones of chromatin. The author, 
14 Amer. J. med. Sci. 1942 203, 57 p 
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states that these changes could be explained by the presence 
of a virus. Nettleship*® inoculated chorio-allantoic mem- 
branes with filtrates of the blood and ‘nasal ‘washings of 
patients and produced small white pearly growths infil- 
trated with mononuclear cells. Wan den Berghe and 
Liessens!7,also used bacteriasfree filtrates, and consider the 
agent a virus. The agent having been isolated by tissue cul- 
ture of bacteria-free filtrates, the authors were with it able to 
reproduce disease in monkeys,-which developed a typical 

blood picture and heterophile reaction. 
The laboratory and clinical data of 20 cases of infec- 
` tious mononucleosis have been reviewed by Kilham and 
Steigman!® of the American Red Cross-Harvard Field 


Hospital Unit. Four had Clinical and three subclinical ` 


icterus; liver biopsy showed parenchymatous changes in 
one case. The Barrett’® modification of the Paul-Bunnell 
test for the heterophile antibodies which agglutinate sheep 
erythrocytes was positive in all cases. .(This modification 
. differentiates the antibodies found in infectious mono- 
nucleosis from the types found in “normal” human 
serum and in human serum following horse-serum injec- 
tion.) `A high lymphocytosis was observed in all cases 
and an absolute or relative decrease in polymorphonuclear 
cells in many. No treatment proved effective. The 
agglutination of sheep erythrocytes in this disease is 
strongly reminiscent of the Hirst?’ test’in influenza, in 
which the agglutination of chicken erythrocytes, provides 
an easy and useful method of titrating influenza virus. 
The fact that exacerbations in the disease are usually 
unassociated with increase.in the agglutination titre in the 
Paul-Bunnell test hardly supports the view that it has any 


immunological basis; may not the agglutination be due’ 


to persistent circulating virus? One is tempted to specu- 
late whether the Paul-Bunnell test with sheep erythrocytes 
supports by analogy the view that infectious mononucleosis 
is of virus origin, and whether in other virus diseases the 
serum of the patient will be found to agglutinate the red 
cells of certain animal species. 
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. FOOD PROBLEMS IN THE U.S.S.R. 


A recent review of Soviet food problems? shows how the 
U.S.S.R. in some measure was able to prepare for the loss of 
` much fruitful territory by shifting the basis of market grain 
‘from the Ukrgine to the north and east. The Russians now 
rely on regions in Siberia in which preparations for rapid 
expansion had been well advanced in 1941. By September 
of that year the Altai area had three times its 1940 acreage 
under winter crops, and there ,was a similar increase in 
other districts. By means of irrigation schemes such’ an 
area as Uzbekistan has been able to turn over 14 million 
acres into grain-producing land. The Altai area 1s grow- 
ing mainly beet, the area given to this crop having increased 
from 60,000 to 100,000 acres between 1941 and 1942. Two 
refineries deal with 250,000 tons of beet a year. This 
immense development has been made possible by the use 
of some 150,000 motor tractors and 53,000 harvester com- 
bines, involving the training of-many thousands of drivers 
and operatives. When, after the German retreat, territory 
in Western Russia was reoccupied, an intensive effort was 
made to get the land under cultivation ; and, though the 
setback must have been great, prompt action and strict- 
management in .future will do much to minimize losses. 
About 500 Aractors which had been buried by the farmers 
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were recovered ; collections of seed were instituted and 


“credits granted for the purpose of buyıng seed and stock. 


By the end of March, 1942, collective farmers west of 
Moscow had stored 78.5% of the season's seed,:and a 
number of fresh cattle ranches had been set up. Allotment 
holdings have been taken up eagerly, especially in Lenin- 
grad, whére 22,000 acres round the city are under vege- 
tables. Rationing began in July, 1941, first in Moscow and 
Leningrad and then in other industrial areas. The system 
has been one of differential rationing. For instance, the 
industrial worker gets 27 oz. of bread a day and the office 
worker 22 oz. Bread consumption as a whole remains 
higher than our own. Expectant and nursing mothers re- 
ceive extra butter, sugar, milk, bread, and other cereals. 
During siege conditions in “Leningrad meat, butter, and 
sugar became scarce luxuries, and were diverted to the 
armed Forces. In the interior of the country conditions 
approach normal, but the population behind the Aghting 
fronts must be suffering serious privation. 


; SEE HOW THEY JUMP , 
Some readers may recall the irritation displayed by the 
versatile members of the “ Brains Trust” on being asked 
how flies take off and land. The erudite zoological mem- 
ber of the team dismissed the question (a) as being unim- 
portant, and (b) as bémg a matter of aerodynamics. The 
interesting Monthly Science News, MSN, issued by the 
British Council (3, Hanover Street, London, W.1) recently 
made good this deficiency on the part of the B.B.C. enter-. 
tainers by recording an interesting experiment carried out , 
some three years ago by Prof. Edgerton of Massachusetts. 
Prof. Edgerton puta bit of sugar on a piece of paper. To 
this was attached a few feet of string, which was also 
wrapped round the shaft of a high-speed camera. As the 
camera brought the film up fo running speed, it wound 
the string attached to the paper and eventually dislodged 
the paper from beneath the fly which had settled on the 
piece of sugar. With this ingenious and simple experiment 
Prof. Edgerton was able to get accurate pictures of the 


' fly taking off. This is how the fly did it. It first of all 


jumped backwards into the air for about an inch and at 
an angle of 60 degrees to the horizontal. Once it was clear 
of the ground its wings began to beat, and the fly came'out 
of reverse and went- forwards. -The anatomy of the fly’s 
legs makes it impossible for it to jump im any direction 
other than backwards. MSN suggests ‘that, making tse 
of Edgerton’s observations, fly-swatters should be able to 
increase their score by aiming at the back area of a fly at 
rest. 
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MEDICAL ADVISORY COMMITTEE 


“The Minister of Health has set up a committee to advise 


him on. the medical aspects of problems relating to the 
health of the people. The members of the committee are: 
the Presidents of the Royal College of-Physicians, the 
Royal College of Surgeons, and the Royal College of 
Obstetricians and: Gynaecologists; the Chairman. of, 
Council of the B.M.A.; Dr. G. G Anderson; Dr. J. C. 
Arthur; Miss Alice Bloomfield, M.D.; Dr. J. A. Brown; 
Mr. E. Rock Carling; Dr. J. A. Charles; Prof. Henry 
Cohen; Dr. W. Allen Daley; Lord Dawson of Penn; 
Dr. E. A. Gregg ; Lord Horder ; Sir Wilson Jameson (vice- 


.chairman); Dr. W. S. Macdonald.; Dr. Alan Moncrieff ; 


Prof. R. M. F. Picken; Prof. Harry Platt; Dr. A. T. 
Rogers; Dr. D. O. Twining; Dr. Oscar Williams; and 
Miss A. L. Winner, M.D. , 


fa 
lal 


S 
2 


» Drc.e5, 1942, ` 
3 e $ 





PRACTICAL, MANAGEMENT OF WOUND 


Bartisa 
MEDICAL JOURNAL 


SHOCK T 671 


1 





e , 7 r 
a ee ee 


+ “War Medicine. Series 


4 


7 


‘The paper printed ‘below is'based on a lecture which was- 


‘one ofa ‘series_recently given at the British Postgraduate 


put, more crudely_by a surgical colleague as 
which the patient, is half dead.” “Since. the last war the -. 
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MANAGEMENT OF 


no. o e WOUND. SHOCK. | 


ye À | BY 
J. McMICHAEL, M.D., -F.R.C.P.Ed 


emotion. The older textbooks. of surgery regarded it _ 
ya condition of “ general depression of the vital func- 


ns” following on injury. This: definition was recently 


a state in 


. condition of low blood pressure. observed in injured patients 


has been a subject of interest, and many definitions have 


- that the injuries. are of a minor nature. 


i ‘`. The various 
Shee = -i = : ~ ‘severity : 
‘Attempts to define “shock ” are baulked in various ways. ? 
Newspapers and laymen use the word to describe any state ‘ 
of fright, with or without collapse, associated with injury ` 


seén when a serous cavity is suddenly flooded, with infected 
material—e.g., rupture of an inflamed appendix or a lung 
abscess. The blood volume in such cases may be normal. 

Shock. due to Defined Mechanical Causes.—For example, 
coronary thrombosis, massive pulmohary embolisif, fat 
embolism, etc. ` 

Dehydration Shock—Occurring in diarrhoea (and ? diabetic 
coma). ’ ; s a , 


It is apparent, that by the use of- such qualifying terms 


much of the present confusion would disappear. A common 


understanding of the condition under discussion might result 
in gréater clarity when dealing with methods of treatment. 


~ > Clinical Manifestations of Shock- 
types may be discussed in order of increasing 


. 1. Fright—When patients are admitted to hospital they may, 


‘on examination, look rather ghastly owing to a covering of 


dust, and cold extremittes may give an initial impression of 
shock. -On more ‘detailed examination it is found that the 
blood pressure and pulse rate are within normal limits and 
Such patients are 
simply suffering from fright and exposure. No treatment is- 
required“other-than warmth, reassurance, and hot drinks. 

© 2. Post-traumatic Hypertension —A small proportion of 
patients with injuries of some severity may be found to have 
systolic blood ‘pressures as high as 140 to 170 mm. Hg. The 


limited shock to’““.a’state of circulatory collapse following , subsequent course of these cases shows that the normal pressure 
‘ injury.” This was the generally accepted definition when 
, the present war began. Experience has revealed, however, 
' that one important result of injury! hitherto unappreciated 


. syndrome” has taken a prominent place as a remote con- 


sequence. of injury. For various , reasons it thus ‘seems 
that the general term ‘‘shock” can no longer be limited 
to the circulatory’ effects of injury. E 


. AS no agreement on`a classical defihition of shock gould be 


‘ reached, there has’ been a great deal of confusion in the use 
‘of. the term. It is this very confusion which has led to much 
ill-advised controversy on the value or otherwise of therapeutic 
measures. Some medical men, for example, have laid emphasis 


` on the value of weak tea in treatment, as against blood trans- 


fusion. Itis certainly true that, if all cases admitted to hospital 
„after a, raid are regarded as: “more or less shocked,” warm 
“drinks* may have a large measure of success. Those who restrict 
the term to cases ‘showing low-‘blood pressure find that a 
high proportion of' cases do need transfusion. The ‘only way 


x 


out .of this’ impasse seems to be the cessation of use of the 


_-word’“ shock ” as an unqualified term. - 


1 


` . which follows 
‘injuries. It js usually, but not-always, preceded by a phase condition is much more serious. 
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i j <; -Varieties of Shock 


The ‘following terminology may be used with advantage: ` 


t \ "Fright, or emotional “ shock ” due’ to severe emotional 
+, strain. : i ` i 


3 


` Neurogenic’ Shock.—A state of low blood pressure with 


` ‘slow pulse,-resembling an ordinary faint. `This-mild variety 


may be renal failure,. and the much-discussed “ crush- 


r 


‘may be named “ vasovagal syndrome.” The onset is often - 


“early after an injury, and it- is probably” to this condition; 
that some of the older writers referred ‘when digcussing 
. “ primary ” shock:, A more serious form occurs after severe 


is cerebral injury, and may be called cerebral shock.’ 
‘ . Oligaemic Shock—A condition of circulatory collapse due. 


` to a low circulating blood volume. ’ This condition includes 
> the majority-of cases of severe shock encountered *as’ war 
casualties. wo Mow foe 
.-* Post-traumatic Hypertension—A cardiovascular reaction 
- to. injury: recently described by Grant ‘and Reeve, (British 
Medical Journal, 1941, 2, 294) which may simulate oligaemic 
-shock.- x Noe ay E ‘ 
~"; Crush 'yndrome—This description is applied to renal failure 
devitalization of, limb muscles’ by crushing 
of oligaemic shock. 


i Foxaemic Shock.—This term ‘may be applied to the circu- 


has been about 120 mm. Hg. 
‘there may beja rather thready radial pulse, which creates a 


-be carefully watched, as they: may pass. on 
teristic picture of oligaemic shock. Our 


-the blood pressure may remain 


“essential. 


risk of further 


As Grant has emphasized, 


false impression of circulatory collapse. Sphygmomanometer 
readings correct this impression. Although no active treat- 
ment is indicated at. the hypertensive stage, the patients must 
to a more charac- 
experience of this 
type of reaction has been limited to two/’cases, and in both 
the blood pressure fell to a low level, necessitating transfusion, 
within an hour or two of the finding of Hypertension. The 
severity of the injury, is usually in itself an indication for careful 


„observation of these patients. 


3. Neurogenic Shock.—In this ‘condition there is a fall of 
blood pressure accompanied by a slow pulse. Two groups 
should be recognized: 

(A) Vasovagal Syndrome.—This condition resembles an 
ordinary faint in every respect. Following. on emotional 
stress or increased susceptibility to pain, the sensitivity of 

- the carotid sinus mechanism seems to be altered in such 

a way that sldwing of the heart and peripheral vasodilatation 

occur! The patients complain of a feeling’ of warmth, 
. nausea followed by faintness, and a clammy sweat, while 
` the systolic blood pressure falls 'to 50-70 mm. Hg and the pulse 

‘is slowed—e.g., to 50 a minute. It is important to remember, 

‘however, that these phenomena are compatible with con- 

' siderable loss of blood from haemorrhage and that this 
“ vasovagal faint. is a common consequence of venesection 
> even if this is massive (Wallace and Sharpey-Schafer, Lancet, 

1941, 2, 393). ee 

’ (B) Cerebral, Shock associated with Brain Injury—In a 

number of cases, of severe head injury blood pressure may 

fall, the pulse may become slow or irregular, and various 
other vegetative disorders may be manifested—for example, 
.. deép,.stertorous, irregular, or periodic breathing. The circu- 
latory collapse in these cases is neurogenic in that it results 
from disturbance of the centres of cardiovascular control 

‘in the medulla. 

Treatment of Neurogenic Shock—In the uncomplicated 
vasovagal attack recovery usually follows rest in the recumbent 
position: In those,cases which are associated with haemorrhage 
low for an hour or more and 
the condition may: -pass into the more serious picture of 
oligaemic shock., ‘For this reason continued observation is 
In neurogenic collapse due to cerebral’ injury the 
' Transfusion. and the head- 
contraindicated, ‘as they add to the 


down position are bo 
The surgical care of 


intracranial bleeding. 


‘latory collapse due to inteise’ bacterial toxaemia; typically the head injury will dominate the picture: transfusion should 
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be employed only by agreement with the surgeon, when the 
risk of precipitating intracranial haemorrhage has passed. 


Oligaemic Shock | 

In’ tRis variety a fumber,of well-recognized features are 
present, the pathological basis of which may be described 
as, follows. Owing to loss of circulating fluid the veins are 
poorly filled. With deficient venous return to the heart the 
cardiac output drops`to a low level. This in turn leads to 
‘a fall in pressure in the aorta and carotid sinus. From these 
reflexogenic zones vasoconstriction and cardio-acceleration are 
initiated. The vasoconstriction takes place mainly in the skin 
and splanchnic areas, leading to skin and visceral pallor. Along 
with this there seems to occur géneral increased sympathetic 
activity with a tendency to sweat, givitfg the cold skin its 


characteristic clamminess. Up to a certain degree of blood: 


loss the compensatory vasoconstriction may maintain blood 
pressure at a level which is near normal, but the pulse will 
be accelerated. With further blood loss compensation fails 
and the blood pressure drops,’ with further acceleration of 
the heart. When oligaemic shock persists over a certain time 
a great danger is the development of an irreversible state in 
which restoration of the circulating blood volume fails to pro- 
duce lasting improvement. For fhis reason treatment should 
ibe carly, adequate, and effective. A 

Some: Quantitative Considerations. —The reduction of blood 
volume necessary- to produce various degreés of shock has as 
yet~been very inadequately studied. Keith, in the last war, 
found that the severest cases of shock had blood volumes 
down to 60% of normal—i.e., a fall from 5 litres,to 3 litres 
in circulating blood volume. Observations made by the Army 
Transfusion Service and by. workers in the British Postgraduate 
Medical School indicate that blood volumes may fall much 
lower than this. We have observed several cases with blood 
volumes of 1.2 to 1.5 litres and blood pressures about 50 to 
60 mm. Hg; while at the other extreme a number of volunteers 
have' given 1,200 c.cm. of blood without much decrease in 
blood pressure.’ Further quantitative dtudies on this important 
subject are required, but meantime- we may work on. the 
assumption that,a reduction of blood volume by 1 litre may 
be well tolerated and that in the most severe cases (B.P. below 
60 mm. Hg) we may perhaps be dealing with a blood loss of 
as much as 3 litres. The importance of such quantitative 
studies is that they reveal the necessity for large transfusions 
(over a litre) in the vast majority of cases requiring such 
treatment. 

Pulse Rate-—Although it might be expected that the carotid 
sinus mechanism would dominate in the cardiovascular reaction 
to oligaemia, the pulse rate is often surprisingly slow. We 
have already mentioned the occurrence of vasovagal attacks 
with pulse rates below 50 after moderate haemorrhage (1 litre), 


and it should now be noted that pulse rates of over 120 are . 


rare even in very severe shock. A common pulse rate with 
blood ,pressure “below 80 is 100 to 110. Further, we have 
observed that transfusion, while increasing the blood volume 
and raising the blood pressure, may be accompanied by a 
further rise in pulse rate. This paradoxical pulse reaction 
emphasizes the unreliability of pulse-rate records as giving 
any indication of severity, progress, or results of treatment. 
Increasing and fundamental emphasis is therefore laid on blood- 
pressure records, g A : 
j Causation of Oligaemia : 
During the last war, and in the scanty observations thade 
by clinical workers up to the onset of the present war, there 
seemed to be considerable mystery about the loss of blood. 


` It was thought that loss of blood was not accounted for by 


external haemorrhage, and there was much speculation about 
“pooling ” of blood in various parts of the vascular system. 
We can now state that in the vast majority of cases the 
diminution of circulating. blaod volume is due to. extravasation 
of blood either outside the body or into the injured areas. 
Tho evidence for this is as follows: 

| (A) A carefully taken history often reveals quite extensive 
bleeding from unexpected sources. For example, one patient, 
whose: major injury appeared to be a comminuted compound 
fracture of both bones of the leg, volunteered the information 
that she bled so much from her scalp that the pillow was 
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examination both before and during the operation ften reveals 
enormous effusions of blood among the lacerated tissues. 

(B) When serum or plasma alone is used for transfusion the 
whole course of the condition is very similar to that of’ a 
patient who has had, for example, a large haematemesis. Im- 
mediately ‘after any severe bleeding the haemoglobin is not 
much reduced, and the usual figure is 80 to 90%. It takes a 
few days for plasma volume to be made up and for full blood, 
dilution to occur, and it is only after 48 bours or more that 
the haemoglobin figure really does give a true indication of 


~ the blood loss, In one pdtient who had-considerable haemor- 


rhage among the thigh muscles following a punctured wound, 
and who was given a serum transfusion, the haemoglobin settled 
down from'86 to 48% in the course of three days. There was 
no evidence here of any sudden reappearance of blood from 
a “ site of pooling” as the patient recovered from his shock. 
‘It seems apparent from the 
had lost about half his circulating blood volume by haemor- 
This was‘further borne out by the fact that it took 
1,800 c.cm. of serum to restore his blood pressure from 70 
to 120 mm. Hg. 


fing! haemoglobin figure that he | 


y 
It seems, ‘therefore, that haemorrhage plays.a very con 


siderable part—in our opinion the most important part—in 


the production of shock. ` 

Shock due to Plasma Loss—In our experience this is en- 
countered only in shock due to burns and in patients who have 
been subjected to prolonged crushing. injuries. Again the 
clinical manifestations are very obvious. ‘There is extensive 


- oedema of\the injured areas, and the haemoglobin concentra- 


tion rises as high as 160%. Along with this haemoconcentration 
the blood pressure falls, and when serum is transfused in a 
quantity adequate to reduce the haemoglobin to a normal Jevel 
the blood pressure is once more restored. 

Shock due to Blood Loss combined with Plasma Loss.—It is 
obvious that injuries causing blood loss may be combined with 
prolonged muscle-crushing, which seems’to produce the factor 
of plasma loss as well. ‘In one such’ patient who was fully 
studied the initial haemoglobin figure was 100%; serum 
transfusion reduced ‘the haemoglobin to 72% with restoration 
of the blood pressure. -One and a half hours later the 
haemoglobin: rose to 90%, indicating loss of serum from the 
circulation, and this was accompanied by further circulatory 
collapse. After further transfusion, operation’ was undertaken 
on an injured limb, when a large pool of blood containing 
several pints was found under the deep fascia. i 

The observations at operation thus established haemorrhage 
as a factor, while the indbility to retain transfused serum 
meant that the capillaries in some part of the body were leaking 


Other Factors in Shock 
While loss of circulating blood volume is the dominant 
single factor, ,we. should not deny the possibility that othe 
influences may render the syndrome much more complex. These 
should be kept in mind as follows: ` 


~ (A) The irreversible state must first be considered. We 
have seen patients in whom the blood pressure has been low 
(below 90 mm. Hg) for a few hours, and in whom restoration 
of the blood-volume by transfusion failed to produce anything 


more than a transient improvement. It may be that the pro- , 


longed tissue anoxia has led to grave changes in the central 


` nervous system and in other organs. Whatever the explanation. 


this condition is responsible for many therapeutic failures, and 
it should be prevented by early restoration of the blood pressure. 

(B): Toxaemic Factors.—In the classification outlined it was 
noted that severe bacterial toxaemia could in itself produce a 
shock-like picture. It is apparent that infection of traumatized 
tissues may lead to the same result. 

(C) Crush Syndrorie.—It is noteworthy that the fall‘in blood 
pressure associated with loss of half the plasma—i-e., about 
14 litres—may be much more profound than that which follows 
a similar blood loss. The demonstration of grave renal im- 
pairment at an early stage in such cases seems -to indicate the 
telease of toxic substances into ‘the circulation: jhese may 
have damaging effects on organs and tissues other than the 
kidneys. Reduction of blood volume may possibly be poorly 


\ 


soaked and had to be changed in the’ ambulance. 


X 


Careful tolerated when haemoconcentration is present. 
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5 : _ Treatment x \ r 
Organization.—The shocked patient calls for more continued 
and assiduous attention than is/required in any other condition. 
It should be realized from the outset that these injured patients 
are under the care of the receiving surgeon. In order to relieye 
pressure on the operating ‘teams the seryices of physicians 
skilled in transfusion technique may be employed in supervising ' 
the work of. resuscitation in special Wards set aside for this 
purpose. It should be realized that adequate nursing aid should ! 
also be available; over a period ‘of a, few hours one nurse \ 
should be at hand for each patient requiring transfusion. There 


` is usually little difficulty in achieving this through the help of 


7 


volunteers from among the nursing staff. In addition to the 
ordinary pulse and temperature charts, blood-pressure records * 
are very important. Students, nurses, and‘ orderlies may be 
trained to record systolic pressure. 


General Measures. —Patients®should be undressed as quickly 
as possible so that a full assessment of injuries may be made. 
They should be put to bed in the recumbent position ; if circu- 
latory collapse is’ obviously severe the head-down position 

“uld be adopted while waiting to begin transfusion. Warmth 
1s desirable, as these patients are often chilled ; but overheating 
is to be avoided. In a striking recent paper Blalock and his 
colleagues showed that overheating was definitely harmful. Not 
only is blood deflected to the warm skin when it is badly 
needed elsewhere, ‘but the metabolism of tissues in genetal. is 
increased by warmth, calling for a still greater oxygen supply. 
Adequate cover should therefore’ be given to shocked patiénts, 
but there is no need to worry unduly about cool or cold. 
extremities. an i pa : 
. Morphine.—Morphine should be given when indicated. It 
has little value as a specific therapeutic measure, but if there - 
is a complaint of pain it should not be withheld. It is usually 


. found, however, that patients,in profound oligaemic shock 


do not complain of pain, though restoration of the blood ,7 


pressure by transfusion is accompanied by increasing restless- 
ness and awareness of pain. Morphine is therefore likely to 
be required while the patients are recovering rather, than during 
the, stage of severe shock. r 


„Fluid Administration—Since loss of circulating fluid is a 


fundamental feature of oligaemic shock, fluid replacement is 
necessary. If the patients are thirsty they should be allowed, 
glucose drinks, warm tea, or water as desired. Vomiting is 
sometimes a troublesome feature, and in such cases tap-water 


‘may be given slowly per rectum. If these methods - prove 


unsuccessful, deep intramuscular infusions of saline may be’ 
given’ into the lateral aspects of the thighs, ‘the needles being 
pushed right down to the bone. A-large amount of fluid may, _ 


- be administered in this manner. 


| Transfusion—Blood transfusion is the sheet-anchor of 


successful treatment in oligaemic shock. Other transfusion 
‘fluids may also be used, and these are discussed below. Con- 
siderable clinical judgment is necessary to decide when trans- 


fusion should be begun, and no simple rule can be enunciated. 


„It is obvious that in patients with very low blood pressures— 


eg., below 80 mm. Hg—transfysion should’ be started at the 
earliest possible moment. Where injuries are severe, and from 
the history and from examination there is evidence of severe 
blood loss, transfusion should .be begun without delay, even 
though the blood pressure may not be below 100 mm. Hg. 
Experience has shown that in such cases more serious vascular 
collapse- may develop quite. rapidly. In the Jess‘ severe cases 
of injury a period of observation is necessary. A low blood 
pressure, if associated with a slow pulse, is likely to recover 


‘spontaneously; in ‘other instances the pulse may become more 


rapid and the' patient will pass into a state of obviously severe 
oligaemic shock, for which transfusion is required. - Generally. 


‘speaking, if the blood pressure remains at or below 90 mm. Hg 


for more than one hour transfusion should no longer be 
delayed. The danger-of. prolonged lowering’ of blood pressure 


‘is the development of the irreversible state already: mentioned. 


1 


The volume’ of blood or blood substitute to be given by 
transfusion is determined entirely, by the.response of the blood 
pressure. The transfusion should not be stopped until the blood* 
pressure has returned to a normal figure, say 110 to 120 mm. Hg. 
In previously hypertensive subjects it will be found that the 
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blood pressure will go on rising towards a higher figure with 
quite moderate transfusion volumes, and in such patients the 
transfusion should be continued until a pressure pf 140 to 
150 mm. Hg is reached. When a normal blood-pressure figure 
has been reached the transfusion apparatus should no? be at 
once disconnected but the infusion should be allowed to con- 
tinue slowly as a drip: the slow drip is a precaution against 
a further fall in blood pressure which may result from loss of 
the saline part of the transfusion fluid or which may develop 
at subsequent operation. Arrangements should be made for the 
continuation of transfusion while any operative procedures are 
being undertaken. : , 

Transfusion Fluids:—Blood is the fluid of choice, but there 
are considerable advantages in the use of serum or plasma. 
The latter fluids can be used without cross-grouping, and we 
have seen no untoward results from the administration of 
quantities as great as 2 litres. During the administration of 
serum the recipient’s haemoglobin is diluted and he is rendered 
moderately anaemic. It,is desirable, therefore, that some limit 
should be get to the degree of blood dilution produced, by such 
methods of transfusion, and we regard it as unwise to reduce 
the haemoglobin below 60%. It is safe to give serum or 
plasma in quantities up to 1 litre, but if further transfusion ` 
is necessary blood should be used where possible. 

Other blood substitutes include Bayliss’s gum-saline, intro- 
duced in the last war. Casualties. have not -yet occurred on 
such a scale as‘to exhaust our stocks of blood and serum, but 
in such an event gum-saline would undoubtedly be used. More 
recent blood substitutes devised in America include solutions 


‘of pectin and isinglass. We understand that these are rather 


disappointing. 
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BACILLARY DYSENTERY IN THE MIDDLE EAST 

MODERN CHEMOTHERAPEUTIC TREATMENT 
At a meeting of the Royal Society of Tropical Medicine and 
Hygiene on Nov. 4, with Sir RICKARD CHRISTOPHERS, F.R.S., 
presiding, Col. N. HAMILTON Fairy, F.R.S., presented on 
behalf of himself and Col. J. S. K. Boyp the results-of certain 
work carried out in the Middle East on the diagnosis and 
treatment of bacillary dysentery, with special reference to 
sulphaguanidine. Col. Fairley said that the joint investigation 
of Col. Boyd and himself ended in January, 1942. The analysis 
of. data was at that time incomplete, and further data might 
be incorporated before the paper was published. 

The outstanding feature of bacillary dysentery in the Middle 
East, said Col. Fairley, had been its mildness. Even with Shiga 
dysentery the mortality had not been as high as was expected. 
But ‘although the general mortality rate had been exceedingly 
low and the incidence much less ‘than in the last war, bacillary 
dysentery continued to cause great wastage of man-power, 
especially as duration in hospital averaged three’to four weeks. 


ey Army Prophylaxis ‘ 


At Headquarters, Middle East, the aspects on which the 
work had been concentrated were Army sanitation, fly control, 


‘the dysentery carrier, bacteriological types of organisms present, 


and specific treatment. In the Middle East fly transmission was 
the rule, and faecal-feeding flies abounded. In the forward 
areas it was the duty of the sanitary personnel to burn or 
treat promptly with insecticide all exposed excreta and animal 
carcases. Where possible in these forward areas trench latrines 
were immediately. dug and provided with well-fitting fly-proof 
covers if available. Failing this, earth was immediately used 
to cover the stools in trench latrines, which were sprinkled once 
daily with powdered borax or some insecticide. It had been 
found ‘that desert fliés did not like entering roofed structures 
where it was darker inside ‘than out. In camps curtains of 
fishing-net hung outside of doors and windows afforded pro- 
tection even although flies could get through the meshes. Cooks 
and all people handling food ,were instructed to wash their 
hands regularly. Native labour presented a problem, but when 
latrines of the Moslem’ type were constructed, fly-proofed, and 
conveniently placed this problem ‘became manageable. 
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‘Shiga dysentery on the average accounted for about 10% 
of all cases seen in the Middle East. The most common 
organism was Flexner II, and the next most common was 


Flexner VI. the old Newcastle-Manchester group. About 10% 


of ‘all “dysentery was amoebic (with which the present study 
was not concerned); no bilharzia dysentery had been seen 
by Col. Fairley. After dealing with the different types of 
exudate and the relation between these and the percentage 
of isolations, he passed on to the carrier problem. In chronic 
cases, and also in acute cases which failed to clear up in the 
ordinary way, sigmoidoscopic examinations were always made, 
and he described the appearances and.varieties of ulceration 
seen in such examinations and discussed their significance. In 
certain cases of chronic Shiga dysentery ulcers surrounded by 
normal-looking mucous membrane were found to contain Shiga 
bacilli six months after the original attack. 


Clinical Aspects 

Most epidemic diarrhoea was dysentery. From a military 
point of view any person who had cdilicky pain followed by 
febrile diarrhoea with fluid stools containing flakes of mucus 
or mucus and blood should be regarded at once as a case of 
dysentery and sent away without delay. He had stressed the 
mild nature of most of the dysentery encountered, but with 
Shiga dysentery there were many exceptions. Fulminating 
cases were rare. He recalled one case, however, in which death 
occurred within 32 hours of onset. In the ordinary severe 
Shiga infections onset might be sudden. or insidious, The 
former began with a rigor associated with fever, nausea, and 
vomiting ; ın the latter, severe intestinal symptoms might not 
develop for several days. One unfortunate feature about 
bacillary dysentery was that neither the mode of onset nor the 
febrile course necessarily afforded a reliable index to prognosis. 

Complications were rare, but some were met with which had 
not previously been described. Local complications included 
perforation, intestinal haemorrhage, chronic peritonitis with 
effusion and pneumoperitoneum (one case) ; among the systemic 
complicatidns were peripheral circulatory failure, renal failure, 
and arthritis. 

The majority of cases of non-Shiga dysentery ultimately got 
well, ın Col. Faıirley’s experience, with rest, copious fluids, 
appropriate dietary, and magnesium sulphate, but magnesium 
sulphate’ treatment should not be continued over too long a 
period, as it sometimes tended to keep up the diarrhoea. With 
regard to dietary ıt had been found that with milder infections 
milk drinks could be allowed at a relatively early stage without 
disadvantage. i , 

The conclusion reached with regard to serum treatment was 
disappointing. He took out with him to the Middle East a 
specially prepared experimental batch of high-titre anti- 
dysenteric Shiga serum (1 c.cm.=20,000 I.U.), and had a fair 
opportunity of testing its value. It certainly relieved toxic 
features—presumably by neutralizing circulating Shiga toxin— 
but its benefit was rarely more than temporary. : 


Experience with Sulphaguanidine 

He well remembered three of the first cases treated. Two 
of them had been under observation for three months and 
no treatment had made any real difference to the ulcers. Within 
14 days of beginning sulphaguanidine treatment the ulcers 
completely healed, and the symptoms, which at this stage were 
mild, entirely disappeared. In the third case, which had lasted 
for about six months, there was again complete healing of 
the ulcers within a fortnight. A much wider investigation with 


of over 500 cases. Care was taken to combat dehydration 
where present. A 

The administration of sulphaguanidine was followed in some 
cases by headache or nausea, and ın a few instances toxic 
rashes and fever developed. There was not a single case of 
haematuria, agranulocytosis, haemolytic anaemia, or jaundice, 
nor did sulphaguanidine bring about obstructive effects in the 
kidney. In 135 proved Shiga cases which recovered under 
sulphaguanidine therapy there was as a rule quite early an 
astonishing improvement, manifested by an increased feeling 
of well-being, rapid.telief of abdominal pain and tenesmus, 
and a decrease in abdominal symptoms. An early reduction 
of temperature and pulse rate took place in uncomplicated cases, 
which reached normal in one to three days. There was also 
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a remarkable reduction in the daily number of Stools, and a 
rapid disappearance of blood and subsequently of mucus from 
the faeces. 

In a total of 84’ cases in which Shiga bacilli were isolated 
Col. Fairley was able to show the results in the following 


” tabular form: 


a 


‘the. drug was then undertaken, and it was applied in a series , 





z 


Intorval of Days Average Number Average Tape in Days. after 
between Onset of | „9f Stools in 24 Stools per Day 
and Beginnin Cases | Hours preceding were— 


Treatment 








of Treatmen: Formed 
1-5 39 27:8 7-7 
6-10 . 32 21-7 715 
11-20 13 141 8-3 








That result could be interpreted only by assuming that there 
was an active bacteriostatic actgjon on the dysentery organisms 
in the bowel wall. Out of 12 more chronic cases, 9 were’ 
completely cured as shown by the sigmoidoscope ; in 2 others 
a certain amount of diarrhoea persisted, and there was evidence 
of sluggish healing, although there were no ulcers ; in the twelfth 
case the symptoms persisted, but there was no real opportunity 
of following up this case, which must be put down as a failure. 
In the entire’ series of over 500 cases there were 5 deaths; 
in two of these the patients were really moribund before 
sulphaguanidine was given and died within 24 hours. The 
third case received a full course of treatment, but the patient 
died of cerebral thrombosis during convalescence, and at ~ 
necropsy the colon was found to be completely healed. The 
fourth patient had an advanced chronic bilateral hydronephrosis, 
while the fifth died of lobar pneumonia, which was either 
present at the time or developed shortly after treatment. 

If supplies were sufficient, the therapeutic ideal‘from the 
Army point of view (Col. Fairley concluded) was that every 
dysentery patient should have sulphaguanidine at the earliest 
possible moment. The case should be diagnosed on clinical 
grounds, and, although speaimens should be sent to the laboratory 
for culture and microscopical reports, the clinician should not 
await the return before beginning treatment. Such treatment 
would be a means of saving life in a’number of Shiga cases ; 
it would shorten the stay in hospital of the average dysentery 
case ; and would largely eliminate carriers. Sulphaguanidine, 
good as it was, might not be the ideal drug for dysentery ; it 
“was expensive’and had to be given in large dosagé. Two 
other drugs were now under trial—sulphasuxidine and sulpha- 
methazine—and it was possible that these or analogous 
-compounds in the future might be even more. useful. Both 
Col. Boyd and he felt convinced that in drugs of this type 
there was available for the first time a specific agent for the 
cure of bacillary dysentery ; since dehydration occurred in this . 
disease it was essential that such drugs should not produce renal 
blockage. i 5 

Discussion 

Dr. R. CRUICKSHANK said that for the laboratory diagnosis of' 
bacillary dysentery a medium had now been found which was a 
great advance on McConkey’s. This was desoxycholate acetate, and 
with this it had been found, as Col. Fairley’s work had shown, that 
the convalescent carrier was much more common than had been 
originally supposed. As for the new drugs in treatment, sulpha- 
guanidine was less effective with the Sonne infection than with 
Shiga.. He had had an opportunity of trying sulphasuxidine and 
had found it more effective than sulphaguanidine in dysentery of 
the Sonne type. 

Dr. H. J. SMyty, who had lately returned from Occupied China, 
said that in December, 1941, he received out there 5,000 half- 
gramme tablets of sulphaguanidine for clinical trial, and when 
summer dysentery set in he arranged to carry out a systematic 
investigation with the drug. The average mild cases which came in 
on the third or fourth day and cleared up after a few days with 
rest and simple treatment were excluded. The cases selected were 
those of young children under 10, cases of less than 24 hours’ illness, 
severe cases with more than 20 stools a day, and chronic cases of 
over one month’s duration. The doses given were initially one- 
tenth gramme per kilo body weight, and then half of this every 
four hours day and night until the stools were fewer than five a day. 
All the acute cases improved rapidly, the early ‘cases usually within 
‘the first few hours, and these were apparently well within three or 
four days But one chronic case—a man aged 30 who had had 
dysentery for two years—showed no improvement whatever, although 
he had had sulphaguanidine for the exceptionally long period of 16 
days. ; i 
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Sir Pamir MANSON-BanR said that he had used sulphaguanidine 
for over two years in'a good many cases of chronic bacillary 
dysentery and also of colitis, He was a bold man who: would say 
that he had a cure for ulcerative colitis, which of all cryptic diseases 
was most cryptic, but he conceived» the idea of injecting sulpha- 
guanidine per rectum—it was very well retained—and, watching the 
cases by means of.the sigmoidoscope, he had become rather confident 
about some of the results. In some cases of.-chronic baeillary 
dysentery the results were dramatic. F a 

In the course of the further discussion Lieut.Col. BOLAND, 
RA.M.C., recently returned from the Middle East, expressed a 
‘more cautious yew. His experience of one year out there without 
sulphaguanidine and one and a half years with it had left him with 
an open mind. He still thought there had not been a sufficient 
number of controlled cases to pérmit an estimate of the exact effect. 
Supplies of the drag also had been rather limited. Cases of 
dysentery in the Middle East were: comparatively mild, and the. 
mortality was low.- There should be a: large-scale experiment in 

‘which considerable numbers of cases were treated with the drug : 
while others served as controls. r 








Correspondence . 


Physical Treatment .of Acute War Neurosis 


Sm—Dr. Sargant’s (Journal, Nov. 14, p. 574) emphasis on the 
practical value of physical as against psychotherapeutic measures 
and environmental readjustmeidts, in relation to their greater — 
facility of use and ‘rapidity of action, is especially applicable to 
an army in the field or under conditions prevailing in an , 
expeditionary force. A > # 

, Practical experience of the psychiatric, casualties occurring , 
in the M E.F. during the last two years has borne, out wery 
strikingly the great importance of early and adequate physical ' 
treatment in the acute war neurosis. In the greatimajority of 
cases of acute war neurosis rapid decisions have to be reached ' 
' upon three questions—whether the’ case requires evacuation | 
from a. forward area; whether treatment is likely to prove- 
beneficial in a reasonable time at an ordinary base hospital ; 
” or whether, in view of the exigencies of the situation and the 
pressure on accommodation, a more complete evacuation is 
necessary.- The necessity for reaching a final decision on these 
points makes physical measures of treatment a matter not so 
+ much of choice as of necessity. , - ` i 

The comparison between the “acute abdomen” and the 
“acute neurosis” in its relation to the urgency of treatment 
necessary, and in the effects of delay in instituting such treat- 
ment upon the ultimate prognosis,’ was shown sufficiently 
strikingly throughout the Whole period under review. The 
patient who wab treated within a few hours-generally showed 
a correspondingly good prognosis, whilst the longer the delay’ 
in commencing treatment the more unfavourable the prognosis 
became from the point of view of return to full duties, especially 
in a forward area. . Unfortunately, although the importance: _ 
and significance of these factors were well recognized in theory, 
the problem of carrying them into practice under the conditions 
of warfare actually prevailing presented great and, at times, 
apparently insurmountable difficulties. : 

- The most striking features of desert warfare in relation to 
psychiatric casualties were: (1) the extreme fluidity and 
mobility of such warfare, at least during the actual campaign ; 
(2) the long and arduous lines of evacuation ;*(3) the extreme 
physical strain and mental stress’ involved during this i 








The responsibility of providing thesimmediate treatment for 
the battle neurotic lay, and lies, with the regimental medical 
officer in a forward area ; and, as a corollary, the necessity for 
ensuring that Such-medical officers have an adequate knowledge 
of.the principles of early treatment and, equally, important, an 
adequate: supply of drugs to carry such principles into effect, 
becomes a matter of very great importance.’ The ideal choice 
of drugs for the medical officer in a forward area is, of course,” 
debatable, and cannot be discussed here. In any choice of 
drug the essential features- would appear to be standardization, 
low toxicity, small bulk, and simplicity of administration, 

-In. practice, two mam groups of cases were met with in 
a base psychiatric centre: (1) The more usual group;, in which 
the neurosis had been developing during a lengthy evacuation 
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‘of physical measures of treatment. 
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lasting several days, and in which treatment had either been 
intermittent or, as in some cases, not given at all. (2) The group 
where the acute neurotic’ was admitted within a few hours— 
following, for example, severe air raids, or with naval cases. 
In the latter’cases treatment was carried out on the general 
lines described by Dr. Sargant—usually bŷ a combination. of 
luminal and paraldehyde. .In the former the methods of pro- 
longed’ narcosis were more frequently employed. In both 
groups the necessity for distinguishing between the true battle 
neurotic as such and the “exhaustion, state” was important, 


-the latter responding rapidly to simple sedation and the more 


routine measures of physical treatment—a warm bath, a hot 
drink, a comfortable bed,-and general care and attention. 
« Several practical difficulties occurred in the actual adminis- 
tration of physical measures of treatment; for example, in 
prolonged narcosis several cases of collapse and hyperpyrexia 
of an alarming type occurred, even with relatively small dosages 
The danger of 
prolonged narcosis—sufficiently real, as Dr. Sargant points out, 
in the ordinary course of events—becomes considerably intensi- 
fied under tropical or subtropical. conditions. On several 
occasions fairly intense aerial bofmbardment occurred in close 
vicinity to psychiatric centres ; the value of physical as against 
purely psychotherapeutic measures became especially apparent 
at such times. 

The importance of. the patient’s original personality and con- 
stitution is} as Dr. Sargant states, of very,great significance, and 


` was very, strikingly, emphasized in a series of 350 cases of 


acute war neurosis analysed at the psychiatric centre which 
I commanded. The effect of an ‘unfavourable constitution 


„under varying degrees of battle stress was brought out statis- 


‘tically in quite a dramatic manner. The use of intravenous 
-barbiturates in the removal of the conversion symptoms of the 
hysterical reaction was found of very great value, and here, 
also, ‘it was found the earlier the treatment was carried out 
the more satisfactory the prognosis became. 

‘Cohvulsive therapy was used to an increasing extent, both 
in the depressive states: described by Dr. Sargant and in certain 
hysterical cases; the results were most encouraging, and the 
risks of fracture regarded as negligible—no complications arose 
in any case in our series. ae 
‘ In conclusion, I could summarize our experience in the 
M.E.F. as follows: (1) It has emphasized the vital importance 
(2) The physical measures 
of treatment.advocated in Dr. Sargant’s paper have proved of 
the greatest value in,the treatment of battle neurotics. (3) 
Early and adequate treatment is of paramount importance. 
(4) Certain practical difficulties exist in the administration of 
physical methods of treatment in a` theatre ‘of war.—I am, etc., 


H. B. CRAIGIE. 


London, S W.7 Major, R A M C. 


Haemolysis in Causation of Erythroblastoşis Foetalis 

Sık.—I have read with great interest the paper by Messrs. 
K. E. Boorman and B. E. Dodd and Dr. P. L. Mollison on the 
clinica! significance of the Rh factor (Nov. 7 and 14, pp. 535, 
569), particularly that part which deals with ervthroblastosis 
foetalis. The Boston school (Blackfan and his colleagues) has 
maintained that erythroblastosis foetalis is a primary condition 
and the cause of icterus gravis, hydrops foetalis, and congenital 
haemolytic anaemia, ‘whereas my colleagues and‘I have held 
the: view that it’ is the result of haemolysis, and therefore a 
symptom and not the cause of these syndromes. When I last 
saw the late Dr. Blackfan in 1937 I discovered that our argu- 
ments had somewhat shaken his views ; since that time, chiefly 
“as the result of the work of my colleague, Dr. H. S. Baar, on 
the metabolism -of haemoglobin (shortly to be published in 
the Archives of Disease in Childhood), we have obtained other 
data which support the theory that haemolysis.is the underlying 
factor in the disease.: J 

. When I realized that Levine and his colleagues had produced 
evidence that iso-immunization was the cause of erythroblastosis 
foetalis, I.endeavoured to obtain some anti-Rh sera to test 
I was unsuccessful in my attempts, but 1 
am glad that the writers of the paper were more fortunate. 
Paediatricians in general and my co-workers in particular are 
greatly indebted to them for their work on this subject. , They 


have produced evidence which strikingly supports our, thesis, 


is 
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have devised a method for 
determining - whether subsequent children are likely to be 
affected by erythroblastosis foetalis or not, and made a real 
coptripution to the treatment of the :disease. There still, 
however, remains unsolved the greatest problem in treatment 
—namely, the prevention of those ghastly séquelae, spastic 
diplegia, cirrhosis of the livez, and bone changes, which so 
frequently occur in this disease, and which often make the 
paediatrician regret that he has saved the child’s life. , 

Since the thesis that erythroblastosis foetdlis is the. result 
and not the cause of this disease may now be accepted, would 
it not be better and more accurate to adopt the terminology 
suggested by Hawksley, Gittins, and myself (Arch. Dis. Childh., 
1933, 8, 159) and speak of the condition as haemolytic 
anaemia of the newborn and subdivide it into three clinical 
forms: (a) with hydrops ‘foetalis, (b) with icterus gravis, 
(c) without oedema or icterus?—I am, etc, ‘ 

Birmingham. LEONARD G. PARSONS. 


, Bacteriophage Treatment of Bacillary Dysentery 
Sm,—Surg. Cmdr. D. C. Wilson (July 18, p. 81) makes certain 
remarks on my article (June 13, p. 719) which I trust I may 
be allowed to reply to. f 
He makes the point that my figures deal only with death 
rates (which, of course, was all I set out to deal with) and 
not with duration of illness; and on the strength of this he 


but, even more important, 


states that the aim of all three Services is “to return a fit. 


patient to duty at the earliest possible moment.” Many 
Alexandrian onlookers, who sometimes see more of the game 
than the players, will be astonished at this gratuitous statement. 


Actually my, theme has always been that there is no need for’ 


other than a minimum of Service dysenteries ever reaching 
hospital.’ This latter occurs usually when they have passed 
to the stage named by me “neglected dysentery” (B.MJ., 
1941, 2, 280), with resulting greater jncapacity and need for 


longer sick and convalescent leave than if their dysenteries ` 


had never been allowed to develop into full-blown attacks. 
Preventive development of dysentery from pre-dysentery phases, 
like “ Gyppy tummy,” could—I feel every confidence in asserting 
from civil experience—be easily achieved by making available 
adequate supplies of good phage preparations at all advanced 
Navy, Army, and Air Force units, for administration on the 
first appearance of intestinal upsets of a pre-dysentery character. 
Has Cmdr. Wilson not, in his own words, confirmed that 
“civilians in Alexandria are so ‘phage-minded’ that to my 
knowledge they treat themselves with bacteriophage’ on the 
slightest suspicion 6f ‘Gyppy tummy’”? Therefore, I-think 
I am in a position to’ set his mind at ease regarding duration 
of illness, feeling sure that the adoption of a sound phage 
policy, such as outlined, could effect more in the way of 
improving this aspect of the situation than whatever: measures 
, may hitherto. have been at work. $ 

Cmdr. Wilson refers to a trial, in which he took part, of 
phage therapy in a small number of dysentery cases in an 
Alexandria Service hospital, from which he concludes that 
there was not enough “variation in hospital time” between 
the phage-treated and the control groups “to justify the con- 
tinuation of the bacteriophage treatment.” ‘The inference here 
is, of course, that phage did not live up to what was expected 
of it, and proved no better than “the then standard treatment 
of sodium sulphate and fluids.” 
in that the experiment, in my estimation, was doomed to failure 
from the start; and the description given of it deals with 
no more than the opening act—“ curtain raiser” might be a 
juster term—since, Cmdr. Wilson will recall, the performance 
was stopped by superior military orders before it had got 
properly under way. This helps to explain the challenge of 
my B.M.J. letter (1941, loc. cit.), which challenge still 
remains open. 

Finally, Cmdr. Wilson reports that by the introduction 
of sulphaguanidine in the spring of 1941 a reduction in the 
duration of illness to 11 days from the onset was achieved, 
which result “ appeared to make the further trial of bacterio- 
phage superfluous.” I hope Cmdr. Wilson will forgive my 
sdisillusioning him, but the facts are that statistical analysis 
of the recent authoritative Army figures of Cols. N. Hamilton 
Fairley and J. S. K. Boyd (Lartcet, 1942, 1, 20) and of my 
own figures of 13 years ago (Lancet, 1929, 2, 273) reveals that 


The inference is misleading ' 


sulphaguanidine présents no advantage whatsoever over phage 
in its rate of cure of the acute disease. Moreover, can the 
sulphonamides be administered with impunity to . provide 
“preventive development ” of full-blown dysentery in the same 
way that phage can? If so, why then, as to-day’s “ favourite,” 
are they not made available at once and used (which in vain 
I hawe advocated should be done with phage) where they are 
most needed—the front line of all three fighting Services?— 
I am, etc., 5 i 
‘ ARTHUR COMPTON, 
Director of Laboratory Service, Alexandna Municipahty. 


First-aid for Fractured Spine 


Sm,—It is with deep regret that I read of the tendency to 
instruct first-aiders to carry cases of fractured spine in the 
supine position. There is, of course, no doubt that, if care- 
fully handled, a fractured spiae can be transported safely in 
this position, but it entails expert handling on every occasion 
by skilled first-aiders. The question arises, Is this expert atten- 


tion always present, and, if so, are there always the time and: 


the facilities (e.g., during air.raids) to ensure that‘ thé natural 
contour of the spine is rigidly maintained and that no flexion 
movements of any kind take place? My own experience tells 
me that often there is no time for attention to small details 
of this sort and that consequertly irreparable damage may 
be done by injudicious handling. Should not, therefore, the 
first-aider be instructed to carry the patient ih that position 
where harm is less likely to result—namely, the prone position? 


The whole value of this method lies in the fact that the | 


dangerous movement of flexion is guarded against during 
transport. This danger is always présent, and its liability to 
occur can well be appreciated when one ‘considers all the 
movements often necessary to remove a patient from a 
demolished or-partly demolished building on to the stretcher 
outside. It is these manipulations that may have such serious 
consequences should transport be carried out in any position 


_ other than the prone. 


As regards the difficulty in diagnosis, the main duty of the 
first-aider is to treat the most important condition arising out 


of the accident. He is not concerned with accurate diagnosis. ` 


In the case in question, the patient will readily inform the 
first-aider as to the site of his pain, and should this be any- 
where along the vertebral -column no further investigation 
should be necessary ; the patient should immediately be turned 
into the prone position. Quite apart from the advantages 
detailed above, considerable relief from pain and much comfort 
are attained by this change of posture. . 

To all: rules there are, of course, exceptions, and in this 
case one might argue that patients with fracture of the cervical 
spine are better carried on their backs. This is quite true, but 
there is still little difficulty for the first-aider as regards 
diagnosis because these cases fall into two simple groups: first 
the fracture-dislocation, where the patient is usually uncon- 
scious and beyond treatment; and,.secondly, the subluxation, 
where the main complaint is pain in the neck and limitation 
of movement. In the latter case the first-aider should have 
no difficulty in instructing the patient to lie flat on his back 
with a' small pillow in the nape of his neck.—I am, etc., ; 

' DESMOND K. MULVANY, 


, Hospital of St. John and St. Elizabeth ‘Surgeon, E.M S 


| Sm,—The prone position in the emergency treatment of frac- 


tured spine has always given me the impression of being of 
more theoretical than practical value, and I was interested to 
read about Lieut.-Col. J>L. Moir’s method of transport in the 
supine posture (Oct.'31, p. 529), which appears to be of definite 
advantage to the first-aid worker. 

The supine position is, I think, the method of choice not 
only because it is simpler from the first-aider’s point of view 
but it is much safer and more comfortable for the patient. 
The diagnosis at the time of injury or in the casualty depart- 
ment of a hospital is: often difficult and therefore often 


incorrect. Fractured pelvis, with or without abdominal com- ' 


plications, and fractured ribs are frequently the cause of ‘error. 
and in such cases the prone position can only be harmful. 
Fractures of the spine may be complicated by head injuries, 


fractured limbs, and visceral injuries ; transport of these patients , 


in the prone position is contfaindicated. At'a recent large- 
[i 
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` scale Hoine Ghard exercise I attended, n many ra aches of the 
_ spine” ‘were admitted in the prone position, which was difficult 
“to maintain even in these uninjured “ patients.” Others treated 
ae supine posture were much more comfortable, 

consider it to be an advantage if the patient on ‘arrival in 
hospital is fixed’ ona special frame such as the one I described 
(Journal, March 4, 1939, p. 444), which holds the spine in a 
moderate,dégree of extension and yet allows nursing and trans- 
port without disturbing the fracture. The principle is similar to 
that of the’ Thornas splint in the first-aid treatment of fractures 
of the femur! Unless some form of splintage i is adopted the 
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uncomplicated gonorrhoea, said that in the uncomplicated ones 
6 `g. daily for two days had yielded 87% of cures in males 
and 93% in females. J. P. Pappas, U.S.A. (1942); claimed 
‘cures in 23 of 28 cases of previously untreated acute gonorghoea 
in soldiers treated each with a single dose ranging from 5 to 
7g. H. Pfisterer (1941) reported 95 cures in 100 cases treated 
' by Miescher’s two-day method, 

. The cases in the reports quoted above appear to have been 


` underoclose control, and this probably eliminated one source 


patient is moved bodily on several occasions from one site to . 


another withdut adequate fixation of the spine ; four transfer- : 


ences are, needed for x-ray purposes alone. 
Watson-Jones first advocated the prone position in- the 


emergency treatment of fractured spine in 1931;-and it has been 


widely adopted since. I feel t after this extended trial the 
time has \ come to assess, its practical significance in first-aid 
work.—]I am, etc., x F : 
Pinderflotda Emergency Hospital. - GEOFFREY HYMAN. 
Sır, —As a “ mere ’ physician whose waning energies wartime 
conditions have directed to the task of teaching first aid’ to 
Home Guard and A.R.P. personnel, I was interested to read 
the letter of Mr. Thomas Stowell on first aid. for fractured 
spine in the Journal of Nov. 21. I think many will regret 
that he didnot ask for space for details of- his methods. 
I hope he will also give us the benefit of his experience in 
teaching first-aiders how to djagnose the „presence of fracture. 
It is VETY | difficult ‘to. teach diagnosis of ‘any injury ; that of 
spinal injury is the ‘most difficult of all. I. am sure that 
Mr. Stowell ‘does not intend to imply that first-aiders ought 
to diagnose fractures which “in the absence of Tepeated x-ray 
examinations are overlooked Haul Jater disabilities arise.”— 
I am, etc, ` bo ae 
Downton, Wilts. 
Silplionsmides for Ganunhnea ” 


SR, —Dr. M: R. Soni (Nov. 21, p. 617) says tħat a few years 
ago I “stated that it is better: W wait until the attack [of* 
gonorrhoea] has lasted three weeks before starting treatment 
with any of the remedies [ie., sulphonamides].” It is not 
strictly correct to say that I “stated, etc.” In my letter to 
which Dr. Soni refers (Journal, 1938,:2, 91),. I said, “On the 
strength of this evidence, I suggest ‘that, etc.” and the con- 
clusion of the same paragraph indicated, . I “hoped,” that the 
recommendation was rather tentative and put forward às a 
basis for. discussion. I still believe ‘that the suggestion was 
sound as applied to any sulphénamide remedy which had been 
tested at all extensively then, but very, soon afterwards it 


I C. Marrmews, M.D., FRCP. 


“became clear that ‘sulphapyridine was so far superior to 


sulphanilamide and uleron that no wait was necessary. As J 


‘ had felt that the suggestion „Or recommendatľon was ‘tentative, 


no public ‘recantation seemed necessary. 
this error of omission in future. 

Dr. Soni challenges my statement that there i is oni evidence 
that administration of 5 g. sulphathiazole on two successive 


I hope to profit by 


~- days eradicates gonorrhoea, in males at least, in over 90% 


of- cases, and’ to prevent any misunderstanding J should like 


, here to cite briefly ‘the evidence which I had in mind: I had 


already circularized it to directors: of V.D. clinics in England: 

Prof. G.- Miescher, Zurich (1940), as a result of a systematic 
trial of nine schemes of dosage, arrived first at a one-dose 
cure and-later (1941), in collaboration with Schnetz iña paper 
which disclosed very careful: study of the cases, recommended 
5 doses of 1 g. each at intervals of two hours ‘on’ each of two 
successive days. With this scheme they claimed 55 cures in 
56 cases. Miescher’s work was evidently taken seriously, by 
some German Army medical officers. B.'Mdrschhiuser (1942) 
reported that with 10 tablets on each ‘of two successive days 
the relapse-rate in 731, cases had been’ 5.4%. W. Heyn (1942), 


“in 250 cases’ treated with 10 tablets the first day and 8 the 


next, had 10% of relapses. Taggeselle : (1942) reported 12% 
relapses in 110 Cases treated with 9 tablets a day for 2 days. 
Since’ dispatch of the’ letter criticized, by Dr. Soni I have 


' found three other references which . testify to the powerful 


effect of sulphathiazole in sufficient dosage. H. Haxthausen, 
Denmark ‘(1941), se a on oN cases or complicated and 
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of error in many civilian observations—the patients’ failure to 
‘take the preścribed doses.—I am, etc., 


London, $.W.1. , L. W. HARRISON. 
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Reporting of Deaths io Coroner - 
Sir,—In the Supplement of Sept. 12 (p: 25) there appeared 
a most interesting opinion as to the reporting of deaths to 


the coroner. I am not concerned with the circumstances that 
led to that opinion being sought or given, but I venture to 


submit that, without careful appreciation of the words used, 


the opinion may be misunderstood. \ 

‘The preamble that leads to the opinion states that the coroner 
asked for. certain cases to be reported to him; the opinion 
deals with the matter in terms of the coroner having or not 
having ‘a lawful right to require the information. The answer 


. given does not exactly correspond with the question that appears 


to have been asked, and it is in that aspect of the maner that 
confusion of thought may arise. 
It‘ is fundamental to a coroner’s jurisdiction that he be 


‘informed of a death: before being informed he has no powers. 
` As the opinion points out, apart from a few statutory examples 


(deaths in mental institutions, foster children, ‘etc.), there -is 
no statutory duty imposed on any person to report deaths 
to the coroner. By common law, however, there is a duty on 
any person who knows that a death should, be investigated 
by the coroner to report the fact.of that death to the coroner 
or to the police. And in this ‘connexion it should be remembered 
that a, medical man, with his scientific knowledge and his 
keener appreciation of the facts, is in a ‘better position to 
exercise this common-law duty than the average layman. 
Under-the Jaw. relating to the registration of deaths a doctor 
is required to give a medical certificate as to the cause of 
death to the, best of his knowledge and belief ; it.is said that 


“he should give a certificate even' though the death be violent, 
since there is no legal sanction that makes any provision 
.absolving him from the duty that statute law has ‘cast upon 


him. ‘Strict adherence to legal procedure, then, would require 
that the practitioner on the death of a patient whom he has 
attended during his last illness should issue a certificate of the 
cause of death (if he knows it) and at the:same time report 
the case to the coroner if it is one which should be reported. 
If he does not know the .cause of death he cannot issue a 
certificate, for the wording of Section 3 of the Coroners Act 


‘of 1887 casts upon~ the coroner the duty to inquire into all 


deaths the cause of which is unknown. If the doctor gives 
a certificate in a case that should be, but has not been, 
reported to the coroner, the registrar of deaths, when he 
receives the certificate from the relatives, is unable to register 
the death, but has a duty to report it to the coroner. In such 


‘a case he cannot register the death until he obtains from the 


coroner the latter’s decision and conclusion. Failure on the 
part of the medical man to report direct to the coroner will, 
therefore, involve a delay which may aggravate and distress 
the relatives of the deceased. 

Recognition of this avoidable cause of delay led to the 


- initiation some 12 years ago in my district\in London of a 


system whereby ‘hospitals (a few at first) were asked if they 
would report to me certain classes of cases direct, instead of 
sending the relatives with an indifferent certificate to the 
registrar, who might feel unable to accept it, This system 


g has ‘worked well „and has gradually been ete but it 
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is essentially voluntary and it has never been suggested that 
there is any legal compulsion behind it. p 

The effect of reporting to the coroner deaths occurring within 
24 urs of the administration of an anaesthetic places upon! 
his (the coroner’s) shoulders the responsibility of decision. 
In the opinion of the learned counsel, the coroner rightly 
“ requires ” the information. This ıs higher than I assessed it 
and I am grateful to find’ that I am so well supported and, 
indeed, carried forward. The reporting of deaths whichsoccur 
within 24 hours of admission to hospital is a valuable safeguard 
`~ against unexpected elements and contingencies. If need hardly 
be pointed out that it is in no sense a reflection upon a hospital 
that a patient should die soon after admission, but it may 
well be that a'patient should have beep sent in much earlier, 
or that prior treatment has been inadequate, or that there may 
have been neglect of the patient by himself or others before 
his admission to hospital. From the coroner’s point of view 
all these are matters of much importance. Incidentally, I have 
known many cases of criminal abostion, suicide,-etc., which 
have unexpectedly ‘been brought to light in this way. 

While, therefore, I think we must all be grateful for the 
publication of counsel’s opinion, it would be wrong to encourage 
any thought that it.indicates a serious divergence of outlook 
between the coroner and the medical profession. Both of 
them have their parts to play in a public service that has a 
great public value, and voluntary co-operation within the legal 
framework between doctor .and coroner is as much to be 
welcomed in this as in any other sphere of public activity— 
I am, etc., ; 

~ | W. B. PURCHASE, 

Coroner, Northem District, County of London: - 


oe 


Tetanus 4G 


Sm,—In his recent letter (Nov. 21, p. 619) Dr. J. H Hannan 
suggests that it is ùnnecessary to give antitoxin in tetanus 
because if the spasms can be controlled the“body will produce 
its own antitoxin in due course. I should like to comment 
on this view, because, although it is true of some mild cases, 
it would be unwise to assume that it applies to more than 
a minority. 

When a case of tetanus is first seen some toxin is acting 
on the nervous system (1 will call this “fraction A”) and 
there is no evidence that this can be neutralized by antitoxin, 
more is circulating in the blood and lymph (fraction B) and 
can probably be neutralized by antitoxin, and still more is 
being formed in the wound (fraction C), where its potential 
threat can be met if, when it is absorbed, there is plenty of 
circulating antitoxin to meet it. The danger of continued 
absorption from the wound is real and depends on its nature, 
severity, and the degree of infection. Recovery depends first 
on whether a lethal dose of fraction A is already acting on 
the nervous system before antitoxin is given. If this is so 
the prognosig is hopeless and death will occur whatever is 
done to control the spasms. Happily in a high proportion of 
cases this is not so, and'it is probable that a large dose of 
antitoxin neutralizes fraction B and 'stops further absorption'‘of 
fraction C, so preventing a lethal dose. After this, if spasms 
can be controlled and death by exhaustion prevented the patient 
should recover.. 4 ; 

When a patient is first seen it is impossible to say how 
much toxin has already been absorbed and how much is still 
present and being formed in the wound. Some cases, of which 
the one quoted by Dr. Hannan is an interesting example, have 
, only absorbed a ‘sublethal dose, and if no more is absorbed 
from the wound the patients will recover by their own powers 
of resistance. Because it is not possible to distinguish these 
with certainty when they are first seen it is desirable to give 
a large dose of antitoxin as soon as possible to évery case 
of tetanus. I think that to try to pick and choose those which 
need and do not need antitoxin will increase the mortality. 


—I am, etc., i 
Cambndge 


London, N W.. 
r. 


x LESLIE COLE. 
\ 

ı Prevention of Small-pox 

Sim,—Dr. Arthur Howard (Nov. 14, p. 587) says: “The 

letter on vaccination against small-pox from Dr. Killick Millard 

(Oct. 31, p. 530) 1s typical of the prejudiced point of view 

of present-day anti-vaccinationists. It contains several- mis- 


e 
F ` 


statements which should be corrected.” If Dr. ‘Howard really 
thinks that I am an anti-vaceinationist he is certainly much 
mistaken. Few living men can have spent longer hours pleading 
with persqns who were opposed to vaccination to get vaccinated 


, —I refer of course to actual small-pox contacts—than I have 


done. : Very many of these I have succeeded in convincing and 
have personally vaccinated them. 

As regards my alleged mis&tatements, Dr. Howard.specially 
emphasizes my contention that vaccination is a much more 
serious operation than immunization against ‘diphtheria. He 
claims that in his experience “it causes considerably less dis- 

_ comfort and incapacity than the usual injections for immuniza- 
tion against diphtheria.” I can only reply’ that Dr. Howard’s 
experience is quite contrary to my own, and I have had much 
personal experience of both forms of inoculation. I can only 
imagine that his experience has been either very small or very. 

- exceptional. I think that few medical men will agree with him. 

Dr. Howard concludes by°urging that a campaign should 
be started for universa] vaccination on the same lines as that 
now being conducted for immunization. Has it ever occurred 
to him that for nearly a century this country attempted to 
control small-pox by universal vaccination and signally failed ; 
that India is still attempting to do so and has failed even 
more signally, so that small-pox in India is still a terrible 
scourge, causing many thousands of deaths every year; that 
for the past half-century we in this country have virtually 
abandoned the attempt to secure universal vaccination, yet 
small-pox has all but disappeared and has quite ceased to 
affect our mortality returns? Diphtheria, on the other hand.’s 
still causes thousands of deaths every year, and immunization 
is still on its trial. The case for universal vaccination against 
small-pox is, therefore, entirely different from that for mass 
immunization against diphtheria.—I\ am, etc., 

C. Kurck MILLARD 
a \ 
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Leicester. y 


Riboflavin Deficiency 2 
Sır, —I was interested to read Dr. H. Scarborough’s account 
(Nov. 21, p. 601) of his investigations of the ocular signs in 
riboflavin deficiency, and his description of three cases showing 
the fully developed ariboflavinosis syndrome. It seems probable 
that cases of this deficiency are now more common than a 
review of the literature would indicate. May this‘not be due 
to the*fact that under wartime conditions we ate eating far 
more carbohydrates and far less proteins and fats than before. 
and thatyour vitamin intake is also reduced to a minimum? 
In all three cases described there appears to have been either 
some deficiency in absorption or a failure of storage or utiliza- 
tion of the vitamin. the first patient having had a gastric ulcer, 
the second steatorrhoea, and the third pernicious anaemia super- 
added. : ` 
. According to Dr. V. P. Sydenstricker (Amer. J. publ. Hlth., 
31, 344) when you get an excessive carbohydrate intake with 
a deficient absorption of vitamin or a failure of storage or 
utilization, ,the stage 1s set for a deficiency in one or other 
of the co-enzymes necessary for starch metabolism. ` 
Apparently the ocular symptoms are among the earliest 
evidence of riboflavin deficiency, and the striking result of 
replacement therapy is well illustrated in a case which I saw 
recently. A married woman aged 43 consulted me in 
September last complaining of double ptosis, photophobia, pro- 
gressive dimness of vision, and ocular fatigue ; her eyes itched 
and felt “heavy,” and she herself felt nervous and irritable 
and was easily tired., She had none of the classical signs 
(fissured lips, cheilosis,. glossitis, seborrhoea, etc.) of aribo- 
flavinosis, but had ‘recurrent styes and -“ ulcers’ of the gunis’ 
at about the period times.” She had a well-marked cutaneous 
rosacea, and had complained of dyspepsia. for some time. Nine 
months ago she underwent x-ray examination and a benign 
duodenal “ulcer was revealed. She had been put on a diet’ 
and had very little meat but plenty of bread-and-butter, 
potatoes, and Benger’s food. Mr. Harold Levy was consulted, 
for her eye symptoms; he diagnosed superficial keratitis and’ 
suggested riboflavin therapy. She was given‘2 mg. riboflavin 
orally-and 1 mg. riboflavin by injection daily. The response 
was immediate, and after. one week her ocular symptoms 
improved. Within a fortnight she felt perfectly well in every 
way and herself volunteered the statement that she had more_ 
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énergy and~the greatest sense of well-being that she had had 
. for months. The cutaneous rosacea’ was only’slightly affected. 

—] am, ete;,, Soa í 

' Mùswell, Hill, N.10. ` L S., Fox. 


Shock Treatment in Psychiatry. -~ 


» Sm,—I have “read your leading article on shock treatment ' 
mn psychiatry (Oct. 3, p. 397) and followed the correspondence ` 
„with. great interest, and fully*agree with those who deplore , 


this form of treatment. as a panacea. -I: feel it is misleading 
to compare shock treatment with malarial treatment of G.P.L, 
for in the latter the pathology is reasonably well defined, while 
‘in the former it is still an unknown factor. ` -~ 
If we assume that the symptom is the “total” reaction 

' of the individual towards the “total” environment, then an 
isolated form of treatment such as E.C.T. without any psycho- 
_therapeutic intervention is liable*to be of only temporary value. 
. We have all been able to observe how in any form of shock 
‘treatment the patient becomes more aceessible and able to 
form a transference relationship ‘with the'physician. This point 
is stressed by Dr. H. Pullar-Strecker (Nav. 21,.p. 619) when 


- discussing insulin treatment, and he also emphasizes the value 


~ of psychotherapeutic encouragement. , 
‘"May not one of the factors in convulsive therapy be a 
:ı psychological one—i.e., the patient hás experienced and 
successfully passed through a “ catastrophic experience,” which 
may be interpreted by him, as an atonement for the fantasied 
unforgivable sin which he has committed.—I am, ètc., 
‘Bishop's Stortford. D. N. HARDCASTLE. 


' ficial éffect of shock therapy in the treatment of the emotional 
mental disorders is now so firmly established,” etc. May I 
refer him to’ your annotation on “Brain Damage in. Shock 
Treatment” (May 30, p. 674) and also to Dr. William Sargant’s 

_ letter (Lancet, Sept. 5, p. 293) under the heading-of “ Recover- 
able Schizophrenia.” In the, New York State Hospital “a 
thousand schizophrenics treated with’ convulsive therapy did 
„even, worse than an. equivalent control group left untreated, 
‘while over a thousand cases treated with. insulin did three times 
as well.” There is mpch more to the point. I understand from 


Dr. Sargant’s letter that he thinks ‘that, if it is suggested that — 


insulin is now superseded by convulsive therapy, it. would be 
disastrous for the patients concerned. If that is his opinion, 
I heartily agree with him.—I am, etc., d : ý 

| Salsbury. ` ee i Horacs HL. 
> Convulsions under Trilene Anaesthesia. `- 
‘Sm,—Dr. Ysobel Garland’s account of ‘convulsions under 
trilene anaesthesia (Nov. 21, p. 607).resembles in some Ways 
‘a recent experience of mine. The patient was a woman of 58 
who had had no previous operation or illness of note. ` She 
‘had morphine 1/4 grain’ and atropine 1/100 grain an hour 
_ before operation, which was for removal of a simple cyst 
from the right breast. Trilene was the only anaesthetic given, 
„and was administered by the open method on a single layer 
of. Turkish towelling on ‘a Schimmelbusch mask. About 
2: drachms were required for induction, which took five 
‘minutes. When the patient. reached stage 3, plane 1, a layer 
~'of Gamgee tissue was. interposed between the ‘mask and the 
“face and a pharyngeal airway inserted. Ten minutes after 
beginning the anaesthetic, when 24 drachms had been given 
and the patient was still in the same plane of anaesthesia, 
‘cyanosis guddenly developed, respiration stopped,” and clonic 
contractions, confined to the’ right side of the body, started 


= ‘and lasted about ten seconds. The anaesthetic was stopped, — 
the head lowered, artificial respiration started, and O, and CO, 


administered. Breathing: was resumed in about 14 minutes ; 
' the operation was finished in a further, 20 minutes, anaesthesia 


' being maintained with a further 14 drachms of trilene without 


further untoward incident. The pulse was steady and full 
during the time of respiratory arrest, though somewhat rapid. 
The patient's temperature was normal throughout: both before 
and after- operation, and ‘recovery and convalescence : were 
-completely uneventful. It is my impression that such incidents 
with trilene are dué to the effect on the respiratory centre of 
too strong a concentration of the anaesthetic suddenly inhaled. 
—I am, etc., l nr 
Nehon, Lancs 


T. D. CULBERT.. 


‘+ s@ORRESPONDENCE* / 


” SR, —Dr. F.-T. Thorpe says (Sept. 5, p. 281) that the “ bene- , 
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i : Tonsillectomy _ 

- Sm,—One must agree with Mr. T. B. Jobson (Oct. 31, p. 512) 
` that the. use of the guillotine requires long practice and that 
‘there are still cases which may defeat even the most eKpert. 
To reduce this number to ‘the minimum I have found the 
following procedure, ‘which I ‘have not seen described, very 
useful in“adults and occasionally in children 

. The émallest guillotine through which the tonsil can be 
everted is used’and placed,so as to avoid both pillars. The 
tonsil is pushed through with thumb or -forefinger and the 
guillotine is closed., If then a dimple appears when traction 
is applied one recognizes possible danger of tearing or of 
'' buttonholing to the anjerior pillar. With a fairly sharp instru- 

ment one can break or cut through the strong fibrous bands. 


`~ The instrument is kept close against the lateral surface of the~ 


guillotine and -the bands cut through until the dimple dis- 
appears. One may then shel] out: the tonsil as one does in 
_a child without danger af doing damage. A useful instrument 
~ for the. purpose is a septum separator sharpened with a file. 
My results with this method are definitely better as regards 
- haemorrhage, appearance, and after-pain than by dissection. 
Mr. Norman Patterson’s plea (Nov. 14, p. 589) for complete 
removal’ of the adenoids is a-timely one. It is sometimes 
said that removal of -tonsils and adenoids does not stop, the 
constant succession’ of,“ colds”. which many of these children 
suffer from. 1 would Suggest that if a surgeon has more than 
1 or 2%-of children continuing with colds he should conclude 
that- he, is leaving some adenoid tissue behind. A small 
percentage of these cases are due to sinusitis, which, in the 
absence of adenoids, jclears up as a rule with appropriate 
treatment. The important thing is to put a finger in “the 
nasopharynx and feel that all the adenoid has, been removed. 
_ If some is left it can’ be removed by whatever method the 
_ surgeon prefers. Very often the small soft portion at the 
entrance, to the posterior nares can be most easily removed 
with the gloved finger-nail. i 
Whatever anaesthetic 1s given it should' allow time for the 
surgeon to -see that the tonsils are completely removed and 
to feel. that the adenoids are also completely removed.— 
I am, etc., ` 
Manchester. E. S! Burr HAMILTON. 
A M Sedimentation Rate , 
Sm,—During the last twelve months, while T was masque- 
rading as a rural ‘practitioner in Norfolk, I took the opportunity 
, of exploring the usefulness of the.sedimentin index in géneral 
{r practice. © I found, inter alia, that although theoretically the 
joggling of a car travelling along country lanes is not ideal 
for the peacetul process of sedimentation, in practice it was 
amazing how little it affected the. maximum velocities. 
Maximum velocities begun in the peace and warmth of my 
consulting-room @tontinued unaltered when taken for a ride, 
‘ and' others begun during a round of visits contitued unaltered 
when brought home to rest. True, I never compared the 
behaviour of a sample, ef blood taken to market with that 
of its brother who ‘stayed at home. I hadn’t the time or 
petrol for experiment. But even had I found some disparity 
between them, it wouldn’t have worried me ; for I place far 
- more reliance on the trend of serial readings in any case than 
upon any single reading: 
Dr. Della Vida, usually so accurate, has slipped up in one 
of his' statements (Nov. 14, p. 591). When 4 parts of blood 
„are diluted’ with 1 part of citrate, the original undiluted blood 
would be 25% “ stronger.” than the diluted sample ; for five 
of any object is 25% and not 20% more than four of any 
object. ‘I myself discovered this only quite recently, but among 
_mathematicians it appears to have been known for some time. 
No extravagant claims for the sedimentin index have 
appeared in print—yet (although some are on their way). Its 
‘ wholesale condemnation, by Drs Edwards, Penman. and Cutbill 
(Nov. 14, p. 591) would therefore appear a trifle proleptic. 
This attitude of mindi is not without glorious precedent, 
however. , The White Queen , screamed loudly before the 
- brooch flew open and pricked her; and the King of Hearts, 
unless my memory is at fault, was all in favour of verdict 
and sentence before hearing the evidence. One gathers from 
their letter that they have failed to gain satisfaction from the 
` sedimentin index ; and J canner help feeling that they are 
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wise in sticking to the simplicities of the Westergren technique, 
which is, after all, better than nothing, Half a moment, though— 
is it as: simple as all that, involving as it apparently does the 
use ef a constant-temperature chamber? That wouldn't suit 
me, I’m afraid, nor many other practitioners similarly ill 
equipped.—I am, etc., ` => 

Hartford, Cheshire. ° 


-Obituary 


J. G. McCUTCHEON. M.B., CuH.B. 

Scottish members of the Association, as well as many of their 
English colleagues, will learn with deep regret of the death of 
Dr. J. G. McCutcheon of Glasgow. He had for some time 
been in indifferent health, but he was taken seriously ill while 
returning from Blackpool to Scotland, and died in a hotel at 
Carlisle on Nov. 22. Dr. McCutcheon, who attended the 
recent Annual Representative Meeting, was to his great pride 
and pleasure re-elected after an interval of thirtéen years to - 
the Central Council of the B.M.A. He was previously a 
member of Council for five years, and he had rendered long 
and conspicuous service on many. committees, especially the 
Insurance Acts Committee, the old Medico-Political and 
Parliamentary Committee, and the Central War Emergency 
Committee, of which he was,a member for ten years. He 
was also a prominent member of the Scottish Committee and 
had been its chairman. In 1933-4 he was chairman of the 
Glasgow Division, and in 1936-7 president of the, Glasgow , 
and West. of Scotland Branch, of which for several years he 
had been honarary secretary. He was also deputy chairman of 
the Scottish Central :Medical War Committee. . : 

Joseph Glaister McCutcheon, a native of Lanark, was born 
in October, 1880. In the Boer War he served with the Scots 
Greys, and after his’ return to medical study graduated M.B., 
Ch.B. of Glasgow in 1908. .For many years he carried on 
a large practice in the. Townhead district of Glasgow, and 
later in the West End. During the last war he ‘served with 
the R.A.M.C, in France and reached the rank of lieut.-colonel. 
For a number of years he was a member of the Glasgow 
Corporation ; he was ‘also a justice of the peace, and in 1937 
was appointed deputy liéutenant for the City of Glasgow. He 
was chairman of his Panel Committee, chairman of the 
Medical and Dental Defence Union of Scotland, and‘a member 
of the Scottish Blood Transfusion Council. Recently he had 
been made a medical referee under the Ministry of Pensions. 

McCutcheon will be remembered in Association meetings 
for‘his' interventions in debate, always marked by vigour and 
good, sense, and often by pawky humour. His last speech 
in London was in praise of health centres and group practice, 
and he said how much he and his family would look forward, 
when that came about, to living in a small private house and 
saving the carpets and the furniture!’ A genuine spirit of 
kindliness shone in him, and a love of fun twinkled in his 
rugged features. He will-be greatly missed. 


J. L. writes: 


The sudden and tragic death of Joe McCutcheon has come as a 
great shock to his intimate fnends,’and he had many such. Though 
poor health, following on serious illness a few years ago, had com- 
pelled him to retire from general practice, he had yet been able to 
undertake work under the Mmistry of Pensions, and there was 
nothing to indicate that his end might be so-near. If such were 
known to him, it was characteristic of the man not to share the 
knowledge with others. I have enjoyed his intimate friendship for ‘ 
many years. The acquaintance began with a casual meeting on an 
embarkation wharf~in August, 1914, when Capt McCutcheon, 
R.A.M.C, Special Reserve, as he was then, was' attached to a field 
ambulance of the B.E.F.~ By the curious chances of war, we were 
fated subsequently to be often thrown together, first when I was 
attached later.to the same field ‘ambulance. ` After nearly a year in 
that unit Joe was transferred to the Home Establishment and was 
appointed to the medical charge of the Household Battalion, which 
he accompanied over-seas. Once again fate brought us together and, 


GeorceE Day. 








‘. from personal acquaintance with the officers of that regiment, I 


learned of the very high regard in which Joe was held and of the 
great confidence reposed ın him by all ranks; the expression 
“ white man,” used of him by one of the officers, -perhaps aptly 
describes their regard. After some months he was transferred once 


\ 
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more, and later was appointed DA.D.MS. of the Division, wit! 


the rank of major. In this position his ability, tact, and cheerful 
ness made him persona grata with all. His final appointment a 


‘eut.-colonel commanding a field ambulance in the same Divisio: 


maintained -our close association up to, and after, the cessation o 
hostilities. 

In, his home life Joe was the devoted husband, and ideal fathe: 
But to the burden of his own poor health there was, lately adde 
distress and concern occasioned by his wife's severe and painft 
iliness, so bravely borne by her? In this, perhaps more than i 
anything else, was displayed the most*lovable aspect of his characte: 
while his indomitable cheerfulness was both an encouragement t 
her and a support to himself. Joe was a man of high ideals and‘ 
strong sense ot duty. Combined with these were a remarkable powe 
of understanding others, an infinite ‘capacity for taking pains, an 
an unlimited kindliness of heart. Consideration of self would hav 
been his last thought, and nothing was too great a trouble if h 
could be of’help to others 

1 


EDGAR HAYDON, M.B., ` ' 
Dr. Edgar-Haydon; who died ať Newton Abbot, Devonshire 
on Nov. 16, was in hig 84th year. For 55 of them he was : 
member of the B.M.A., and in 1922-3 president of the South 
Western Branch. He graduated M.B., C.M. with. honours a 
Glasgow in 1881, and held house appointments at the Glasgoy 
Western Infirmary. ` 


Quite apart from his professional practice (writes a colleague 
few men have won the affection of a community to a greater exten 
than Dr. Haydon. He radiated fméndliness and encouragemen 
towards éverybody and gave himself and his substance to all goo 
works, notably the growth and development of Newton Abbo 
Hospital; indeed, its whole history from the smallest beginnings ii 
private rooms to its present commodious and up-to-date building 
is epitomized in Dr. Haydon’s life. He sponsored appeals fron 
public and private sources that produced thousands of ' pounds tha 
the public might have the best possuble treatment on their doorsteps 
Before the last war he secured over £4,000 (a large sum for thos 
the treatment of malignan 


The war over, the need for further building extension ards: 


and Dr. Haydon went boldly out for £16,000, which was forthcoming 


in less than two years. He'found time, too, for much public work 
and served on the Newton Abbot Urban Council for some years 
He was a prominent Freemason, and among his honours he wa! 
PM. Devon Lodge 1138 in 1905 and held «he rank of P.PJ.G.W 
He was thrice president of the local Rotary Club, and for years o: 
the Y.M.C.A. In a country area it was natural, too, that hi: 
interest should be linked to agriculture, and in 1923 he became 
chairman of Devon Agricultural Show Committee. It is difficul 
to find in the district any aspect of community life that he did no 
touch in generous and practical ways. 

‘Another colleague writes: The name of Haydon is familiar al 
over this” countryside and beyond, and Edgar Haydon was its mosi 
conspicuous representative. For his kindly sympathy and medica’ 
skill he was trusted and honoured by all sorts and conditions oj 
men, rich and poor alike. In a way he was a typical family doctor 
He came to the town, as a young university graduate and succeedec 
his brother, who died soon after. He took up with enthusiasm the 
medical and public life of the town and neighbourhood. From it: 
small beginnings the Newton Abbot Hospital was really, his chief life. 
work; and he had a marvellous gift for enlisting the help of rict 
and poor in its progress The response of all classes to it: 
needs has been due ‘more to him than to anyone else. He was 
undaunted by difficulties that would have discouraged many 'men 
and was full of resource, determination, and courage. The lasi 
months of his life were clouded by the fact that his only surviving 
son, Brigadier C. Haydon, was reported to be a prisoner of war 
His loss will be felt by his colleagues and friends for many years 


to come. t 
\ 


Mr W. SAMPSON HANDLEY writes: : 


In the country towns of England are often to be found practi- 
tioners who, by force of character and by long and efficient service 
to their patients, have become little kings in their own district, 
known and trusted by everyone. Such a one was Edgar Haydon. 
The son of a Devon doctor, he had the inestimable advantage of 
a country upbringing As a boy he roamed over Dartmoor and 
acquired that love of the moor and of horses, and that keen appre- 
ciation of Devon character and humour, which in later years gave 
him the key to so many hearts. His own forebears came from 
Cornwall, and it was perhaps from..some adventurous sailor with 
his ¿yes fixed on the horizon that he inherited his wide outlook 
over the fields of medicine, and the spirit of exploration that to his 
latest days made him receptive of new methods of treatment 

About 1882 he settled in,Newton Abbot, and to that town and 
district he gave sixty years of strenuous service, only terminated a 
fortnight before his death In his earlier’years he had medical 
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«charge of the local infirmary, and he used to attribute his success 
in practice to the recommendations of his Poor Law patients. It 
was perhaps due equally to the persistence with which, through the 
years, he pursued his postgraduate education by tonstant visits to 


London hospitals, and especially to the Middlesex Hospital, but most ° 


of all to his kindly and breezy personality and to his clinical ` 
acumen, He became surgeon `'to the Newton Abbot Cottage 
Hospital, and it is largely owing to his initiative that it has bécome 
an important general hospital. He equipped a new-x-ray department 
at his own expense. Impressed with the value of radium for the 
treatment of cancer he, more than twenty years ago, collected a 
fund for its purchase, which gave to Newton Abbot the largest stock 
of radium, for its size, of any town in England. Thus equipped, 
the Newton Abbot Hospital, mainly through Haydon, has done 
valuable pioneer work in the use of radjum by implantation, attract- 
ing cases from a wide'district. When the present war began he had 
just retired from active practice, but upon the calling up of one 
of his partners he returned to work and seemed for a time to 
become a younger man, though» he was then over 80. More 
recently acute anxiety about the fate of his only surviving son, a 
distinguished soldier, after the fall of Tobruk, aged him rapidly. 
Three of his sons died during the Jast war, two of them on active 
service. 

Haydon’s work did not receive the public: recognition ıt well 
deserved, nor did he seek it. His house possessed ‘one of the most 
beautiful gardens, for its size, in England, and 1s surrounded by a 
high granite wall within which many rare shrubs flourish. The, 
view extends to his beloved Hey Tor. In this happy setting he 
passed his u life, and ho has well earned his rest. He was twice 
married, and eaves a widow to mourn him. 





Dr. ARTHUR Birt died at Halifax, Nova Scotia, on Nov. 19. 
He was born on Dec. 31, 1864, and was educated at Edinburgh 
Collegiate School, where he won the gold medal and was Dux 
of the school. He graduated M.B., C.M. at the University of 
Edinburgh in 1887 with distinction, and was house-physician 
at the Edinburgh Royal Infirmary. After serving five qan as 
deputy superintendent at the Durham County Asylum he 
settled in Nova Scotia, where he became well known as,a con- 
sulting physician, and published numerous articles in the 
Canadian medical journals. He proceeded M.D.Ed. with 
honours in 1898, and was elected à Fellow of the Royal College 
of Physicians of Canada in 1931. . 





The Services 








The King has approved the award of the R.N.V.R. Officers’ 
Decoration to Surg. Cmdrs. E. A. Gerrard and J. L. Cox and 
Acting Surg. Cmdr. E. I. Puddy, R.N.V.R. : 


'.  GASUALTIES IN THE MEDICAL SERVICES 


Temp. Surg. Lieut. DOUGLAS JAMES NAUGHTON, R.N.V.R., is 
included as “ missing, believed killed ” in an Admiralty Casualty 
List published on Nov. 19. ‘He was born on May 15, 1913, and 
was educated at Trinity College, Dublin, where he graduated 
M.B., B.Ch., B.A.O. in 1941. “He held a house post at Hull 
Royal Infirmary before entering the R.N.V.R. this year. 


Surg. Lieut. ALASTATR BAIRD KENNEDY, R.N.V.R., is reported 
“ missing, presumed killed ” on active service. He was born on 
Aug. 3, 1906, the only son of Mr. and Mrs. A. A. Kennedy of 
Seaton, Devon, and qualified L.M.S.S.A. in 1940. After holding 
a resident post at Wellhouse Hospital, Barnet, he entered the 
R.N.V.R. last January. He leaves a widow. g 


Lieut.-Col. DeLvme BELL, M.C., 'R.A.M.C., died at Netley 
on Nov. 3. He was born on Oct. 22, 1888, and was educated 
at the University of Edinburgh, where he graduated M.B., Ch.B. 
in 1911. After serving as resident surgical officer at the Schiff 
Home and as house-surgeon at the Swansea General and Eye 
Hospital he entered the R:A.M.C. as Jieut. in Oct., 1914. He 
became lieut.-col. in 1938. . He served in the war of 1914-18, 
was twice mentioned in dispatches, and was awarded the M.C. 
He had recently begn stationed at Cairo. 


War Subs. Capt. Jonn WaLLs Gipson, R.A.M.C., was killed 
in action in’the Middle East in November. He was born on 
April 21, 1917, the only son of Mr. and Mrs. Andrew Gibson 
of Uphall, Broxburn; West Lothian, and was educated at the 
University of Edinburgh, where he graduated M.B., Ch.B. in 
1939. er working as an assistant to a Leeds firm of doctors 
he entered the R.A.M.C. as temp. lieut. He was a member of 
the B.M.A. P 

Prisoners o 
War Subs. 
F. J. Murray, 


War —War Subs. Capt. J. K. Drucquer, RA.MC, 
t. J. H. McLaughlin, R.A.M.C., War Subs. Capt. 
FAMC, War Subs Capt. R. J. S. Walker, R.A.M.C. 
wv. . 
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' Universities and Colleges 











, UNIVERSITY OF CAMBRIDGE 


At a Congregation held on Nov. 20 the degrees of M.B., ‘B.Chn 
were conferred by proxy on J. Ç. N. Westwood and W. K. S 


+ Moore. A 


_ UNIVERSITY -OF EDINBURGH 
At the last meeting of the University Court it was agreed, on the 
recommendation of the Fatulty of Medicine and the Senatus, to 
invite Prof. E. D. Adrian, O.M., M.D., F.R.S, to deliver the 
Sharpey-Schafer memorial lecture for 1943. 


UNIVERSITY OF GLASGOW 

The University Court has accepted an offer from Mr. Fred H. 
Young, a Glasgow carpet manufacturer, of a sum of £22,000 to 
endow a lectureship in ‘orthopaedics within the department of the 
Regius Professor of Surgery. At the request of the donor and with 
a view to providing Se ad facilities, the Court has invited the 
co-operation of the managers of the Western Infirmary and, at 
least during the war, of the Department of Health for Scotland. 
The lectureship will be associated with the post of orthopaedic 
surgeon (with charge of the out-patient casualty department) at the 
Western Infirmary and with the post of visiting orthopaedic surgeon 
to a country emergency hospital in the West of Scotland. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
3 ` Annual Meeting of Fellows and Members 


The annual meeting of Fellows and Members of the Royal College 
of Surgeons was held at Lincoln’s Inn Fields on Nov 19. The 
President, Sir Alfred Webb-Johnson, presented the general report 
of the Coutcil for 1942. In doing so he referred to a marked 
quickening of interest on the part of the Fellows and Members in 
the doings of the College. Many of the concerns now .occupying 
the, Council might very! largely ‘affect the future of the younger 
Fellows and Members. In participating in the work of the Medical 
Planning Commission particularly the Council was desirous of 
gathering the feeling of the younger surgeons. : 

The President went on to say that it had been decided that the 
time had come when changes were needed in the College examina- 
tions. The Council had applied for permission to alfer the. by-laws 
so as to make the Primary Fellowship examination postgraduate and 
to add. pathology as one of the subjects. A hardship ‘had been 
experienced in respect to the Final Fellowship examination, whereby 
many candidates from over-seas could not. be admitted to the 
examination until,four years after qualification, or, to avoid this 
period of waiting, must take the examinations for the L.R.C.P., 
M.R.C.S. diplomas, though they were already in possession of 
university degrees. It had therefore been decided to seek an altera- 
tion wheréby there would be required from such candidates for the 
Final examination evidence of training and experience which the 
Council might from time ,to time deem necessary in order to main- 
tain the"high standard of the Fellowship. Another innovation was 
the establishment of a ‘research chair in ophthalmology. Finally, he 
referred to the working, together of the three Royal Colleges 
There was already a standing joint committee, and the question of 
post-war building had been considered. Each of the Colleges had 
shown a desire that all three should be housed en one site, but 
although sites, including Lincoln’s Inn Fields, had'been considered, 
no conclusion had yet been reached. It must:be better for all three 
to work together than to be in different parts of London. One of 
the Colleges had asked for the drawing up of criteria concerning the 
training and status of consultants, and this had been done. 

In some brief discussion following the President's remarks, Mr. 
R. M. Handfield-Jones' referred to a certain apathy which had 
existed among Fellows concerning College affairs. In the sister 
College there was a Comitia which ‘was open to Fellows and at 
which the Council was able to gather their opinions on matters of 
internal and external policy. It would be a good thing to elicit the 
opinion of the general body of Fellows on matters of importance, 
and meetings for this ‘purpose, while having no status ‘and being 
quite’ informal, might strengthen the hands of the Council. Mr. 
E. A. Crook thanked the President and Council for the anxiety they 
had shown to leam the feelings of the younger surgeons. Mr, D. H 
Patey spoke of the reconstruction of the museum, and suggested that . 
the emphasis in‘ the re-formed collection should be on quality rather 
than on quantity. The amount of material in the past had been 
a weakness rather than a strength. 

The President, in replying, said that strong reasons would cer- 
tainly have to be forthcoming if the College consented to move 
from Lincoln’s Inn Fields. It had still about, £200,000 worth of 
building standing, which was not adaptable to any other purpose. 

The usual resolution calling for representation of Members on the 
Council was not taken at this meeting, because since the war there 
has been no possibility of ‘obtaining any change in the Charter of 


„the College. 
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Medical Notes in Parliament 
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: Acting Rank in the Army 

Sir J. GRIGG, replying to qyestions on the subject of acting 
and temporary rank in the Army, said he had reviewed the 
rules under which officers had been required to relinquish 
temporary rankjon ceasing to perform the duties for which the 
rank was granted. He had come to the conclusion that there 
were good grounds for giving the holder of temporary rank, 
which might have been held for long periods, a greater degree 
of security in his rank. In future an officer holding temporary 
rank would be permitted to retain it whileson a course of instruc- 
tion. He would retain it durng the interval between bein 
posted `away from one unit and joining his new unit, provided 
he was fit and available for duty during the whole period and 
any delay in his joining his new unit was due solely to the 
exigencies of the Service; this would cover the voyage period 
in the case of officers ordered over-seas. In addition officers 
would be permitted to retain temporary rank while absent sick 
up to a period of two months (provided that the sickness was 











- not their fault), and, as previously, for three months if wounded 


in. action, ` 
z Venereal Disease 
On Nov. 17 Mr. Bootusy asked the Secretary of State for 
Scotland what steps were being taken to combat the menace of 
venereal disease by means of propaganda designed to encourage 
preventive measures and to secure immediate treatment in cases 
Mr. JoHNSTON said he hoped to issue to local 
health authorities this week a circular reminding them of the 
continuing need for enlightenment of the public about venereal 
disease and urging them to.consider at once an expansion of 
their arrangements ın this respect. È 
Dr. SUMMERSKILL asked ıf the Minister was aware that the 
Government had introduced a regulation on this subject which, 
from a medical point of view, was so limited in character that 
it would be quite ineffective in stamping out venereal disease. 
Mr. JOHNSTON: That regulation has been drafted on the advice 


Of our skilled,medical officers. A 


On Nov. 17 Major Lioyp asked the Secretary of State for 
Scotland whether, to combat the increase in venereal disease in 
certain areas in Scotland, he would take immediate steps to make 
this disease compulsorily notifiable, empowering local authori- 
ties to follow up and treat the victims of the disease. Mr. 
JOHNSTON said that the first part of the quegtion raised highly 
controversial issues, ‘but. powers had been faken by Defence 
Regulation under which medical officers of health might require 
any person who had been reported by two separate patients as 
the source of infection to undergo medical examination and 
any necessary, treatment, and to remain under treatment until 
certified free from infection. He was bringing these powers to 


‘the attention of local’ health authorities and their” medical 


officers of health. The result of the operation of the Regula- 
ton would be kept under regular review. 


` 


Industrial Medicine : 

Sir Davip Munro, addressing the Conservative Health an 
Housing Committee on Nov. 17, referred to what he termed the 
charter of the works medical service given by Mr. Bevin in his 
Order of July, 1940, in which it was laid down that factory 
Managements were -to engage doctors and/or nurses in circum- 
stances recommended by the*Factory Department. Not all 
firms could engage a whole-time doctor, but the larger number 
of part-time doctors thus drawn in would promote the educa- 
tion—badly needed—of general practitioners in occupational 
disease. With illustrations from the Royal Ordnance Factory 
Medical Service, Sir David indicated what a State service might 
do in the selection of operatives for their suitable occupations, 
in improving their health and efficiency at work, and in 
rehabilitating them after injury or illness. He envisaged an 
institute’ of industrial medicine, at which, for instance, all toxic 
substances should be examined for their harmful, eftects before 
being taken into industrial use, and a diploma of industrial 


medicine, perhaps even a membership and fellowship under. 


the aegis of such a body as the Royal College of Physicians. 
The medical services were part of welfare, and there should 
be in every factory a fusion between production, management, 
and health and welfare services. All were a function of manage- 
ment. This was achieved at the Ministry of Supply by a 
Welfare Board. ; : 
Pensions Appeal Tribunals 
The Debate on the Address was resumed in the House of 
Commons on Nov. J8 and succeeding days. 
Major MILNER said the delay in setting up pensions appeal 
tribunals was inexcusable. He understood that if the Medical 
- é ; 


! 





. 4 


A e 

Personnel Priority Committee were directed by the Governme 
it could find the doctors for- the staffing of these trbunals- 
a matter of 50. Sir STAFFORD Cripps replied that tł 
desirability of these. tribunals was not an issue. The so 

uestion was whether at present it was possible to constitu 

em.- All the suggestions for temporary’ or alternative pri 
cedure had not been approved by the organizations representir 
ex-Sdrvice men. The Ministry of Pensions found great difl 
culty in getting \sufficient medical men for its current need 
Those coming forward were not suitable, or those suitab 
were not sufficient. Not the Central Medical War Committe 
nor the Services Departments, nor the Priority Committee cou! 
provide a sufficient number of highly qualified medical men 1 
carry on the purposes of these tribunals. These bodies had bee 
asked, and that was their, answer. 

Dr. HADEN GUEST interposed to say the chairman of tl 
Priority Committee had told him he might say this was not s 
Sir STAFFORD said thdt, granted priority, medical men could t 
taken away from the Services,ebut to get medical personnel < 
sufficiently high st4ndard for final tribunals was, at the presei 
time, impossible. 


War Workers and Hours of Work 

Mr. Brown told Sur Robert Young on Nov. 19 that he ha 
seen a Press report of the proceedings of the Annual Pan 
Conference, and particularly the statements'made by medic. 
men regarding the health conditions of war workers, and alleg 
tions of physical and mental exhaustion as the result < 
excessive hours of work. The conference had not made ar 
reference to him on the matter. Should it do so, #e would ce 
‘tainly consider what action on his part appeared to be called fo 


Notritional Anaemia on 

Replying to Dr. Summerskill on Nov. 19, Mr. BROWN sai 
his attention had been called to an article: ın the medical pre: 
which stated that evidence of nutritional anaemia had 
found among certain groups of women and young childre1 
He had therefore arranged for iron preparations to be availabl 
in all day and residential nurseries and in emergency maternii 
homes. The majority of welfare authorities already provide 
similar preparations at their centres for expectant mothers an 
young children found to require them. 


5 Panel Capitation Fee 

Sir LEONARD LYLE asked on Nov. 19 if Mr. Brown kne\ 
that since the start of the war the general body of msuranc 
ractitioners had tried to secure an increase in the capitatio: 
ees adequate to enable them to meet the extra cost of wartim 
conditions and the increased work involved, the increase sug 
gested being 2s., of which only 9d. was approved ; and whethe 
he had reached a decision on the representations made to hir 
on this subject by the Insurance -Acts Committee of the B.M.A 
Mr. Brown said he had received representations from the com 
mittee to this effect. He had agreed that from the beginnin 
of this year the capitation fee should be increased from 9s. t 
9s. 9d. a year to meet the increase in practice expenses and th 
loss of private fees from the new class of insured persons. H 
had considered the request made this year for a further increase 
and on Qct. 17 he informed the committee that he was no 
able to accede to it ? 


a Medical Advisory Committee ; 

Sir Francis FREMANTLE on Nov. 26 asked what steps th 
‘Minister of Health was taking to keep in touch with representa 
tive medical opinion im regard to the planning of the future o 
health servicés. Miss HoRSBRUGH said Mr. Brown had for som 
time felt the need for associating with the work of the Ministr 
of Health a representative body of medical men and wome 
engaged mainly in the clinical practice of their profession. H 
had therefore set up a Medical Advisory Committee whos 
terms of reference were to advise him on the medical aspect 
of problems relating to the health of the people. [The name 
of the members of the committee are published on page 670. 


Nurses’ Eligrbillty for Workmen’s Compensation—On Nov. 1 
Mr. WittraM Brown asked the Home Secretary whether he woul: 
take steps to ensure that the nursing profession came within th 
scope of the Workmen’s Compensation Acts, Mr Peake replie 
that Mr. Brown was under a misapprehension in thinking that th 
nursing profession as such was outside the scope of the Act. I 
any individual case it depended on whether the nurse worked unde 
a contract of service, and from a decision of the Court of Appeal i 
. 1938 it appeared that. generally speaking, nurses in hospi Is anı 
similar institutions came within the Act. 


Committee on Medical Schools —On Nov. 24 Mr. MANDER aske 
the Minister of, Health the position with regard to the Committe 
on Medical Schools which was considering the desirability of increas 
ing the facilities for women to study in medical schools in London 
and when a report was expected. Miss HorspruGu replied that sh 
could not give a date for the report, but the issues involved were o 
first-rate umportance and would demand some time for examination 
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. $ . aR No. 45 
INFECTIOUS DISEASES AND VITAL STATISTICS 


‘We print below'a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Nov. 14. 


Figures of Principal Natifiable Diseases for the week and those for the corre- 
dig week last » for: (a) England and Wales (London included). (b) 
Tondon (administratrve county). (c) Scotland. (d) Eire.: (e) Northern Ireland. 
Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
or: (a) The 126 great towns in nd and Wales (including London) 

) London:(administrative county). (c) 16 principal towns in ‘Scotland. (d) 
The 10 principal towns in Northern Ireland. 


A dash — denotes no cases; a blank space denotes disease not Hotifiable or 


13 principal towns in Eire. (e 


. no return available, _ 
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Owing to. on schemes and other movements of population, birth and 
PEAN rates for Northern Ireland are no longer avaifable. f , 
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- EPIDEMIOLOGICAL NOTES 
Discussion of Table 


e e 
In England and Wales during the week a sharp rise occurred 
in the incidence of measles 347, whooping-cough 190, scarlet 
fever 144, and diphtheria 59. Cerebrospinal fever, with a drop 
of 15 in notifications, is now at the lowest level since 1939. 

Yorks West Riding had the largest rise in the notfications of 
scarlet fever 71, and of diphtheria 31 ; while Lancashire, with 
23 more cases than last week, had the greatest increase in 
whooping-cough!, ' 

The notifications of dysentery were 6 more than last week, 
Outbreaks were reported during the week from Yorks West 
Riding (Leeds C.B. 18) and in Hertfordshire, where 11 cases 
were recorded in the adjacent rural districts of Berkhamsted 
and Watford ; 21 more cases were recorded in the outbreak in 
Yorks North Riding, Middlesbrough C.B. In London the cases 
8 to 14. Other important 
centres of infection were Durham 12, and Surrey 10. 

In.Scotland a rise agairf occurred in the incidence of measles, 
30 cases, while a fall was registered for diphtheria, 46, and for 
scarlet fever, 61. Notifications of measles were high in the 
burghs of Dundee sand Kirkcaldy—in the former rising from 
47 to 104, and in the latter from 29 to 56. 

In Eire there were a few more cases of poliomyelitis ; during 
the past ten weeks 226 cases have been notified. The outbreak 
of typhus in Galway, 13 cases, has resulted in 1 death. The 
increasing incidence of scabies is causing concern to the local 
authorities. f 

K Small-pox _ 


No fresh cases have been confirmed in Edinburgh during the 
last week. At present ‘there are 20 patients and 1 under 
observation in the small-pox wards. No further cases have 
been reported from Cowdenbeath. A suspected case in Perth 
was not confirmed, but small-pox has appeared in a new area— 
the case of a young male in Inverurie, Aberdeenshire,. having 
been reported. 

i GA Measles 


The notifications of measles in England and Wales are higher 
than they have been for over a year. The largest increases 
recorded during the week under review were those of Yorks 
West Riding 282, and Lancashire 75. These two counties had 
almost half—3.840 out of 7,731—of the total cases in the 
country, and their recent experience has influenced to a con- 
siderable extent the general trend of this disease. Since the 
beginning of September the weekly notifications have been more 
than doubled in Lancashire, and a six-fold increase has occurred 
in Yorks West iy, Particularly severe outbreaks have been 
recorded in some of the county boroughs of these counties. 
The largest totals during the week reviewed were: Yorks West 
Riding, Bradford C.B. 505, Leeds C.B. 386, Huddersfield C.B. 
167, Sheffield C.B. 120; Lancashire, Manchester C.B. 282, St. 
Helens C.B. 206, Blackpool C.B. 146. 


t 
x Returns for the Week Ending November 21 
The returns of infectious diseases ın England and Wales 
included ‘the following: scarlet fever 2,914, whooping-cough 
1,246, diphtheria 1,001, measles 8,816, acute pneumonia 645. 
cerebrospinal fever 68, dysentery 117, paratyphoid 5, typhoid 6 


l Medical News 


Dr. Donald Hunter, F.R.C.P., will deliver the Finlayson Memorial 
Lecture on “ Generalized Diseases of the Skeleton ” ın the hall of 
the Royal Faculty of Physicians and Surgeons, 242, St. Vincent 
Street, Glasgow, on Wednesday, Dec. 9, at 4 p.m 

At a meeting of the Section of Therapeutics of the Royal Society 
of Medicine on Dec. 8, at 2.30 p.m, a discussion on ‘t The 
Aetiology of Erythroblastosis Foetalis on Certain Haemolytic Trans- 
fusion Reactions, with Special Reference to the Rh Factor ” will be 
opened by Drs. P. L. Mollison and G. L. Taylor. ‘ 

The last lecture in this year’s autumn programme of Chadwick 
Public Lectures will be given on Tuesday, Dec. 8, at 2.30 p.m., at 
the Royal Society of Tropical Medicine, 26, Portland Place, W., by ; 
Dr. W. Norwood East on “ The Differentiation, Prevention, and 
Treatment of Anti-social Behaviour Disorders.” Admission is free; 
tickets are not required. i 

A meeting of the Pharmaceutical Society will be held at Friends 
House, Euston Road, N.W., on Thursday, Dec. 10, at 2.30 p.m., 
when Dr. R. Melville will deliver a lecture on “ Medicinal 
Indigenous Plants.” i 

On Nov. 25 Mr. Arthur W. Down celebrated his 90th birth- 
day. Throughout its existence he has been the guiding spirit of 
Down Bros. Ltd., surgical instrament manufacturers. 
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An appointments bureau for out-patients, open from 9 a.m. to 
5 p.m., came into operation at the Charing Cross Hospital on 
Dec. 1. Doctors are invited to telephone or write for appointments 
Mentbers of the public also may write for an appointment or apply 
personally at the hospital. The creation of this bureau is in line 
with the general policy of the big London general hospitals, which 
are using the appointments systgm in an effort to save the time of 
patients and to enable the hospital authorities to, organize a schedule 
of working. 


The Council of the National Association for the Prevention, of 
Tuberculosis passed the following resolution on: Oct. }9:*“ The 
Government declaration. on tuberculosis is a great step forward 
which all interested in the eradication of this disease will most 
heartily welcome. The National Association desires also to con- 
gratulate the Minister of Health and thè Secretary of State for 
Scotland on having brought forward this great reform and offers 
Its whole-hearted co-operation in the practical working of the 
scheme. The National Association is taking the earliest possible 
opportunity of obtaining further information about the scheme.” 


Dr. B A. Thomas (Gray’s Inn) was called to the Bár on Nov. 17. 
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QUERIES AND ANSWERS 
- Sulphonamides for Leukaemia? 
Dr. J. HarToN Rayner writes to ask if drugs of the sulphonamide 
group have been used with any effect in the leukaemias by reason 
of their known leucopenic action. 


Intractable Urticaria 
C. B. suggests that J. R. (Nov 28, p. 654) should minutely investi- 
gate the possibility of the condition being due to dental sepsis or 
infection of nasal sinuses. The association is not unusual. 


First-aid Treatment of Wounds 

Dr. Cyri Goutp (Corps Surgeon, Luton Corps, St. John Ambu- 
lance Brigade) writes: In reply to J. R. L. (Oct. 31, p. 534), 
first ad is not’treatment, but assistance rendered at the time of 
the emergency with such material as may be available until 
medical aid is procurable. Candidates for the B.R.C. or St. John 
Ambulance Association exams are, or should be, examined on the 
manuals, and therefore lecturers should keep strictly to the books. 
Having passed their first-aid exam, personnel of first-aid posts, 
etc., may be taught the particular treatment of wounds, burns, 
etc., the M.O. i/c prefers. 


Income Tax 


= Consultant. Entertainment ‘Expenses 


XX has been assessed as a consultant for some years and has been 
allowed to deduct an estimated amount (15s. per week) for expen- 


-  diture incurred in entertaining general practitioners at his house 


in order to maintain the personal contacts which he regards as 
necessary for his practice. A new inspector of taxes now says 
that he knows of no authority for the deduction and proposes to 
discontinue it. i 

** The question of entertainment expenses is a difficult’ one. 
To be allowable expenses must come within the description 
“ money wholly and exclusively laid out or expended for the 
purposes of the . . . profession.” In applying this rule some 
bodiés of Commissioners take a,more stringent line than others. 
Broadly speaking, such allowances are made, on reasonable 
evidence being produced, in the case of ordinary business people, 


or commercial travellers, but some of the more impoitant bodies , 


of Commissioners refuse to, make such deductions in the case of 
professions—e'g. barristers, or even stockbrokers. The ground of 
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refusal is usually that the expense is too indirect to justify it 
being charged against professional profits. If XX feels satisfie 
as to his facts and is prepared to support his claim by oral testi 
mony, we suggest that he should appeal, preferably to the Specia 
Commissioners rather than to the local Commissioners. ` 


. LETTERS, NOTES, ETC. 
Unusual Skin Sensitivity ` 


- Dr. ZikMuND Winter (London, W.C.1) writes: Dr. Allan Bigham’ 


report (Nov. 14, p. 578) of a recent case of abnormal skin sensi 
tivity is of great interest. It seems to me the only appropriat 
explanation that could be given is the pressure with stimuli o 
different temperature and not the negative sensitivity to gold. Hi 
observation proves that the mechanical stimulus of pressure i: 
certain sensitive subjects does not produce the typical tnpl 
response (Lewis) if its temperature is lower than the skin. On 
must, conclude that in areas’ where the ding ring had bee 
pressed against the skin the )Beration of “ H substance ” did nc 
take place; consequently the complex vascular response wit 
vesicle, formation failed to appear This patient apparentl 
belonged to the group of subjects where pressure elicits the tripl 
response only if applied with stimuli of body temperature. It i 
very difficult to assume a negative sensitivity of skin to gold, bu 
easier the negative sensitivity to pressure with cold objects. 


Control of Venereal Disease: Correction 

In our leading article on Nov. 21 (p. 611) it was said that “ th 
arguments adduced’ by the British commission against compulsor 
measures were that they (1) may induce the infected -to conces 
the’ disease front fear of exposure, (2) are not easy to apply i 
such a densely populated country as this on account of the diff 
culty in tracing those who try to evade the law, (3) may Open th 
way to blackmail, and (4) are not consonant with the British ide 
of the liberty of the subject.” The arguments thus quoted wer 
not in fact put forward by the British commission of experts sen 
to Holland and Scandinavia in 1937 by the Minister of Healtt 
but appeared in some preliminary remarks in our issue of June 11 
1938, before summarizing the report of that commission. 


MEDICINE 100 YEARS AGO 
Extract from a leading article in the Provincial Medical Journa 
of Dec: 3, 1842: 


“The condition of the dwelling-houses of the poorer classes 
whether as regards their internal economy or external situation 
~forms a most important object of inquiry to the philanthropist an 
the physician. When we reflect upon the influence which the vary 
ing’circumstances of site and elevation, and exposure to air an 
moisture, must exercise upon the health and comfort of the artisa 
and the cottager—when it is considered that the free circulation o 
air, the access of light, and protection from cold and: damp, an 
from noxious exhalations and impurities, whether of the ai 
respired or the water employed in the various branches of domnesti 
economy, are important to all, but doubly so to those who are fron 
poverty deprived of the means of guarding against many of th 
inlets to disease—there is little need of labored argument to shòý 
the importance of such inquiries. No reflecting person, who i 
conversant with the habits, and, from personal inspection, .familia 
with the dwellings of the working population of this country, wil 
hesitate to admit that there is great room for improvement in both 
The site of the houses of the manufacturing portion of our popula 
tion, in particular, has been too generally chosen with reference ti 
the ‘one only view of proximity to the factory, regardless alike o 
the comfort and the health of the inmates. These houses are fo 
the most part situated in the midst of the noxious effluvia generate 
by the various processes carried on at the manufactory, because i 
is considered advantageous that the workman should be near a 
hand; they are crowded into a small space, the value of the groun 
not allowing of sufficient room for much attention to ventilation 
or to the admission, of light. The banks of nvers and canals bein 
desirable situations for factories, as well on account of the suppl 
of water for working the machinery, as for the convenience o 
transporting the products of labor, the ground is very frequentl 
swampy, and drainage,. or other means of providing agains 
accumulation of dirt and filth, rarely enters into the contemplatio! 
either of owner or occupier of the miserable tenements with whicl 
such places abound. Can it then be a matter of surprise that th 
Population reared under such circumstances should be squalid 
stinted in growth, ‘scrofulous in constitution, and careless of thos 
decencies of every-day life ın the absence of which there is no checl 
to the development of vicious tastes, no impediment to the indul 
gence of vitious appetites? Can it be a matter of surprise that ir 
such places scrofula, pulmonic affections, and rheumatism arı 
endemic, and that fever and scarlatina, cholera, diarrhoea, an 
dysentery are frequent in their visitations, and assume their mos 
fearful and fatal characters?” ` : Ne 
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THE PAIN PATHWAYS IN MIGRAINE 


BY 


: G. F. ROWBOTHAM, B.Sc. F.R.C.S.  . 
Surgeon-in-Charge, Neurosurgical Service, Newcastle-upon-Tyne ; E.M.S. Consultant ‘in Neurosurgery, Region 1 


The term “ migraine,” the derif*ation of which has been 
stated by Kinnier Wilson (1940),* is probably best used 
‘in a clinical sense to denote a particular variety of head- 
ache and not with a pathological implication suggesting 
that the physio-pathological processes which cause the 
head pains are known.“ The characteristic features of 
migrainous headaches are unilaterality and periodicity, the 
pain starting slowly, reaching a peak of severity, continuing 
at this degree of severity for a varying period of time, 
and then slowly receding. Most typically, the headache 
is associated with black spots in front of the eyes, with 
flashes of light, or with formed and coloured visual hal- 
lucinations. There are, of course, many variations. In 
particular, the pains may be mild or severe: they may or 
may not be accompanied by, visual phenomena: they are 
often bilateral, and they may radiate into the face or neck. 

Headaches of a migrainous type may be divided into two 
distinct groups: (i) those associated with a demonstrable patho- 
logical lesion, such as a cerebral aneurysm ; (ii) those which 


cannot be accounted for by local cerebral change or by gross _ 


, metabolic disturbance. It is with the latter group only that 
| this communication is concerned. 


In migraine, as in other painful conditions, before treatment 
can be instituted dhe clinician must have some conception of 
the nature of the disturbance which initiates the pain cycle, 
of the site at which the painful impulses arise, and of the 
‘anatomical pathways by which painful impulses are conveyed 
to the brain. 

First let us consider the site at which the painful impulse 
arises. This may be in the brain tissue itself or in one of those 
structures of the head—the scalp, periosteum, meningeal vessels, 
the large arteries at the base of the brain, and the dural 
sinuses—which are known to be capable of reacting in a painful 
way to an adequate stimulus (Penfield, 1940). 
possibilities—and, of course, there may be others unknown— 
the pain of migraine is believed to arise in the arteries of the 
scalp and dura mater. The reasons for this belief are as 
follows: , 


(1) The walls of large blood vessels have been proved to 
be painful, and some to possess local sign. When operating 
under local anaesthesia, crushing of the trunk or of the 
large branches of the meningeal artery will cause extreme dis- 
comfort, and the patient will be able at least to “ Jateralize” 
the pain. 

(2) Spasm of a large artery will lead to pain. Once when 
dissecting in the neck under local anaesthesia, in order to 
carry out cerebral angiography, the internal and external 
carotid arteries went into extreme spasm. Immediately severe 
pains were complained of in the same side of the head and 
face, and the patient ‘slowly developed a contralateral 
hemiplegia, which equally slowly receded. 

(3) Extreme dilatation of an artery will lead to pain., This 
can be proved by isolating a segment of a large artery in 
the scalp and by injecting saline forcibly into its lumen. 


* “ Migraine is derived from Galen’s uixpavla through L. hemi- 
cranium and L.L. hemigranea, later migranea. In England hemi- 


pranea became mygrame, myegrym, migrim, and megrim. Migraine 
itself is French.” 


` 


From all these _ 


(4) The vascular changes which accompany migraine. The 
skin of the forehead in an attack is often deadly pale, the 
_ temporal arteries are disfended, and there may be associated 
neurological signs which can only be accounted for by 
cerebral ischaemia. Occasionally a retinal vessel can be seen 
to be in spasm. i 
(5) The experiments on headaches produced by histamine 
(Clark, Hough, and Wolff, 1936). 
(6) The relief of migraine by injections of ergotamine 
tartrate. 


If the vascular origin of migrainous pains is accepted, then 


“it is easy to conjecture on the essential disturbance which starts 


the pain cycle. 

A popular theory is “neurosis of the cerebral autonomic 
nervous system.” This postulates that there is an un- 
stable equilibrium (Hughlings Jackson, 1931) in one or other 
of the central mechanisms of the autonomic nervous system, 
such as the hypothalamus, which reacts abnormally to some 
of the many stimuli that reach it from other parts of the 
nervous system or blood stream, thereby discharging abnormal 
impulses to the more periphcral parts of the sympathetic and 
parasympathetic nervous system (Fig. 1). This theoryemay 
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explain why the so-called causes of migraine already described 
are legion. It will be seen, however, that the nature of the 
original disturbance which causes migraine and the site at 
which the painful impulse arises are essentially matters of 
speculation. 
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The last point to be considered is the pathway by which the 
painful impulses are conveyed to the brain. Do these impulses 
pass to the brain stem by way of the known or rather by way 
of*the described autonomic pathways or otherwise? An attempt 
to answer this question will be found in the following series 
of cases. : v 

« Case I 


Mrs. J. S. reported to me at the Salford Royal Hospital on 
July 12, 1940, complaining of migraine which she had had for 
many years and for which she had received treatment by Dr. 
Don and Prof. Jefferson. Her pain was chiefly right-sıded, but 
occasionally the left side was affected. Typically, it would 
come on suddenly in the region of the forehead, rapidly spread- 
ing to the eyo and to the back of the head. Often it would 
travel down into the cheek but never as far as the lip. In 
severe attacks she would vomit and the sight in the right eye 
would become dim. The pain often lasted for a week or more, 
when she might be incapacitated for several days and be con- 
fined to bed. 

On examination she proved to Be a well-built little woman, 
aged 40, with no emotional complexes and of good average 
intelligence. There were no abnormal neurological signs, and 
special investigations failed to reveal any pathological change 
to account for her pain. The diagnosis of migraine, made by 
other competent observers, was confirmed, and later I saw her 
in a typical attack.- She insisted that something surgical must 
be done to give her relief, as all kinds of medical therapy had 
failed. Therefore I discussed ‘with her the possibilities of 
thoraco-cervical sympathectomy and trigeminal root section, but 
before deciding to operate persuaded her to submit to a further 
course of medical therapy, including injections of ergotamine 
tartrate. Again the recognized forms of treatment, adequately 
administered, failed to satisfy her. 

On the afternoon of Sept. 3, 1940, I operated on her under 
general anaesthesia in the sitting position, and divided the 
upper and inner third of the right trigeminal root, through the 
lateral extradural approach of Frazier. -At the end of’ the 
operation she was conscious, and the next morning-was per- 
fectly well and fully co-operative. The denervation was satis- 
factory, the anterior two-thirds of the scalp on the operated 
side being numb, as well as the upper part of the cheek. A 
Buller’s shield was fixed in postion to protect the insensitive 
cornea. The immediate result was excellent ; she felt easy and 
confident. From the time of the operation she has not had 
another attack of migraine, although she does complain of 
tingling pains at the junction of the numb and sensitive areas 
in the cheek. The following is’an extract of a report from 
Mr. Wyse, resident surgical, officer of the Salford Royal 
Hospital, dated June 18, 1942: 

“I saw Mrs. S. yesterday. She has had a very worrying 
time recently, having lost her mother, and she states that she 
would never have been able to carry on had she not had her 
operation. She has never had migraine since, she states ; and 
says that the operation has been a wonderful success. She gets 
occasional pains in the right side of the forehead in the form 
of hot stabs, but these,do not worry her. She has practically 
no pain on the left side. She feels her face a bit numb and 
stiff, of c@urse, and says the cheeks swell badly at times, but 
she has had no trouble with the right eye.” 


b - $ « Case II 

Miss D. R., aged 25, first came to see me on Nov. 23, 1935, 
at my outpatient department of the Christie Hospital at the 
request of her general practitioner, Dr. Friedlander. She was 
complaining of pains in her head, which were so severe that 
she had been completely disabled and off work for several 
weeks. The pain was so bad that her doctor thought in the 
early stages that she might have a cerebral tumour, or 
an obstructive hydrocephalus due to meningeal adhesions. 
Typically, the pain started low in the right temple as an in- 
defnite ache, then travelled across the eyebrow to the middle 
line, at which time it became exceedingly severe. She likened 
the pain to the sensation that might be felt if something were 
being driven hard into the frontal bone: At no time did she 
have visual hallucinations, but in some attacks felt so ill and 
nauseated that she would lose several pounds in weight. 
Occasionally she had pains on the left side of the head. but 
these were much less severe than those on the right and certainly 
were much less frequent. á 

Examination showed her to be a thin little woman who looked 
about 18 rather than her 25 years, and weighed only 6 stone. 
Intellectually she was well above the average. She was rather 
highly strung, but enjoyed life and had no psychoneurotic 
tendencies. Apart from a moderate degree of hyperreflexia, 
there were no abnormal neurological signs to point to any 
focus of organic disease in her brain; also special investiga- 


` 


T = ` 


tions revealed: no abnormality. A diagnosis was made o 
migraine, and she was put on a further course of medica 
therapy, including injections of ergotamine tartrate. In May 
1939, she declared that medical treatment, which I believe wa 
correctly administered, had not given, her satisfactory reliel 
and she asked for something further to be done. I therefor 
discussed with her the possibilities of fractional trigeminal roc 
section, alcohol injection into the Gasserian ganglion, an 
thoraco-cervical sympathectomy. It was decided to divide th 
upper fibres of the posterior trigeminal root. 

On May 11, 1939, under general anaesthesia, I divided th 
ophthalmic fibres in the right trigeminal root ‘and’ also, th 
second division of the trigeminus at the foramen rotundum b 
the lateral extradural approach of Frazier (Fig. 2). A rapi 





rd : 
Post Root A 3t Dw 7 


Fia. 2.—The trigeminus in the middle fossa. For the treat- 
ment of migraine usually the ophthalmic fibres only in the 


posterior root are divi In some cases, however, it 18 also 
necessary to divide the second division at the foramen rotundum. 


and uninterrupted recovery was made from the operation. Th 
trigeminal denervation was satisfactory. Anaesthesia: wa 
present in the first and second divisions of the trigeminal fielc 
the third division being spared. 

Since the operation, in spite of loss of sensation in the cornes 

there has never been any suggestion of kefatitis (ulceration o 
the cornea), and this is due to the eye remaining moist, th 
nerve of tear secretion—the great superficial petrosal nerve— 
ae been spared at the time of the operation (Rowbothan 
1 i ; 
There was complete relief of pain until Sept. 20, 1939, whe 
at the end of a period of menstruation a pain was experience 
on the right side of the head (that is, the side operated on 
The pain was much less severe than before the operation, an 
las for a shorter time. Moreover, it was changed i 
character, being now described as a hot rather than as a dee 
pressing sensation. In spite of this recurrence of pain Miss F 
stated that she “ was a different girl ” and quite able to, do he 
work, whereas before the operation she had been serious! 
incapacitated. In Oct., 1940, she was still very satisfied wit 
the results of the operation. The following is the latest repo 
from her, dated Aug. 1, 1942: 

“You will, I know, be just as pleased to hear, as I am t 
write, that I am quite a different and, happier person fror 
what I was a little over three years ago, thanks to the complet 
relief from pain effected by the operation which yo 
performed.” 

Case M’ 


Miss M. U., aged 48, reported to me at the Christie Hospit: 
in April, 1939, complaining of severe pains in the right side c 
the head, from which she had suffered periodically for thre 
years. In character the pain was a severe ache, and at its pea 
would affect the whole of the right side of the head, radiatin 
into the eye and upper part of the cheek. The headaches wer 
accompanied by, nausea, although she never vomited; somi 

‘times she noticed black spots in front of her eyes. On rai 
occasions she had attacks of pain on the left side of the hea 

On examination she was seem to be a thin miserable-lookin 
woman of an obviously néurotic disposition. Moreover, sk 
was a spinster, and it was suspected that the pain might t 
psychogenic in origin. Clinically, there were no abnorm: 
neurological signs to point to any cerebral change to accpur 
for her pain, and special investigations were negative. 

A provisional diagnosis was made of migraine, and: this we 
confirmed by keeping her‘ under observation in hospita 
Medical therapy failed to give her any lasting relief. Wit 
some hesitancy I decided to sever the upper fibres of the rigt 
trigeminal root. On April 27, 1939, under general anaesthesi: 
I. divided the ophthalmic fibres in the trigeminal root and als 
the second division of the trigeminus at the foramen rotundun 
via the lateral extradural approach of Frazier. After the oper: 
tion she was anaesthetic in the first and second divisions of tk 
trigeminus, the third “division being spared. f 
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. The t cornea remained healthy- until investigations into 
the sae lems of tear secretion were carried out. After this a 
keratitis, developed which necessitated closure of the lids by 
tarsorrhaphy. For ‘many months ‘this ‘woman’ was completely 
relieved of the pain in the right side of the head, but later 
began to complain of pains elsewhere in the body and, accord- 


_ ing to her déctor, was beginning to show distinct thental 


changes. 

On Jan. 24 1942, Prof. Jefferson wrote to me sto say- that 
he had seen the patient again. He told me that my operation 
had completely relieved the pain. on the right side of the head- 
but that obvious migrainous pains were starting on the left 
side. Moreover, she complained of pains elsewhere in the body. 


Discussion : 

The possible criticism that, in my posterior root section cases, 
the relief of pain might be due to division of the auriculo- 
temporal and meningeal arteries is vitiated by the fact that 
injection of the Gasserian ganglion (Harris, 1936) will give 
relief, and this does not interfere with the blood vessels con- 
cerned. Also, division of the meningeal artery, and presumably 
also of the auriculo-temporal artery, in some cases of migraine 
has proved not to give relief (Craig,. 1935). Moreover, the 
auriculo-temporal artery is not necessarily divided in posterior 
trigeminal root section, and certainly in two of my cases the 


: large trunk of this vessel was not ligatured or diathermized. | 
In any case, the ophthalmic artery is not involved in the 


lateral, approach to the posterior. trigeminal root, and it is along 
this vessel that ` many migrainous pains presumably arise. 
Finally, it is. unlikely that local interference with a distal 
mechanism will ease pain of an extensive distribution. 

If it is correct that the painful impulses in migraine do, in 
fact, enter the brain stem along the posterior trigeminal aSa 
then it is still necessary to 'discuss how they reach the ganglion 
from the periphery. There are two possibilities—either they 
enter the ganglion from the autonomic plexus in the region of 
the -foramen lacerum- medium or they, course along the 
ophthalmic and maxillary trunks of the trigeminus (first and 
second divisions). Probably the trigeminal trunks are the 
‘anatomical pathways concerned. This opinion is difficult to 
prove because the critical operation of section of the first 
and second divisions themselves in a suitable case “has never 
been carried out, for the reason, that section of the ophthalmic 
division (not the ophthalmic fibres in the posterior root) is 
a very difficult manceuvre, although it can be done (Rowbotham, 
1939). In-two of my cases, when the pain extended into the 
face, I sectioned the ophthalmic, fibres only in the posterior 


‘Merve root, and the second division at the foramen rotundum, 


with the relief of pain. It must, however, be realized that it 
is impossible to know precisely how many fibres are being 
divided when fractional section of the’ Posterior trigeminal 
root is being performed. 

In one case, when a migrainous pain was confined to one 
side of the forehead, I divided the supra-orbital and supra- 
trochlear nerves without dividing the supra-orbital vessels, with 
relief of pain. This is a very simple operation, and is worthy 
of trial when severe pains are localized ito the forehead. 

At this point it would be profitable’ to inquire into the 
results of thoraco-cervical sympathectomy in ‘the relief of 
migrainous pains. Unfortunately very few such operations 
have ‘been carried out‘for the deliberate relief of headaches, 
but in cases done chiefly: for vasospastic states in the arm, 
Love and Adson (1936) found that' of 16 cases of concomitant 
headache the headaches were relieved in 12. The efficiency: 
of this method in relieving pain, I find, has been questioned 
by White .(1942) and Telford (personal communication). 
Whether or not relief is obtained by sympathectomy does not 


' help in settling the route of conduction of the painful impulse, 


because relief when it is obtained by this operation can easily 
be explained by destruction of those pathways along which 
the original disturbance that initiates the painful impulse is 
conveyed. In other terms, sympathectomy destroys the motor 
and not the sensory arc of the mechanism of migraihe. 

My series of cases at least suggest that the painful impulse 
in migraine passe’ through the posterior trigeminal root, but 
they do not prove by any,means that this is the main sensory 
pathway of the autonomic system of the head. Possibly the 
trigeminal pathway acts purely as a special defence mechanism. 
The main problem of the sensory pathways of the autonomic 
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* the injury, leading to ‘atypical migrainous pains. 


system still remains an enigma, and will possibly remain so 
until better methods of staining autonomic fibres have been 
discovered. 

I have published these cases at this time because they “throw 
light, on the state of post-concussional headache, which is one 
of thé main problems in His Majesty’s Forces to-day. In many 


-cases of post-concussional headaches no organic cause is 


demonstrable, either clinically .or by encephalography, and 
many are labelled psychoneurotic or nervous. Possibly in many 
so-called nervous headaches the pain is not purely one of 
perception but is due to an unstable mechanism resulting from 
This type of 
headache in Service ¢ases is, I believe, much more common 
than the headache due to dural traction the result of adhesions. 
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SYNDROME OF HAEMORRHAGIC 
SUPRARENAL INFARCTION 
' BY 
' ` 'DORIS V. KEELE 
AND 
KENNETA D. KEELE, M.D., MRCP. 
i Mayor, R:A.M C. 


The syndrome of. primary infarction of the suprarenals 
is very rare, and unilateral infarction has not been 
described at all. There are only some 14 cases of haemor- 
rhage into the suprarenals in adults recorded in the litera- 
ture in which any description is made of the clinical 
picture. None of them were diagnosed in life, even at 
laparotomy, and all were fatal. The syndrome described 
in this paper is that produced by thrombosis of the supra- 
renal vein with resulting haemorrhagic infarction of the 
suprarenal gland,’ in an adult. Other causes of haemor- 
rhage into the suprarenal are: (a) in the newborn; (b) in 
meningococcal and other ‘acute infections, in which the 
picture clinically is that of the acute infection: the 
Friderichsen-Waterhouse syndrome is discussed in differ- 
ential diagnosis here, and another case addtd to the 60 
already described ; (c) as a part of a general haemorrhagic 
state. The thesis put forward is that the suprarenal in- 
farction syndrome is recognizable in life, and possibly 
treatable. ; 


THE 


' - Case History 3 

The patient (D. V. K.), an intelligent woman aged 32, was 8 
months pregnaht, The pregnancy had been normal except for 
occasional morning vomits, ın some of which there had been 
streaks of blood. Two days previous to the illness the urine 
was albumin-free and the blood pressure 120/80. On March 
28, 1941, at 12.30 p.m., she complained of feeling cold, after 
which she walked half a mile with no further complaint. Half 
an hour later pain appeared in:the right side below the ribs— 


. persistent, “like a stitch "—which made her put her right hand 


to the side and bend over to the right. ey was eXacer- 
bated by the movement of the car and ie walking. The pain 
below the right costal margin steadily creased in seyerity 
There was no nausea, and the appetite was good. Pallor and 
sweating now became evident in spite of a strong pulse of 70 a 
minute. i 

2 p. m.—Patient restless in bed, in severe pain, which remained 
the whole time localized to a spot over the fundus of the uterus 
to the right of the umbilicus about 2 in. below the costal 
margin in front. There was no pain in the loin. Vomiting 
began at this time—copious, free, and sudden. This continued 
repeatedly until’ the end. Micturition was natural, ang urine 
showed no haematuria. On examination there was some cold- 
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ness of skin. Pulse 80, temperature 98°, respirations 20. 
Patient mentally' quite clear., Abdominal tenderness was 
present at the site of the pain, which was located by her 
acturdtely with the finger-tips. There was no rigidity. Pressure 
on the tender region induced nausea and vomiting. The pain 
did not radiate or shift in any direction. It was very severe, 
and restlessness was marked, ‘but it was described as “ bearable.” 

5 p.m.—Admitted to the Radcliffe Infirmary and examined 
by Prof. Chassar Moir afd Mr. D. C. Corry. The symptoms 
and signs remained the same. No abnormal signs were found 
elsewhere. White cells, 24,000. 

10.30 p.m.—Laparotomy performed. A scarred adherent 
appendix was removed. Patient’s condition was quite satis- 
factory until the skin sutures were being, inserted, when mucus 
flowed into the trachea. This became blood-stained, and was 
followed by a profuse pulmonary haemorrhage, from which 
she died -in spite of cardiac massage and. tracheotomy. 
Caesarean section was performed, but the infant was dead. 

‘Post-mortem Examination by Dr. Robb-Smith—No abnor- 
mality was found apart from the lungs*and the mght suprarenal. 
Lungs showed diffuse haemorrhage filling the, bronchioles in 
the substance of both. No evidence of active tuberculosis was 
found, though there was the scar of an old healed focus at the 
right apex. The heart was normal, the right ventricle empty. 
The right suprarenal was the size and colour of a large plum. 
The tissues surrounding this were very tense, so that when the 
organ was cut with a knife there was a sudden spurt of blood- 
stained fluid under pressure: The left suprarenal gland was 
normal. On examining the veins a thrombus was found extend- 
ing along the: suprarenal vein from its protrusion into the 
inferior vena cava. The thrombus in the large vein was older 
than that in the smaller branches by some 2 to 3 days. Blood 
culture was negative. 


Summary of the Case-—The outstanding points are: (1) the 
gradual onset with “ feeling cold”; (2) the ingravescent nature 
of the pain, growing in about two hours to great severity, and 
its accurate location ; (3) the seventy ‘of vomiting, such that 
intestinal obstruction was seriously considered ; (4) the absence 
‘of shock and of purpura ; (5) exploratory laparotomy failing 
to make a diagnosis ; (6) the death through pulmonary oedema 
progressing to profuse haemorrhage. Pathologically the case 
is unique in that there is none described with infarction of the 


suprarenal on the right side only, consequent on primary 
thrombosis of the suprarenal ‘vein. ' 
i ž 1 


Diagnostic Criteria 

The salient question 1s that of diagnosis. Is there a picture 
on which diagnosis of infarction of the suprarenal can be 
based? ‘On retrospect it is my belief that in this case, and 
in some others collected from the literature, diagnosis is 
possible—that there is a clear-cut syndrome here which is not 
yet generally recognized. This rests mainly on: (1) the charac- 
teristics of the pain; (2) the severity of vomiting; (3) the 
surprising absence of “ shock.” ` 

, 1.’ Charactezistics of the Pain—Both authors of this paper 
had been interested in the subject of pain over a period of 
some years. For this reason the description given by D. V. K. 
at the time of her illness was deliberately shaped to comply 
with Ryle’s ten points (Ryle, 1936), which form the standard 
clinical description of pain. In the production of pain as a 
symptom, sensitivity is obviously a factor to be taken into 
consideration.’ For some years sensitivity to pressure pain has 
been.used as a clinical guide to this factor, which it is believed 
is of definite significance (unpublished worky. In the case of 
D. V. K. many tests had'been made at various intervals of 
time, including four during the 8-months period of pregnancy 
designed to ascertain whether there was any detectable altera- 
tion in sensitivity during that period. Sensitivity to pain 
measured thus was near the average of 100 normal people 
in the case of D. V. K. For this reason, and because of her 


‘knowledge of the relevant features of pain, her evidence is 


of singular value from the diagnostic point of view. The pain 
in this case had the following characteristics: 


Onset was gradual, not sudden, accompanied by a feeling of 
coldness. Site: From the first and during the whole 12 hours 
of the illness it was localized to a point to the right of the 
umbilicus about 2 int below the costal margin. Location was 
accurate to an area about the size of a half-crown. There was 
no shift or radiation. Severin At first mild in degree, it 
steadily increased until it was o great severity ; but at its worst 
it was,described as “ bearable” by D. V.K. Character: First 
‘described as a “stitch”; later the word “cramp” was used. 





Duration: At all times it was persistent. And from its com- 
mencement until she was anaesthetized the pain never left her, 
except at the end of two hours for a' brief period of about 2 
minutes, when she surprisedly exclaimed that it had vanished 
Then it returned with increased intensity. Relief: Nothing 
relieved completely. At first bendihg tò the right appeared to 
be a more comfortable position. WVeganin gr. 10 failed. Heroin 
gr. 1/12 gave some relief. Aggravation: Pam was made 
worse by any movement such as walking or the movement of 
the car. Pressure on the fundus of the uterus produced acute 
pain and nausea with vomiting. Accompanying symptoms: A 
feeling of cold preceded the pain. Vomiting occurred after 
about 3 hours, becoming persistent and repeated until opera- 
tion. It had'no marked effect on the pain. ` Micturition was 
free. There was no dysuria. The temperature remained be- 
tween 98° and 99° F. throughout, the pulse about 80. Tender- 
ness was located’ with the finger-tips to the area previously 
described, to the right of the umbilicus. There was hyperalgesia 
of the skin in this region. No figidity was detected at any time. 
No pain or tenderness was present in the loin or in the region 
of the posterior renal angle. ‘ ; i 

2. Vomiting.—This was a symptom which obscured diagnosis. 
Starting about 3 hours from the onset, it was copious without 
retching, almost projectile in character, and repeated ; there 
appeared to be little nausea between, when fluids were well 
taken. And in spite of it dehydration was not marked. Its 
character and persistence suggested intestinal obstruction. 

3. Absence of “ Shock.’—This is so surprising as to merit a 
prominent part in the clinical picture: it is a finding so com- 
pletely opposed to expectations in a patient with suprarenal 
disease, and with vomiting of the severity mentioned. Blood 
pressure was unfortunately not recorded during the few avail- 
able hours, but three observers remarked on the full normality 
of the pulse at the wrist. Two days previously blood pressure 
was 120/80, and there was little detectable difference on palpa- 
ting the pulse then and during the 1llness. The pulse rate never 
exceeded 88 in the half-hourly records taken over the last 6 
hours. A white cell count showed a leucocytosis of 24,000. 


The Clinical Picture in Other Recorded Cases 
The above clinical picture ıs confirmed when analysis is made 


‘of the few available clinical records of similar cases, though it 


will be seen from the Table that many points are unfortunately 
omitted in these descriptions. Only one case, Arnaud’s (1900), has 
been found which ‘is comparable (Case 2}—that of a girl of 17 
who developed symptoms 11 days after ‘a severe burn. Here- 
the pain is described as “ epigastric.” .One feels that the word 
covers a wide area of abdominal wall which might well include 
the site described in the present case. Apart from this possible 
discrepancy there is similarity in the picture, so far as it is 
described, in the severity of the pain, the vomiting, and the 
duration of some hours. - 

In Case 3, described in detail by Pearl and Brunn (1928), 
there was haemorrhage into the right suprarenal, followed 
7 days later by haemorrhage into the left. For its first phase 
this case, therefore, is similar: there was sudden onset of 
severe pain, which was first in “the right kidney region” and 
on the second day “under the ribs,” with tenderness “in 
the region of gall-bladder.” The advent of the left-sided 
haemorthage was indicated by pain in “the left flank 
and under the ribs.”. Other points of similarity about this 
case are the absence of abdominal rigidity and of shock. 
Even on the 12th day of the illness the blood pressure 
was 120/80, and both suprarenals had by then been affected. 
Temperature, pulse, and respirations were all normal during 
the first day. In Cases 4 to 10 both suprarenals were involved. 
It is obvious that in these cases the combined areas of pain 
each side of the umbilicus might be described as “ epigastric.” 
Actually it' Will be seen that 3 are so described—one as 
“ diffuse,” one as in the “ left kidney region,” and one as under 
the costal margin, left first and then right. The last-—Case 10— 
had no pain, but was tender under the costal margin. 

Now to summarize regarding the characteristics of the pain 
The localization was definite and in an unusual site in the 
present case. From the 10 cases quoted, in 4 this same site 
is described and identifiable ; in 5 others the word “ epigastric" 
or “diffuse ” is used. These words at least localize the pain 
to the front of the abdomen rather than the flanks, and in- 
accuracy of observation may well account for lack of more 
precise siting. In one the pain is described as in “ the kidney 
region” only. It is my opinion that this area of suprarenal 
pain is definite and probably of as much diagnostic value as 
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pain and tenderness over MacBurney’s point in the right iliac 
fossa. Observation of further cases will of course settle the 
issue. Pain in the loin is not as constant as in the anterior site. 


', The absence of rigidity is almost a constant finding in all 


‘the cases even after some days’ ‘duration, at a time when 


other abdominal catastrophes are almost certainly produttive 
of this sign. Temperature, pulse, and respiration rate all. re- 


. mained normal in the majority of those cases in which they 


' others the illness has lasted from 36 hours to a period of | 


- infarction. 


haemorrhage. 


are recorded. In Pearl and Brunn’s (1928) case fever is 
récorded on the 7th day. In Hall and Hemken’s (1936) case 
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Differential Diagnosis 
`The maiù diagnostic: problem is anatomical. In the case of 


- infarction into the right suprarenal, diseases of the pleure, the 


gall-bladder, kidney, appendix, and alimentary tract are possible 
sources of diagnostic’ difficulty. In the case here described 
the uterus was enlarged by 8.months’ pregnancy, and the 
provisional diagnosis made before laparotomy was that, of a 
twisted ovarian cyst, ‘or degenerating or twisted fibroid. A 
comparison of the picture described in the case history shows 
on retrospect the ‘differences between most'of these conditions 
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Rigidity .. vs -| Nil Nil . Nil Nu 
Temperature ., + | 98° 102°) 9th 102° 99° 
Respersions 6 ..| 20 — 30 Ni 
omiting. . as ol be ` 
B.P. H a . . | 120/80 120/80 120/80 — — 
Lungs *.. ee ..| N.A.D. — \ — — — 
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5 oof ws 21 days p14 brs. 
Remarks Ch. nephritis , 
Reference | Hektoen | Michaux and 
: ` ı (1909) Marsset 
i Add 2 cases found m coma—both adrenals involved—and 2 cases m lunatics, 


fever of 104° F. was present terminally. The pulse rate re- 
mained below 100 in 5 out of 7 cases. , In the one case (No. 8) 
where it was 120 there was accompanying pancreatitis. i 
Respirations in the present case were not raised until opera- 
tion, when the patient showed distress under thé. anaesthetic. 


a the only other cases in which’ the rate is. quoted „it was. 


50; 132, ahd 45 sper. minute. These high: rates suggest the 
presence of pulmonary congestion, though limited to a stage 
not revealed, as in the present instance, by profuse pulmonary 
haemorrhage. Basal rales ‘were’ found ‘in 2 cases. Vomiting 
of severe degree formed a prominent feature of the syndrome 
in 8 of. the cases. It is mentioned as severe in 3 cases, and in 
only 2 is it omitted. Blood pressure is recorded in only 2 
instances. Such readings as 120/80 and 145/95 correspond 
with the absence of the signs of shock found in most cases. 
In the present case it is probable that there was little change 
from the pressure of 120/80 taken before the illness. The 
mental state of all patients was clear, except in Case :2 after 
a week’s illness. This contrasts with 4 other cases quoted— 


two by Arnaud and. Laignel-Lavastine in which the patients ` 
` were found in coma, and two occurring in ‘lunatics (Munson, 


1907 ; Severn, 1923)—a melancholic and an idiot. The white 
cell count has been found raised in-all 4 cases in which it 
has been recorded. Figures of 24,000, 16,000, 20,000, and 
52,000 raise the question of infection, but are equally well 
accounted for -by infarction. Haemorrhage, either purpuric 
or from other’ organs, has been absent in all cases, except 
in the present one, in which it was terminal from the Jungs. 
There: was no evidence of any haemorrhagic diathesis in the 
case of D. V. K. Tonsillectomy had been performed 8 years 
previously, being followed by a miscarriage without abnormal 
The absence of purpura in all cases is a point 
of interest, bearing in mind its constancy as a part, of the 
Friderichsen-Waterhouse syndrome, 

The duration of the illness has been variable. In 4 of the 
10 cases death has occurred in less than 24 hours. In the 


This indicates that there must {be all degrees of 

In fact, it is known that sometimes blood ‘cysts 
are formed. Arnaud quotes a case in which a cyst weighing 
4 Ib. was fourid post mortem. The suprarenal . tissue was 
entirely’ destroyed. The patient had had attacks of pain for 
a period of years, presumably due to repeated haemorrhages. 


months. 





and suprarenal infarction. “These differences le in the 
charactéristics of the pdin, which is not like a colic, and the 
site of which does not correspond to gall-bladder or renal 
pain, and is too high for the pain of appendicitis. The strict 
localization and the absence of radiation are both positive 
evidence of the suprarenal origin'of the pain. The vomiting 
suggests intestinal obstruction, and such a diagnosis may be 
disproved only by laparotomy. 


Exploratory laparotomy'!was performed in 4 cases. In none 
„was, the diagnosis made ‘at this time. This raises, in my 
opinion, the most important feature of all. In an exploratory 
laparotomy, if the usual sites of acute abdominal “conditions 
are found ‘to be normal then the suprarenals should be 


_examined. In most cases palpation alone will suffice, since , 
when there has been haemorrhage the gland ‘is the size and ' 


consistency of a large plum. If doubt still remains it would 


` be possible to inspect the region. Retroperitoneal haemorrhage 


will be visible as well as -the plum colour of the infarcted 
gland itself. 

Arnaud, in his classification of the picture of suprarenal 
haemorrhage in adults, ‘describes three clinical types: 
(1) Peritoneal type, into which fall the cases here discussed with 
abdominal pain and vomiting. (2) Asthenic type, characterized 
by asthenia alone, leading;to death: the exitus of the two 
psychotic cases suggests this:type. (3) Nervous type, in which 
the patient is found in coma or delirium, and is seen post 
mortem to have no cerebral lesion, but bilateral suprarenal 
-haemorrhages: into this group fall the two cases of Arnaud 
and Laignel-Lavastine mentioned above, Differential diagnosis 
in Groups 2 and 3 must be; considered’ impossible. Lavenson 
(1908) and Keith Simpson (1937) add the type in' which sudden 
death occurs with no ascertainable cause and in which bilateral 
suprarenal haemorrhages are found post mortem. “All these 
types occur in adults. In none of the cases quoted is there 
evidence of infection being the causative factor. 

Causes ‘of suprarenal haemorrhage may be classified as 
follows: In children two main types occur: 


Ls Haemorrhage into the Siprarenals in the-Newborn.—Birth 
trauma is undoubtedly the cause here. Of 8 cases described by 
Levinson (1935) 6 were breech deliveries and 2 Caesarean sec- 
tions: the latter two infants had been sla on the loins to 
revive them. Owing to the involution of oetal’ cortex, about 
the time of birth and its replacement by vascular tissue in a 
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loose stroma, haemorrhage is facilitated at that stage by trauma. 
Even in this type, however, operation proved successful in 
the cgse of Corcoran and Strauss (1924), in which laparotomy 
whs Hone for a mass palpated in the Jeft loin and left rliac fossa, 
and a bleeding-point ligated. This case establishes the fact_ 
that operation is feasible in cases of haemorrhage into the 
suprarenal. It is probable ¢hat small haemorrhages occur 
which heal and finally end in calcification of the suprarenal or 
in fibrotic change. 3 

2. Friderichsen-Waterhouse Syndrome. — This syndrome 
‘occurs in older children. It is typified by the following case, 
the first of its kind to be seen by me. 


L. R., dged 5 months, was noticed by the mother to be 
restless and feverish in the night. Inethe morning a blotchy 


rash was observed on the forehead ; no vomiting ; drowsiness À 


was present during the last hour. Examination showed 
extreme cyanosis, large purpuric ‘patches all over the body ; 
pupils unequal and fixed; tachycardia about 150; vomiting. 
Within an hour the child went into çoma and died. Necropsy 
showed bilateral haemorrhage into both suprarenals. The 
braia and other organs were normal, except that there was 
congestion of both lungs. Blood culture was not done and 
the veins were not examined for thrombosis. 


-This clinical picture is in contrast to the syndrome in the 
adult due to infarction where there is no purpura, cyanosis, or 
delirium. The Friderichsen-Waterhouse syndrome ‘occurs also 
in adults, and recently I have seen a typical case in a man aged 
23, who came into hospital with purpuric patches, confluent on 
the feet and some 2 ın. in diameter on legs and arms. This 
patient became comatose while being examined, at which time 
his blood pressure was only 70 mm. Hg systolic. Blood 
culture showed meningococci. He recovered on sulphapyridine 
therapy. This picture cannot be confused with the cases of 
primary infarction of ‘the suprarenal gland. The purpura is 
in these cases the result of injury to capillary walls by the 
meningococci, which can be cultured from the purpuric parcis: 
The two comatose cases described by Arnaud and ignel- 
Lavastine might well fall into this fulminating meningococcal 
group. p C 

Thrombosfs of the suprarenal veins may occur in- such 
patients and give rise to abdominal symptoms, which, however, 
will be obscured by the patients’ mental state. Other organisms 
besides thes meningococcus may produce suprarenal haemor- 
rhage with purpura—but very rarely. 

3. Thrombosis of the Suprarenal Vein—This, according to 
Hall and H en, is the commonest cause of suprarenal 
haemorrhage in adults, It presents the syndrome of suprarenal 
infarction here described. ‘ . 

4. Any Generalized “ Haemorrhagic” Condition—This may- 
show haemorrhage into the suprarenals. Such is the case 
described by Lewis (1921), in an infant of 3 weeks which died 
of convulsions 5 hours after an operation for hare-lip. At 
necropsy, haemorrhage was found into pancreas, lungs, supra- 
renals, and other organs. aa 


From this description of the types of suprarénal haemorrhage 
it will be segn that each presents a fairly distinctive ‘clinical 
picture. These four groups summarize the clinical pictures 
in cases of fatal suprarenal haemoirhage. It has been shown 
by Snelling and Erb (1935) that in the newborn death does 


’ not always ensue on haemorrhage. Suprarenal glands examined 


later in life have shown calcification and haemosiderin 
deposition—i.e., evidence of previous haemorrhage. This 
calcification may be visible radiologically. i 

No similar case has been reported in adults, but now that 
cases of fulminating meningococcal septicaemia can be saved, 
as in the case described above, such haemorrbages may be 
expected, possibly with subsequent calcification visible radio- 
logically. It should not be àssumed that all cases of calcified 
suprarenal glands result from tuberculosis. The suggestion 
is tentatively put forward here that some cases of Addison's 
disease with “atrophic” or even calcified suprarenals are the 
result of old haemorrhage into the gland. No such case, so far 
as is known, has been recorded, but in a case of Addison’s 
disease treated by grafting foetal suprarenal glands into the 
rectus sheath (Bailey and Keele, 1936) there was dramatic 
and successful response of blood pressure and symptoms, though 
not of pigmentation. This patient was last seen 6 years later, 
quite well. Relevant to the present thesis is that 6 months 
before her symptoms developed she had had cholecystectomy 
for abdominal pain. The gall-bladder appeared normal and 
the patjent’s symptoms were not improved. Were the symptoms 
produced by disease of ‘the suprarenals? 
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, Pathology 

Post-mortem findings have been limited to changes in the 
suprarenals in most cases. Carcinoma of the bronchus was 
an associated finding in Case 4 (Altschule, 1939). Pancreatitis 
obscured the clinical picture in Case 8 (Lavenson’s). * «Chronic 
nephritis ” was found in 2—those of Michaux and Marsset and 
of Lavenson.- This association has probably more than co- | 
incidental significance, as it has been noticed by French workers 
(Michaux and Marsset, .1923), and recently such a case has 
been found by Dr. Robb-Smith (personal communication) 
Pulmonary haemorrhage was observed only in the present case 
though congestion was mentioned in Case 8. 

Unilateral infarction of the suprarenal has been found only 
in the present case andone. other (Arnaud), in both instances ` 
on the right side. In Case 3 the right side was involved first 
In Cases 7 and 9, however, the history suggests that the left 
side was involved before the right. In all cases the suprarenal 
glands have been replaced by blood, often clotted, contained 
inside a capsular layer, or (in 5 cases) infiltrating into the 
retroperitoneal tissues to a varying extent. This infiltration may 
be extensive and produce a palpable tumour in the flank. Such 
a case in an infant was operated on and cured (Corcoran and 
Strauss, 1924). set í 

Histologically the medulla of the gland is completely replaced 
In most instances a layer of cortex remains 
Thrombosis of the suprarenal vein is an important and frequent 
finding. In 6 of the 10 cases it is specifically described, and 
is not mentioned in the others. That this thrombosis of the 
vein is not a sudden event is shown by the fact that in the 
present case the thrombus in the main suprarenal vein projected 
into the inferior vena cava, and was estimated to be from 
2 to 3 days old, whereas that in the small venous radicles was 
more recent. Thrombus had spread, therefore, from large 
vein to small, and infarction of the gland was so produced. 

The cause of death in the present case was the diffuse 
bilateral pulmonary haemorrhage ; in the other cases it pre- 
sumably was acute suprarenal insufficiency. In the post-mortem 
findings of cases of Friderichsen-Waterhouse syndrome pul-. 
monary congestion is commonly mentioned, and in view of 
the present case it would seem that suprarenal insufficiency does 
produce some change in pulmonary circulation. 


Pathological Physiology m Suprarenal Infarction 

Symptom production in suprarenal infarction and biochemical - 
changes’ that ensue are shrouded in mystery and complexity. 
The pain in the right side is of the “referred” type. Its 
accurate location corresponds with thoracic segment 10. It 
results either from afferent-stimuli passing up from the medulla 
of the gland itself or from retroperitoneal irritation. The state 
of tension of the gland from which blood spurted post mortem 
and the mild degree of retroperitoneal infiltration would favour 
the first hypothesis in the present case. The medulla of the 
suprarenal receives a large number of sympathetic fibres that 
come from the coeliac ganglion and plexus, which incorporates 
the two splanchnic nerves on each side. Fibres to the 
suprarenal are plentiful and, mostly preganglionic, and 
medullated. From the site of pain in the present case it seems 
justifiable to suggest ‘that the segment from which the outflow 
occurs is Th. 10. $ 

The vomiting is remarkable, and no easy explanation is 
available. One can only compare it with the crisis in Addison's 
disease, the’ mechanism of which is unperfectly understood. 
Pulmonary haemorrhage is even more difficult to account for. 
though it is obviously related in some way to the acute supra- 
renal insufficiency. To try to say how related would be merel 
to indulge in guesswork. It does appear, however, that there 
is no reason why this patient should have died if pulmonary 
haemorrhage had not occurred, since the other suprarena] was 
intact. But possibly it, too, would have become infarcted, 
as happened in Pearl and Brunn’s case. , 

Biochemically there is no evidence at all as to what changes 
are taking place in such acute suprarenal disease. In 
adrenalectomized, dogs detectable changes in blood chemistry 
do not occur until the second day at the earliest. This applies 
to values of blood cholesterol, sugar, urea, sodium, potassium, 
and chloride; nor does blood pressure fall or pulse rate rise 
until the second or third day. These findings are curiously 
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confirmed by the clinical normality of blood pressure and pulse 
in these cases of suprarenal infarction describéd. 


` ¿The vascular supply of the suprarenal gland is remarkable. p 


Three arteries converge to produce the most vascular organ 
per gramme “in the body. The vein arises from sinusoids in 
the medulla. Its walls ‘contain a considerable quantity of 
muscle, and the blood in it is oxygenated, being “ arterial” 
rather than “venous.” Occlusion of this largé vein results 
in a haemorrhagic infarction of the gland, which starts in the 
loose medullary tissue, destroying it completely. The cortex 
is also destroyed, but ‘often a thin rind of it escapes, helping 
to form a capsule round the „haemorrhagic area. ` Later this 
.may' rupture, the blood spreading down into the perirenal 
fat and into the retroperitoneal tissues. 


The cause of-primary venọus thrombosis is unknown, though 
it occurs as a rarity, the portal vein being the commonest of 
the visceral veins to be affect 


Pregnancy as a Factor—One other case occurring in preg- 
nancy has been found—in a girl aged 18 with hyperemesis 
gravidarum.. No ‘other clinical facts are given ; but at necropsy 
it was seen that haemorrhage was into the left suprarenal more 
than the right. Thrombosis of the suprarenal vein was marked. 


Surimary i 

A case of haemorrhagic infarction of the right suprarenal 
gland is described. The clinical picture is compared with that 
of cases in the literature, and it is considered’ that this rare 
condition ma may be diagnosed in life. The characteristics of the 
pain—particularly its site, the repeated vomiting, and the 
remarkable absence of shock—present a well-defined but 
‘hitherto: unrecognized syndrome. 


Differential diagnosis is discussed, with parieuer attention 
to other clinical types of: suprarenal haemorrhage: (1) haemor- 
rhage in the newborn ; (2) Friderichsen-Waterhouse’ syndrome ; 
(3) haemorrhagic disease. Examples of these are described. ` 

The failure of laparotomy to diagnose cases is noted and a 
plea p ut in fot exploration of the suprarenals at operation if 
no other adequate pathological change is found ; ligation of a 
bleeding-point or excision of the gland are measures which 
might be adopted. 


I would like to put on record my deepest gratitude to Prof. 
Chassar Moir for his great skill and for his kindness to my 
wife in her illness and to me afterwards. He made available 
to me all his case notes, and his help has been invaluable, 
` Dr. A. H. T. Robb-Smith has also been most generous in 'per- 
mitting me to have full details of the pathological findings, and 
in discussing them with me.—K. D. K. 
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F. E. 'Maisel and E. Somkin g. Allergy, 1942, 13, 397) have 
published a preliminary repòrt on the treatment of the, asthmatic 
paroxysm with nicotinic acid. They found that (a) severe asthmatic 
attacks wére controlled within 3 to 5 minutes, and improvement 
lasted ‘3 to 15 hours, in 16 of 21 patents by the intravenous injection 

- of 0.1 g. of nicotinic acid; (b) 5 of 9 chronic asthmatic patients 
were benefited by 0.2-g. doses given orally three times a day 
before mea and on ‘retiring; and (c) 11 of 18: patients receiving 
intravenous therapy followed by’ oral therapy showed decided 
improvement in their asthma. The patients experience a flush and a 
sensation of heat, then often begin to cough, and expel tenacious 
mucous plugs. The beneficial effect is thought to- be produced by 
the strong vasodilator properties of nicotinic acid, ‘relieving the 
‘bronchospasm or’ directly affecting the pulmonary vessels, and has 


no bearing on vitamin deficiency. The patiénts were mostly beyond 


` middle life,-often with a well-marked- ififective element and not 
Tesponsive.to ordinary’ allergic methods os therapy. ‘ NO patient 
developed any disturbing symptom. | + 


ea 
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Conditions determining Food Value 

The importance of a food as a source of any particular 
nutrient depends primarily on two factors—the amount i 
of the nutrient present and the quantity of the food eaten. 
Most recent books on dietetics and nutrition include the 
herring among the “protective foodstuffs,” and justify 
this by referring to its excellence as a source of fat-soluble 
vitamins. (cf. Plimmer and Plimmer, 1938; Bourne, 1941; 
McDonald, 1938; Mottram, 1938, 1940; McCarrison, 
1941). Only, Wokes (1941) appears to have had doubts. 


Examination of the evidence for this belief is rather dis- 
concerting. In the tables of Fixsen and Roscoe (1937-8, 
1938-9) four references are given, and they derive from only 
three authors, one of whom was reviewing the physiology 
of the sterols ard gave no experimental data of his own. More 
recent papers have been exceedingly scanty, both in number 
and in informaiiveness, though an exception on the latter score 
may. be made for that by Lunde et al. (1937), who give values 
for the body oil of herring as under. 





Vitamin 
Condition of Herring (I U. per 100 g. Oil) 











: A 

Fresh, winter 200 to 2,800 9,000 to 15,000 

Kı d i sori Unaffected 11,500 to 14,500 
sto: 

Canned oe } 7,000 to 14,000 





OO 


These authors do not clearly, differentiate between canned 
herrings. that have been submitted to preliminary kippering 
and those that have not,-but they remark that “ since kippered 
herring contains about 12 to 13% of oil, the canned product 
is.a food with ...a high vitamin D potency.” This seems 
to us to be a conclusion ‘of little practical bearing unless 


‚consumption data are also taken into account, so enabling us 


.to assess the importance of the herring as a source of vitamins © 
A and D in the national diet. ` 

.From certain figures published by the Herring Industry Board 
for the year 1937, and made available to us by the kindness 
of Dr. Magnus Pyke of the Ministry of Food, an idea is 
to be had of the per capita consumption of herrings in this 
eountry. It amounted to approximately 14 oz. a week, of 
which just under 0.6 oz. was fresh- herring. One of us 
(J. A. L.) has been able independently to obtain a check on 
these figures, with very satisfactory agreement. The figures 
for the vitamin D content of herring-flesh oil have little nutri- 
tional significance without an accompanying statement as to 
the oil content of the flesh, which is known to vary con- 
siderably. Our own findings, given below, confirm this and 
cover a range from 3.6 to 20.2% in fresh herring. 

The contribution to their average intake of vitamins A and 
D obtained . by the population from herrings clearly. cannot 
be Pree calculated on the basis of published cata. We 
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therefore decided to reinvestigate the matter, examining both 
canned and fresh herrings. 


«78 Methods of Testing 

Vitamin A was determined by: the spectrophotometric 
technique, on the unsaponifiable matfer separated from the 
glycerides of the oil; vitamm D was estimated by one or 
Other of the recognized methods of biological assay. The 
determinations of vitamin A were all carried out in laboratory L. 
The biological assays for vitamin D were carried out in three 
different laboratories, though not on any one sample at all of 
them. In two the line test was used, in the third a radiographic 
technique ; one assay, in laboratory R was done by the chemical 
method of bone analysis. The details of techniqué and experi- 
mental design resembled those recommended in the British 
Pharmacopoeia, 1932, and minor modifications and differences 
are quite unlikely to have introduced differences in result falling 
outside the usual range of experimental error encountered in 
such tests/ R 

. Vitamin D Tests - ’ 

Two main series of ‘samples and certain special oils were 
examined. The first series consisted of oils expressed from 
five different brands of canned herrings, some with and others 
without tomatoes. All were examined in laboratory C, and 
two in laboratory G (one of them in two independent assays). 
Exploratory tests had been carried out at levels based on the 
vitamin D ‘values reported in the literature for herring body 
oil, and all produced in the test animals healing quite insufficient 
for assay purposes. Tests were then made at higher dose 
levels, the oils being separated in laboratory C by pressing 
_ the fish in muslin and removing water by centrifuging. (The 

exploratory samples had been separated by ether extraction 
of the tissue, after grinding it with sodium sulphate.) - The 
results obtained with these samples are given in Table I. The 


TABLE I.—Vitamin D in Canned Herring 





aaaaaana 














* By calculation from preceding two columns. 


discrepancy between the valués found by laboratories C and 
G for oil 4 has not been resolved: ,of the two assays carried 
out on that sample in laboratory G, the second (the lower) 
is the more accurate, the limits of error, for P=0.05, being 
84% to 119%. The error was calculated from a variance 
analysis: thisessay, which was conducted on 40 animals, exclu- 
sive of negative controls, is probably the most accurate of 
those made on the first series of samples 1 to 5. 

It is clear that the values found for the body oil of canned 
herrings are much below the figures reported in the literature 
‘for canned or fresh herrings. This raises the question whether 
the discrepancy is due to variation in the antirachitic value 
of the fresh fish, to losses during canning, or to the error of 
biological assay. In view of the relative consistency of these 
results, both in themselves and with those, reported below, we 
consider that our values are reasonably correct for the samples 
examjned by us. The results with fresh herrings, given later 
in this paper, do indeed point to a real difference between the 
vitamin D contents of canned and fresh herrings, for which 
we are not able to offer an explanation. 

In order to establish that the method of extracting the oil 
with ether does not give rise to any misleading results, a batch 
of August herrings containing 15.5% of oil was divided, one 
fillet from each fish being used for solvent (diethyl ether ; S.G. 
0.735) extraction of the oil and one for pressure extraction. 
The resultant oils (samples 6 and 7), which were so prepared 
in laboratory T, were examined in laboratories R and G. In 
laboratory R they were compared with the international 
standard preparation in the usual way, and gave values of 
1,800 I.U. per 100 g. (expressed or cae aoe en 1u: 

er 100 g. (extracted oil, sample /). e error 
T a P the potency ratios of oil and stangerd in the 


Ja —e 
two tests were +0.00726 and +0.00758; the difference is 
perhaps suggestive, but it was found not to be significant 
(t=0.37, P=0.7). A more elaborate comparison was made in 
laboratory G, where each oil was fed at 3 doses to 16 animals, 
so distributed that 96 animals were used ‘in six strictly 
comparable litter-mate groups. It was found that the relative 
activites of the two.oils were as 1.66:1 in favour, curiously 
enough, of the extracted oil. This confirms the result suggested 
by the finding in laboratory R; for in this more extensive 
comparison the error was estimated by means of a full variance 
analysis, and calculation showed that the difference just has 
statistical significance (t=2.0, P=sl. > 0.05). The reason for 
the higher activity of the extracted oil is unknown, although 
one of us (J. A. L.) has encountered a similar phenomenon 
with the vitamin A of liver oils. A possibility is partial denatura- 
tion of the protein by the alcohol in the ether used for 
extraction, with a resultant ration of vitamin D held in 
some kindof combination with protein. ~ However this may be, 
the results disposé of any fear that ether extraction, as carried 
out, had appreciably reduced the vitamin content of the oils 
tested. f 

Next, two samples of herring oil were extracted in laboratory 
T from fresh fish, 'theì method used being identical with that 
employed in preparing sample 7. The results of the tests on 
these two samples—8 and 9—are included with others in 
Table I. The discrepancy between the two assays of sample 8 


Taste Il.—Vitamin D in Fresh Herring 
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` n.e.p.=no evaluation posable, 

* By calculation from precedmg two columns, 
is rather large, but evaluation of its significance has not been 
possible. The assay in laboratory G had limits of error, for 
P=0.95, of 84.5% to 118%. In spite, however, of the dis- 
crepancy noted, the amounts of vitamin D in these fresh 
herrings are clearly considerably greater than those found in 
the five samples of canned herring, or in the two samples (6 and 
7) of fresh-herring oil, expressed and extracted, assayed in 
laboratory R. : i ; 

The samples in the second main series were prepared in 
laboratory T from fresh herrings caught at different seasons. 
Again only the fillets were used (that is, the skin and small 
bones were retained, but head, tail, and backbone were 
rejectedy; they were, like the previous samples, minced, dried 
with anhydrous sodium sulphate, and rapidly extracted with 
ether. As will be seen from Table II, they represent fish in 
various stages; these are indicated in the table, by numbers 
based on the classification of Lovern and Wood (1937). These 
samples were assayed in laboratory R; the second assay on 
sample 10 was conducted by the bone analysis (prophylactic) 
procedure: The: figures for samples 6 to 9 are also included 
in .the table for completeness and comparison. Incidentally, 
it should be noted that the probable limits of error for the 
assays carried out in laboratory R are likely to have been 


. somewhat underestimated, as no account could be taken of 


the error of the slope of the dosage-response curve in 
each test: the calculated limits of error for all assays carried 
out in laboratory G take this into account. The results, obtained 
in laboratory C were not suitable for the usual type-.of statistical 
analysis, and may be a little more inaccurate than those carried 
out in Jaboratories R and G. 
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In spite of certain- inconsistencies encountered in these tests, 
a moderately clear picture is presented by the fresh-berring 
‘oils, which appear, as might be expected, to increase in vitamin 
D content as they decrease in amount (per unit weight -of 
tissue). This tends to level out, the vitamin D contents of the 
flesh, although these still show a range;of 84 to 480 units 
per 0z. The average of all eleven samples is 9,400 LU. (range 
1,900 to 26,000 LU.) per 100 g. oil and 240 I.U. per oz. of flesh. 
It is perhaps worth: noting that whenever an assay was 
. repeated in laboratory: R on a sample of oil previously assayed 
there a lower value was obtained (samples 40, 12, and 13). 
' The- differences were. statistically significant, for oil 10 (three 
' months’ interval, P=0.02) and for oil 13 (1 month’s interval, 
P=0.03), but not for oil 12 (1 month’s interval). . It is probably 
: not justifiable to take these figures as in any way proof of 
the instability of vitamin D gn ether-extracted herring Vody 
oil, held, like these samples, at 0° C., but, they may perhaps 
suggest the need for care and speed in handling samples of 
such oils intended for vitamin assay. 


Vitamin A. Tests 
' The -figures for vitamin A: content are shown in Table III. 
They- were obtained spectrophotometrically at wave-length 


Taste UI.—Vitamin A in Herring 





closely related to our own Clupea harengus. He found 7.3% 
of body oil in’ one sample of the fish, and the.oil contained 
3,300 I.U. of vitamin D per 100 g. (68 LU. per oz. flesh), but 


-no vitamin A. We ourselves are not, however, tlaiming to 


have made any exhaustive study of the factors affecting the 
fat-soluble vitamins in herring muscle, or to have encountered 
the whole normal range of values, so that the figures reported 
by other workers should be useful as a reminder that our 
conclusions apply only; to herrings having vitamin contents that 
fall among the values found by us. 

However, in calculating the contributions made by herrings 
to the daily human intake of vitamins, the figures given by 
these authors are of no very great assistance. In estimating 
the, value of herring as sources of vitamins A. and D, 
therefore, we have thought it best to rely on our own 
figures. Assuming that the average amounts of vitamins 
A and D per oz. of fresh herring are 40 and 250 IU. 
respectively, that vitamins A and D are lower in the canned 
fish by the same proportion, so that the respective values per 
oz, are 8 and 50 LU., and taking the average weekly con- 


‘sumption per head as’ 0.7 oz. of fresh herring and 1.2 oz. 


of canned, bloatered, or kippered herring—both slight over- 
estimates ; ignoring, furthermore, the high probability that 


- smoking and -curing ‘involve greater losses of fat-soluble 


vitamins than does canning, we are able to estimate an outside 


' yalue for the average individual daily intake of vitamins from 


these sources: 
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617 ma, using the blue colour odiad with antimony tri- 
chloride, and calculated from the formula 


LU. per g=; * 617 mp X 510. 


Two purely qualitative tests in Diek G on the ‘oils from 
-samples 4 and 8 gave results for absorption in the ultra-violet 
.at.325 mp consistent: with those obtained by the more precise 
assays at laboratory L. -When the samples of canned herring 
with tomatoes were examined a pliase, separation’ of lycopene 

had to be included to prevent interference with the antimony 

trichloride reaction of the vitamin A: apart from this the 
test, like the others, was carried out on the unsaponifiable 
matter of the oil previously separated by means of sodium 
sulphate ‘and ether from the flesh. There may be some signifi- 


cance in the fact that the values for canned herring all fall . 


at, the lower end of the range for fresh herring ; but the 
number of results obtained is not, in our opinion, sufficient 
' to justify any definite contlusion about the effect of canning 
on vitamin A in herring flesh. 


- Discussion and Conctustons 

Tf the results obtained by ‘us are genuinely representative 
of herring body oil, they tell a somewhat different story from 
what published figures. might have suggested. A- paper by 
Ranganathan (1941), though concerned mainly with Indian fish 
and shark-liver, oils, gave a few figures for (presumably) body 
oils from, sardine, mackerel, ray, and plough-fish: these range 
from 16,000 to 25,000 ‘LU. of vitamin D per 100 g—round 
about the higher limit found by us for herring oil: no informa- 
tion is given about the oil contents of the fish or as to the 
presence or absence of liver and gut oil. A recent.paper by 
Holmes et al. (1941) also gives some data for the body oils 
of eel, sardine, herring, menhaden, and rose-fish. Figures of 
5,000 ‘to 20,000 LU. of vitamin D and 34,000 I.U. of vitamin A 
per 100 g. of oil are quoted, again without reference to the 
amount of oil‘ in the whole fish. Further, Pugsley (1942) gives 
some figures for the Pacific species, Clupea ` pallasii, which is 


i 


` Bourne, G. (1941): Nutrition and the War, 


It is of course admitted that some individuals with a relatively 
high consumption of herring may obtain from them a useful 
proportion of ‘their requirements of vitamin D, but this will 
only be at the expense ot others who are deriving no appreciable 
amount from the same ‘source. 

Considered as an item in the national dietary, apart from 
such individual: exceptions, it would appear, therefore, that the 
undoubted value of this fish as food must be due rather to 
its content of protein and of adventitious calcium from un- 
avoidable herring bones than to its vitamin contents—at any 
rate; when consumed on what, appears to be the usual scale 
in this country. It may be pertinent to add that available recent 
information as to the amount of vitamins A and D in salmon, 
canned or fresh, seems to indicate that the same considerations 
apply (cf. Pyke and Wright, 1941). 

‘Such conclusions seem to us to be relevant not only to the 
problem of designing diets adequate for nommal or optimal 
nutrition but also to the concept of adequacy itself, in so far 
as this is-to. any extent based on a study of actual dietaries, 
for which the nutrientianalyses must generally, perforce; be 
taken from averaged published figures. 

Seok 

i | Summary 

The average amounts ‘of vitamins A and D in fresh herring 
were of the order of 40 and 250 I.U. per oz, and in canned 
herring may be about 8jand 50 LU. respectively. The average 
daily contribution made by herrings to inc ividual human 
intakes of vitamins A and D in this country is insignificant— 
namely, about 6 and 35 I.U. respectively. 

Some as the statistical dáta included in this paper were calculated 
by Dr. K. H. Coward, and Dr. J. O. Irwin assisted with advice on 
variance inalysis. To both of these we are much indebted. 
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SICK ABSENCE AMONG MUNITION WORKERS 

` BY ' t 
MASSEY, C.BE., M.D. D.P.H, DPA. : 

- Medical Officer of Health 
‘, R.C. M. PEARSON, M.D., M.R.CP.Ed, D.P.H. 

i Deputy Medical Officer of Health 
~ City of Coventry 

The medical profession has a vital contribution to make 
at the present time in the battle of production. In the fourth 
year of war, factory workers may begin to feel the strain 
unless working hours and conditions continue to be deter- 
mined on scientific lines-to ensure compatibility with opti- 
mum output. In this and allied matters medical opinion 
is indispensable. Moreover, it is of course important to 
minimize loss of working ‘time due*to manifest sickness, 
and for this~reason continued research into the medical 
aspects of absenteeism is necessary., In this connexion the 
figures relating’ to'a recent inquiry we have made may 
be of .interest. 3 7 , fhe PIA, 
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for males, the age factor may have a bearing. The average 
age of male employees is probably greater because of the 
partial comb-out of younger men for the fighting Forces, 
whereas among females the young preponderate. - It is con- 


ceivable that the increasing recruitment to industry of older, 


married women, made possible by the large-scale wartime 
nursery provision, may tend in future to increase somewhat the 
percentage of sickness absenteeism among females. The greater 
physical demands generally made of males by- the nature of 
their work is also a relevant factor, although this is set off to 
some extent by, the greater liability of females to nervous 
disabilities connected with the repetitive work allotted to them. 

As usual the “colds and influenza” group is shown to be 
the greatest single time-loser, and in both males and’ females 
nearly a quarter of all absentees are sufferers under this 


heading. A notable exception eis provided by the females in « 


Firm 7 (fable I), This firm:is liberal in its provision of 


prophylactics against colds, and it appears that the women , 


and girls avail themselves more readily than the men. At 
four of the other firms, however, vitamin concentrates are also 
“made ayailable. But the figures concerning: absence due to 
colds and influenza at these firms are not particularly: favour- 
able, ‘although it is agreed ‘by each firm’ that the incidence 


TABLE I—Incidence of Sickness causing Absence from Work—Percentages of All Workers. (Figures relate to Seven Engineering 
Firms—Total' Employees: M., 8,049; F., 3;397—during Period Nov., 1941,' to April, 1942) 
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Nature of Disability causing Absence 
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The inquiry covered seven engineering firms the managements 
of which agreed to supply information covering the period 
Nov., 1941, to April, 1942, in regard to the causes and extent 
of loss of working time on account of sickness. Special forms 
«were supplied for the purpose, and our thanks are due to 
the firms and to the industrial medical officers concerned for 


TABLE I.—Percentages of Sick ‘Absence due to Various Forms of 
i Disability (All Firms) z 
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Nature of Disability causing Absence. (See Key in Table I) 
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their helpful cooperation. The firms were ‘of all sizes, and 


thus represent a fair cross-section. -The information collected . 


has been analysed and is briefly set out in the tables. r 
Comments-on the Tables G 
The tablés are more or less self-explanatory, but a few 
comments on them may be useful. The equivalent of 50% 
of all male employees lost some working time on account 
of sickness during the six months under review. The figure 
for females was 45%. In explaining the higher absentée figure 
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TABLE IV.—Average Numbers of Working Hours Lost per Absentee (All Firms) in Respect of Each Disability Group 


Nature of Disability causing Absence. “(See Key in Table T) 


‘of colds is lower among the employees regularly taking vitamin 
concentrate than among those not so doing. 

Males are in a majority under‘the beading of respiratory 

. affections, and females show the greater incidence of nervous 

conditions. There is a notable paucity of strictly occupational 

` diseases, Accidents account for 6% of all absences in males 


TaBLe III.—Percentages of Workers Absent Sick (All Causes) 
Month by Month (All Firms) 
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and 5% in females. Cérfainly there appears to be no evidence 


` that women are generally more “ accident-prone ” than men. 


The high accident figures in Firm 4 (Table I) are probably 





explained by the inclusion under the heading of accidents of 
‘comparatively small injuties which elsewhere have been 
categorized as “other, conditions.” ` Although comparative 
pre-war figures are not available it is clear that there is an 


increase in factory accidents, due to wartime pressure of work, 
the larger proportion of inexperienced persons at work, and 
like. considerations. 
‘being lost by workers on account of dental conditions. It is 








According to the figures, little time, is 
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kely that in many cases lengthy dental work is being neglected ` 


nder the pressure of essential war work. It will be noted 
yat “other conditions” constitute a considerable proportion 
f the causes of absence. This is due in part to the vague 
ature of some of the medical certificates received at the 
actories in respect of absentees, $ 


Conclusion 

In connexion with the health of factory workers, home 
ircumstances play at least as big a part as working conditions, 
nd it is ordinary sickness that is the chief time-loser. The 
roblem thus overflows from the field of industrial medicine 
ito the spheres of public health and general practice. The 
aquiry here reported brings out the need for improved and 
tandardized sickness records relating to factories, and under- 
ines the importance of expliqjt certification by medical 
ractitioners. In preventive medicine, all possible measures 
gainst the winter incidence of colds and influenza in the 
actories are a first requisite. A consideration of factory 
vorking hours is inseparable from the problem of sick absence. 
“he health of munition workers, as of the general population, 
3 on the whole being well maintained. 





SUDDEN DEATH IN UNSUSPECTED 
RHEUMATIC CARDITIS 
? BY 


J. T. QUINLAN, M.B., B.Ch., D.C.P. 
(From the Department of Pathology, Torbay Hospital, Torquay) 


judden death in unsuspected rheumatic carditis is a rare 
‘vent, and very few cases have been reported (Géraudel 
t al., 1928; Thatcher, 1929 ; Breitenecker, 1931 ; Laplace, 
939; Lisa, 1939; McNamara, 1941). The following is 
he record of a case occurring in an apparently healthy 
nfant. 
Case History 

An only child aged 2 years 8 months was apparently in 
xcellent health, playing with his toys, when he suddenly cried 
wt in distress and ran a short distance to his mother in an 
idjoining room. 
ind then became faint. Death occurred within half an hour. 
Necropsy.—The gross pathological findings were confined to 
he heart and right lung. Two infarcts were seen in the lung— 
me near the apex, and the other, slightly smaller, on the lateral 
urface of the lower lobe. The base of the larger infarct 
neasured 14 in. in diameter, and the cut surface in each case 
howed a characteristic triangular outline and a sharp demarca- 
ion from the surrounding lung, in which there was no evidence 
xf consolidation. Unfortunately, a careful dissection, with 
jemonstration of the emboli, was not attempted. Examination 
of the heart showed a general enlargement to 120 g. (normal 
35 to 75 g.) as well as rheumatic mitral and tricuspid 
valvulitis. The vegetations on the mitral cusps were characteris- 
ically bead-like, firm, and pale, in contrast to those on the 





Fic, 1.—Typical Aschoff body in myocardium. 


tricuspid, which were soft and pink, and evidently of a more 
recent origin. There was no evidence of pericarditis, and the 
cut surface of the myocardium did not appear unusual. 


He continued to cry loudly for a few minutes, . 





Histology —The histological changes were focal in distribu- 
tion, and several areas of myocardium showed no recognizable 
variation from normal.. A few characteristic Aschoff bogies 
(Aschoff, 1904) were seen in the interstitial tissue (Fig. 1}, an 
in some sections there was a diffuse infiltration by lymphocytes 
and polymorphonuclears between the muscle fibres. Some 
fibres in these areas were swollen’ and fragmented, with large 
irregular hyperchromatic nuclei, giving the impression of a 
rather acute degenerative process (Fig. 2). Bacteria were not 
seen in any of the sections examined. 





Fic. 2.—Myocardial fibres disintegrating. 


Commentary 

Severe fulminating carditis is becoming very rare in children 
(Miller, 1937), although subclinical rheumatism is common. 
The heart itself, when acutely invaded by the rheumatic process, 
only rarely gives rise to symptoms (White, 1937), and in this 
case it is probable that the urgent symptoms preceding death 
were due to the pulmonary infarctions, 

The aetiology of lung infarction in general has been 
exhaustively studied (Belt, 1939), and embolic manifestations 
in rheumatic heart disease have also been investigated (Weiss 
and Davis, 1933). In a group of 174 cases of rheumatic heart 
disease infarction of one or more organs occurred in 45%, 
the lung being the organ most often affected, and in 21% 
of the series embolism played a chief or contributory part 
in the death of the patient. 

An interesting feature of this case is the possible relation 
between the only previous illness and the fatal termination. 
The appearance of the heart at necropsy, as well as the 
histological findings, indicates that the disease had existed for 
some time before death, and it is possible that the attack 
of bronchitis from which the child had suffered six months 
previously may have been the initial manifestation of invasion 
by the rheumatic process, 

The relation between upper respiratory infection and rheu- 
matic fever has been studied by several workers (Wilson, 1940}, 
and it appears that in some cases a severe cold or bronchial 
catarrh may usher in or precede by a variable interval the 
development of clinical rheumatism. The opinion of most 
workers in this field, however, is that respiratery infections 
are not a specific provocative agent in the occurrence of 
rheumatic fever (Hench, 1938). 

In the histological examination the finding of characteristic 
Aschoff bodies was accepted as proof of the rheumatic nature 
of the infection, and the other components of the microscopical 
picture provided additional eyidence in support of this 
conclusion. 
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Meningococcal Septicaemia with a Malarial 
Type of Fever 


A case with a regular and intermittent type of fever suggestive 
of malaria, but which proved to be meningococcal in origin, 
has recently been observed by me. The case resembles one 
reported in the Journal (Aug. 1, 1942, p. 129) by Dr. R. Priest. 


Case Report ® 


A 23-year-old soldier was admitted to hospital on May 18, 1942, 
complaining of ‘soreness in the back. Two weeks previous! he had 
iad- a fairly sudden onset of chilly sensations, followed by the 

` appearance of tender’ red lumps, 1 to 2 cm. in diameter, on his 
shins, thighs, and elbow regions. A, few days later symmetrical 
swellings developed below. both knee-caps, and both knee-joints were 
palafut. These lesions gradually subsided in a week, Three days 

fore admission he developed a dull low-back pain. 
On admission the patient’s oral temperature was 101° F., and he 
appeared ill. The. positive parica findings consisted of a few faint 
brownish non-tender blotches over both thighs and shins, point 
tenderness over the second lumbar vertebra, and enlarged tender 
inguinal lymph nodes, Urine and prostatic smears were essentially 
negative. T r 
total leucocyte count 9,000 per c.mm., with 75% polymorpho- 
nuclears. Over the first 12 hospital days there was a fairly abrupt 
temperature rise every two or three days, the peaks varying between 
101° and 103°. F. and falling rapidly. The elevations were accom- 
panied by pulse rates of 70 to 80. A smear for malarial parasites 
was negative, Blood cultures, taken on four occasions, were twice 
positive for N. meningitidis, Group 2. The positive cultures were 
obtained just before the: peak of a temperature elevation, the 
negative cultures at a time when the temperature was falling. 
Leucocyte counts made during pyrexial periods ranged from 12,000 
to. 17,000 and in the afebrile periods from 7,000 to 10,000 per c.mm. 
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‘The respirations remained normal, except that a rise occurred during 
one febrile episode, Sedimentation rates, taken over the first 1 
hospital days, were nearly constant at 34 to 36 mm./hr. (Wintrobe). 
Nasopharyngeal cultures were negative for N. meningitidis. 

Two tendér red lumps developed on the inner aspect of the 
patient's right arm on the 7th day in hospital. These persisted 4 
days, He complained of considerable stiffness in the knees and hips. 
Positive. blood cultures were taken on May 23 and 29; but the first 
blood took 7 days and the second 4 days of incubation before 
N: meningitidis, Group 2, was definitely isolated. While awaiting a 
laboratory. report on these cultures rheumatic fever was considered. 
The: patient was given 4 to 5 £: of sodium salicylate daily for 5 
days, beginning on the 13th hospital day. He thereafter was 
symptom-free and his temperature remained normal. Cultures of 
blood and sternal bone marrow taken on the 22nd hospital day were 
negative. However, beginning on. the 23rd hospital day, the patient 
was given a total of 48.5 g. of sulphadiazine over a week's period, 
to lessen the chance of any relapse. Nuchal rigidity and spleno- 
megaly were absent throughout the course of the disease. 


Although meningococcaemia was early suspected in this case, 
repeated blood cultures and a prolonged incubation of them 
were required to establish the diagnosis. Before the aetiology 
of the disease was definite, malaria was considered owing to 
the regularity of the pyrexia, and rheumatic fever in view of 
the joint manifestations. Gonococci were sought for in associa- 
tion with the arthritic symptoms. 

This case illustrates the bizarre picture which may be 
presented in meningococcal septicaemia. The malarial type of 
periodicity, together with the erythema nodosum lesions, makes 
it likely that both the present case and that reported by Priest 
had the same diagnosis, although no positive blood cultures. 
were obtained in the latter. : 

LAwRENcE Kinam, M.D., 


z Physician to the American Red Cross, 
d Harvard Field Unit Hospital. 


haemoglobin was 14.85 g. per 100 c.cm., and the - 


s PARASITOLOGY 


Textbook of Clinical Parasitology : Including Laboratory Identification and 

Technic. By David L. Belding, M.D. (45s) New York and London: 

D. Appleton-Century Company. 2 : 
This book will make an.instant appeal to all those who ar 
interested in medical zoology—protozoology, helminthology 
and entomology—whether from the point of view of th 
student of parasitology, the pathologist working in a laborator 
where clinical material comes for examination, or the clinicia: 
who is occupied with the diagnosis and treatment of cases o 
infection. Within its 888 pages will be found adequate informa 
tion regarding the structur® and life history of the variou 
animal parasites which assail man and the arthropod vector 
responsible for the transmission of many of them. The subject 
matter is clearly set forth, a notable feature being a series o 
tables giving at a glance the distribution of the parasites, thei 
localization in the body, the symptoms produced by them, th 
method of their transmission, the remedies to be employed fo 
their eradication, and other information. 

The- book is profusely illustrated with drawings which ar 
admittedly schematic but which depict the essential feature 
of each parasite or arthropod described, and by their excellence 
render identification much simpler than it otherwise would be 
There are four coloured plates of intestinal protozoal cyst 
stained by iodine and of malarial and other blood. parasite 
coloured by Leishman stain. 5 

After an introduction (70 pages) dealing with such subject 
as nomenclature, evolution of animal parasites, hosts © 
parasites, pathological changes brought about by infection 
immunity, serological methods of diagnosis, treatment of para 
sitic diseases, and other general matters, a series of chapter 
(151 pages) describe the protozoa which may give rise t 
human infections. There then follow 21 chapters (366 pages 
on the helminthic parasites and 14 chapters (180 pages) or 
entomology, These chapters are distributed «among: a serie: 
of six sections, and a final section deals with technical. method: 
for the diagnosis of parasitic infections and the chief. drug: 
employed in their treatment. References to relevant literaturi 
are given throughout the book, while a good index enable: 
any desired subject to be quickly turned up, x ; ; 

The book is comprehensive and reliable.: It is unquestionably 
a good one, and will prove to be of the greatest use to student: 
of parasitology and an. invaluable: book of reference ir 
laboratories which. have to deal with the animal parasites. ol 
man and the pathological conditions they produce. We car 
thoroughly recommend it to students of tropical medicine anc 
medical men and laboratory workers in this and other countries 


INTESTINAL OBSTRUCTION 
A Physiological and Clinical’ Consideration, with 
Emphasis on Therapy, Including Description ofj Operative Procedures. 
By Owen H. Wangensteen, M.D, Second edition. (Pp. 4845 illustrated. 
$7.00 post paid, or 38s. 6d.) Springfield and Baltimore: Charles © 
Thomas; London: Baillitre, Tindall and Cox. F942 T AO nens 
Treves once wrote, “ Those who are enamoured of statistic: 
could, I have little doubt, show that itis less..dangerous tc 
leap from the Clifton: Suspension Bridge, than to suffer from 
acute’ intestinal. obstruction and decline operation.”. Jf this 
statement requires some modification to-day it is- largely 
because of the prestnt practice of intestinal decompression by 
suction following duodenal intubation. It is no longer true 
to say that high intestinal obstructions. are more dangerous 
than low. The. replacement of fluid and electrolyte loss, and 
duodenal tube drainage, have altered all that: In the intro- 
duction and development of duodenal suction drainage’. the 
author of this book has played a large part, for it was in 1931 
that he first practised the procedure in the case of a patient 
aged 72 who had been obstructed for .three days. Among 
much valuable experimental work relating to intestinal obstruc- 
tion which Dr. Wangensteen has carried out since must be 


Intestinal Obstructions. 


. included his demonstration of the value of suction over mere 


siphonage. Adhesive obstructions are to-day especially amenable 
to treatment by conservative decompression, which in many 
cases brings about an automatic re-establishment of intestinal 
continuity ; but Dr. Wangensteen insists that if a patient with 
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mechanical obstruction is thus treated conservatively the pro- 
gress of the decompression must be followed by. x-ray films, 
because clinical data alone are insufficient evidence. With the 


advent of duodenal suction also the dread prospect of post-’ 


operative acute gastric dilatation ceases to disturb the surgeon. 
For this and many other benefits which duodenal suction has 
conferred we are grateful to the author of this monograph. 
We are further grateful for his production of the book itself, 
and now particularly of the second edition. It is in many 
respects a new book as compared with the original work, 
which consisted of the published winning essay for the 
Samuel D. Gross Prize of the Philadelphia Academy. of Surgery 
for 1935. The Miller-Abbott tube, which appeared after the 
issue of the first edition, is adequately dealt with in the present 
edition, which contains much new matter. 4 

This is probably the most complete treatise on the subject 
of intestinal obstruction that h&s yet appeared. Some idea 
of its scope may be gathered from the fact that it is arranged 
in four sections, the first being devoted to physiological and 
clinical aspects, the second dealing with diagnosis, the third 
with treatment and management of cases, and the last part 
with a consideration of. the special obstructions such as con- 
genital and obturator, lesions, adhesions, tumours, herniae, 
intussusception, and obstructions due to vascular " causes. 
Authors and subjects are indexed separately ; illustrations and 
printing are good. We predict that the work will become 
a classic. j 


INDUSTRIAL HEALTH 


Health Services in Industry. (Pp. 60. 2s. 6d.) Industrial Welfare Society. 
14, Hobart Place, London, S.W.1. ` 
The Industrial Welfare Society, which exists primarily as an 
information and propaganda medium for employers, has pub- 
lishéd an interesting booklet on health services in industry. 
The contents include reasons for the need for this service and 
how to set it up, staff and accommodation required, the position 
and duties of the medical officer and his relation with outside 
health services, records, ancillary services such as dental and 
ophthalmic, and a short final chapter on general health and 

working conditions. 

While this booklet contains much useful information for 
the employer who is interested in the problem, there are certain 
statements which need comment. Stress is laid, for example, 


‘on the importance of rest rooms in factory medical departments. _ 


In our view they lead to abuse just because they are called 
rest rooms ; rest is obviously part of treatment, but why not 
call it treatment? The suggested layouts for health service 
departments given in an appendix are hardly up to modern 
standards. The importance of medical examination of new 
entrants to industry is emphasized and taken for granted rather 
than considered critically on its merits in relation to labour 
turnover and present-day conditions of employment. Except 
for specific occupations, many hours can be wasted in wartime 
in carrying out- such examinations as a routine, not only because 
of the labour position generally ‘but also because of the lack 
of physical standards and the large margin of error in one 
medical opinion. The use of foot baths for shock will be 
a form of treatment new to many surgeons. The important 
fact, in relation to the prevention of sepsis, that exemption 
from the duty to provide first-aid boxes can be obtained from 
the factory inspectorate in factories with approved ambulance 
roonis is not mentioned: Beyond: the need for light work and 


rehabilitation facilities for fracture cases there might have been . 


some mention of the even greater need for organized treatment 
and rehabilitation services for other types of injury, which 
in factories outnumber fractures by 10 to 1. In-connexion with 
sickness absenteeism we would have liked to see some practical 
suggestions on how the factory doctor could apply statistics 


in an attempt to reduce its incidence—for example, what should 


be his approach to the problem where he finds a high rate 
in a certain department or occupational group? 

On the whole, however, the booklet contains much interesting 
information and should be read: by all industrial medical 
officers. It is gratifying to know that the Industrial Welfare 
Society is still pressing actively for an extension of medical 
supervision in industry; its pioneer work in this direction is 
well known and must be fully acknowledged by the. medical 
profession. ; : : 
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Notes on Books 


Minor Surgery, by Dr. CHARLES M. Oman, is another member 
of the Oxford Medical Outline Series (12s. 6d. each) and@con- 
sists of pages of headings and rather terse comments inter- 
leaved with blanks, presumably for the student's remarks. The 
author tells us that it must not bg forgotten that all miner sur- 
gery is potentially major surgery, and the inclusion in this book 
of such conditions as gas gangrene, acute osteomyelitis, 
abdominal injury, and compound fractures gives ample ground 
for his remark. As an example of the “make-up” we may 
quote from a comment on tourniquets (p. 15k B. General 
consideration as to their use: 1. Frequently they ark jes 
necessary than is imagined.” Most of us would agree with that 
This little book covers the subject well and should be of service 
to students, provided: they. remember, as its author sou 
that it has no pretence to being a. textbook but: is merely 

practical working guide. Its. chief use will obviously be im the 
casualty and out-patient departments and wards, and full use 
should be made of the blank sheets for amplification and totes 










of cases. 


The seventh edition of the popular textbook Diseasery of 
Women, by Ten Teachers (Edward Arnold ; 18s.), isa good one 
and, like its companion volume on midwifery, it has been 
completely revised. With the advent of specific chemotherapy 
it has been found necessary to rewrite those sections dealing 
with pelvic inflammation. General principles more than details 
of treatment are discussed throughout the book. The student 
is thus given a concise guide to his studies rather than an 
exhaustive textbook of reference. 


The great popularity among: students of Dr. R. W. Pam. 
BROTHER'S Text-book of Bacteriology (William Heineman 
17s. 6d,) is shown by the publication of a fourth edition only 
years after its original appearance: each of the earlier editions 
also had to be reprinted. The principal change made is the 
addition of a new chapter on chemotherapy. 


The late Mrs. J. Langton Hewer’s popular handbook Onr 
Baby for Mothers and Nurses has now reached a 22nd: edition 
and 213th thousand since its first appearance half a century 
ago. The text has been revised from the medical point of view 
by Dr. Margaret Scott-Brown, who has made it her aim to 
leave Mrs. Hewer’s fundamental teaching unaltered. The 
publishers are John Wright and Sons, Ltd., and the price is 5s. 


A pamphlet that will be useful to many general practitioners 
is War-time Information for Pharmacists compiled by the 
Pharmaceutical Journal and published by the Pharmaceutical 
Press (17, Bloomsbury Square, W.C.1) at is. The contents 
are arranged in the alphabetical order of their headings and 
there is a convenient list of addresses at the end. 



















Preparations and Appliances 








A SIMPLE FRACTURE REDRESSOR 


Major G. A. G. Mitchell, R.A.M.C., OC. No. 1 Orthopaedic 
Centre, M.E.F., writes: : 


Crush fractures of the tibial head and os calcis are common 
results of land and sea mine explosions and of aeroplane and 
parachute accidents. Manual reduction of these injuries is often 
difficult, and then a redressor is valuable. The instrument 
illustrated in the line drawing (1/4 scale) is simpler in design 





than Bohler’s, and equally efficient. It consists of two Le 
shaped members (square in section to prevent rotation), one of 
which slides upon the other. Pressure is applied by means of 
the screw arrangement shown at one end. Two different shapes 
and sizes of metal pressure pads are provided, one set sullable 
for the os calcis and the other for the tibial head; they sre 
supported on short columns with screw ends, so that they are 
easily interchangeable. The original instrument was made for 
me in an R.A.O.C. workshop. ë 






































THE STUDY OF NUTRITION IN LATIN 
as AMERICA 


BY 


PEDRO ALBERTO ESCUDERO, M.D. 
: Assistant Chief, Nutrition Department,National School for 
. Dietitians, Buenos Aires 


(ABRIDGED) 


The National Institute of Nutrition at Buenos Aires has come 
about as a gradual development over a period of ten years. 
In 1921 Prof. P. Escudeéro,** professoreof clinical medicine at 
the National University, started a scientific movement for the 
study of nutrition. Three years later he suggested to the 
Director. of Public Assistance the desirability of a survey of 
nutritional diseases, to be carried out at the Rawson Hospital. 
The services so created were the origin of the Municipal Insti- 
tute of ‘Nutrition in 1928, at which systematized studies were 
“undertaken. Here the first dietetic kitchen in Argentina was 
established. A survey of nutrition was made at the municipal 
hospitals in 1931 under the guidance of Prof. Escudero, and 
its:results were summarized in a report to the fourth National 
Congress: of Medicine in Argentina. 

A School of Dietitians was started in 1935 ; and in 1938, by a 
decree’ of the then President, General Justo, the National 
{Institute of Nutrition was founded. ‘This included the School 
of Dietitians and also a residential college for students from 
the provinces and territories, whereby the benefits of the 
foundation were extended to the interior of the country. To 
enter the Institute the candidate must show the same standard 
of secondary education as iè required for entrance to the 
Medical Faculty. Almost every province and national terri- 
tory now has graduates from the Institute. In 1939 scholar- 
ships were instituted to promote the study of dietetics as a 
medical specialty, and duting the present year doctors from 
four provinces have graduated. In the course of the next 
decade or two it is expected that a considerable number of 
medical specialists in nutrition will be practising in the 
country. 

The third International Conference on Nutrition under the 
auspices of the League of Nations—the first to be held outside 
Geneva~~assembled at Buenos Aires in 1939, and its conclusions 
were so startling that in October of that year the late President of 
the Republic, Dr. Ortiz, opened the doors of the Institute to 
all Latin-American countries, with a grant of scholarships for 
dietitians and dietetic specialists. Fellows from six South 
American countries apart from Argentina itself have now 
graduated from or are students at the Institute. Thus the 
Institute has become a Latin-American university centre for 
the study of. nutrition. It has a staff. of over 300, and its 
present. provisional. budget is for 1,200,000 pesos (about 
£70,000). An Act conferring full autonomy on the Institute 
and providing for its resources is expected shortly to be passed 
by the Argentine Senate. 


Aims of the Institute of Nutrition 
Prof: Escudero has given the following definition of the 
work of his Institute: “The basis for the conservation of the 
human being is nutrition ; life, strength, reproduction, mental 
energy, and social and moral, progress are dependent upon it. 


The Institute of Nutrition includes the study both of the life ` 


of the individual as a physical and moral ‘entity and of the 
society of which he forms a part. The Institute is not merely 


a hospital, although it treats patients ; not merely a laboratory, - 


although it examines biological. processes ; not merely a centre 
for social studies, although it investigates sociological pheno- 
mena ; not merely an office for social welfare, although it helps 
those in need ; nor is-it merely a school or a pulpit, although 


it teaches.and preaches. It is all these things, with investiga- 


tion of facts, causes, and. remedies as its central aim.” In 
other words, it isa centre for’social, economic, and hygienic 
survey. Jt co-ordinates all these branches of activity with a 
view to maintaining and improving the physical and moral 
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studying the patient and the causes of disease it has always 
the prophylactic aim in view. . 
In many quarters there exists a narrow and therefore mis- 


“taken notion of what is understood by nutrition. The Director 


of the Institute divides nutrition into three stages: (1) alimenta- 
tion, or intake of matter and energy, beginning from the time 
the food is chosen ; (2) metabolism, or exchange of matter and 
of energy,. beginning from the moment. of absorption of the 
alimentary substance ; (3) excretion; or the elimination of the 
used or unusable. Nutrition, he says, is not a single function, 
but the result of correctly harmonized functions which com- 
plement one another, and the aim is to maintain the normal 
integrity of living matter and to ensure life. Too often nutri- 
tion is considered only as metabolism. | Prof. Escudero has 
similarly enlarged the notion of nutritional disease, which to 
most authors is a synonym for metabolic disorder. He divides 
all nutritional diseases into*three main groups: alimentary, 
metabolic, and excretory. 

Some special forms of study and of approach to the subject 
have been adopted at the Institute. One of these is “ alimen- 
tary anamnesis ”—to assist in the judgment of the. existing 
alimentation and to furnish information of the effect of past 
and present dietary habits. on the disease or the state of the 
patient. A formulary has been worked out for the examina- 
tion and comparison of different dietaries so that adjustments 
can be made and prescriptions given for the food required and 
the way it should be prepared and consumed. By these various 
methods and formularies it is possible to prescribe, examine, 
and compare the diets advised. 


-Character of the Studies 

In its studies the Institute works in six divisions, co-ordinated 
by a general direction. These divisions are: education, social 
work, alimentation, research,. educational work, and medical 
assistance. The general direction undertakes the administra- 
tive and technical control of the Institute, which has a general 
and a technical secretary. The problems which come before 
the general direction can be divided into. three—health. 
economic, and social—always, of course; related to nutrition. 
For the solution of such problems a technical council or board 
is formed by the heads of the divisions, with the general director 
as chairman. 

The educational division is concerned with the training of 
technicians in food and alimentation. . The teaching of this 
discipline is officially assigned to the Institute by the Faculty 
of Medicine of the University, and there is perfect understand- 
ing between the two bodies, as the General Director of the 
Institute is also Professor of Nutrition... Training is given in 
the Nutrition Clinic for undergraduates of: the School of 
Medicine in their final year (the seventh), also finishing courses 
for graduates who are to become dietitians, a title awarded by 
the Faculty. By decree of the National Executive Board. all 
official technical posts related to. food and alimentation must 
be preferentially filled by those who have followed these 
courses. The students are first instructed in the alimentation of 
the normal individual and the community. and ‘afterwards. in 
the alimentation of sick persons. i ; 

The training of dietitians is of-a university type, ‘claimed 
to be far superior to the similar disciplines: at other American 
and at European schools. The: plan: of studies is divided into 
two cycles. The first includes. normal alimentation from ‘the 
biological and economi¢ points of view for the individual. at 
different ages and for the community : the second considers. 
alimentation in sickness. Two scholastic years are occupied 
with the first—or normal—studies, and the third with alimenta- 
tion in disease.. For admission to this training a college course 
degree is required, such as Bachelorship of Arts or Com- 
merce. The occupation of dietitian (non-medical) is reserved 
to women. : : 

The School also trains auxiliaries and nurses specializing 
in food problems; the studies undertaken in these cases are 
more restricted. The medical dietetic specialist, the dietitian. 
and their co-workers—the auxiliary and the nurse—form a unit 
ready to solve any nutritional problems. As already stated 
the School has a residential quarter where students from the 
provinces or from other Latin-American countries may be 
boarded during their training. i p nye 
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Kaoa Studies 

The division of the Institute which deals with social work 
‘is subdivided into research, prevention, and social assistance 
sections. The research section has two branches, one of/which 
is concerned with the social ‘and economic condition, of the 
families investigated, making inquiries regarding incom’, food 
consumption, and health conditions ; the othe? branch is con- 
cerned with the moral condition of families through a survey 

„of social behaviour and mental health. 
' The section dealing with prevention is’ entrusted with the 
care and protection of normal individuals. It has nothing iñ 
common with the so-called health centres in’ other countries. 
Its work is carried ‘out by means of clinics or consultations at 
which ‘advice is given on matters of health, food, and the 
influence of work and home in relation to the age and condi- 
tion of: the individual. Perfodical, examinations are made, 
patients being ‘given appointments at the day; and, hour most 
suitable to them. Food is‘studied from the hygienic and 


~ economic points of. view, and advice is given regarding the 


best, kinds of food to choose, bearing in mind the- family 
budget and the individual requirements. Eugenics, care and 
protection of pregnant women and nursing mothers, care of 


children; popular ‘education on food: questions, and social . 


records, ‘all come within the scope of this section., 

In the section of social assistance various moral problems 
and problems of behaviour concerning the individual and the 
family come forward for consideration. Occupation, is pro- 
vided for the workless, and material help, mainly in the form 
of food, is also „provided. In this connexion the' Institute 
endeavours to preserve family life. It does not rely on popular 
resthurants or canteens, which disturb the normal family rela- 
tions. > 
family, the time whén the existence of the family as a unit 
is best manifested. ‘The provision of canteens.is accepted as 


. a necessary accompaniment of industrial or business life, but 
. it is not regarded as anything like the ideal approach to the 


' nutritional problein. A more discriminating assistance is 
sought to be ‘given, requiring knowledge of the family and its 
- means, and calling for the teaching of cooking and the best 
. means of utilizing food, and in necessitous cases the giving of 
foodstuffs. .  ., p“ 

Help is still more daada in the.case of pregnant or nurs- 
ing women and mothers of small children. A lactarium for 
the free provision of mothers’ milk, regardless of the family 
budget, for the first: month of the infant’s life, "has been set 
up, and so far has proved extremely successful. The extra 
milk is purchased from the donor mothers, and both their 
babies and those of the Teceiving mothers are supervised. 


rt Alimentation, Research, and Propaganda 

{ The alimentation division of the Institute includes various 
. technical studies, and maintains and controls free refectories for 
sick people and school canteens ; dietetic restaurants, too, are 
shortly to be provided for sick persons who can afford to pay. 
The work of the division is undertaken by a ‘number of medical 
dietetic specialists, "Jay dietitians, auxiliaries, and nurses. -The 
research division includes various chemical and biological 
laboratories ; laboratories - of alimentary . technology ane an 
‘experimehtal farm are projected. 

In the sphere of propaganda one division undertakes the 
service of the Press and wireless to popularize basic knowledge 
about nutrition. Lectures- are given to teachers and to house- 
wives on Kitchen cookery and on the best utilization of the 
.food they purchase, with brief explanations of the hygiene of 


- alimentation. These lectures and courses are given by women 


' dietitians who are well acquainted with this kind of social and 
educational work. 

Finally,’ a -sixth division: undertakes medical assistance in 
nutritional diseases. It is estimated that 80% of such chronic 
‘patients do not require complete institutional treatment. They 
can be assisted as out-patients by means of a refectory, receiv- 
ing, in fact, everything that they would have received in an 
institution’ except the bed. The patient sleeps at home, carries 
‘on his work, and has his meals at the Institute. The acute 
cases or cases in the acute stage ofa chronic condition are 
received at a residence having 60 beds, to which also are 
admitted cases requiring special study. "Usually the patients 


The meal- time is the occasion for the gathering of: the 


who need a special diet and have their meals at the refectory 
are suffering from diseases of metabolism and imbalance, 
diseases of ‘the digestive tract and its glands, of the gurinary 
and renal system, and of thé. skin. The assistance given is 
supplemented by the service of consultants in’ dermatology, 
gynaecology, urinary diseases, and otology and laryngology. 
Physiotherapy and massage are administered. There are also a 
‘small surgical service, a radiological department, and patho- 
logical laboratories. , 

The service given to in-patients and out-patients extends to 
all ages and both sexes, and is organized on the lines of a 
general hospital.. Between 6,500 and 7,000 patients are treated 
every year., . : 

a Future Work of the Institute 

It should be borne in mind, however, that the Institute is 
principally a centre of investigation and teaching. The direct 
assistance given to patients is only of limited extent; the aim 

of the Institute is to ascertain the best form of assistance, 

not to fulfil it as a routine. * The same is true of the social 

assistance which. it affords. It avoids mere extension due to 
~the multiplication of the routine of its services ; it looks for 
the cause of the phenomena studied and endeavours to find the 
remedy or the means of avoiding them. 

Its social and educational work is equally important. Until 
1921 studies on nutrition Were regarded with indifference’ by 
the scientific world of Argentina. Until 1930 the Government, 
_the Legislature, and the people were generally’ ignorant of 
alimentary problems, although the main source of the revenue 
of the country is food production. But the question of popular 
alimentation has awakened a legislative, social, and economic i 
movement, the more marked since the third International Con- 
ference. on Nutrition under the auspices of the League of 
Nationg was held at Buenos Aires in 1939. 

‘Over a period of eighteen months—from June, 1936, to 
November, 1937—the Institute conducted a survey of health 
conditions in Buenos Aires in relation to the family budget. 

e' expenditure on food and the minimum budget required 
SYO livo modestly but decently and to be correctly fed were 
estimated. A similar survey has just been completed at the 
-industrial town, of Avellaneda,’ a suburb of Buenos Aires, and 
another is being carried out at ‘the town of Mendoza. Prof. 
Escudero resigned his professorship of clinical medicine, which 
he had held since 1921, to become professor of nutrition when 
the Faculty of Medicine included a clinic of nutrition in its 
plan of studies. 

The-work already done in the training of medical dietolo- 
gists, dietitians—a new profession which may be said to have 
been-created by the Institute—and their auxiliaries is expected 
to have further developments in the Argentine Republic. 
Already the province of Mendoza in Western Argentina has 


N 


` set up a department of nutrition as a branch of*its health direc- 


tion, involving a certain modification of its hospitals and an 
economic-social survey of its population. The Institute has 
also started- to draw up an “alimentary geography” of the 
country, including a study of alimentary folklore and of present 
food production. By the time the work of the Institute reaches 
its full development it is hoped that health conditions in 
Argentina will have manifested very great improvement owing 
to a récognition of what the founder of the Institute has called 
the “ non-specific prophylaxis ”- of diseases whose onset is due 
to simple maladjustments in living rather than to any specific 
cause. 


\ - 








H. P. Fernandez (Tubercle, 1942, 25, 50) records six cases in 
patients aged from 20 to 39 who developed symptoms of distress 
after aspiration. The onset of-these symptoms was attended by a 
fall in blood pressure, associated with high negative intrapleural 
pressures, medjastinal displacement, and lung re-expansion. In all 
cases relief of distress followed: injection of adrenaline and pituitrin. 
The relief was accompanied by a rise in blood pressure and occurred 
at a time when mediastinal displacement, lung re-expansion, and high 
negative intrapleural pressure had not been adjusted. Fernandez 
comes to the following conclusions: (1)- The symptoms of distress 
after aspiration were due to a high negative intrapleural pressure; 
lung. re-expansion produced by this led to a circulatory disturbance, 
causing a fall in blood pressure. (2) Injection of adrenaline is of 
value as an emergency measure for such distress. 
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. THE BEVERIDGE PLAN 

`~ The publication on December 2 of Sir William Beveridge’s 
Report on Social Insurance and Allied Services had 
not been unheralded in the Press, and many ‘intelligent 
anticipations reached the public eye before the large printed 
document was released. The report has been widely sum- 
marized and commented upon in newspapers and reviews 
during the past ten days, and medical men and women 
must already be familiar with its broad outlines. Sir 
William Beveridge alone signs the report, though he acted 
as chairman of an interdepartmental commitiee set up to 
survey the whole field of existing national schemes of social 
insurance and allied services, including workmen’s compen- 
sation. For the views and recommendations on questions 
of policy which the report contains Sir William, by the 
Government’s wish, takes sole responsibility. His plan 
for post-war social security aims to replace the present 
medley of Social services by a single comprehensive system, 
bringing the adult population of the country into a com- 
pulsory, and in the main contributory, unified scheme of 
insurance to provide’ against sickness and unemployment 
and: old age, and for family allowances. It is meant to 
include all citizens, without upper income limit, and to be 


administered by a new Ministry of National Security, to. 


which would be transferred the relative responsibilities of 
six or more Government Departments as well as some of 
the duties of local authorities. One stamp on one insurance 
document, payable weekly, would cover all social insurance 
schemes. ` 
Briefly put, the report proposes that medical treatment 
shoúld be separated from the administration of cash 
benefits and that a comprehensive medical service should 
be set up for everyone, covering all treatment and every 
form of disability, under the supervision of the Health 
Departments. ‘The paragraphs which are of primary in- 
terest to the medical profession and those associated with 
it have so far°had little attention in the newspapers, and 
for that reason we print them in full at p. 704. Sir William 
Beveridge accepts the view that restoration of a sick person 
to health is a duty of the State and of the sick person, 
prior to any other consideration ; and he adopts the. defini- 
tion of the objects of medical service in the draft interim 
report of the Medical Planning Commission of the B.M.A. 
—“ (a) To provide a system of medical service directed 
towards the achievement of positive health, of the preven- 
tion’ of disease, and the relief of sickness; (b) to render 
available to every individual all necessary medical services, 
both general and specialized, and both domiciliary and 
institutional.” But he says that most of the problems of 
organization of such a service fall outside the scope of 
his report. This excludes any opinion by him on such 
questions as free choice of doctor, group or individual 
practice, or the place of voluntary and public hospitals 
respectively in a national scheme. “Once it is accepted 
that the administration of medical practice shall be lifted 
out of social insurance to become part ofa comprehensive 
health, service, the questions that remain for answer in this 
„report are in the main financial.” It will be seen that in 
handling these financial questions, after dismissing organiz- 
ation as no affair of his, he takes up in separate paragraphs 


vices like dental and ophthalmic treatment, subsidiary 
services such as supply of medical or surgical’ appli- 
ances, nursing and convalescent homes, and post-medical 
rehabilitation. - i 

` The problems involved in establishing and running a 


' comprehensive medical service for all, and even the 


financial basis of such a service, are, excluded from the 
Beveridge Report. Its author merely suggests the need 
for a further immediate investigation in which the finance 
and the organization of medical services could’ be con- 
sidered together, in consultation with the professjons con- 


cerned and with the public’ and voluntary organizations, 


which have established hospitals and other institutions. 
The ideal plan, in'his view, $ a health service providing 
full preventive and curative treatment of every kind for 
every citizen without exceptions, without income limit, and 


. without an economic barrier at any point to delay recourse 


to it—in’ other words, a 100% service for 100% ofthe 
population. His cool words about the effect of all this 
on private medical practice will arouse’ mixed feelings : 
“The possible scope of private general practice will be 
so restricted that it may not appear worth while to pre- 
serve it.” Further immediate investigation is certainly 
called for, and it will have to be very thorough. The 
primary interest of the proposed Ministry of National 
Security may not be in the details of the national health 
service or in its financial arrangements; but such details 


and arrangements must be worked out with the full con- ' 


sent of those who provide the service if the great social 
plan of which they will form’ part is to fulfil its author’s 
great expectations. 





PREVENTION AND TREATMENT OF | 
` HEPATITIS ` 


A rise in the jaundice Tate seems to be an inevitable con- ` 


comitant of war, and this war has been no exception to 
the rule. Epidemics of infective hepatitis have been re- 
ported by the enemy and have occurred among our own 
troops. The increase in the incidence of syphilis and in 
the vigour of arsenical treatment has its corollary in the 
increase of toxic jaundice. Our American allies have ‘had 
the unfortunate experience of a high incidence of jaundice 
after vaccination against yellow fever, now happily arrested 
by improvements in the vaccine. On a very much. smaller 


scale there has been the usual outbreak of T.N.T. jaundice . 
which follows the entry of an unsalted population into the - 


filling factories. Most cases of non-obstructive jaundice clear 
up rapidly, but when the jaundice lingers or recurs the 
physician’s anxiety. deepens, for experience shows that 
fibrosis or insufficiency of the liver is inevitable if the dis- 


‘domiciliary treatment, ietiadonat treatment, eee ser- ` 


ease process is not arrested. We may well ask ourselves : 


` why inflammation or degeneration persists when the initial 


noxa has presumably disappeared., Cullinan’ found final 
degeneration of the regenerated liver tissue in all but two 
of his cases of recurrent jaundice, and in some there was 
evidence of at least three attacks of necrosis. Is there a 
vicious circle, comparable with that in Brights disease,” 
so that the metabolism now perpetuates some harmful pro- 
duct or process? Our thoughts turn to a diet which will 
spare the damaged liver, in the 'same way that under- 
nutrition will arrest the progress of diabetes. ` When we 


consult textbooks on treatment we are advised that the’ 


diet should be chiefly carbohydrate in composition as 
throwing least strain on the damaged organ. “ Proteins 
should be kept down to the minimum bodily requirement, 
as the metabolism of their derivatives requires hepatic 


1 St. Bart’s Hosp. Rep., 1936, 89, 55 
5 ,3 Quart. J. Med., 1941, 10, 65. 
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' activity.”* Experimental work carried out from a variety 
of aspects shows that, while restriction of fat is indeed 
essential in-conditions of strain' or damage to the liver, 
restriction of protein is not merely unnecessary but posi- 
tively harmful. er : i 

_ Best* has summarized the work on fatty degeneration of 
* the-liver which has grown out of the origjnal discovery 
` of insulin. Depancreatized dogs which: are kept alive by 
insulin eventually develop large fatty livers. The fatty 
-degeneration of the liver can be prevented by feeding 
‘the dogs with raw beef pancreas. Successive discoveries 
showed that the same curative effect was exerted by 
‘lecithin (which, is, a compound of fat, phosphoric acid; 


‘and choline) and by choling alone. It is now. clear that « 


choline accelerates the formation. of phospholipids and 
the turnover of fat in the liver, Most of the recent’ work 
hás been done on white rats, which’ develop fatty livers 
‘and eventually cirrhosis when they. are fed on diets very 
rich in fat., Fatty degeneration can be prevented not only 
. by choline but also by casein, methionine, and the choline- 
‘like amine, betaine. These observations ‘have given rise 
‘to the hypothesis that the protein (casein) acts by virtue 
of its amino-acid (methionine), which provides the labile 
methyl groups out of which choline is built up and which 
are essential for’ the orderly metabolism of fat in the liver. 
The type of fatty liver upon which these substances act 


‘specifically is that dué to relative of absolute deficiency ' 


of choline, but it has also been shown that choline acceler- 
‘ates the disappearance of fat from a liver which has- been 
poisoned by phosphors or carbon tetrachloride. A second 
important factor for the integrity of the liver is an un- 
identified component of the vitamin -B complex which, is 
„ „present, in yeast. Degenerative changes develop in the 
livers of rats and rabbits fed on diets which are deficient 
‘in vitamin B, but they can be prevented by the addition 
of yeast extract. Moreover, yeast diminishes or prevents 
. the liver damage caused by arsenic, “ butter yellow,” 
and high fat diets. Webster has found indications that 


, molasses may have a like protective action. Whipple,“ who , 


, approached the problem in relation’ to hypoproteinaemia, 
' has shown that the dog whose plasma has been depleted 
by repeated removal of plasma protein is very susceptible 
to intoxication by drugs such as chloroform and arsenicals. 
This susceptibility can be promptly removed by large pro- 
. tein feedings or considerable amounts of plasma given by 
' vein. Further, methionine will protect the plasma-depleted 
dog against chloroform anaesthesia, though other amino- 
acids which do not.contain sulphur are inert in similar 
' experiments. Lecithin and choline are likewise inactive. 
The mechanism of action of methionine therefore differs 
in hypoproteinaemia. and in overfeeding of fat, and 
methionine is evidently a key substance in the metabolism 

, of- the liver. | | ee 
Jt would seem rational to apply these experimental data 
to the prevention and treatment of he titis in man. Diets 
should be low in fat and high in protein and carbohydrate. 
The construction of such a diet is not altogether easy, 
for many protein foods, such as meat, eggs, and cheese, 
are ‘relatively rich in fat. Vegetable protein, which is 
' easier. to secure in wartime than animal protein, has been 
regarded as particularly suitable for disease of the liver. A 
_ useful ingredient in this country is skimmed milk, whole 
or dried, which is in fairly free supply at the present time: 
and which contains the valuable protein casein. With this 
it is not difficult for ‘the dietitian to devise diets contain- 
ing approximately 100 g. protein, as little as 20 g. fat, and 

-= Tre , 
"3 Text Book of Medical Trearment By D. M, Dunk, L. S. P. Davidson, and 
4 Science, 1941, 84, 523. 7 - 


d J. clin. Invest., 1942, 21, 385. 
a Amer. J. med. Sel., 1942, 203, 477% 
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enough carbohydrate to supply the necessary calories. As 
the fats are reduced, it is wise to ‘administer concentrates 
of fat-soluble vitamins A and D, and vitamin K if there 
. is evidence of prothrombin deficiency: Hypoproteinaemia 
should be corrected by transfusion of plasma. “Baker's 
yeast should be prescribed, ahd increased, if tolerated, from 
3 teaspoonfuls to 1 to 3 oz. a day. Molasses is harder to 
come by, but anot unpleasant drink can be- concocted on 
a basis of yeast and molasses. Such a drink might be 
offered as an alternative to the draught of magnesium 


, sulphate which is,so popular with, workers going on duty 


.on the T.N.T. plants in some of the Royal Ordnance 
Factories.. Pure amino-acids are expensive, and they are: 
not always tolerated well by mouth. No information is 
available about the use of methionine in man, but favour- 
able results have been repotted’ from the administration 
of choline chloride in a dose of 1 g. daily in cirrhosis of 
the liver, together with a diet like that outlined above. 








RHYTHM OF THE FEMALE SEX CYCLE 


It has been generally believed by endocrinologists that the 
‘rhythmic nature of the sexual processes in the uterus and 
vagina could be explained by the interrelation of pituitary 
and ovarian secretions. The growth of the ovarian fol- 
licles is under the control of a follicle-stimulating pituitary 
hormone. The fluid formed in the growing follicles is rich 
in oestrogen. Oestrogens in excess depress pituitary func- 
tion but first appear to stimulate production of the pitui- 
tary luteinizing hormone. There is experimenta] evidence 
for all the above statements, and if we assume that the 
corpora lutea produce less oestrogen, so allowing the secre- 
tion of follicle-stimulating hormone to begin again, we 
have gone a long way to unravel the mechanism of the 
ovarian cycle : the oestral and menstrual cycles in the lower 
and higher vertebrates were assumed’ to be'a reflection of ` 
this ovarian cycle. Some years ago, however, Zuckerman’ 
observed that regular cyclic uterine bleeding was induced in 
an ovariectomized monkey by the injection of a constant 
daily dose of oestrone. The dose had to be carefully adjusted: 
with’ too much oestrone no bleeding occurred until some 
time after stopping the injections (oestrone-withdrawal - 
bleeding) ; if too little were given there was no bleeding 
at all. Zuckerman’ has lately confirmed his original find- 
ing in a group of 15 ovariectomized Rhesus monkeys, 10 
of which experienced periodic uterine bleeding when in- 
jected daily ‘with a constant threshold dose of oestrone ; 
the average length of time between successive bleedings 
in 68 of these “artificial threshold cycles ” was 43 days, 
which did notdiffer significantly from the length of the 
normal menstrual cycle in a control series collected by 
Corner,!° though somewhat longer than that of a larger 
control series, collected by Zuckerman himself.!! Similar 
threshold oestrous cycles have been observed in rats in- 
jected daily, with an appropriate dose of oestrone! and the 
length ‘of the cycles shown to be the same as that of 
normal oestrous cycles in intact rats.1* These facts clearly 
demonstrate that a fluctuating secretion of oestrogen by 
the ovary is not essential to explain the cyclic changes in 
the uterus and yagina. i 
Last year Bourne and Zuckerman,‘ in a more extensive 
study of these artificial cycles, found that they could still 
be produced in hypophysectomized ovariectomized rats, 
1J. Amer. med. Azs., 1942, 118, 1403. 


è Proc. roy. Soc., B, 1937, 123, 441. -e 
J. 1941, 2, 263. 


923, 15, 73. 
. A, 1937, 107, 315. 
1a De! Castillo, E. Bo and Caiatroni, C. J., C.r. Soe Biol., Paris ,1930 ,104 
13 J. Physiol., 1938, 82, 12P. * 
“uJ. Endocrinol. : 1, 2, 268. 
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but were elicited only rarely in the absence of the adrenal 
glands, even though ‘the rats were given daily injections of 


‘, desoxycorticosterone which kept them alive and allowed 


the continuance of the oestrous cycle in adrenalectomized 
Tats with intact ovaries. They concluded that the thythmic 
nature of the vaginal changes was determined by the 
adrenals. They then’ investigated the adrenal glands 
during ‘normal and artificial oestrous cycles. Painstaking 
histological examinations and measurements were made of 


+ glands removed in the oestrous and di-oestrous phases of 


the cycles and the results compared statistically. These 
statistics are too detailed for analysis Here, but the follow-, 
ing main' facts emerged. In both normal and artificial 
threshold cycles the adrenal glands were heavier and 
bulkier during oestrus than’ during di-cestrus. These 
fluctuations were practically confined to the cortex of the 
gland, and within the cortex it was the zona fasciculata 
that was chiefly affected. The alterations in volume of 
“this zone were brought about by changes in the size or 
the cells and not in their number. It was also found,that 
these adrenal fluctuations were, present during artificial 
oestrous cycles produced in rats with both hypophysis 
and ovaries removed. All of this is strong corroborative 
evidence for the essential role of the adrenals in causing- 
cyclic changes ‘in the accessory sex organs. How it’ brings 


` these efftcts about is a matter for speculation. The authors 


offer three possible explanations : first, the adrenals may 
induce cyclic hydration and dehydration of the reproduc- 
tive tract with consequent variations in sensitivity ; sec- 
ondly, their known production of oestrogen may be cyclic 
and subthreshold,- reaching threshold levels only when 
supplemented from some other source; or, thirdly; the 
glands may yield fluctuating amounts of anti-oestrogenic 
substances such as androgens or progesterone. It will be 
seen that all these explanations shirk the problem of ex- 
plaining the cyclical nature of the effects. A cycle produced 
by the combined co-operation and antagonism of pituitary- 
and ovarian secretion could be visualized, but on the avail- 
able evidence the adrenal appears to be intrinsically cyclic, 
which, if-it is true, is much more difficult to comprehend. 
A menstruation centre in the hypothalamus has been postu-’ 


. lated’*—perhaps there is a hypothalamic—adrenal relation 


similar in some ways to the pituitary—ovarian one. 


TOURNIQUET FOR HEART FAILURE 


The' application of venous tourniquets tò the limbs has 
been practised instead of venesection in cases of heart 
failure for a number of years since its introduction by 
‘Danzer in 1928 The peripheral venous bed is turned into 
a reservoir in which may be storéd about 12 to 15% of 
the circulating blood volume. The method was shown to 
be" effective in the treatment of left ventricular failure by 
Weiss and Robb in 1933. An interesting light is thrown 
on its mechanism by Kountz, Smith, and Wright," who 
used a machine which maintained inflation of, cuffs placed 
on all four limbs for four minutes and ‘deflation for one 
minute, the latter so arranged as to operate on each limb 
in turn, so that' three lımbs were always congested., The 
authors found that cases of left ventricular failure re- 
sponded very well, but that those with right ventricular 


with mitral stenosis. Cases of ‘left ventricular failure 
showed no such increase. On the contrary, two of them 
showed a smaller heart shadow during venous compression. 
No explanation of this phenomenon is available. Cardiac 
output was not measured ; but as.neither the pulse rate nor 
the blood pressure altered appreciably, whereas the venous 
pressure and,amplitude of cardiac pulsation fell, it may ` 
be assumed that the cardiac output fell too. Before look- 
ing for the solution the facts should be confirmed, for very 
few cases seem to have been studied in this paper. How- 
ever, the method of treating orthopnoea and paroxysmal 
cardiac dyspnoea by compression of the limb veins is again 
brought before the notice of physicians. i 


-—_————_oe——_- f 


FAKED FITS AND ABSENT RECORDS 


The winter session of the General Medical Council was 
remarkable for a numbef. of cases in which complaints 
by the Ministry of Labour and National: Service were 


“lodged against doctors on the ground ‘that they had given 


\ 


failure, as in acute or chronic cog pulmonale, did not. ` 


The point of interest was this : while the venous pressure 
fell and kymographic pulsation of the heart diminished (the 
expected results of lessening the venous return), the size 
of the heart, as measured by its transverse diameter, in- 


creased appreciably in normal subjects and in two patients ~ 








15 J. Endocrinol , 1941, 2, 283 
10 Èv , Theobald, G W., British Medical Journal, 1936, 1, 1038. 
17 Amer. Hear J. 1942, 23, 624. 
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false or misleading certificates. to enable young men to, 
evade military service. The evidence threw light upon a 
grotesque system which has been in operation’ whereby 
men’ due for appearance before medical boards have been . 
coached by some elusive person—sometimes a ‘man and 
in Other cases a woman—in the simulation of the symptoms 
of epilepsy. Under the guidance of this person, who posed 
as a relative, the Army-shy young man was made to sham 
fits, was then taken to a doctor, or sometimes a succes- 
sion of doctors, and medical certificates were obtained 
which’ were m due course presented to the medical board 
and ‘succeeded for a time in imposing on the authorities. 
‘Sums amounting to hundreds of pounds were mentioned 
in connexion with these frauds. One young man (who 
incidentally has since been discharged from,the Army on 
account of osteomyelitis) confessed in the witness box -that 
he had paid 350 guineas to his “aunt” who showed him -' 
how to convince doctors, not of his lameness, but -of his 
long-standing epilepsy, a condition from which he had never 
suffered. A witness told the Council how he was instructed 
to behave—to stroke his nose in a certain way, to take a 
quantity of black coffee the night before and have very 
little sleep, and to try’ to bite his tongue. Even, doctors 
such as those on medical boards—against whom, of course, 
there was no breath of suspicion—were impressed, and , 
in certain cases, it was said, when the interesting “ patient ” 
arrived they did not allow him to get out of the ‘car but 
came one by one and looked at him in the vehicle. A 
final touch was added to the situation by the fact that 
several of these young men held driving licences, and oné 
of them, who had -originally been put in Grade 4 as an 
epileptic, but was afterwards re-graded, stated that he was 
now in the.Army as a motor-driver. ‘ Sometimes, however, 
the chief interest in a case which comes before the General 
Medical Council lies in some incidental revelation. In 
certain of these cases the astonishing thing was not so 
much the issue of wrongful certificates as the manner in 
which a large practice was conducted without any proper 
records even of medicines supplied, not to speak of clinical 
details. One of the respondent doctors, who stated that 
his practice brought him in over £3,000 a year, ‘admitted 
in the witness‘box that, although for his ¡private patients . 
he ‘did his own dispensing, he had kept no records what- 
ever. Comment was made on the fact that he had given 
luminal and other drugs to the ‘supposed epileptics men- 
tioned in the charge-(and he said that at the relevant time 
he had 20 or 30 people in his practice whom he was treat- 
ing for epilepsy), but no note of this appeared in his books. 
The-only entries relating to the cases were*in his diaries, 
and these were merely records of fees paid or to be charged. ` 
: 
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Such absence of records is, of course, not a fault which 
‘brings a practitioner within the purview of the Cotincil, 
but it-is a highly. questionable ‘way of conducting a prac: 


tice. It is disadvantågeous to the patient who may present ‘. 


- himself again for treatment after a lapse of timesif the 
‘doctor has to rely solely on his memory as to the treat- 
_ment given- him on the: previous occasion, and it may be 

», damaging to the doctor himself, if at some later date his: 
jtreatment should be called in question. The excuses of 


, & large and busy practice are of no avail; thé larger the ` 


| practice the’more necessary it is, in the’ interests of good 

treatment, apart from any possible legal ‘action, that the 

practitioner should fortify his memory by. careful notes, 
. whether the drugs are “ dangerous ” in the technical sense 

or not. : : nn aa eran nee 
‘ THE BLOOD-BRAIN BARRIER a 
The conception of.a semi-permeable barrier between the 
‘blood and the brain dates back to the end of the lasf'cen- 
tury, when it was found that’ certain substances such as, 
trypan blue or diphtheria toxin failed to produce ‘any 
change in the céntral nervous system (c.n:s.) on intravenous 


= 


. injection; while they weré very active on intracerebral or . 


intraventricular ‘injection.’ In recent, years: there has ‘been 
‘a growing, inferest in the practical application of this theory 
_ to’medicine, and Friedemann? has summarized the present 
. position. It should perhaps be emphasized that the blood- 
-brain barrier is located in the capillary endothelium of the 
ycerebral vessels, and that the cerebrospinal fluid plays no 
part in this connexion as an intermediary in the exchange 
of substancés from blood to brain. The method of investi-’ 
gation may be illustrated by certain experiments on diph- 
theria toxin. It was found, that the rat is almost immune 
to intravenous injection of this, toxin while highly suscep- 
tiblé to intracerebral injection, which caused striking patho- 
logical changes ; conversely, in rabbits the protecting dose 


- of antitoxin is the same by the intravenous or the intra- 


cerebral route, although the toxin is 20 to-40 times more 
, potent on intracerebral injection.. These results suggest 
that the capillaries of the cin.s. are relatively -impermeable 
to diphtheria toxin, and'so ‘circulatory failure in the early, 


stages of the’ infection, at least in animals, is probably not“ 


_ due to medullary paralysis. , From similar . experiments 
.theré is additional evidence that tetanus ‘and’ botulinus 


Di toxins reach the c.n.s. by neural rather than by vascular 


pathways. ° Adrenaline caused:a five- to ten-fold increase in 
the permeability ‘of the cerebral capillaries to substances 
such | as :paraldehyde, strychnine, and ethyl urethane, to 


which they are’ already permeable. It was suggested that 


_since adrenaline lowered the intravenous lethal dose of 
cobra: venom for a rabbit from 0.5 mg. to 0.025-0.05 mg., 
the blood-brain: barrier is therefore by analogy permeable 


to cobra venom. While- this conclusion is not perbaps~ 


altogether justifiable, the observation -is clearly of prac- 


_ ‘tical importance in`so far as it can be applied to man. ; 


iFriedemann also concluded that the blood-brain barfier 
was impermeable to the neurotropic viruses, such ag those 


of poliomyelitis or rabies, which, like tetanus and botulinus . 


‘toxing, must- therefore reach the c.n.s. via the: peripheral 
‘nerves,’ Experiments with tetanus and diphtheria anti- 
toxins suggested that they could pass through the cerebral. 
capillaries, but that the antitoxin concéntration in the inter- 

cellular fluid was only 1/20 to' 1/60 of that in the blood 

plasma. This observation ‘is a further justification for the 
intrathecal administration of’ antitetanus serum in cases 

_ of. tetanus, and explains the slow therapeutic response. Of 
‘the -various drugs which act on the `c.nis. it was observed 
_ that many may act indirectly, as, for instance, by stimu; 
A 1 Physiol. Rev., 1942, 2,125. ` ' 
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lating the carotid sinus. To be sure that’ they penetrate 
. the-blood—brain barrier’it is necessary to identify them in 
the brain after intravenous injection. In this way®it has 
been shown that many alkaloids and’ the sulphonamides 
pass the cerebral capillaries, while neoarsphenamine and 
suramin (Bayer 205) do not. : 
_ Friedemann concludes from: the large number of obser- 
- vations on this subject that the ability of substances to pass 
the capillaries of the c.n.s: is determined by their electro- 
chemical properties. So the higher permeability of the 
“blood+bfain barrieg to electropositive substances may ex- 


- plain the rapid action of cobra venom in contradistinction- 


to the slow action of tetanus and botulinus toxins, which 
have to make their way: along the peripheral nerves into 
the c.n.s. rather than via the blood stream. 


e 
t 


- TANNIG: ACID, BURNS, AND THE LIVER 
` The tannic acid treatment of burns has by many been 
criticized and by some condemned on account of its local 
effects, especially when used on the hands and face. Its 
most violent critics, however, seldom disputed its value 
‘ as a life-saving measure in extensive burns of the trunk 
-and limbs, although convincing statistical’ evidence of its 
superiority, over other, methods has not been produced. 
Now comes evidence from America imputing to tannic 
acid a toxic effect on the liver which may kill the patient. 


Wells, Humphrey, and Coli! report 4' fatal cases of burns ` 


in which death was attributed if whole or part to liver 
‘necrosis. Suspecting that tannic acid was to blame, they 
experimented „on rats, and by subcutaneous injection of 
‘-tannic acid. produced liver-necrosis similar to that found 


in the fatal burns—the degree of necrosis being proportion- 


ate to the dose of tannic acid., The necrosis affects the 
_centra] part of the liver lobule and is identical with that 
described’ by Wilson and his co-workers as being the 
characteristic lesion of burn toxaemia. It would be pre- 
. mature to conélude that burn toxaemia is ‘tannic acid 
poisoning, but that is the suggested implication, and other 
agents such as silver nitrate should be employed by those 
therapy. = ° | ` 
One. of the advantages claimed for coagulation is con- 
trol of fluid loss, and with tannic acid now suspect as a 
' poison other methods of achieving this end assume greater 
interest ‘and importance. “Siler and Reid? report 134 cases 
treated by Koch’s “ primary cleansing, compression, and 
“rest treatment of burris” and claim good results. About a 


died. ‘These workers tried to ‘show by experiments on 
.dogs that the method'of pregsure dressing controls haemo- 
concentration’ and loss of plasma protein, but although 
their results were suggestive of a beneficial effect they were 
not statistically- significant. 
A second advantage claimed for tanning is the con- 
. trol of infection. This end' may be attained with more 
certainty by sulphonamides and/or other agents ywuch as 
C.T.A.B:! In the'series reported by: Siler and Reid only 
one patient died of sepsis and in none were sulphonamides 
cused, but meticulous, primary cleansing is an essential part 
of the Koch method.. Although tannic acid is suspect as 
.@ poison, a comment of: Wells is worthy of note, that he 
would be unwilling to give up a method that has proved 
so beneficial, even if it did cause an occasional death. But 
‘if other agents will produce an equally -beneficial coagula- 
tion it would seem wise to avoid tannic acid until it has 
been cleared of suspicion. í 
: > New Engl. J. Med., 1942, 288, 629. 
_ 9 Ann, Surg., 1942, 118, 1106. 
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- SOCIAL INSURANCE AND SERVICES 

f NEDICAL PARTS OF THE BEVERIDGE PLAN 
The proposals in Sir William Beveridge’s Report on Social, 
Insurance and Allied Services*. which‘ are of most imme- 
diate importance to the medi¢al profession are conveniently 
summarized in three paragraphs taken from different sec- 
tions of the report. ‘First, among the main provisions of 

. the Plan for Social Security is the following: . 

“ Medical treatment covering all Tequirements will be pro- 
vided for all citizens by a national health service ‘organized 
under the Health Departments, and medical rehabilitation treat- 
ment will be provided for all persons capable of profiting by its’ 
Second, among the principal changes from present practice 
that the author considers will be ‘necessary is: 

“Separation of medical treatment from the administration 
of cash benefits and the setting up of a comprehensive medical 
service for every citizen, covering all treatment and every form 
of disability, under the supervision of the Health Departments.” 
Third,“the report. states that no satisfactory scheme of 
social security can be,devised except on the following 
assumptions : i . 

(A) Children’s allowances for children up to the age of 15, 

or if in full-time education up to the age of 16; 
(B) Comprehensive health and rehabilitation services for 
Prevention and cure of disease and restoration of 
«capacity for work, available to.all members of the 
community. ` , 

(C). Maintenance of employment—that is to say, avoidance 

of mass unemployment. mo 

The ‘paragraphs in the report which elaborate Assump- 
tion B are given in full below.: ` 


Comprehensive Health and Rehab on Services 

426. The second of ‘the three assumptions has two sides 

to it. It covers a national health service for prevention and 

‘'for cure of disease and disability by medical treatment ; it 
covers: rehabilitation and fitting for employment by treatment 

which’ will’ be both medical and post-medical. Administratively, 

` realization of Assumption B on its two sides involves action 
both by, the Departments concerned with health and by the 

Ministry of Labour and National Service. Exactly where the 

line should be drawn between the responsibilities of these 

Departments ‘cannot, and need not, be settled now. For the 

Purpose of the present report, the two sides are combined 

under one head, avoiding the need to distinguish accurately* 

at this stage between medical and post-medical work. The 

case for regarding Assumption B as necessary for a satisfactory 

system of social security needs little emphasis. It is a logical 

‘corollary to the payment of high benefits in disability: that 
determined efforts should be made by the State to reduce 

the number of cases for which benefit is needed. Itisa logical 


“ corollary, to.the receipt of high benefits in disability that the 
individual should recognize the duty to be well and to co-: 


operate in all steps which may lead to diagnosis of disease 


‘and the sick person, prior to any other consideration. 


insurance contribution, the service itself should (i) be organized, 
not by the Ministry concerned with social insurance, but by 
Departments responsible for the health of the; people and for 
positive and preventive as well as curative measures; (ii) be 
provided where needed without contribution conditions in/any 
indivitiual case. ' : a uN š 

Restoration of a sick person ‘to health is a duty of the smie 

e 
assumption made here is in accord wıth the definition of the 
objects'of medical service as proposed in the Draft Interim ~ 
Report of-the Medical Planning Commission of the British 
Medical Association: ` , 

“ (a) To provide a system of medical service directed towards the, 
achievement of positive health, of the prevention of disease, and the 


relief of sickness; (b) to render available to every indiyidual all 
necessary medical services, both zeneral and specialist, and both, 


‘domiciliary and institutional.” 


t 


. 


. 428. Most of the problems of organization of such a service 
fall outside the scope of the report. It is not necessary to 
express an opinion on such questions ag free choice of doctor, 
group or individual practice, or the place of voluntary and 
public hospitals respectively in a national scheme. It is not 
necessary to express an opinion on the terms of service and, 
remuneration of doctors of various kinds, of dentists and of 
nurses, except in so far as these terms may affect the possibility ' 
of diminishing and controlling sickness and so may affect the 
finances of the Social Insurance Fund. Once it is accepfed 
that the administration of medical treatment shall be lifted 
out of social insurance to become part of a comprehensive 
health service, the questions that remain for answer in this 
report are, in the main, financial. Shall any part of the cost 
of treatment, and if so what part, be included in the compulsory 
insurance contribution? But, though that question is in itself 
financial, the answer: to it may affect the organization of the 
service and may therefore depend in part upon views as to 
organization. i i . . 

429. In dealing with this financial question, it is desirable 
to consider separately domiciliary treatment, institutional treat- 
ment, special services like dental and ophthalmic treatment, 
and subsidiary services such as supply of medical ‘or surgical 
appliances, nursing and convalescent homes. - 

430., Domiciliary treatment is now paid for by persons 
subject to health insurance, for themselyes by compulsory con- 
tributions, for dependants either by a charge for treatment 
when it is given or more rarely by voluntary contribution : 
through associations for public,medical service. There is no 
obvious reason, apart from a desire to keep the ifsurance 
contribution as low as possible, why insured pérsons should 
be relieved of this burden wholly, in order that they’ may 


` bear it as tax-payers. If importance attaches to preserving the 


contributory principle for cash benefit, it attaches also to con-, 
tribution for medical treatment. There appears to be a case 


‘for including part of the cost of domiciliary treatment in the 


msurance contribution. This means that a proportion of the ° 


. man of the Social Insurance Fund would be paid by the 
Fun 


vin early stages. when it can be prevented. Disease and accidents . 


must be paid for in any case, in lessened power of production 


and in idleness, if not ‘directly by insurance benefits. One 
`of the reasons why it is preferable to pay for disease and 
accident openly and directly in the form of insurance benefits, 
rather than indirectly, is that this emphasizes the cost and 
should give a stimulus to prevention. As to the methods of 
Tae Assumption B, the main problems naturally arise 
under the first head of medical treatment. Rehabilitation is 
A new field of remedial activity with great possibilities,’ but 
requiring expenditure of a different order of magnitude from 
that involved in the medical: treatment of the nation. 


to the Health Departments‘as a grant towards the cost 

of the medical service. The administration of this money 
would rest with the Health Departments. “ 

431. But one consequence of this suggestion has to be 

noted. The Report proposes a compulsory social, insurance 

scheme without income lmits. Its contributing Classes I, II, 


“and IV, though they pay different contributions according to 


t 


427: The first part of Assumption B is that 'a comprehensive k 


national-health seryice will ensure that for'every citizen there 
is available whatever medical treatment he Tequires, in whatever 
form he requires it, domiciliary or institutional, general, specialist, 
or consultant, and. will ensure also the provision of dental, 
ophthalmic, and surgical appliances, nursing and midwifery, 
and rehabilitation after accidents. Whether or not payment 
towards fhe cost of the health service is included in the social 
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the cash benefits for which they insure, are not income classes ; 
each contains rich'and poor. Any-contribution for medical 
treatment must apply to all these classes, to every ‘one in 
each of them, and must cover their dependants in Class DI 
(Housewives) and Class V (Children). If a contribution for 
medical treatment is included in the insurance contribution, 
contributions will cover not 90% of the population (the present 
insured persons-and their dependants), as is assumed in the 
Draft Interim Report issued by the Medical Planning Com- ' 
mission, but 100% of'the population. This will not, of itself, 
put an end to private practice. ose who have the desire 
and the means will be able to ‘pay separately for private treat- 
ment, if the medical service is organized td provide that, as 
they may pay now for private schooling, though the public : 
education system is available for all. But no one will be 
compelled to pay separately. The possible scope of private 
general practice will be so restricted that iť may not appear 


' 


„ to use the grant that they will receive from the Social Insurance. 
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worth while .to preserve it. If, therefore, it is desired, to preserve - ance, There appears,to'be ground for regarding a development 
a substantial scope, for private practice and to restrict the right of preservative dental treatment as a measure of major 
to service without ‘a.charge on’ treatment to persons below a importance for‘improving the health of the natione This 

_ certain income limit, it,will not be possible to-include a payment . measure involves, first, ‘a change of popular habit from aversion 
| for medical servicé in an insurance contribfition which all are’, to Visiting the dentist till pain compels into readiness to visit 
required to_pay irres ive of income.” maa Nate i and be inspected periodically ;\jt involves simultaneously, with 
432, Institutional treatment is not. included in the present creation by these means of a demand for a larger dental 
„health insurance contribution except to a small extent as an : service, the taking of steps to organize a larger supply of 
“additional benefit. It is obtainable by any citizen in a`public, -the service., That the insurance title to free dental service 
hospital subject to recovery of the :cost—that is to say, to` should become as universal as that to free medical service is 
payment according: to his means, or free if he has no means. not ‘open to serious doubt. ‘The only substantial distinction 
It is obtainable in a-private hospital, as a ruleeither in virtue which it seems right to make is in the supply of appliances. 
of previous’ voluntary contribution through a hospital çon- Tó ensure careful use, it is reasonable that part of thé cost 
‘tributory scheme or on payment, according to means as agreed. of renewals of dentures should be -borne by the person using 


with the hospital almoner. The growth of hospita] contributory them. This might possibly be extended to the original supply. 
schemes in the years just before this war has been remarkable. The same holds true of optical appliances. 


They ‘are stated to cover now more than 10,000,000 wage `` 436. Surgical appliances, convalescent homes, and nursing 
garners and they produce more than £6,500,000 a year for the are less widely provided as additional benefits, but are essential 
‘voluntary hospitals; the cost of collecting this money is put - to a comprehensive Health service. Decision ‘as to making 
at about 6%; ,in- London and some other parts of the these subsidiary services contributory or non-contributory for 
country contribution to a Hospital Saving Association qualifies the individual depends on the line taken in regard to the mayor 
the contributor for free-treatment either in a voluntary hospital problems of domiciliary and ‘institutional treatment. It is 
or'in a public hospital as may best'suit his case. The Ministry ‘reasonable that insured persons should contribute something 
of Labour family budgets in 1937-8 showed an average pay- for such services, as they have shown themselves able and 
„ment to hospital saving associations of 34d. a week in.every willing to do in the past ; in regard to appliances of all kinds, 
industrial household and 3d. 'a week in every agricultural house- the terms of supply and renewal must be such as to give an 
hold. | British people are, clearly ready and able to pay con- incentive to careful use. But it would be anomalous to require 
tributions for institutional treatment. Should a, payment for compulsory contributions for special and subsidiary purposes 
this, purpose be included in thecompulsory insurance contribu- if the main services were non-contributory. i ` 
‘tion, and be passed on as`a grant from ‘the Social Insurance 437. This review of some of the problems involved in 
‘Fund to the Health Departments toprards the maintenance of sone : edical ear! 
the institutions? The answer to, this financial uestion, like ` establishing a comprehensive m service makes clear that 
erp er, at qo ? no final detailed proposals, even as to the financial basis of 
the answer to the similar question’ as’to domiciliary treatment, this service, can be submitted i this report. It suggests the 
involves problems of organization as. well as ‘finance. If a Weed? fee a further ediate investi Pin ei the 
payment for institutional treatment is included in the com" finance and the organization of eleal ences can be con- 
peeo EE E A Baadae Ooo ¢ sidered together, in consultation with the professions concerned 
‘and an important financial resource of the voluntary hospitals and with the public and voluntary organizations which have 


, z established hospitals and other institutions. From the stand- 
, will come to an end. It will then be for the Health Departments point of social security, a health service providing full 


. preventive and curative treatment of every kind to every citizen 
without exceptions, without remuneration limit and without 
an economic barrier at any point to delay recourse to it, is 
the ideal plan. It is proposed accordingly that, in the con- 
tributions suggested’ as part of the Plan for Social Security, 

: , oe there shall be included a payment in ‘Virtue of which every 
nese aMi are: , $ at -, _ citizen will be able to obtain whatever treatment his case 

T ®© oN pepe of gpl suitable a AeA requires, at home or in an institution, medical, dental, or 
vailable citizen an , recourse to it, e ear r i i i 

moment when it becomes desirable, 18 not del by any financial subsidiary, without a treatment charge. It is proposed that 


considerations. From this point of view, previous contribution is the sums derived from these payments shall be transferred 


the ideal, better even than free service supported by the tax-payer. to the Department, or Departments concerned with the 
People will take what they have already paid for without delay when Organization of the health service to meet part—it can only 


Fund in whatever way best fits their hospital policy. ‘ If-it is 
not included, people of limited-means will havé the choice, as 
at present, of contributing voluntarily beforehand, of of paying 
at the time of treatment, according to means. ie 

. 433. The main considerations relevant to the choice between 


| they need it, and they pay for it more directly as contributors. than be part—of the total cost. But these proposal8 are provisional 


as tax-payers. But it can be argued that, under the present system, only, subject to review jn the light of the further inquiry 

people do not in practice delay taking hospital treatment-when they suggested, in which organization and finance can be dealt, with 
need it; their general practitioner will advise going to hospital, as“ together. The . primary interest of the Ministry of Social 
ahaha Yoana and if meats ae rar ponmi con- Security is not in the details «of the national health service 
AE ik possible that. ee ae Drantical. bns S ich axe ddla or in its financial arrangements. It is in finding a health service 
a a a afier itches Pecon deaiabie: are not difficalties,. ice, Wal diminish disease by prevention end core and will 
„about paying for the treatinent, but either (a) deficiency df accom- ensure the careful certification needed to control payment of 


_ ` modation or (b) unwillingness or mability to give-up work or house- benefit at the rates proposed in this report. 


r 


hold duties in order to be treated. - A suggestion for-meeting the' !, 438. Assumption “B covers not only medical treatment ın 
ldst-named difficulty is made in para. 344.. ‘ i ` all its forms; but also post-medical rehabilitation. In regard 

_ Gi) Hospital policy, particularly in relation to the place of volun- , to the latter, as in regard to the former, it would be inappro- 

, ‘tary hospitals, the terms of*service and pay of their staffs, and the ; h di detail i. ti Duri th 
desirability or the reverse of allowing arrangements whereby indi- | priate Ere: to SEUSS Cerne or organization. uring te 
_~ viduals, whether through membership of a voluntary association or , Preparation of this report the practical problems of rehabilita- 
by special payment, can get choice of specialists `or hospitals or ` tion have been under consideration by the Departments 
special treatment in them.. bo : ‘ © concerned, and it is hoped that practical measures will follow. 
Gi) Financial policy, and particularly the-question of the optimum ‘ Rehabilitation is ʻa continuous process by which disabled 
size of ‘the insurance contribution and of the security budget in persons should be transferred from the state of being incapable 
relation tothe ordinary budget. í oo P under full medical care to the state'of being producers and 
' 435. Dental and ophthalmic treatment'and appliances are earners. This process requires close co-operation between the 
now overwhelmingly, the most popular of the additional treat- Health Departments and the Department concerned with employ- 
ment ‘benefits under “national health insurance. ‘That is to ment—that is to say, the Ministry of Labour and National 
say, they are being paid for in part by compulsory contribu- Service. Whether this co-operation ‘can be, secured best by 
_ tions and for the rest mainly by a: charge when treatment ig the sétting up of an executive organ representative of both 
given. There is a general demand that these servites should sides or by allocation of specific duties to each Department 
kecome statutory: benefits’ available to all under’ health insur-: is a problem of departmental organization on whiclf it would 
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be inappropriate here to express an‘opinion. -It is sufficient 
to put forward three general propositions: ' 


<a) That rehabilitation must be continued from the medical throu 
the post-medical stage till the maximum of eaming capacity. is 
restored, and that a service for this purpose should be available for 


~all disabled persons who ‘can profit by it irrespective of the cause” ` 


of their disability. 


(b) That cash: allowances to persons receiving rehabilitation 
service should be the same as training benefit, including removal and 


lodging alloWances where required. . $ 
(c) That the contributions paid `by msured persons should, as in 


the case of medical treatment, qualify them for rehabilitation service. 


e’ 


without further payment, 
4 x 
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Hand and Finger Lesions 

Sir,—During recent months a great deal of correspondence 
has appeared ın your columns ‘on complacency in anaesthetics. 
May I call attention to another branch of medical practice— 
the treatment of injuries and infections of the hand and fingers 
where complacency is the only explanation of, though no 
excuse for, the deplorable results which are so often met with? 

.It has been estimated that in peacetime injuries of the hand 
and fingers were responsible for 35 to 45% of the total 
sum paid as compensation for all injuries, and at a meeting 
of the British Orthopaedic Association at Nottingham on 
Sept. 25 and 26 Dr. Donald’ Stewart stated (Oct. 24, p. 493) 
that of 1,000 consecutive accidents in one factory 52% were 
finger injuries only. ` It is the same story in the Services, where 
these lesions cause longer hospitalization, a higher degree of 
permanent disability, and more invaliding than almost any 
other condition. A small part of the blame for the poor 


results may be due to the severity of the original injury or- 


to the failure of the patient to present himself in time for 

` treatment to be effective, but impartial analysis forces one 
to the unpleasant conclusion that by far’ the greater share of 
the blame is due to neglect or mismanagement by the patient’s 
medical advisers. s -, 

An open wound of the finger is ‘no less worthy of skilled 
and careful, treatment than an open’ fracture of the femur, 
but too often it is classed among the ‘trivialities of minor 
surgery. Medical mtn who would never dream of using a 
scalpel for any other purpose gaily “ operate” on these cases 
without any adequate attempt at asepsis and with little or no 
appreciation of the principles which should govern their treat- 
ment. This attitude is understandable, for these lesions receive 
little attention in the curriculum of most medical schools. 
Students see injuries and infections of the fingers left to the 
most junior hdspital officers and more or less ignored: by the 
honorary staff. ` i 

Improvement will only be attained if all those who are 


responsible for the surgical education of students take more ` 


trouble than most of them dô at present to show by their 
teaching and example the importance and seriousness of lesions 
of the fingers. It is fortunate that there is no subject thdt 
lends itself more to dogmatic teaching, for it is one of the 
very few exceptions where theoretical knowledge is more 
important than experience or technical -ability Good results 
can be obtained by anyone who is prepared to learn and obey 
a few cardinal principleg: ‚careful pre-operatjve examination ; 
perfect asepsis at operation and re-dressings ; a dry field ; the 
avoidance .of incisions -in the mid-line of the finger, buried 
sutures or ligatures, rubber drains, fomentations, baths, or 


passive movements ; ‘immobilization of the affected parts in, 


the position of function,-and mobilization of the unaffected 
fingers, etc. i 
The education of those who are already qualified is a more 


difficult task, but there is a way in which I „believe itœcould, 


be done. Since the beginning of the war a spate of literature 
has poured out from the medical departments of the fighting 
Services, the Medical Research Council, and the E.M.S. 
instructing us what to do and what not to do for this and 
that condition. Of the educational value of these memoranda 
there can be no doubt. Is it too much to hope that one -or 
other of these ‘bodies, or better still a joint committee Tepre- 


i P 1 





senting them all, will formulate and issue a memorandum on 
“The Principles of the Surgery of the Hand and Fingers ”?— 


I am, etc., J. B. OLDHAM, 
x è Surg. Commander, RN VR 
° ' The Sulphonamide Problem 


Sir,—Surg. Cmdr. E. A. Gerrard’s letter (Nov. 28, p. 647) 
about the uses and abuses of the sulphonamide’ group of drugs 
is most timely. The general public appears to regard the use 
of these drugs from one of two aspects: either as a veritable 
elixir of life which no one must neglect to employ or as a 
kind of last rite ın a desperate emergency. From the profes- 
‘sional point of view, the situation is scarcely Jess unhappy. 
Within a very short period instances have come ‘to my noticè 
of the administration of sulphonamides to an infant cutting 
teeth, to cases of septic fingér of minor degree, and to a 
patient with a small boil_in the axilla. The dose employed 
in this ‘last case could not have caused the, slightest incon- 
venience to any but a moribund staphylococcus, though the 
patient proved much more vulnerable to its action. The use 
of sulphonamide powdér in recent wounds is in danger of, 
being regarded as a substitute for and not as an additional safe- 
guard to careful excision. Now that the powder is recom- 
mended as a first-aid dressing steps should be taken to ensure 
that proper excision of ‘the wound should not be delayed or 
neglected on this account. ` 
Sufficient information is now available for the preparation 


of a survey of this group of drugs. This might be undertaken / 


by an authoritative body such as the Medical Research Council, 
‘and the production of ‘a film, preferably in colour, should be 
considered. A film on this subject has been made in America 
but has not yet reached this country By the kindness of 
one of the manufacturing firms a colour film'on the treatment 
of pneumonia was recently shown in this area. So great was 
the interest aroused that there occurred what one only too 
‘Tarely sees at a medical meeting—a “full house.” I believe 
in this way we have an ideal method of dealing with dn 
urgent problem quickly, scientifically, and ın a manner to 
arouse the greatest interest.—I am, etc., : 

Berkhamsted R Gramo, F.R.C.S. 


Ship-borne Small-pox 
Sir,—It is apparent that the story of the outbreak of small- 
pox in Glasgow, 1942, 18 not ended. Following the introduction 
of ship-borne infection into that city the possibility has now 
arisen that small-pox may once again become endemic in 
these islands. A similar situation threatened to develop after 
the arrival of the Tuscania at Glasgow in April, 1929, and of 
the Cathay at the Port of London in March, 1938. On each 
occasion infection was carried and spread ashore. 


Small-pox on a ship at sea is an example of an infectious : 


disease occurring in a closed community, where conditions are 
almost ideal for containing the epidemic. I suggest that, at 
a time when this country is free from small-pox, a case may 
be made out for enforcing absolute quarantine oh an infected 
ship. This measure, combined with the efficient use of vaccina- 
tion, should determine the outbreak within twenty-one days 


“—T am, etc., 


Dartford,’ Kent J. PICKFORD MARSDEN. 


` I 

Cleft Palate 
Sır—Mr. H. P. Pickerill (May 30, p. 680) has taken me to 
task for some remarks I made in an article on cleft palate 


_ published in the British Journal of Surgery (Oct., 1941), and 


he has set me some interesting qliestions to answer. I must 
apologize for.my delay in replying, but the Journal containing 
his letter has only just reached me. ' 

I was a little disappointed that a surgeon of Mr. Pickerill’s 
experience should consider “extravagant” my strong con- 
demnation of the use of a tubed pedicle graft for repairing 
a cleft palate, but I read the description of his cgses treated 
by intra-oral tubed pedicles with great interest. Mr. Pickerill’s 
first two cases were not examples of cleft palate but of gunshot 
wounds of the palate ; my paper did not include a description 


of wounds ,of the palate. I agree that gunshot wounds with . 
- enormous loss of tissue might require.operations which I should 


characterize as fantastic if used for the repair of the’ smaller 
congenital defects’ Though my unit has recently treated “a 


number of gunshot wounds involving the palate, we have yet | 
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to, see a case which required a ` tubed. pedicle graft for the_ 
repair of thè palate. ' ` 

'I still consider repair. of any: type’ of Congenital defect 
in the palate by means of a ‘ tubed pedicle ‘graft to be a fantastic 
operation, and I beliéve Mr. Pickerill when: he says, that these 
procedures “ tax the skill of the operator to the utmost intheir - 

final stages.” Jt seems to me that the patience and forbearance, 
of the’ patient are even more severely taxed, than the skill of . 
the operator, for the patient, following the operation, ‘has to 
sustain a pedicle attached at one end to the palate and at the 
other,.presumably, to some part of the upper extremity or ‘chest 
for ten to fourteeñ days. Yet Mr.’ Pickerill ‘says of these 
operations :. “ They certainly do not, as stated) cause pain to 
the patient.” I cannot beliéve that Mr. Pickerill does'not visit 
his patients on the day after operation. ’ 
+, Not having seen her I ee say what I should haye done 
for the “ young woman” under’ Mr. Pickerill’s care who was 
“ panic-stricken ” at the prospect of the dental extractions which 
were to rob, her obturator of its' sole support. Possibly her 
panic was in part due to Mr. Pickerill’s proposal that he, 
should attach her arm to her palate by a tubéd pedicle.’ I can, 
well imagine Mr. Pickerill’s satisfaction at’ the gratitude and 
pleasure of- the parents of the boy who was “the leader of 
hig school in sport and study.” when a tubed pedicle enabled 
him to acquire good speech. But would a Wardill or a 
Gilhes-Fry procedure have’ earned the ‘gratitude and pleasure 
not only, of the proud parents but also of the-boy a 
I think it might have done’ 

‘I do congratulate , Mr. Pickerill on his ‘great technical skill 
in the performance of these elaborate operations. I congratulate 
Mrs. Pickerill even ‘more heartily, not only for reconstructing 
the lip; and palgte ‘of the: baby mentioned with anatomical 
perfection but also for saving the poor child from one of 

Mr. Pickerill’s -tubed pedicle | operations. am, etc., , 
_ MICHAEL C. OLDFIELD, 

'M EE, Mayr, RAMC 

®. “The Teaching of First Aid é ' 

DE importance of. a widespread knowledge of the 
elements of ‘first aid in present circumstances jis generally 
acknowledged ; but, owing to the existence side by side of two 


` distinct officiai systems, lecturers and examiners are confronted 


byra handicap which, one would think, ought to ‘be removed 
at least for the duration of the war. 

i No one would urge ‘the British Red Cross Society and the 
St. John Ambulance Association to merge their separate 
identities—each has its own special field of service—but the 
present liaison might, I think, be drawn even closer in one 


` respect for the time being. As a lecturer under both systems, 


T have become more and more impressed by the advantages — 


-which would accrue from a common first-aid syllabus and a ` 


conjoint examination held under the auspices.of “both bodies. 
This Would obviate the necessity for hard-pressed doctors to’ 
bear in mind two separate procedures. Moréover, ite would, 
eliminate the’ contretemps, which: sometimes arises when an 
examiner more conversant with Red.Cross. methods is‘ appointed 
to examine a St. John class and vice versa, canalize into one 
channel energies now dissipated in two cae and simplify 
the problems of intending students. i 

With a little ‘give-and-take on both -sides the difficulties of 
such a readjustment should not prove insuperable. , If desired, 
the original position could be restored after the war, though 
possibly the advantages of one official system combining the 


best points of the two, would by then have become so obvious , 


-that the change might become a ‘permanent arrangement.— 
Iam, etc. 
i te E. W. ‘ADAMS. 


| Grasmere s 
‘ Control of Venereal Disease 

Sm,—I would endorse e recommendations given by Drs. 
David Erskine and V. E. Lloyd (Nov. 21, p. 617), particularly 
the last sentence that the problem might well be discussed 


now so tHat suitable arrangements can be prepared in advance. 


‘In the Services the compulsory treatment which is so desirable 


can be effected ‘without any difficulty and with none of the 
troubles attending on seeming publicity in similar circumstances 
in civilian life. 
With regard to the new Defence Regulation 33p, I would 
submit that there are some serious defects which will prevent 
its- „being of use in many cases. First, it i$ the experience 


, ' 0. Sze w (aay ane \' 
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of many clinics at present that false names and addresses are 


frequently given by those attending ; particularly is this so. 


among men. It would be desirable, and’ may, even begome 


_ necessarily compulsory, to demand the production of the 


National Registration identity card on first attendance at the 
clinics. Authorities concerned might well be advised to practise 
this at present, even though they have no powers to compel 
its production... The identification of suspected persons to be 
named. by two separaté patients wil-obyiously be prejudiced 
if fictitious names and addresses persist. Secondly, I am told 
that it is seldom that-persons are named by those who attend 


.—the element of fear of breach of “treatment in secrecy” 


obviously prevents such notification. The almoner of one 
large clinic assures me that there is the greatest difficulty, even 


. when dealing with numbers and not names, in tracing contacts. 
‘It would seem unlikely that registration will therefore be as 


effective until a wider power to enforce observation and treat- 
ment becomes law.—I am, etc., 3 
‘Nailsea, Nr. Bristol. ares W. ARTHUR GORNALL, M.D. 


Sm,—In the issue of your Journal for Nov. 21 you say 


‘with regard to’ the number of persons who fail to continue 


treatment for V.D.: “ Major Laird points out.that the defaulter 
rate of England in 1935 at 82.5% compares most unfavourably 


-with the corresponding defaulter rate of 2.5 % for Sweden.” Yet 


the report of the ‘Chief, Medical Officer of Health for 1937 
has the following; “ The percentage of patients on the books 
of, the treatment centres who discontinued attendance prema- 
turely during the ten ‘years ending December 31, 1937, were 
as follows ” 


~ Syphilis á , Gonorrhota 
a Males Females Males Females 
1928 247 228 275 204, 
1931 i 242 22.2 23 \. . 212 
1934 219 207 239 Š 22.9 
1937 . 17.4 ween 17-9) sisse s 21.8 18.2 


If the average percentage of all patients defaulting in 1934 


‘is just over 22%, and: just over 18%- in 1937, it is curious that 


it should have leapt to such a figure in 1935. There is no 
mention of ‘this extraordinary rise in the Minister’s report for 
1935. —I am,, etc., . E. M! TURNER, 
London, S.W 1, Secretary, Association for Moral and Social Hymene 
*," The statement in Major Laird’s paper, summarized in the 
leading article, was as follows: “ An investigation in various 


parts of Staffordshire, in which I collaborated, showed thatin , 
' 1937 50% of.cases of early syphilis and 30% ‘of gonorrhoea 
_cases defaulted. Sir Kingsley Wood 


stated that.the percentage 
of clinic patiefits in England completing treatment and tests 
of cure was 12.9% in'1925 and 17.5% in 1935. This puts the 
defaulter rate for England in 1935 at 82.5%, which compares 
most unfavourably with '2.5%, the borresponding defaulter rate 
for Sweden.” (Brit. J.-vener. Dis., 1942,-18, 84.) —ED., BMJ. 


Prostatic Smear’ as a Test for Cure of Gonorrhoea 

<SR;—The cure of gonorrhoea is so important from the social 
and individual .health points of view that it is not surprising 
that physicians have recourse to as many tests as possible 
in order to establish it with certainty. Of these procedures 
, there is one which seems to me too dangerous in its sequelae 
" and therefore not deserving of such widespread, use in the 
venereal disease centres of this country—namely, the expression 
of prostatic fluid by massage for microscopical examination. 
The positive value Ís questionable, since the direct demonstration 


- of gonococci ir in this liquid is fraught with so many contingencies 


that it is purely a` matter of chance. Of course the bacterio- 
logical culture would considerably enhance the value of the 


‘test, but it is seldom. practised in the routine work of a busy 


centre _ because it is too expensive and time-consuming. But 
even if this more scientific and’ accurate method be used, it is 
still doubtful whether the results would outweigh the possible 
harmful effects of. prostati massage, for in the early stage 
of gonorrhoea the maltreatment of the prostatic gland with 
its spongy structure is a serious matter if gonococci have 
already invaded it. Any rough handling of the prostate at 
this stage is the most certain method of disseminatıng the 
gonococci from the initial, focus to the utmost recesses of 
the gland, with the additional risk of spreading the infection 
to the seminal vesicles. We are not entitled to draw analogies 
from similar procedures in the case of chronic prestatitis, 
where massage may yield useful therapeutic results, because 


wd 
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in the latter case we are dealing with a.type of chronic abscess 


in which an inflammation of long standing has become localized 
` by means of a surrounding: organized inflammatory infiltration, 
whid prevents the possible spread of the infectiom. In recent 
acute gonorrhoea any interference with an infected prostate 
is as dangerous ‘and risky as squeezing a furuncle in the acute 
stage. ' : 

It is certain that in many cases where the material obtained 
by efficient and therefore forceful massage of the prostatic 
gland yields ‘a positive result, the subsequent prostatitis and 
potential’ vesiculitis are the direct outcome of this exploration, 
although they may erroneously be regarded as a confirmation 
of the diagnosis. When it is remembered that the incidence 
of gonococcal arthritis and rheumatism accounts for about 
10% of all cases of chronic arthritis—one of the widely 

‘ prevalent diseases in this country—and ‘that gonococcal 
arthritis nearly always indicates the presence of latent prostatitis 
and/or vesiculitis, ıt is-clear that this whole question deserves 
thorough consideration and discussion. 

Recent experience with the sulphonamide group of drugs 
suggests that the considerable reduction of chronic complica- 
tions in gonorrhoea “may be due not „only to the rapid 
therapeutic effect obtained, but also, 
to the omission of direct interference with the urethra, such 
as lavage, instillations, etc. Perhaps this point should be borne 
in mind when prostatic massage is being considered as a control 
test for the cure of gonorrhoea.—I am, etc.” 

Polish Forces ; Jerzy FEINER! 

, f Child- Health 
Sr —Dr. James Burnet’s letter (Nov. 21, p. 616) ‘applies, 

pari passu, to the School Metical Service. This service, estab- 
lished in 1908 under the Education (Administrative Provisions) 

Act, was stultified from the beginning by being placed under 

the control of miedical officers of health, who, are seldom 
clinicians and as a rule know little and care less about diseases 
of children. The sad result of this is that, as a general’ rule, 
the School Medical Service has become the poor relation in 

the Public Health Departments. ' f e 
It is to be hoped that after the war the School Medical 

Service will be separated from Public Health’ Departments 

and established as a separate service under a clinician with 
special knowledge of diseases of children ; and, further, that 
medical inspection will be carried out in special centres, properly 
equipped and staffed, away from school buildings, and that 
existing “care committees ” will be abolished and “ following 
up” of cases done by trained nurses.—I am, etc., 

Sunninghill, Berks, C ! EVA McCat. 

Loneliness in Infancy 

Sir,I have been greatly interested in the correspondence 

‘on loneliness in infancy, and in particular in Dr. Laura Hutton’s 

letter (Nov. 7, p. 

should deny p infants that ordinary degree of consideration 
that they would show to their adult acquaintances. To leave 

a baby to scream is, I agree, criminal, though it requires some 

experience to tell what exactly is the matter’ In nine cases 
out of ten something very specific is the matter, and can fairly 
easily be remedied. Infant routine has become, to an illogical 


extent, dominated by the clock. I can see no merit, however, ' 


‘in, a routine which recommends three- or four-hourly feeds 
and yet ‘allows for a long interval of eight (or more) hours at 
night, even for newborn babies. ‘Only the baby knows how 
hungry it is, and to deny it food when it asserts its hunger 
is a cruelty that one would not practise with more articulate 
beings. x 

I would, however, like to join issue with Dr. Hutton on two 
points. First, with, regard to thumb-sucking. JI have, had 
four ‘babies in the past six years. /All have been treated with 
a fair degree of leniency, the leniency becoming greafer as 
my experience increases. The two younger babies have not 


and in no less degree,- 


558). It certainly seems strange that mothers ` 


know, been produced ether to confirm 
possibility. be : 

The~same lack of evidence can, I think, be held agaidst 
Dr. Hutton’s implication that loneliness in infancy necessarily 
gives rise to neurotic personality in ater life. I should be 
interested to know whether so-called normal people have not 


or to deny this 


- suffered much the same deprivations as those who require 


analytical help, but have not reacted so unfavourably to them. 
Have many really well-adjusted people undergone thorough 
and deep analysis? 

I raise these points largely to reassure myself, as mistakes 
‘in dealing with infants cannot be avoided. With Dr. Hutton’s 
general thesis that ordinary consideration is, too often denied 
to very young babies I concur whole-heartedly ; and wish that 
something could be done to re-educate the public away from 
the clock and back to natural impulse.—I am, etc., a 

Stansted, Essex. ` i Nancy SALAMAN. 


Tonsillectomy by Guillotine and Dissection - 

Sir,—In my article on this subject (Oct. 31, p. 512) I dealt 
‘with the methods of tonsillectomy. Dr. E. C. Atkinson’s letter 
(Nov. '21, p. 620) illustrates well the die-hard aspect. of some 
dissectionist schools. Three-quarters of his‘long letter is devoted 
to a discussion of the removal of adenoids, which has nothing 
to say to the case. I must not trespass on your space to discuss 
its inaccuracies.—I am, etc., 5 ; - 

Guildford. | T. B. JOBSON.. 

*.” This correspondence is now closed.—ED., B.M J. 


at Future of the Profession 

Sr, —Dr. H. E. Collier’s excellent letter (Nov. 14, p.. 591} 
on the future of the profession raises important. points with 
regard to medical planning. The spate of letters on this subject 
has stressed medica] organization ; there is no mention of actual 
medical work. A co-ordinated medical service with good 
working conditions for doctors is undoubtedly needed, but 
it will not solve our true medical problems. The object of 
this service will be the maintenance of a healthy population, 
but how can we hope to achieve this by organizational changes. 
alone? ' 

The futility of our present medical approach—our clinicat 
examination with its growing battery of static investigations— 
is obvious in all cases save those of established disease. Will 
“the general practitioner, working in, a health centre and 
personally able to follow his patient through hospital investiga- 
tion, be any better off when “organic disease’ is excluded” 


and he still has a patient with real symptoms and complaints , 


on’his hands? Will the maternity and child welfare worker 
be better able to deal with the numbers of physically subnormal 
children who attend our welfare centres? Will the pathologist 
with his increasing studies of the infinite variations of bacteria 
‚help us much unless we see the need for an equally careful 
study of individual variations in the subjects'whom bacteria 
attack?’ 

Unless we realize that’ alteration of our outlook and 
technique must be part of our reorganization, medicine wilt 


remain sterile, irrespective of the framework within which it 


functions.—I am, etc., ROWENA WOOLF, 
Finsbury, E.C 1. Assistant Medical Officer of Health 


1 
, Rationed Distribution of Doctors ? 

Sm,—To meet what is now an urgent need and which will 
become a paramount need of the Services for doctors, I have 
severely practical proposals 'to make. We have had at least 
a'partial rationalization of industry to meet war needs, but 
no attempt at a co-ordinated plan has been made to obtain 
maximum efficiency for medical services by the same process. 
Apart from’ the obvious waste of skill’ which this ‘lack of 
organization entails, injustices result, of which inequality in 
loss of income is only one. It is not ‘at all impossible to 


«been allowed to cry for more than a very short fime before -estimate the basic needs in medical personnel per unit of the 


a rescue is effected. Nevertheless, all four have been thumb- 
suckers. I, do not like to think of this as a sign of special 
mental ‘imbalance. ’In fact, it seems to me to be a very normal 
baby pastime, and one that should give rise to no anxiety in 
the parents, especially if it disappears when the baby starts 
to handle and play with toys. It seems possible that many 
very well adjusted people may have been thumb-suckers in 
their early childhood. No definite evidence has, so far as I 


civilian population ; numbers must be reduced to basic needs 
and therefore all “frills” must be abandoned. One assumes 
that the demands of the: Services are inescapable, and that 
there is no’waste by them of personnel either at home or 
abroad. , 

For a 50,000 unit of urban population, I estimate‘ basic needs 
as: general practitioners 10; public health staff 4 (including 
one fever hospital resident) ; surgeons 4 ; house-surgeons 2 or3; 
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anaesthetist 1; obstetrician-gynaecologist 1 ; obstetrical housé- 
surgeon or R.M.O. 1; specialist physicians (no house-physicians) 
2; pathologist ‘1 ; radiology and ophthalmology, equivalent of 
1 specialist. Rural population would require, about 30% 
more general practitioners and 20% more public health staff. 
Only able-bodied men and women under the age of 70 shguld 
be included. i ans % 

The necessary ‘adjustments to make such a service feasible 
would be: (1) Complete pooling of practices ; immediate 
establishment of central clinics or health centres, with elected 
director, roster of services, off-duty time, etc. (2) Taxation 
or levy for health services on the whole population to meet 
the costs of medical service in wartime ; no individual fees ; 
salary for the duration of the war for all doctors on a scale 
proportionate to service offered plus a factor for age and family 
obligations. (3) Domiciliary work reduced to: an essential 
minimum. (4) Suspension of school clinics and infant centres 
(but full maintenance ‘of school and health' visitor staff). 


(5) Compulsory service for all doctors of both sexes under 65 ; 


no exemption for married women without young children. 
(6) Hospital ‘resident posts,, apart from limited number of 
specialist training posts, reduced to a 3-months period. 

I take my own immediate area, mostly urban, with a popula- 
tion of about 30,000, as an example. There are practising in 
this area 12 general practitioners, 4 public health staff, 3 
surgeons, 1 obstetrician-gynaecologist, 1 specialist physician, 
2 pathologists, half-time anaesthetists? to the equivalent of 1 
specialist, 1 part-time radiologist, 5 hospital residents—total 
29, or nearly 1 per 1,000 of the population. Some of the 
specialists give part-time service to the neighbouring E.M.S. 
hospital, but this is not such’ an important factor as to upset 
the calculation. On the basis outlined, this area would now 
release for service 1 surgeon, possibly a second surgeon or I 
physician specialist, 1 pathologist, 1 public health officer; 3 or 
possibly 4 general practitioners,-2 hospital residents. I am an 
‘ardent advocate of immensely increased health services, but this 
great reform must wait until the world is secure from savagery. 
We shall then expect to have ‘a large reserve of doctors, not 
enough but still substantial, to inaugurate the new health era. 
—I am, etc., ; , ; 


Inverness. 

Sedimentation Rate. ; 
‘Sin,—It is with a growing feeling of impatience and dis- 
satisfaction that I have’ read the recent articles and corre- 
spondence on the subject of blood sedimentation. It appears 
to me that the medical -profession has adopted this' test in 
‘complete ignorance of the principles involved. An engineer 
can make use of his knowledge of sedimentation in rivers to 
good ,purpose, and he is working on accuraté and scientific 
methods, which he fully ‘understands. Compare this with the 
sedimentation of biconcave disks in' a sticky solution, and con- 
“sider the enormous number of, variable factors ‘involved. _ It 
would appear that medical men are using this test to justify 
the clinical condition of a patient, when they would be better 
employed in prattising and perfecting their powers of clinical 

observation, for which they have been trdined. 


D. Leys. 


If' any medical practitioner is under the impression that he 


understands the subject, he .would be wise to read the recent 
researches of R. B. Whittington in the London, Edinburgh, and 
Dublin Philosophical Magazine, Jan., 1942 ; British Journal of 
| Experimental Pathology, Feb., £942; Tubercle, Sept., 1942; 
Lancet, Oct. 31, 1942 ; and Proceedings of the Royal Society, B, 
Nov., 1942. ‘Progress has been made in the fundamental study 
of red-cell sedimentation in these studies. 


No one would doubt the value of ‘accurate and reasonable 


investigation in haematology and blood chemistry, but our 
attitude to blood sedimentation is unscientific and ‘unhealthy. 
If, as is now suggested, blood sedimentation is to be conducted 
in moving vehicles the matter is becoming ludicrous. If the 


oracular predictions are as reliable as ever under such con- - 


ditions, medicine can no longer ‘be considered an art or even, 
an inexact science, but a magic cult. I feel sure-that there 
are many engineers at present, with sufficient spare time, who 
would be only too pleased to investigate the effects produced 
by size of car, road surface, ‘tension on ‘springs, tyre pressure, 
etc. Perhaps they could advise us regarding the adjustrhent, of 
our shock‘ absorbers, and find a formula suitable to make 
corrections, in case we use the Austin 7 or Rolls 40. 


i 
+t 





Perhaps,I am prejudiced in my desire to preserve scientific 
accuracy and to understand the tests I employ. At any rate 
L have abandoned the use of blood sedimentation tests long 
ago, and it will require reason to make me readopt them. The 
only value I have ever found from the fashion was that it 
tended to inhibit the indiscriminate use of gold in the treatment 
of arthritis, since we were carefuHy informed that this remedy 
was unsafe without blood sedimentation control.—I am, etc, 

Blackpool, Lancs. F. M. Hmyurp, M.D., F.R.C.P.I. 


1*4" This correspondence is now closed.—ED., B.M J. 
Working for a Salary 


_ Sm, —Few would deny that the activities of certain medical 
research workers on a fixed salary have been the means of 
great reliéf to suffering humanity, but this does not mean that 
the issue between a system of fixed salaries and one of' 
competitive incomes ‘has been decided in favour of the former. 
Many other points besides isolated acts of brilliant accomplish- 
ment must be considered before the question is settled. One 
such point is that research workers, for the most part, are 
servants of institutions, and that institutions are in the habit 
of paying their servants: fixed salaries. In other words, these 
men, in common with medical officers of health and officers 
of civil and military medical services, are chiefly engaged in 


serving the interests of institutions or organizations, not ` 
„directly of individuals, and consequently if they are to be 


paid at all-it will be in the manner customary to institutions 
and organizations. . : 

In contrast with the status of the medical officer consider 
that of the general practitioner. He serves not institutions 
but individuals. Here there is an arrangement of mutual 
advantage between two persons. In return for service rendered 
the patient transfers to the doctor a whole- or part-claim on 
goods or ‘services which the latter needs then or may need 
at some future time. The relation of patient to doctor is that 
of master to servant. This position is not in any way derogatory 
to ‘the doctor. ‘Whosoever would be first among you shall 
be servant of all.” An honest servant will not ask for more 
than is just, and a great service deserves, though it may not 
always receive, a, corresponding reward. i 

In general it is true to say «tbat we can each choose one of 
“two masters—the institution or the individual. It does not 


help matters to denounce one or the other. Each has points , 


in its favour. The institution is an essential part of every 
civilized society. Fortunately for humanity the necessary 
institutions appear to obtain, yoluntarily or otherwise, enough 
servants to meet their needs. We G.P.s who serve the individual 
find him trying at times, but in our heart of hearts, in spite 
of such blandishments as a fixed and adequate salary, pension, 
paid holidays, etc., I don’t think a majority of us wish to 
change.—I am, etc., ‘ 
Bexley, Kent. , t 
` ia e 


Health Centres and Periodic Medical Examination 

Sm,—In the leading article on planning and the M.O.H. 
(Nov. 14, p. 580) I think you come to the crux of the whole 
matter in your statement: “Clearly the medical profession 
will need a new kind of education before really effective 
progress can be made.” There can be no fusion Of the public 
health and the general practitioner services until the function 
of the doctor: is revisualized and made comprehensive to 
embrace preventive and curative medicine. | 

I do not think that health centres as at present suggested 
are a practical proposition. This ignovation will require 0 
be built up step by step, and in its introductory stage a health 
centre can be fully occupied with preventive measures. 
’ I fail to find in the suggestions for replanning one of the 
most important means of keeping the individual healthy, and 
that is periodic medical examinations. The principle 1s carried 
out in the school medical service and partly in the child welfare 
service. The National Health Insurance service will need to 
be reorganized to meet this requirement. “I suggest, therefore, 
that the health centre should be the place for carrying out 
this most important duty. All doctars should be engaged on 
this work. Medical boards formed by doctors in rota should 
be set up for this purpose. A, team of specialists should be 
available to deal with any conditions requiring their attention. 
A report drawn up by, the board should then be sent to 


E. U. MacWILLiAM. 
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the family doctor in each case. Such information will be 
Most valuable to him and will relieve him of essential work 
which can be done more expertly by the board. 

. Ifthe whole family is to come under the ‘National Health 
Insurance system there should be no difficulty in making these 
board examinations 4 condition of enrolment vin the service. 


“In addition, there is medical inspection for life insurance, 


~ doctor, with the classification of the 


~N 


Aithor 
` in all di 


. Hospital, qualifying 


‘ thrown to the 


medical ‘inspection for the Services (civil and military), the 
factory service, and so on. The advantages of such initial 
expert medical inspection are obvious. It supplies the famuly 
patient and gives the 
patient interest in his own health. The subsequent care of each 
person shold be in the hands of the family practitioner, who 
should have the opportunity of referri&g a particular case to 
the board as he considers -advisable. . From this initial duty 
of 4 health centre other spheres will develop in its organization, 
but I firmly consider the total functions ef the health centre 
should grow up round this preventive work.—I am, etc., 


S. P. Becas, M.D., D.P.H., 


Morecambe and Heysham MOH Middleton (1921-41). 
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The D.S.O. has been awarded to Capt. S. B. Thom n, 
N.Z.M.C., and the M.C. to Capts. R. D. I. Beggs and R. P. 
Lawson, R.A.M.C., ın recognition of gallant and distinguished 
services ın the Middle East. p : ` 


Temp. Acting Surg. Lieut.-Cmdr. A. D. Bateman, R.N.V.R., 
has been appointed O.B.E. (Muitary Division) for coolness and 
devotion to duty during an enemy air attack. © 


Temp. Surg. Lieut. S. Moss, R.N.V.R., has been mentioned 
in dispatches for skill and endurance. 


. Temp. Surg. -Ligut. R. C. R. Gethen, R.N-V.R., has recejved 
a commendation for bravery ın an enemy air attack. 


The King has approved the award of the George Medal to 
Flying Officer J. A. Elliott, R.A.F.V.R. The citation in the 
London Gazette dated Dec. 1 reads as follows: 


“ In May, 1942, a Boston aircraft crashed shortly after taking off 
from an aerodrome and burst into*flames. An airman who was on 
ear by hastened to the scene, where he was joined by 5 soldiers. 
the fire was intense and ammunition was exploding 
tions one member of the crew (the air gunner, who was 
seen to be hanging out of tke turret) was dragged from the wreckage 
by one of the soldiers and then, with the assistance of the remainder 
of the party, carried on a stretcher to an ambulance which had 
arrived. The party was returning to the aircraft, which was then 
being approached by the staton engineer officer and F/O Elliott, 
a medical officer, when a bomb exploded. The engineer officer was 

und bleeding from the chest. F/O Elliott, although 
own, was uninjured and immediately went to the aid 
He gave him morphine, and at the time was 
fully aware that other bombs were in the aircraft onl 8 yards 
away. A second bomb exploded, which wounded F/O ott, but 
he valiantly attempted to remove his injured comrade. Eventually 
F/O Elliott was assisted away by one of the soldiers, whilst the 
remaining men of the party removed the engineer officer, who was 
found to be dead. Throughout F/O Elliott displayed great deter- 
mination and complete disregard for his owr safety.” 


CASUALTIES IN THE MEDICAL SERVICES: 


Surg. Lieut.-Cmdr. Davip Simpson, R.N., who was killed on 
active service last month, was educated at the University of 
Liverpool, where he graduated- M.B., Ch.B. in 1933. Entering 
the Ro Navy as surg. lieut. in the following year he was 
promoted surg. lieut.-cmdr. in 1940. He leaves a widow, a 
member of- Queen Alexandra’s Royal Naval Nursing Service 
Reserve. He was a member of the B.M.A. 4 


Surg. Lieut-Cmdr, NORMAN ALFRED VERNON, R.N.V.R., is 
reported “ missing, presumed killed ” in action in November. He 
was the elder son of Mr. and Mrs. G. Vernon of East Sheen, 
and received his professional education at St. omas’s 

«R.C S., L.R.C.P. in 1931. After holding 

© post of resident medical officer at Worthing’ Hospital he 
settled in practice at Petts Wood in Kent and later at Chisle- 
hurst, where he was:police surgeon. He entered the R.N.V.R. 
in 129 and was promoted surg. lieut.-cmdr. in 1940. He leaves 
a widow. i 


t 
War Subs. .Capt. GEOROE Nok.’ BrawaM, O.B.E., MC, 
R.A.M.C., died at Baghdad on Nov. 16. Born at Bath on 
June 24, 1886, he was educated at Manchester and took the 
Scottish triple qualification in 1909 and the F.R.C.S Ed. four 
years later. He held house posts at Ancoats Hospital and 


also knocked 
of the engineer officer. 


a 


d . - 


1 


:C.M. of Glasgow University in 1889, proceede 


Monsall Isolation Hospital before moving to Southampton, 
where he became senior house-surgeon at the Royal South 
Hants and Southampton Hospital. In the war-ofe 1914-18 he 
served in the R.A.M.C., attaiming the rank of capt, and was 
awarded the M.C. for “ conspicuous gallantry and devotion to 
duty. He with four others worked continuously under intense 
fire and succeeded in rescuing several wounded men from an 
advanced dressing station, which was untenable. He set a fine 
example of courage and determination throughout.” After 
demobilization he took the post of medical officer at the Civil 
Hospital, Baghdad, and later became librarian to the Baghdad 
Medical Society. „He was appointed O.B.E. ın 1921 for services 
in Mesopotamia. In 1923 he took the post of Civil Surgeon, 
Baghdad, and also became senior surgeon to the Royal 
Hospital in that cıty and chief surgical specialist to the Iraqi 
Health Services. In addition he was deputy semor medical 
officer to the Anglo-Persian Oil Company, becoming the 
company’s consulting surgeon when he moved to Masyid-i- 
Sulaiman in Persia in 1928. fn 1924 the King of the Hedjaz 
conferred upon him the Order of El Nahdi (Third Class) in 
recognition of valuable services ‘rendered. Mr. Braham Te- 
turned to Englánd in 1929 and settled in practice at Gosport, 
where he became honorary medical officer to the local memorial 
hospital. In 1936 he again went to Baghdad, this time to take 
up the positions of professor of surgery in the Royal Medical 
College and head of the surgical: unit in the Royal Hospital. 
He was elected president of the Mesopotamia Branch of the 
B.M.A. in 1938. Early in 1941 he re-entered the R.A.M.C. as. 
temp. lieut. and was in Lebanon when the Allies entered the 
country to remove the threat of Axis domination. His contri- 
butions to medical literature included four articles in this 
Journal. - k 


Lieut.-Col. WILLIAM Peer Hoco, M.C., I.M.S., died. at Poona 
on Nov. 5. He was born on Feb. 29, 1888, and was educated 
at the University of Aberdeen, where he pues M.B., Ch.B. 
in 1912. He also took the D.T.M.&H. of the London Colleges 
in 1920. He entered the R.A.M.C. in Oct., 1914, becoming - 
capt. a year later. In 1916 he was appointed capt. in the I.M S. 
and became lieut.-col. in 1934. He served in the war of 
1914-18, in Iraq 1917-19, was mentioned in dispatches, and 
was awarded the M.C. and bar. Most of his Indian service 
was spent in the Political Department, where he was surgeon 
to the Mewar Agency, Rajputana, and superintendent of 
hospitals and gaols in that agency and later chief:medical officer 
and inspector-general of prisons, Baluchistan. He had been a 
member of the B.M.A. since 1923. ae, 


Lieut.-Col. SUKUMAR NAG, I.M'S., who is included as “ died ” 
in an India Office Casualty List published on Nov. 26, was 
born on Nov. 13, 1890, and was educated at the University of 
Calcutta, where he graduated M.B. in 1915. He.also took the 
F.R.C.S.Ed. and the D.T.M.&H. of the English Royal Colleges 
in 1924. Entering the I.M.S. in 1920 he became lieut.-col. in 
1935, ` \ 


Wounded —Capt, R. D I. Beggs, R.A.M.C., War Subs Capt 
P. T. Savage, R.A.MC 
Missing-—Capt. C. R. Robson, RA M.C. 








Obituary. 
SY 

We. regret to announce the sudden death of Dr. Mary JANET 
PRET of West Cromwell Road, S.W., who had been a member 
of the B.M.A. from the time of graduation. She was born in 
Glasgow on June 2, 1878, daughter of the Rev. David Pirret, 
and from Hillhead High School went to study medicine at 
Queen Margaret College, Glasgow. She graduated M.B., Ch.B. 
of Glasgow University in 1901, M.D. in 1906, and: took the 
Cambridge D.P.H. in 1911. Dr. Pirret’s first house a point- 
ment was at the Mater orum Hospital, Belfast ; she was 
then in turn house-surgeon to the Clapham Maternity Hospital 
and to the Chorlton Dispensary, Manc ester, and assistant M.O. 
at the Crichton Royal Institution, Dumfries. In 1911 she was 
appointed school medical officer for the county of Wigtown. 

e came to London to undertake, part-time public health work 
under the L.C.C., and had been M.O. for maternity and child 
welfare for the borough of St. Pancras, 


Dr. ANDREW STEWART TINDAL, who died on Nov. 22 at his, 
home in Newlands Road, aged 75, was one of the best-known 
practitioners ın the south side of Glasgow. He graduated M.B., 

M.D. in 1892, 
and was elected a Fellow of the Royal Faculty of Physicians 
and Surgeons of Glasgòw in 1905. After holding house a point- 
ments he-joined his father ee practice, and later hecatis 
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senior partner of the firm. Dr. Tindal was at one time-an 
assistant physician on the staff of the Victoria Infirmary, 
visiting anaesthetist to the Western Infirmary, the Royal 
Hospital for Sick Children, and the Glasgow Dental Hospital, 
and had‘ been assistant physician to the Belvidere’ Fever 
Hospital- He joined the British Medical Association in 1892. ~ 


Dr. FREDERICK WILLIAM STEWART, Who’ had been a member: . 


of the B.M.A. for nearly 40 years, died on Nov. 29 at Becken- 
ham, where he had long practised. He was born at Ballymena, 


` Co. Antrim, in April, 1878, and had a distinguished career as 


a Medical student at Queen’s College, Belfast, before the Univer- 
sity received its Charter. He pedunied B.A. of the old’ Royal 
University of Ireland in 1899, M.B., Ch.B., B.A.O. in 1902, 
and M.D. in 1906. After holding demonstratorships at Queen’s 
he was for a few years in the mental hospital service in Kent, 
and then settled in practice. at Beckenham, where he filled a 
number of public appointments. During the last war he served 
with a temporary commissign -in the R.A.M.C. as mental 
specialist to the 50th General Hospital, B.E.F. In 1907 he 


published jointly with Sir Frederick Mott a paper on chronic 


lead encephalitis. . 


_ was recently reported in this Journal, was a great teacher. 


. on Nov. 19, which stated what publicity and 


1 


_England, aged 78. 


«Dr. WALTER Carr (writes Dr. Marion S. Linton), whose death 
As 
Medical tutor tothe women students at the Royal Free Hospital , 
he taught us, with reiterated patience and great thoroughness, 
that in clinical medicine first things were first. We were a 
little afraid of him—his comments were caustic—but, at a time 
when medical women were still “ on sufferance,” he gave us of 
his best, and there must be many of my day and generation 
to share the feeling of deep gratitude, respect; and affection for 
all he did for us. 


We regret to announce the death of Dr. Jonn M. T. Finney, 
sen., proressor of clinical surgery at:Johns -Hopkins University 
and honorary Fellow of the Royal College of Surgeons of 


According .to a Reuter message Prof. ALBERT DUSTN, 
formerly Rector and Dean. of the Faculty of Medicine at the 
‘University of Brussels, has died-at the age of 58. , 


D 


Medical Notes in Parliament ` 





‘, \. Venereal Disease 

Mr. Brown stated on Nov. 19 that the Ministry of Health 
had already received much help from the Press and the B.B.C. 
in the publicity campaign on venereal diseases. He was askin 
the responsible local authorities to make more extensive use o 
the services of the Central Council for Health Education, which 
included phlets, films, and lectures, and to advertise local 
facilities for treatment’ by the wider exhibition of posters and 
otherwise. The campaign’s development and success depended, 
largely on the extent to which the Press and other leaders of 


_ public opinion, including M.P.s, gave it active and continued 


support. i Poraa, . 

On Nov. 24 Mr. Boorssy asked the Minister of Health 
‘whether his attention bad been drawn to the serious increase of 
venereal in this country and to the inadequate measures 
so far taken to‘combat it ; and whether he would give immediate 


' directions to the Departments concerned ,to neglect no step to 


encourage the use of every kind of- preventive measure and to 
stop the spread: of infection. Miss HorsBRUGH said the increase 
of venereal disease had been receiving the close attention of the 
Minister. of Health in consultation with the Secretary.of State 
.for Scotland. A Defence Regulation for combating this 
problem had been laid before the House. Mr. BoorHay asked 
.f Miss. Horsbrugh was aware that this Defence Regulation. was 
quite inadequate to combat this problem. Was it the intention 
of the Government to initiate a propaganda campaign through- 
out the country? Miss HORSBRUGH referred to a previous reply 
rther educa- 
tional remedies were to be undertaken. Dr. SUMMERSKILE 
asked if the Department had considered compulsory notifica- 
vion, which was a course advocated by many medical authorities. 
Miss HorsBruGH said that the Department had considered many 
schemes, and the scheme now before the House in this regu- 
lation was that for which it was, thoyght desirable to get sanc- 
tion from the House. Mr. Boorusy said he would raise the 
‘matter on the motion for the adjournment at,an early oppor- 


tunity. 

3 Diphtheria Immunization : Publicity ; 

_ Sir Francis FREMANTLE on Nov. 19 invited Mr. Brown to 
arrange for simple leaflets and advice on diphtheria immuniza- 
„tion to be, given by -registrars of births'and by mateérnity and 
child welfare officers to all parents attending their offices and 


d P r . ` 


„Committee, in regard to the medical requirem 


E le 


‘¢linics. Mr. Brown replied that mothers attending welfare 


centres had for some time been urged to have their children 
immunized against diphtheria. He had recently asked that 
health visitors should be taken off less urgent routine daities to 
give similar advice ‘in the homes. On the | suggestion that 
registrars of ‘births should: be asked to advise parents in this 
sense, Mr. Brown commented that as most medical authorities 
regarded the first birthday as the best time to immunize a child 
he doubted whether this method would be effective. 
Small-pox in Edinburgh ' 

Mr. Jounston, replying-to Mr. Viant on Nov. 24, said that 
24 confirmed cases of small-pox were associated with the 
Edinburgh outbreak, and one other case was in hospital under 
observation. ,Ninetaen cases were or had recently been patients 
in a medical institution or an associated convalescent home, 
three were medical students attending at the institution, and 
two were contacts of the original cases. In the remaining case 
no connexion with the institution had-so far been traced. Four 
of the patients had died. ' 


; Rehabilitation after Loss of Limbs 


Miss WaRDson Nov. 24 asked what were the arrangements 
for the rehabilitation of Service men and civilians who lost limbs 
as a result of war service or enemy action. Sir WALTER 
WoMERSLEY replied that after active stump treatment had been 
completed and the artificial limb supplied, the patient was 
taught how to make the best use of his artificial limb. During 
this period of instruction, which varied from case to case, the 
man or woman might be either an‘in-patient or an out-patient 
of one of the Ministry’s hospitals. Often, particularly in the 
case of arm amputations, the individual preferred to be an out- 

atient and live at.home. Where this did not interfere with 

s treatment, he did not feel justified in compelling him to 
become an in-patient. In addition, while the patient was under 
hovel treatment, officers of the Ministry of Labour discussed 
with him and the surgeon-in-charge the question of future 
employment. Where required, vocational training was given, 
and; in the case of arm amputations, his Department provided 
any appliances necessary for the trade or calling which the 
patient intended to pursue. Virtually all amputation cases of 
the present war, whose treatment had been completed, were 
either in full employment or would be on the completion of 
their vocational training. ~ f 

The Minister also said that hè was considering whether 
civilians who become totally disabled as a result of war service 
or enemy action should be eligible for a constant attendance 
allowance in cases of helplessness in addıtion to. the war pension. 


Accidents and Sickness in Miners 


Major LLOYD GEORGE, replying on Nov. 24 to Mr. Gallacher, 
who asked. why no report had been issued by the Chief Inspector 
of Mines in view of the high accident and sickness rate among - 
miners and the effect this was having on production, said that 
a general decision had been taken to suspend for the time being 
the issue of departmental reports not immediately essential to 
the war effort. Information and statistics relating to accidents 
in mines had, however, been given from time to time to the 
House and elsewhere. In addition, in each y@ar since the war, 
‘the divisional ins ors of mines had circulated to collieries in 
their respective divisions details of accidents during the previous 
year, together with suggested means for effecting improvement. 
The figures for the present year were considerably lower than 
those for the correspondin: riod of 1941. 

In reply to Mr. J. Griffiths the Minister said that 1,827 
persons in the South Wales coal mines were' certified in 1938 by 
examining surgeons in t of’ scheduled industrial diseases. 
The figures of persons injured (disabled for more than three 
days) by accidents at mines under the Coal Mines Act in the 
South Wales and Monmouth coal fields during 1938 were:— 
Fractures: thigh (femur), 33; leg (tibia or fibula), 267; arm 
and foréarm, 85; spine, 30; pelvis, 27. Injuries and/or other 
fractures: head. 1,789; arm, 1,959; hand, 8,302; thigh or leg, 
4,060 ; fdot, 3,272 ; eye, 703 ; back, 2,165 ; other parts of body, 
2,146. Total, 24,838. $ ; ; 


Doctors for Appeal Tribunals : 

Sir WALTER WoMERSLEY on Nov. 26 assured Sir Francis 
Fremantle that the Gentral Medical War Committee was con- 
sulted by the Medical Personnel (Priority) Committee when the 
latter body was asked to consider the availability of medical 
men for Pensions Appeal Tribunals. He himself had consulted 
the Medical Personnel (Priority) Committee on Oct. 24, 1941. 
The Secretary of the B.M.A. was’ formally consulted in the 


matter, in his capacity as Secretary of the, Central Medical War 
: ts for the staffing 


of Pensions Appeal Tribunals. 
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Sir FRANCIS FREMANTLE reported that the British Medical 
Association said it had received no formal request for the pro- 
‘vision of medical men. Sir WALTER said the Ministry of 
Pensiogs was always applying and the answer had been that 
the*personnel was not available. He kept in touch with the 
Service Departments, and in the case of every medical man who 
was discharged from them he considered whether he would be 
suitable. He had advertised in the medical press. The replies 
showed the difficult position in which he was. _He was willing 
„to receive applications from anyone or to consult anyone. 


\ Tuberculosis Mortality 
Mr. Brown stated on Nov. 26 that the numbers of deaths 
from tuberculosis (all forms) in London and in the remainder 
of England and Wales during certain y were as follows— 
the figures being inclusive of deaths of non-civilizns before the 
outbreak of war and exclusive thereafter: 


London Remainder 
1938 DAGI” ‘sie aA a Soe 22,634 
1939 2,875 : 22,722 
+1940 | 3,005 mes of 866 
1941 ' 2,895 1 E eee 378 


The corresponding death rates per 1,000,000 population in 
1938 and 1939 were 704 and 760 in London and- 609 and 606 
in the remainder of England ‘and Wales. For 1940 and 1941 
comparable rates were not a\ailable-on account of the hea 
evacuation of London residents which attended the outbrea 
of war. Considerable numbers of London residents who were 
then in institutions outside London and died there during 1940 
and 1941 would continue to count as London ‘deaths, while a 
large proportion of the population had been transferred and 
credited to areas outside London. Rates obtained by telating 
such deaths and populations would be entirely misleading. 


Piphihera Immunization —On Nov. 10 Mr. ALFRED Epwarps ` 
a 


the Minister of Health whether he was aware that a phlet 
recently cırculated to all members of the House of dommons 
charges the Mini with musrepresentation and evasiveness in its 
claims for diphtheria immunization, and if he would appoint an 
ımpartial committee to examine those allegations. ERNEST 
Brown said he had seen the pamphlet. The case for immunization 
against diphtheria was fully supported by medical opinion and 
practical experience in other countries, and as advocacy of immuniza- 
tion had been the Government’s considered policy for some time 
past he did not think there would be any advantage in appointing 
a committee. 


Pasteurization of Milk.—On Nov. 17 Mr. Ernest Brown informed 
Carver that the Minister of Food, with whom he was in close 
consultation on the subj t, was taking all practicable steps to 
extend pasteunzation of ‘ They were also consulting on the 
best al ocation among children of the supples of dried milk 
available. 


Lung Disease in Coal’Miners—On Nov. 17 Sir WILLIAM JENKINS 
asked the Home Secre what action he had taken to implement 
the report of the Medical Research Council into lung diseases among 
coal miners ın South Wales; if he was aware that the disease was 
on the increase; and if he would‘take steps forthwith, as the matter 
was vital for the mining industry. Mr.‘HeRBERT MORRISON said that 
the Minister of Fuel and Power and he were fully alive to the 
urgency of this matter, and were anxious to deal with ıt at the 
earliest date possible. Consultations with a view to securing agree- 
ment had been in progress with the representative bodies concerned, 
but were not yet &omplete. 


Surgical Belts as Rationed Clothing—On Nov. 17 Sir WILLIAM 
Davipson asked the President of the Board of Trade whether he 
was aware that surgical abdominal belts had recently been included in 
the clothes rationing scheme, thereby involving hardship to people 
who were obliged to wear such appliances; and whether he would 
consider the exclusion of surgical belts from the clothes rationing 
scheme on the production of a medical certificate. Mr. DALTON 
said that most kinds of surgical abdominal belts had been included 
in the clothes rationing scheme from the But, in view of 
the serious shortage of rubber, steel, and other materials used in 
making such belts, we had recently had to include all types, with the 
exception of maternity belts. He was prepared, however, to con- 
sider sympathetically any individual cases where the surrender of 
coupons caused real hardship. ” 


anche Committee on Nurses’ Salaries —Mr. “ERNEST BROWN 
stated on Nov. 19 that the last nominations for the Rusheliffe Com- 
mittee on nurses’ salaries were recetved early in November, 1941 
There had been approximately 8 meetings of. the full committee, 15 
meetings of the employers’ panel only, and 12 of the nurses’ panel 
only Many of the meetings exten led over more than one day. 
Mr. Brown added that he awaited replies from some of the organiza- 
tions which he had consulted on the future distribution of nurses. 


Housing —During the debate on the. Address Mr. Ernest BROWN 
said 100,000 families continued to live in houses which, three years 
ago, were legally condemned as unfit. The Government had to con- 
centrate on first-aid repairs to houses damaged by enemy action, 
which numbered 2.750,000, apart from damage to glass. On the 
whole it had been found possible to deal with movements of popu- 
lation, but there was dangerous overcrowding in some districts. He 
and his colleagues were examining the possibility of making available 
labour anf material for the extended repair of empty houses. He 


i é 
ho; that before the war ended 'they could start a modest problem 
of building new houses. : 


Vaccine Lymph—Mr. ERNEST Brown said on Nov. 24 that he 
had recently made.an Order modifying the tests for the purity of 
vaccine lymph. The new Order allowed an increase in the totgi 
number of living bactena and other visibles micro-organisms, but it 
provided safeguards against harmful micro-organisms at least equal 
to those previously presciibed. 


Pre-natal Child Allowances——Sir JOHN ANDERSON announced on 
‘Noy. 26 variations in the pay and allowances of the Forces. He 
said the Government had decided that children’s allowances would 
be payable to the wives of sailors, soldiers, and airmen at the 
appropriate rate by the Service authorities from a date three months 
before the expected date of birth. Claims would have to be sup- 
ported by medical certificates. pg paso were being made to 
put this change into force from Dec. Í. 


Fees for Vaccinations in Glasgow —On Dec. 1 Mr. JOHNSTON 
informed Mr. Alfred Edwards that the amount paid by the Glasgow 
Corporation: to doctors and medical students for vaccinations per- 
formed at the special vaccinationestations opened in Glasgow on 
July 1 was £3,316. The doctors and medical students were paid 
by fees on a sessional basis, doctors receiving a fee of 31s. 6d. and 
medical students 10s. 6d. per session of 24 hours. 


Regulation 33B—On Dec.'1 Mr. Ernest Brown, replying to Mr 
Pethick-Lawrence, said that under Paragraph (3) of Regulation 33B 
a special medical practitioner could give a direction to a contact to 
attend a particular hospital. It was, however, open to a contact, 
on giving due notice, to transfer to another special practitioner at 
any time before the course of treatment was completed. 


t Notes in Brief 
Lord Addison has been re-elected leader of the Labour Peers for 
the coming session in the House of Lords. 








Medical News 








The British Medical Students Association has arranged a con- 
ference at B.M.A. House, London, from Dec. 18 to 20—open to 
all medical students. Among the speakers will be the Minister’ of 
Health, Sir Charles Wilson, P.R C.P., Prof. J. A. Ryle, and Dr. 
Charles Hill. There will be a dance on the evening of Saturday, 
Dec. 19, open to all members of the medical and nursing pro- 
fessions. Tickets (congress 1s. 6d., dance 3s. 6d.) from the secretary 
of the B.M.S.A., B.M.A. House, Tavistock Square, W.C.1. 


The first annual general meeting of the Anglo-Soviet Medical 
Council will be held on Thursday, Dec. 17, at ’4.30 pm., at the 
Royal Society of Medicine, 1, Wimpole Street, W. 


: Prof. J. W. Munro, D.Sc., will give a discourse on “ The Place 
of Research in the Control of Injurious Insects” at the Royal 
Institution, 21, Albemarle Street, W., on Friday, Dec 18, at 5 p.m. 


The American Gastroenterological Association will publish on 
Jan. 1, 1943, the first number of a new monthly journal to be called 
Gastroenterology. The subscription price will be $6.00 a year. The 
editorial board invites clinical and investigative contributions which 
are of interest to the general practitioner as well as the specialist, 
and which deal with the diseases of digestion and nutrition, includ- 
ing their physiological, biochemical, pathological, parasitological, 
radiological, and surgical aspects. , Manuscripts should be sent to 
Dr. A. C. Ivy, Gastroenterology, 303, East Chicago Avenue, 
Chicago, Ilinois. Letters regarding subscriptions and business 
matters should be addressed to Mr. R. S. Gill, Williams and Wilkins 
Company, Baltimore, Maryland. 

As only a small percentage of children are receiving the cod-liver 
oil and fruit juices that are available at food offices and welfare 
centres a publicity campaign to impress upon mothers the importance 
to children of these vitamin supplements is to be started by the 
Ministry of Health and Ministry of Food. Cod-liver oil will shortly 
be available to expectant mothers and also concentrated orange juice 
during the last six months of pregnancy. 


Prof. F. E. Tylecote, M.D., F.R.C.P., has been elected chairman 
of the Manchester Public Health Committee He was also recently 


‘elected President of the -Royal Manchester Institution (founded 


1823). 

The Swedish Medical Society. of Stockholm has presented to Dr. 
Alfred Vogt, professor of ophthalmology at Zurich, the Gullstrand 
Medal, which is awarded every ten years to the most eminent 
ophthalmologists. 

Prof. H. Mooser, director of the Institute of Hygiene of Zurich 
University, has been created an honorary member of the Royal 
Academy of Medicine of Barcelona for his researches on typhus 
fever recently made in Spain. ' 

The Minister of Health (Circular 2707) has decided to extend to 


March 31, 1943, the period during which local authorities ‘may 
submit arrangements made by them under the Cancer Act, 1939. 


` Hewat was nominated Vice-President. 


» Cases were re 
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UNIVERSITY OF OXFORD 


1 š 


In a Congregation -held on: Nov. 21 the following degrees were 
conferred : Pa sd 

D M.—H. W. Davies, T W Lloyd (in absence). 

B M., “B.Cu:—C. O. Carter oan ‘ 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At the annual meeting of thé College, held on Dec. 3, Dr. Charles 


McNeil was re-elected President and Dr. L. H. F. Thatcher, Dr. A. 
Murray Drennan, Dr. A. Fergus Hewat, Dr. D. M. Lyon, Dr. 
A. Graham Ritchie, and Dr. A. Rae Gilchrist were elected to form, 
the Council of the ‘College fof the ensuing year. Dr. A) Fergus 


FACULTY OF RADIOLOGISTS 


The following candidates have satisfied the Fellowship Board at the 
examination for the Fellowship of. the Faculty: Radiodiagnosis.— 
G. Friediaender, M.D.’ D.M.R.- Radiotherapy—t. G. Williams, 
M.B, F.R.CS., D.M.RE. ' 








EPIDEMIOLOGICAL NOTES 


Discussion of Table 


In England and Wales during the week there was a general rise 
in the notifications of infectious diseases. There were 1,085 
more cases of measles, 91 of whooping-cough, 89 of acute 
pneumonia, 61 of diphtheria, 34 of scarlet fever, 18 of cerebro- 
idee ee ' The incidence of dysentery fell by 31, and of 
ol y 7. f i Aan Ye 
e rise in measles was fairly general throughout the country, 
but highest in the North. The counties reporting the largest 
increases were, Derbyshire 229, Cheshire +107, London 118, 
Durham 100, Leicestershire 77, Lancashire 
The incidence of scarlet fever 
the only rises of note were those of Lancashire, Yorks West 
Riding, and Staffordshire, with 51, 47, and 42 more cases than 
last week. N : 
The notifications of ‘diphtheria were the largest since the 
inni anuary. During the present year about 40% 
reported from the three counties of 


No 


| The incidence of dysentery has’ fallen by 60% during the 
past four weeks, but is still twice as high as during the middle 
of August. Lancashire, with a rise from 9 to 24 cases, distributed 
through. eight administrative areas, heads the list: 11 further 
rted from the existing outbreaks in each of the 
counties of Yorks West Riding and Yorks North Riding. Ten 
boroughs contributed the 18 cases notified in London. ‘ ; 

In Scotland there was a mounting incidence of most infectious 
diseases, chiefly of acute primary pneumonia 61 cases, of 
diphtheria 49, and of scarlet fever 38. The largest local varia- 
tion was the increase in the cases of pneumonia in Glasgow 
from 91 to 137. -> ‘ i 
, In Eire poliomyelitis for the fourth consecutive week showed 
a slight rise; there were 25 cases from sixteen districts. 

In Northern Ireland about half of the cases ‘of infectious 


- diseases were reported from Belfast, with the exception of 


713, small-pox 1. 


whooping-cough, of which 24 of the 25 cases were recorded in 
Lisnaskea rural district. i: + 
, Smallpox 

Two further cases Of small-pox were confirmed in Edinburgh 
on Nov. 30. The number of persons vaccinated in this city 
now exceeds 165,000. Another death has occurred from the 
recent outbreak at Methilhill ; this brings the total of small-pox 
deaths in Fife to-8. PG ok g : 
: A caso of small-pox has been reported from the London 
borough of Hampstead. ' è 


+ 


Returns for the Week Ending November 28 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,970, whooping-cough 
cerebrospinal fever 77, dysentery 163, paratyphoid 4, typhoid 


_ EPIDEMIOLOGY SECTION 


71. i 
tended to fall in the South, and 


263, ‘diphtheria 861. measles 10,649; acute pneumonia 766. ` 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
_ We print below a su ry of Infectious Diseases and Vital 


Statistics.in the British Isles during the week ended Nov. 21. 


Figures of Principal Notiflable Dis@ases for the week and those for the corre- 
sponding week last year, for: (a) and Wales (London included). (b) 
London (admumustrative county). (c) tland. (d) Eure. (e) Northern Ireland, 


. Figures of ‘Births and. Deaths, and of Deaths recorded under each infectious disease, 


‘A dash — denotes no cases; ‘a blank space denotes disease not notifiable or 
no return available. a 
J ° 






























1942 1941 (Corresponding Wesk) 
Disease 
; (a) |b) (c) | €d) | (e) 
Cerebrospinal fever . 68) — — 6 
Deaths A Wd — 
Diphtheria .. | 1,001) 49; 262| 58| 37 
: ths i; 26| 3 é 1| — 
` Dysentery 5 te “3 117) 18 45} — | — 
ee a | |-|- 
Encephalitis lethargica, E 
peoe P Z 2) ay 1] —] — 
v4 Sig = 
Erysipelas T as — 6l 9 6 
Dea — — 





Infective enteritis or 
- diarrhoea under 2 


years 
Deaths 
Measles 


se 
















Deaths, a 7 
Ophthalmia neonatorum 83 
Paratyphoid fever... sS 2 

Deaths oo . — |— 





Pneumonia, influenzal* 
Deaths (from influ- 
enza) è > 21 


| 





Polio-encephalitis, acute 


Poliomyelitis, acute 











































s (0-1 year, 
Infant mortality rate 
(per 1,000 live births) 
» Deaths (excluding still- 

births)... .: | 4,439] 710| 589 
Annual death rate (per 
1,000 persons livimg) 
Lave brths os Ks 
Annual rate per 1,000 
persons living .. 
Stillbirth?” ee 
Rato per 1,000 total 
bi (including 
stillborn) .. 






































“| ™ Includes prnmary form for England and Wales, London (admunustrative 
county), and Northern Ireland. ‘ 


+ Includes paratyphoid A and B for Northern Ireland. 


+ Owing to evacuation schemes and other movements of populetion, birth and 
death rates for Northern Ireland are no longer available. 


` ` 
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Lefters, Notes, and Answers 


All communications In regard to editorial business should be 
addressed to THE EDITOR, Brrrish MepicaL Journal, B.M.A. 
House, Tavisrock Square, Lonpon, W.C.1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Author$ desiring REPRINTS should communicate with the Secretary 
of the Journal Board; B.M.A. House, Tavistock Square, W.C.1, on 
receipt, of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sqnt abroad. 

AD TISEMENTS should be addressed to the Advertisement 
Manager (hours 9 am. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No.—B.M.A. and BM J.: EUSTON 2111 

TELEGRAPHIC _Appresses.—EDITOR, Aitlology Westcent, London; 
SECRETARY, Medtsecra Westcent, London. 

B.M.A. ScorrisH OrFice: 7, Drumsheugh aidens, Edinburgh... 


QUERIES AND ANSWERS 

Sulphonamides for Leukaemia? , 
Dr J H. DouGias Wesster (London, W.1) writes: In reply to Dr. 
J. Harton Rayner (Dec. 5, p. 684) a new untreated case of myeloid 
leukaemia was treated with sulphapyridine (M &' B 693) about 
three years ago (in collaboration with Dr. C. E. Lakin and Dr. 
Lionel Whitby); two attempts were made, but each had to be aban- 
doned owing to general toxic symptoms; the white count dropped, 
but rose immediately the drug was stopped. A remission followed 
x-ray treatment. The trial did not encourage a repetition in other 
cases. (A note was published on the case in my Periodicity of 

Cancer, Leukaemia and Allied Tumours, 1940, p. 144.) 


Death by Lightning 
Dr. STEFAN JeLLINEK (Oxford) writes: Dr. H. M. Stanley Turner 
(Oct. 24, p. 503) “rightly stresses the “ potential importance ” 
of the “ electrical traces,” a few, examples’ of which I was able 
to demonstrate in the course of an address to the Royal Society 
of Edinburgh in 1936. These are alterations in’ the tissues 
characterized by certain geometrical patterns. Their decisive 
importance has already been proved in a number of legal actions, 
such as the case of a young girl of 18 in which homicide or an 
attempt at suicide was suspected or that of a country house 
destroyed by ? lightning or arson. But apart from therr interest 
to the medical jurist, electrical traces are of importance in a 
general legal sense A Dutch plane crashed near Baghdad in 
1934. Passengers and the crew were killed and drunkenness of 
the pilot was alleged as a cause of the disaster. A little while 
later word went round that the plane had been struck by lightning. 
I was approached by the Koninklijke Luchtvaart Maatsch. voor 
Nederland en-Kolonien with a view to establishing the truth of 
these rumours. The' debris of the plane was examined according 
to my instructions. “ Electrical traces ” were in fact found and 
their identity was proved with traces present on objects kept in 
my electropathological museum in Vienna and known to have 
been damaged by lightning. Thus the truth was established and 
the honour of the dead pilot restored. Once found, no doubt 
concerning the significance of such “ traces ” can be entertained, 
since they can be reproduced experimentally. In 1937 I published 
my findings, including photomicrographs of geometrical deformi- 
ties in cell nuclei (larva'of Salamandra maculosa), at the Académie 
des Sciences in Paris (C. r. Acad. Sci., Paris, 1937, p. 1962). 
Finally, “ electrical traces ” are of clinical and therapeutic signifi- 
cance; they may be observed after electrocautery by the surgeon 
and following the application of ultra-short waves by the physician. 
Dr. Alfred V. Dill (Oct. 10; p. 426) very rightly draws attention 
to anti-lightning safety devices in aeroplanes. It is possible that 
another examination of the bomber concerned would result in a 
different interpretation. The * traces” are not always visible 
with the naked eye. Sometimes microscopical investigation is 
necessary and able to reveal startling pictures. 








a Income‘ Tax 
Practice in Commission 
Aldershot ” entered the RA.M.C. in ,July, 1942; continuing 
receipts from practice are small, including part fees from a 
colleague. Shall he claim (a) that the practice shall be regarded 
as ceased or (b) the relief to diminshed earned incomes? 


* Admittedly the “ civil ” recerpts are likely to be small, but 
“ Aldershot ” might find it difficult to establish that his former 
practice had ceased, and the alternative relef will apparently give 
him substantially the same advantage. Further, it is likely to 
have the additional attraction that it will not prevent the con- 
tinuous operation of the previous yeai’s basis in the future, an 
obvioys advantage in the first year of “ Aldershot’s ” return to 
full civil work. ` ed 


+ 


LETTERS, NOTES, ETC. 


Working for a Salary in the S.M.S; 
Dr. REGINALD LawRENCE (Wakefield) writès » I must controvert the 
implication of Dr. Una Westell's letter (Nov. 7, p. 561) that a 
salariéd worker inevitably deteriorates. School medical-inspection,. 
especially if done on five days a week, is the most deadening 
occupation in the practice of medicine, yet some members of the 
service never fail to produce some original work. Few people 
outside those immediately interested read the annual reports of 
the Chief Medical Officer to the Board of Education; if they did 
they would be surprised to see the list of original inquiries under- 
taken and carried out by members of this salaned‘service, In 
contrast to this intellectual activity I can point to voluntary 
hospitals of which the staff have not made an original contribu- 
„tion to medical literature for twenty years. The School Medical 
Service, in spite of working forea salary, has caused two quiet 
but_ real. revolutions.. (1) The observations of its, members,’ as 
shown in the massed statistics of the Chief Medical Officer, have 
shown that operations for the removal of tonsils and adenoids 
which were formerly undertaken cheerfully (and profitably) must 
in many cases have been unnecessary. Thus alteration in mediéal 
opinion is, I believe, due to the irrefutable evidence that in many 
cases these overgrowths of lymphoid tissue will disappear without 
leaving any evil legacy. (2) The School Medical Service has 
brought the subject of nutntion to its proper place—the forefront 
of medical endeavour—and I have’no hesitation in saying that 
members of this salaried service know more about the clinical 
aspect of subnormal nutrition than any other group of medical 
practitioners. 


e 


Unreliable Vagina! Pessaries 

Dr. Lias M. BLACKETT JEFFRIES (Hove, Sussex) writes: Within the 
last few weeks there has been a marked increase of patients who 
have started ‘an undesired pregnancy in spite of using quinine 
pessaries. I am told that these are widely advertised, that “ the 
Army ” has complete confidence in them, and, finally, that “ the 
medical officer ” recommended them as reliable. It is surely 
agreed among the profession that safety can only be assured by 
the use of both an occlusive pessary and a spermicidal paste or 
tablet together. I write in the hope that readers of the' Journal 
will use their influence to prevent the distress and danger which 
are following the public’s misplaced confidence in medicated 
vaginal pessaries: £ 

Corrigendum | : 

By a pnnter’s error the word “ no ” was omitted between the words 
“ given’? and’ “ time ” in the third paragraph of Dr. K. R 
Ogilvie’s letter on the treatment of gonorrhoea (Nov. 28, p. 648). 


£ 


MEDICINE 100 YEARS AGO 


Extract from a letter by Dr. John Ashburner, of 55, Wimpole 
Street, published under the heading “ Physiology of the Nervous 
System ” in the Provincial Medical Journal of Dec. 10, 1842: 

“ Gentlemen,—In addressing to you the following brief remarks, 
I make an effort to stem the torrent of narrow and illiberal feeling 
which appears to pervade the medical profession. In your notice 
respecting the proceedings of the Royal Medical and Chirurgical 
Society, you ‘regret extremely that the society should have lent 
itself to a proceeding so unworthy of its dignity and reputation ' 
And what js that proceeding? The reading of a paper presented to 
the attention of a society by two gentlemen, containing an account 
of a case of ‘amputation of the thigh, alleged to have been per- 
formed during Mesmeric sleep.’ Are medical men to forget that 
they belong to a royal association? Are the courtesies of life 
between gentlemen and gentlemen to be lost sight of, when folks 
step within the limits of a medical circle? Are surgeons who are 
esquires, and barristers who hold an equal rank, to be flouted with 
the insinuation of falsehood, because they dare to relate facts 
which mifitate against the narrow prejudices of would-be philo- 
sophers? Do you know, Gentlemen, what impression the expres- 


- sions. you have used make upon impartial men that belong not to 


our profession? ES nth 

“T happen to be no ‘ advocate of the delusion,’ as you please 
to term it, of Mesmerism. ‘I ought with shame to say that I have 
derided, perhaps with much want of courtesy, the accounts I have 
heard of the wonders of animal magnetism. I have seen enough to 
know that I was wrong—that there are connected with the subject 
facts which demand inquiry; and inquiry they must have, whether 
you like it or not I tell you, Gentlemen, and all who oppose the 
investigation of truth, that time marches past you, and that the 
world will not wait until it suits the high mightiness of doctor 
bodies to lay aside their paltry feelings. Men of small minds will 
be pitied, and men of moral courage will not shrink. from inquiry 
because the objects of their pity may presume. to bow-wow ‘at 
them.” - 
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RENAL FAILURE AFTER UTERO-PLACENTAL DAMAGE 


JAMES YOUNG, D.S.0., M.D. F.R.C.S., F.R.C.O.G. . 
. Professor of Obstetrics and Gynaecology, University of London 
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There are two conditions’ in obstetrics in which massive 
damage affecting the placenta, uterine ‘muscle, or’ other 
pelvic tissues may be followed by renal insufficiency 


and azotaemia—accidental (retroplacental) haemorrhage ' 


(Young, 1942) and the trauma of labour (Young and 
McMichael, 1941). They show the same clinical sequence. 
(1) There is the initial tissue damage. (2) In severe cases 
there is “shock,” which may be immediately ‘fatal. -In 
milder cases there may be an absence of shock. In cases 
which survive the shock there are (3) anuria or oliguria, 
with a urine containing hyaline and granular casts and 
leucocytes, and (4) a rising, blood urea ‘which reaches its 
maximum usually between the 5th and 9th days and which 
is followed by death or by an increasing diuresis and 
eventual recovery. These two clinical states resemble’ the 
‘“crush syndrome” (Bywaters and Beall, 1941). In the 
latter condition the chief histological changes are found 
,in the kidney; these have recently been fully described 
by Bywaters and Dible (1942). They consist of a degenera- 
tive and necrotic lesion specially affecting the ascending 
limb of Henle and the second convoluted tubule, usually 
with the presence of pigmented (myohaemoglobin) casts. 
We have recently drawn attention to the similarity between 
the shock-azotaemic,state following the trauma of difficult 
labour and the crush syndrome (Young and McMichael, 
1941). Further evidence, to be published later, suggests 
~that this state is by no means a rare sequel of difficult 
obstetrics. . - 

The other obstetrical condition in which shock and renal 
failure are relatively frequent—namely, concealed accidental 
(retroplacental) haemorrhage—is the especial concern of the 
present communication. “The evidence to be adduced again 
indicates that in the aetiology of the renal failure the same 


two factors emerge for consideration—the liberation into the’ 


general circulation of blood pigment which is excreted by the 
kidneys, and tubular damage. The clinical syndrome in con- 
cealed haemorrhage is confused by the eclamptic phenomenon 
(pre-eclampsia and eclampsia) which invariably accompanies it, 
generally in the form of severe albuminuria, hypertension, 
oedema, blurred vision, etc. 
haphazard one. For’. it“has' long been known that haemo- 
globinaemia and haemoglobinuria not infrequently occur in 
eclampsia associated sometimes with renal failure and with 
a renal lesion exhibiting blood-pigment casts and tubular 
degeneration. The accidental-haemorrhage syndrome is to be 
regarded as a variant of the pre-eclamptic and eclamptic picture, 
with the rénal failure element thrust into the foreground. ' 

The purpose of the following communication is to discover 
how far ‘these similarities between the crush and obstetrical 
syndromes rest upon any basic ‘identity in regard to genesis. 
In this connexion the massive ischaemic lesion in the placenta 
and uterine wall found in the obstetrical state calls for special 
consideration. me À 


This association is no mere: 


(From the British Postgraduate Medical School, London) 


The manner in which tissue trauma leads to renal failure js 
uncertain. It has been suggested that the blood pigment released 
from the autolysed muscle may act by causing damage to the 
tubular epithelium or blockage of the tubular lumina. Alterna- 
tively, it is possible that the tubular degeneration is determined 
by the toxic action of some other material derived from the 
autolysis of the damaged muscle and that the blood pigment 
merely represents the myohaemoglobin liberated at the same 
time and precipitated in the tubules during excretion. There 
is also to be considered the possible influence of the shock 
phenomena (circulatory collapse, vasoconstriction) acting alone 
or in combination with the other factors. 


The Accidental-haemorrhage Syndrome 

In some cases the patient is known to have been previously 
suffering from pregnancy toxaemia, and the accidental haemor- 
rhage then forms the critical and terminal phase. In other 
cases the pregnancy is normal up to the acute onset. This 
consists ‘of abdominal discomfort and pain, often acute. Faint- 
ness and vomiting are common, with pallor, shivering, sweating, 
and rapidity (sometimes slowing) of the pulse. There may be 
vaginal bleeding. ¢ blood pressure may be lowered to shock 
levels, but‘ this is not usual and it is apt to be followed by 
early death. The urine is completely suppressed or is greatly 
reduced in amount. It is dark red or plum-coloured and 
contains a large amount of albumin with hyaline and granular 
casts and leucocytes. Pigment casts are sometimes present. 
In the first sample the urine urea may be in high concentration ; 
thereafter it quickly falls to low levels. Within two days the 


‘blood urea is raised, and may reach a high level between 


the 5th and 9th days. The patient succumbs about the 7th 
to 10th day or, alternatively, there is a free .diyresis, a rapid 
drop in the blood urea, and eventual recovery, which may 
apparently be complete. This is the picture in the severe type ; 


‘ but all grades of severity are found, and in some cases 


eclamptic convulsions are present. The lesion consists of 
marked distension of the decidual vessels with thrombosis 
and free extravasation in the retroplacental area. In some 
instances there is an accompanying widespread haemorrhagic 
lesion in, the uterine wall (“ utero-placental apoplexy”). The 
area of placenta thus deprived of its blood supply dies and, 
in minor cases in which continuing pregnancy is possible, 
undergoes infarction. In severe cases the massive placental 
involvement results in early foetal death and delivery. But 
the maternal circulation, may continue and the foetus may 
survive for hours eyen after as much as half of the placenta ° 
is so thrown out of the blood circuit and is undérgoing autolysis, 
A partial circulation may even persist for some time in this 
affected segment. The cause of this utero-placental lesion 18 
unknown. It is determined by a critical interference with the 
maternal circulation by those factors (probably generally 
hormonal in nature) which are commonly responsible for 
abortion ‘in the early months of pregnancy. In the present 
instance, however, they are operating in the later months, when 
it is alone possible for a partial circulation to persist despite 
the occurrence of massive autolysis in the adjacent segment 
of. the placenta (Young, 1914, 1942). 
: 4276 
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worthy changes.” 


„evening she had fairl 
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The Kidney Lesion.—Bratton (1941) in 6 fatal cases of ante- 
partum bleeding with anuria or oliguria found a renal lesion 
resembling that seen in the crush syndrome. In ‘none had 
bloog ‘transfusion been given. With the collaboration of 
Dr. Bratton and the medical superintendents of the hospitals 
concerned we have had the opportunity of studying the records 
of five of the cases. In three with anuria and the full renal picture 


the clinical evidence suggested that the patients had suffered from ` 


accidental haemorrhage between the 26th and 28th weeks of 
pregnancy. In one patient, as Bratton’ indicates in his paper, 
there was a haemorrhagic and necrotic lesion in the liver. In 
one of the remaining two cases the patient suffered from con- 
cealed accidental haemorrhage and eclampsia at the 30th week 
of ‘pregnancy. ae: 8 

Through the kindness of Prof. R. W. Johnstone we -have 
obtained for personal study the clinical notes and pathological 
material from 4 fatal cases of accidental haemorrhage. In 
none had blood transfusion been given. This material was 
‘submitted to Prof. J. H. Dible, who has kindly furnished 
the description of the microscopical appearances of the organs 
and the comments included in the following statemen 

1 . m 4 
f l Case 1 3 f ‘ 

Para 0+1 abortion; aged 28. March 17, 1940, 6 a.m.: 
Sudden onset of dizziness and dimness of vision. 8 a.m.: Severe 
abdominal pain and vaginal bleeding ; ‘pale, pinched, cold, and 
clammy ; pulse 70 ; B.P. 130/80 ; urine—albumin + ++ ; uterus 
tense and tender ; foetal heart not heard. 1.10 p.m.: Spontane- 


- ous delivery of stillborn child weighing 4 lb. 2 oz. (36 weeks’ ` 


Maturity), followed by large amount of dark-red blood clot 
and torn-up and infarcted placenta. 1.30 p.m.: Pulse soft and 
irregular, but still-slow; glucose-saline given intravenously, 
with strychnine, adrenaline, - and nikethamide (coramine). 
2.55 p.m. (ist day): Died. The interval between the onset of 
the acute symptoms and death was thus 8 hours 55 minutes. 
Kidneys. —Slightl softer than usual, with on section a pale- 
yellow surface in which the cortex and medulla were fairly well 
differentiated. In the subcapsular Tegion there were a few small 
haémorrhages. Microscopical——“ The tufts are generally rather 
bloodless. The capsular spaces are filled with protein material. 
There is marked hyaline droplet degeneration of the cells of the 
first convoluted tubules. The cells are swollen and desquama- 
ting ; their brush borders are lost and their lumina are full of 
debris. This condition is continued into the descending limb 
of Henle. At one site in the intermédiate zone a focus of 
Necrosis with hyaline casts in the ascending limb is found. The 
second convoluted tubules do not show the same severe cellular 
change. Their cells are a little pyknotic and they tend to con- 
tain casts of a condensed and hyaline type. o pigment or 
necrosis is found in these tubules. A considerable nymber of 
collecting tubules show Jong dense hyaline. casts, .but these are 
not pigmented. Comment.—The lesion is an.acute ‘toxic’ 
tubular nephritis. It is similar to the early stage of the crush 
syndrome in this respect, but differs from this in that the 
damage to the first convoluted tubule is more pronounced. 
Other organg—The lungs are congested, oedematous,, and 
emphysematous, but the liver, spleen, and heart show no note- 


` Case 2 : 

Para 7; aged 30. Feb. 4, 1937, 11 a.m.: -Slipped and fell 
heavily on stone stairs at 28th week of pregnancy. In the 
severe vaginal bleeding and fainted. 
Feb. 5, 12.15 a.m.: Admitted to hospital ; drowsiness ; marked 
oedema of hands and feet; B.P. 135/80; a “few ounces” of 
dark-brown urine withdrawn by catheter—albumin +++; 
membranes ruptured artificially.. 2 p.m.: No urine passed ; 
catheter withdrew 60 c.cm: of “dark-brown viscid urine”: 
R.B.C.s and granular and hyaline casts present; blood urea 
54 mg. per 100 ccm. 7.30 p.m.: 10 drops of “ oily black 
urine ” withdrawn ; under a short gas-oxygen-ether anaesthesia 
bipolar version was performed and 1/2-[b. weight attached to 
ankle -of child. Feb: 6, 1 a.m.: Delivered ; child 3 1b., still- 
born; large amount of dark retroplacental clot. During the 
next 7 days patient had marked oliguria despite a large intake 
of glucose-saline solutidn. The blood urea was not recorded, 
but on two occasions (8th and 10th days) the urine urea was 
300 mg. per 100 c.tm. The minimum blood pressure until the 
terminal stages was 130/70. “Feb. 13 (10th day), 10.25 p.m.: 

-Kidneys—Moderately ‘enlarged and fairly firm. The surface 
in each was diffusely congested and the cortex and medulla 
were fairly well differentiated. The cortex showed some in- 


crease in depth. Each capsule stripped readily, exposing a , 
g smooth surface, over which multiple petechiae were scattered. 





Microscopical:—“ The glomeruli do not show afy noteworthy 
changes. The tubules are generally dilated. The first con- 
voluted tubules contain debris, desquamated cells, and globular . 
masses ; they are, however, fairly well preserved and there is 
no widespread cellular necrosis. Many of the second, con- 


_voluted tubules show marked lesions. ə Their interior contains 


casts, which are made up of granular material that is lightly pig- 
mented. The presence of this pigmented material is associated 
with a pronounced cellular reaction—desquamation, degenera- 
tion, and regeneration of the epithelium and some polymorph 
infiltration. Similar changes are seen-in the ascending limb. of 
Henle. In the region of the second convolutéd tubules and in 
the boundary zone necrotic tubules and foci of cellular reaction 
(similar to those described by ‘Bywaters and Dible) can be seen. 
In‘the medulla there are oedema and foci of lymphocytic and 
plasma-cell infiltration. The collecting tubules contain pig- 
mented casts and pigmented necrotic cells and show epithelial 
proliferation. Cormment.—The picture is practically. indistin- 
guishable from that found in éhe kidney in cases of the crush 
syndrome. Other, organs.—The liver and heart do not show any 
noteworthy changes.” ’ : eae 
Case 3 


Para 0; aged 24. June 1, 1939: Admitted because of oedema 
of ankles at term; B.P. 130/100. Remained satisfactory. On 
June 17, 5 a.m., artificial ture of membranes. 6 a.m.: 
Labour started. 2 p.m.: Vomiting. 11 p.m.: Sudden onset of 
severe abdominal pain with collapse and sweating ; foetal heart 
ceased and concealed accidental haemorrhage diagnosed ; 1/4 gr. 
morphine ‘given, and intravenous drip saline. ‘12 midnight: 
Delivered by easy low forceps after, craniotomy to diminish 
size of head. Placenta expelled one hour later: no blood loss. 
Examination of the placenta showed a portion which seemed 
to have separated prematurely. There was marked oliguria’‘ 
(the maximum daily output being 140 c.cm. on 4th day), and the 
blood urea on 7th day was 164 mg. per 100 c.cm. Treatment: 
glucose-saline, 10% glucose, sodium sulphate, 20% glucose. 
The lochia became offensive. Coma developed and on June 25 
(9th day), at 10.10°a.m., the patient died. f 

Kidneys—Bóth swollen and moderately firm. Abnormally 
broad pale cortex and reddish-brown medulla, both areas being 
oedematous. Each capsule stripped readily, exposing a smooth 
pale surface. Microscopical.—“ The glomeruli tend to, be blood- 
less but show no anatomical change. The first convoluted 
tubules contain a good deal of debris, are generally dilated, and 
their epithelium is flattened ; the cells are not well preserved and 
there is some widespread necrosis. The second convoluted 
tubules are pyknotic. Many of them contain lightly pigmented , 
granular cast material. ` In connexion with this there is epithelial 
desquamation and necrosis, some of the necrosed epithelial 
cells absorbing pigment. Most of the nephrons are affected. 
Changes in Henle’s tubules are minimal. The medulla shows 
lymphocytic and plasma-cell infiltration., A majority of the 
larger collecting tubules contain pigmented casts, reproducing 
the picture of ‘ blockage’ seen after intravascular haemolysis— 
as, for example, in fatal incompatible blood transfusion. 
Comment.—This picture is essentially similar to that found in 
the kidney in the fatal anuria of the crush syndrome.» Other 
organs—Liver: Typical patchy eclamptic ‘necrosis. Lung: 
Oedema, emphysema, acute bronchitis,.and early broncho- 

neumonia. Pituitary: Acute necrosis of the anterior lobe. 

o heart and spleen show no noteworthy changes.” 

In the fourth case the appearances were those of bilateral 
cortical necrosis, the rare lesion which has long been associated 
with cases of accidental haemorrhage resulting in death with 
uraemic symptoms. -The difference in the causal factors 
responsible for two such striking variants in the renal lesion 
is a-matter for further study. Meanwhile it is interesting and 
perhaps relevant that cortical necrosis has been described in 
a case of traumatic anuria (McFarlane, 1941). 


Discussion of the Aetiology of the Renal Failure 
- The following factors, operating singly or in combination, 
call for consideration m this connexion: (1) shock, (2) 
haemolysis and tubular blockage, and (3) a toxic material or 
toxic materials of tissue origin. For this study we have 5 
personal cases associated with renal impairment and a significant 
rise in blood urea out of a total consecutive series of 79 cases 
of accidental haemorrhage. All 5 patients recovered. 
i 
Shock 

This may be severe, and a considerable proportion of the 
mortality from accidental haemorrhage: is’ due to this cause.‘ 
That the collapse of haemorrhage does not in the present 
series explain the kidney lesion is suggested by the fact that, 
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im 59 consecutive cases of obstetrical haemorrhage (post 
partum, from placenta praevia, accidental haemorrhage) so 
grave as to require blood transfusion; renal failure is restricted 
to the accidental-haemorrhage group (Table J). 


TABLE I.—Severe Haemorrhage at Childbirth necessiatine Blood 
Transfusion. ' Analysis of 59 Consecutive Cases . 





| Renal Impairment 
Post partum A . 37 0 
Placenta praevia. » 0 
Accadental (retroplaceatal) 5 








This table demonstrates -the correlation between renal 
_ impairment ‘and accidental ` haemorrhage and suggests that 
the former is determined by s6me factor other than tine 
shock of haemorrhage. Further, it can sometimes be clearly 
established that the renal impairment antedates the shock 
phenomena. ` 


Case,4.—Mrs. M., aged 27, walked into hospital at 7 p.m. with 
lower abdominal pain and ’ thinking she was in labour. She 
was unable to pass urine, and next morning the catheter revealed 
an empty bladder. The general clinical condition was good ; 
blood pressure 120/80 mm. Hg. During the rest of the day 
the suppression continued. At 5.30 p.m. she developed acute 
abdominal pain with severe shock. Diagnosis: Concealed 
accidental haemorrhage. Bladder empty. The suppression of 
ane had thus existed for 224 hours before the first onset of 
shoc 


Case 5. —Mrs. E., aged 37, wakened at 7 a.m., rose, and passed 
urine as usual. She “prepared her husband’s breakfast, and 
later in the morning, in her usual health. went shopping. At 
11 a.m., on the way home, was seized with abdominal pain ; 
walked home and went to bed. At 12 noon felt sick and 
vomited. Sent to hospital at 5.30 p.m. in condition of shock 
(with pallor, shivering, perspiration; and -rapid pulse), but with 
B.P. 155/98. Diagnosis: Concealed accidental haemorrhage. 
3 ccm. urine withdrawn by catheter. No urine had been 
passed since 7 a.m." She thus had suppression for 10 hours, and 
this antedated the shock.. e 


These cases further exemplify how the causal agency has 
a selective action on the kidney. 


An added argument against the view that the renal failure 
is a local expression of general circulatory collapse due to 
shock is the frequent absence of hypotension. In 4 out of 
the present series of 5 cases of accidental haemorrhage the 


blood pressure was recorded at frequent intervals, and the: 


respective minimum readings up to the time when the kidney 
impairment was firmly established were 100/70, 110/90, 155/98, 
145/86. The relatively high pressure levels in some of these 
women are clearly related’ to the coexisting hypertensive 
toxaemia. 


Dunn and Montgomery (1941) have suggested that bilateral 
cortical necrosis, the rare variant of the renal lesion, which 
is also remarkably selective in its character, may be due to 
circulatory failure from haemorrhagic “shock” with complete 
stagnation of the blood flow in glomeruli previously damaged 
by the eclamptic “poison.” Such an explanation, however, 
does not seem to be valid for the lesion now under discussion. 
We have seen (1) that the selective -lesion may be tubular, 
with a relative immunity of the glomeruli; (2) that renal 
failure does not follow the shock from other forms of 
obstetrical haemorrhage (post partum and from placenta 
praevia) complicating the eclamptic state; (3) that the renal 
failure may develop before the “ shock ” while, in other cases, 
there may at no time be hypotension. 


The data invite some further tentative conclusions on the 
aetiology of the shock phenomena. In accidental haemorrhage 
shock may be severe and even fatal, and in some cases the 
blood loss by itself is clearly a determining factor. That, 
however, there may be another factor, or other factors, is 
demonstrated by those cases in which the degree of shock is 
out of proportion to the amount of bleeding (Whitridge 
Williams, 1925) and by the-frequency with which it fails to 
respond to the therapeutic influence of blood transfusion 
(Sheehan, 1942). In the evolution of shock in surgical trauma 
the fall in blood volume caused by the loss of plasma to 
the damaged tissues is believed to play an important part. 


-9 


In the case of accidental haemorrhage there is no clear evidence 
of such a mechanism. Although there may be oedema of the 
uterine wall (especially when the retroplacental bleeding is 
associated with a muscular lesion—“ utero-placental apopfexy ”) 
this local loss of blood fluid to the tissues cannot be regarded 
as an adequate explanation of the total phenomena. We have 
not found evidence of haemoctbncentration, though this may, 


of course, be obscured by the haemorrhage, and it is known 


that the eclamptic state may be accomipanied with marked 


haemoconcentration’ due to the explosive generalized oedema . 


(Zangemeister, 1903). This haemoconcentration, which may 
develop rapidly in ‘the crisis of the eclamptic state, may, 
however, be associated with an equally rapid rise in blood 
pressure, even to high levels, and with a clinical condition 
which in this respect is the reverse of shock (Dieckmann, 1942). 
Further, in many instances, although the shock phenomena 
may be clinically brisk, the accompanying hypertensive state, 
as in the 4 surviving cases reported in this communication, 
would seem to protect’ the patient against the major risks. 
/It is only when the “shock factor” breaks through this 


. protective hypertensive state and paralyses the vasomotor 


mechanism that the full shock effect is induced. Whether this 
action is central or peripheral it is impossible to say. This 


‘view of: the genesis of the initial shock often seen in such 


cases resembles the conclusions of Noble and Collip (1942) 
based upon the study of experimental trauma in rats. They 
conclude that a poison is generated by the damaged tissues 
and that this can cause death rapidly from shock with little 
haemoconcentration. Only where death is delayed is there 
the development of a severe haemoconcentration due to the 
loss of blood plasma through the capillaries. Glen (1941) has 
shown, also, that the shock may develop so rapidly after the 
restoration of the circulation in an ischaemic limb as to suggest 
the immediate effect of a circulating poison’ 

We may summarize the above evidence as follows. The data- 
are opposed to the view that the shock mechanism is essential 
for the production of the renal lesion. This is dependent upon 
some other influence whose action on the kidney may be 
strikingly selective. Neither haemorrhage nor the loss of blood 
fluid to the tissues (local or general) with haemoconcentration 
is an adequate explanation of the shock phenomena. To 
‘explain the full shock effect we must postulate some other 
factor (toxic agent?). 


Heemolysis and Tubular Blockage 


The eclamptic phenomenon is apt to be associated with 
haemoglobinaemia and haemoglobinuria. Many references to 
these conditions are to be found, especially in German literature. 
Schmorl (1893), in 2 out of the 17 cases on which his classical 
monograph on the pathology of eclampsia was based, described 
the presence of ‘yellow pigment in the collecting tubules of 
the kidney. In one case, in.which the urine was plum-coloured, 
the pigment was also present in the epithelial cells. Brütt and 
Schumm (1918) reported 6 cases of eclampsia with haemo- 
globinaemia in which there were haematin casts in the unne. 
In a fatal case with marked oliguria there were abundant 
haematin casts i the straight and Henle tubules. Fahr (1924) 
found haemoglobin casts in the kidney tubules in 18 out of 
33 fatal cases of eclampsia, and regards this appearance as 
next only in importance to the glomerular changes in the 
total renal lesion of eclampsia. He points out that this incidence 
1s higher than one would expect from the frequency of haemo- 
globmuria as clinically recorded in eclampsia by Meyer-Wirz 
and Geipel (6 in 44), Konstantinowitsch (6 in 30), and 
Zangemeister (5 in 14). At the same time he points out that 
the haemoglobin casts are often few in number. In general 
these German writers have regarded this haemolytic process 
as one of the side-effects of the eclamptic “ poison ”—an effect 
which ,it shares with other poisons, such as arsenic prepara- 
tions, nitrobenzol, quinine, etc. The haemoglobinaemia and 
haemoglobinuria are clearly related to the acme of the 
eclamptic attack, and subside quickly thereafter. The Con- 
tinental investigators were also aware of the association between 
haemolysis and the azotaemic type of renal failure dependent 
upon tubular degeneration (Brutt and' Schumm, 1918; Seitz, 
1927 ; Spitzer, 1934). In this country Dunn and Baird (1933) 
found haemoglobin casts in the kidneys in 3 out of 10 cases 
of eclampsia. 


“718 Bec! 19, 1942 ` 





These investigations have acquired a new significance by 
their.revelation of the close resemblance between the haemolytic 
phenqmenon in eclampsia and its accompanying renal lesion 
anti the changes found by Bywaters and Beall (1941) to follow 
a massive ischaemic lesion. of muscle and by Bratton (1941) 
and ourselves in the accidental-haemorrhage syndrome. It has 
been suggested that in the crush syndrome the anuria,may oe 


due to blockage by the pigmented casts. But, as Bywaters and’ 


Beall (1941) have pointed out,- any ,urine excreted in such cases 
may differ little from a glomerular filtrate, thus indicating the 
existence of severe damage even in non-obstructed tubules. 
Further, in an early case there may be tubular lesions in the 
absence of casts. ` 
The same considerations apply to the kidney in accidental 
haemorrhage. In a woman who died 9 hours after the. onset 
of symptoms there were no pigmented casts, but the tubular 
‘degeneration .was evident; whilst in another case, with 22+ 
hours’ anuria, pigmented casts were absent. We have had the 
opportunity of examining the kidneys in two women who died 
with anuria, 6 days and 9 days respectively after an eclamptic 
attack. In ‘the former’ case there was a typical tubular lesion 
. with blood casts and a blood-urea figure of 173 mg. per 
100 c.cm. ; while in the latter, in which the tubular degeneration 
was characteristic and the blood-urea reading 222 mg. per 
100 c.cm., there were no pigmented casts. These findings suggest 
that the "blood casts are necessary neither for the initiation 
of the renal failure nor for the ia Ra of the renal lesion. 


Toxic Material or Materials of Tissue Origin 


The elimination of competing factors in the aetiological 
field serves to direct attention to the immediate - influence of 
the massive tissue damage, which establishes a basic link 
between the obstetrical and the crush syndromes. This brings 
us to the correlation between. the “concealed” type of 
accidental haemorrhage and renal impairment (Table ID. 


Taste [.—Relation of Type of Accidental Haemorrhage to Renal 
Analysis of 79 Consecutive Cases > 


Impairment. 








These results conform to those of other observers. The 
table shows that the albuminuric type, of toxaemia is much 
more frequent in “concealed” (65.0%) than in “revealed” 
(11.8%) cases, and that the renal insufficiency is associated 
especially with the “ concealed ” type. 

The distincfive features of the utero-placental lesion of 

“concealed ” accidental haemorrhage have been discussed else- 
where (Young, 1914, 1942). One feature of immediate relevance 
is that after the production of the lesion, which in the cases 
we are discussing’ generally involves as much, as half and 
sometimes even more of the organ, the placenta is retained 
for some time within the uterus. Where the circulation is 
maintained in the undamaged portion, with resulting foetal 
survival, the’ conditions are such as to favour the escape into 
the systemic blood stream of any toxic materials which may 
be generated in the dying area. The circumstances are then 
simular to those which have been postulated in the case of 
surgical trauma after the circulation has been re-established in 
the crushed limb. To this analogy we referred many years ago 
(Young and Miller, 1921). Elsewhere we (Young, 1942) have 
given evidence that the “ toxaemic”’ state is immediately related 
to the massive placental lesion. Thus there is a recognizable 
quantıtative relation between, the severity of the toxaemia, on 
the one hand, and the mass of placenta involved and the 
period of fcetal survival, on the other. When the lesion is 
so fulminating as to cause complete initial detachment there 
is no toxaemia, and where, after the’ ‘onset of toxaemia, the 
lesion progresses to the stage -of causing foetal death there 
may be an abrupt decline of the toxaemia. This evidence, 
and evidence of a like nature in ordinary cases of eclampsia 
and pre-eclampsia, in which, however, there is generally no 
histor of accidental haemorriage, have formed the basis of 
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the placental hypothesis of the eclamptic phenomenon (Young, 
1914, et, seq.). Evidence has been given that the interference 
with the uterine circulation which causes the placental lesion 
is the expression of an antecedent abortion taint (Young, 1927, 
1942). : . 
' It is firmly established ‘that ei failure with azotaemia 
is rare in eclampsia and pre-eclampsia. The relatively high 
incidence (25% in the present series) of renal impairment in 
concealed accidental haemorrhage would seem, therefore, to be 
determined by some factor introduced into the eclamptic and 
pre-eclamptic state by the conditions obtaining in concealed 
haemorrhage. What this factor is we do not know. It does 
not seem to connote a quantitative relation to toxaemia, for 
renal’ failure is rare even in severe eclampsia not associated 
with concealed haemorrhage.’ The massive muscular lesion in 
the uterus, to which referençe has already been made, is 
especially identified with cases of concealed haemorrhage, and 
it provides a striking analogy to the conditions in the crush 
syndrome. But there is some evidence that this lesion may be 
present in a marked degree without renal failure (Whitridge 
Williams, 1925; Dieckmann, 1936). Nevertheless it’ merits 
fuller consideration. Its existence helps to explain the very 
high incidence of puerperal sepsis in such cases (Whitridge 
Williams, 1925; Gibberd, 1936; Bratton; 1941). 

The: immediate cause of the bleeding in the decidua and 
muscularis is not clear. There would seem to be no doubt 
that it is an expression of the “abortion taint,” to which 
reference has already been made and which has been discussed 
more fully elsewhere (Young, 1942). Reasons have been given 
for the view that it precedes the placental autolysis (Young, 
1914, 1942). This evidence is, however, not unequivocal, and 
it remains possible that the placental degeneration antedates 
and determines the retroplacental and muscular lesions. It 
cannot be claimed that the haemorrhagic lesions are due to 
a systemic “ toxaemia,” because’ out of 79 cases of accidental 
haemorrhage albuminuric toxaemia was absent in 59, including, 
7 of the 20 cases of the concealed type (Table ID. It is 
possible, however,’ that the massive blood effusions in these 
sites are due to® vascular damage by a toxic agent locally pro- 
duced, and that the purpuric and haemophilia-like haemorrhages 
occasionally found in accidental haemorrhage in such distant 
sites as the nose, stomach, and subcutaneous tissues (McGoogan, 
1935 ; Dieckmann, 1936) may be a more generalized manifesta- 
tion of the same factor. On this question further information 


is desirable. 
Summary i 
The foregoing cunico-pathological study of tho syndrome 
in concealed accidental morrhage suggests the' ollowing 


proximate causes: (1) The'syndrome is determined by a massive 
utero-placental lesion of ischaemic origin. (2) The renal failure 
characterized by tubular degeneration and azotaemia is deter- 
mined by a toxic material derived from tissue autolysis. (3) 
The shock element and the haemolysis which are frequently 
spoil may have a similar origin. 
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(From the Public -Health Department, Glasgow) 


The following is a description of a small localized outbreak 
of typhoid: fever which presented some rather unusual 


‘features and for that reason is ‘considered to be worth. 


recording. The cases, of which there were 41 in all, 
occurred among the staff and customers of a butcher’s 
shop in one of the poorer districts of Glasgow. The out- 
: break .took place at the end of winter at a time when 
otherwise: the city was free from enteric infections. 


General’ Description of the Outbreak 
The first indication of the existence of typhoid fever came 
"on Feb. 6, when 3 cases, all in one family, were diagnosed 
as this disease. These patients had been admitted to an 
infectious diseases hospital on Feb. 4. A second group, of 


4 cases, consisting of a mother and three children, were removed - 


to another infecfious diseases hospital ‘on Feb. 6; and a third 
family group, consisting ‘of two children, carne to notice on 
the following day. Up till this time all ‘the patients had been 
women or young children; but on Feb. 9 a fourth family 
became affected, the patients being two adolescent males aged 
15 and 17. Thus within 
of the outbreak three families were involved, giving rise to 
9 cases. Y 

At first the age and sex distribution caused the investigation 
to be concentrated on the milk supply, which was common 
to the first three families‘; but before reports could be obtained 
upon the bacteriological specimens submitted, further cases 
had come to light in which there\was no obvious connexion 
with the dairy. ‘The. preliminary investigation had, however, 
shown that all the infected families ‘received their meat supplies 


from a butcher’s shop in thè district, though the usual routine ° 


inquiry had failed to incriminate any special meat product. 
It became clear, however, that the butcher’s shop was the only 
common link between the cases. Specimens of faeces and blood 
were examined from the staff, which consisted of five persons, 
with the result’ that one male employee was found to have 
B: typhosus in stools and urine,and a blood agglut’nation for 
B. typhosus of 1 in ‘2,500. ve second male employee had a 
positive agglutination reaction a` in 250), būt in his case there 
were no other positive findings even efter investigation in 
hospital. He had been inoculated against typhoid during the 
last war. The former case (J. P., aged 62) was ultimately, 
regarded as the probable cause of the outbreak. This man 
subsequently, died of typhoid fever in hospital, and his case- is 
discussed in more- detail below. 


Further investigation disclosed sickness, later confirmed as. 


typhoid fever, in a female employee who had left the butcher’s 


employment on Jan, 24—that is, before the occurrence of the - 


cases. She lived in another part of the ‘town. The date of 
onset in her case—Jan. 27—coincided with the starting of the 
epidemic, so that she is to be regarded merely as one of 
the cases and not as the original source of infection. 

_ Intensive hduse-to-house visitation of the district was carried 
out by the medical officers and' sanitary inspectors, and at 
the same time a circular_letter was addressed ‘to local medical 


practitioners advising ‘them of the presence of the disease. ” 


Suspicious febrile: cases were removed to hospital for, observa- 
tion, and a frequent and careful check-up was made on all 
family contacts. The intensive visitation and follow-up of 
contacts were generally successful in preventing the occurrence 
of secondary cases. Daily visits were paid to the’ butcher’s 
shop, and a complete overhaul was made of the hygienic 
arrangements, which were on the whole of a very low order. 
All cooked meats found in the shop were destroyed. Some 
of the customers’ ration cards were in an incredibly filthy 
condition, and it was observed that the) shop-assistants handled 


the first two days of our knowledge - 


these cards and then handled meat. By arrangement with the 
local food office large, numbers of ration cards were withdrawn 
, and fresh ones issued. This may'not have had any bearipg on 
' the genesis or spread of the outbreak, but nevertheless it’ is 
a matter worthy of careful consideration from the point of 
‘view of the hygiene of food- handling generally. 

One case o¢curred among the attendants of a public wash- 
house in'the area. This patient had no direct connexion with 
the butcher’s shop and took no‘ food at all in the district ; 
but since many of the patients’ families were in the habit of 
taking clothes to the washhouse, he was probably infected by 


' an article of, clothing belonging to a typhoid case, although 


this was never definifely proved. 


Ps Analysis of Cases 
_Time Distribution—There were 35 primary cases, and, of 
these, 30 sickened between Jan. 27 and Feb. 3, a period of 
eight days: 26 of theme sickened in the first five days. The 
following table shows the dates of onset and admission to 


hospital. 








. There were, in addition to the 35 primary cases, six secondary 


ones in which infection could be traced to one or other of the 
primary cases, These consisted of 3 clinical cases and 3 
symptomless carriers. | 

It is apparent that the infection must have been distributed 
on or around Jan. 16. The patient J. P. was isolated on 
Feb.'20, and: there is a strong presumption that he must have 
been a potential,source of infection while working in the shop 
throughout the whole period up to that date. If he was the 
cause of the epidemic he must have transferred infection to 
foodstuffs *in large amount during the few days around 
Jan. 16. The dropping cases towards the end of February can 
be explained by later infection from J. P. or by a much- 
extended incubation period. , 
‘J, P. was a man of irregular habits who lived in model 
toden Roasts and was somewhat addicted to alcohol. He 
was careless as regards his person, and as an example of this 
he had*a, large untreated varicose ulcer of some 20 years’ dura- 
tion. He maintained from the first interview that he had no 
symptoms, and indeed it was with some difficulty that he could 
be persuaded to give the necessary specimens for examination. 
On Feb. 20 B. typhosus wag reported in a sample of faeces, 
and arrangements weré made for his removal to hospital ; but 
even on that day he was at work in the shop, and when inter- 
„viewed by the medical officer he denied that he was in any way 
ill. Later in the day, in hospital, it was found that he had 
.a, moderate pyrexia and some degree of splenic enlargement. 
Subsequently he developed bronchopneumonia and died on 
March 6. Post:mortem examination confirmed the diagnosis 
of typhoid fever. The spleen was considerably enlarged ; Peyer’s 
patches were acutely inflamed and oedematous but not 


- ulcerated. This patient may either have been a carrier who 


became a clinical case or he may have been an ambulant case 
somewhere about, the middle of January, with a relapse in 
February. The date of his last attack is not definitely fixed, 
but, according to the clinical signs in hospital, was probably 
some time about Feb. 15. The very high titre of his blood 
agglutination reaction would appear to indicate that his illness 
following admission to hospital was not his primary attack, 


` although from the end of January right up till Feb. 20 he was 


seen by a member ‘of the staff of this department and made 
no complaint as regards his health. Thus, in the absence of 
definite pointers. no detailed clinical examination was made, 
but had there been such an examination it might -have led 
to an earlier diagnosis. -An important point emerges, however 
—that in the search for carriers the question of ambulant or 


+ 
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relapsing cases should be borne in mind, particularly when 
dealing with the lodging-house type of patient. 

Ageand Sex Distribution—The age and sex distribution of 
the 35 primary cases, were as follows: 














Although in the early stages of the outbreak women and young 
children were mostly affected, some adolgscent and adult male 
cases soon followed. The table shows more children under 
10 and a higher, proportion of women than one would expect 
in a meat-borne outbreak. It may be that the women and 
children consumed the ready-prepared meats—the tinned beef 
and other canned meat products which were sold in the shop 
by weight—whereas the men were more likely to get the chops 
and steaks, which, of course, would be cooked at home. It is 
clear that in investigating typhoid epidemics the age and sex 
groupings of the early cases may be misleading if the investi- 
gator does not maintain an open mind on the consumption 
of different foodstuffs at different ages. The case for a 
differential age and sex incidence if milk outbreaks has never 
been convincing, and any such preconceptions should be 
discarded., 

Secondary Cases—The secondary cases—i.e., cases infected 
directly from one or other of the primary cases—numbered 
6, but three of these were ‘actually symptomless carriers. The 
remaining 3 had typical typhoid fever. One of these was a 
nurse in an infectious diseases hospital. These secondary cases 
are excluded from the tables so that the description.of the 
-epidemic may be confined to infections contracted directly from 
the butcher’s shop, 

Family Distribution—In all, 15 families were involved. In 
10 families there were multiple cases: 5 had two cases ‘each, 
2 had three, 2 had four, and 1 had five. Thus an exceptionally 
high proportion of multiple family cases occurred in this 
outbreak. i 

Housing and Social Circumstances—All the cases occurred 
in 15 tenement houses, 12 of which had two apartments, 2 had 
one apartment, and 1 had three apartments. The patients were 
thus all from the poorer working dlass. As regards spatial 
distribution, the great-majority of the .cases occurred in a very 
circumscribed area surrounding the butcher’s shop; but a few 
arose in distant parts of the town. In the Jatter, however, direct 
personal contact was clearly established with the original focus. 
For example, a woman aged 29 was taken ill on ‘Feb. 2 and 
was removed to hospital on’Feb. 12. Her home address was 
far removed from the other cases, but she worked in a factory 
beside one of the patients, whom she visited about the middle 
“of January, partaking of some corned meat. 


Clinical Types of Disease 


The onset of illness was generally rapid, usually with 
diarrhoea, abdominal pain, and vomiting. There was, as 
already noted, an unusually, marked tendency for the disease 
to attack ‘several members in one family. The times of 
sickening of these cases were often so close together as to raise 
the question of food-poisoning ; and, indeed, 11 of the 35 
primary cases were so notified to the department, the diagnosis 
probably being suggested by the rapid onset. Only in 8 cases 
was-typhoid fever intimated as the aiuiicn diagnosis before 
admission to hospital. 

The di in hospital tended to be severe, and ran the 
typical course of typhoid. Of the 38 clinical cases admitted 
(including the 3 secondary clinical cases), 5 terminated fatally— 
a rate of 13%. Case-to-case infectivity was comparatively low, 
and none of the patients became a persistent carrier, the usual 
criteria for dismissal from, hospital—namely, three negative 
faeces and urine examinations—having been satisfied. 


ı Commentary 


A meat outbreak of this nature is a comparatively rare occur- 
rence, but with the increasing proportion of canned and pro- 
cessed meats being distributed it is not unlikely that outbreaks 
spread in this way may become more frequent. The danger 


? ` 


take the place of a house-to-house visitation an 


«was directed to the butcher. 


A ——op 
lies, of course, in the handling of preparations which are usually 
eaten without further cooking, such as corned beef, pressed 
beef, and canned meats of various kinds, the cans being opened 
within the retailer’s premises and the meat sold by weight in 
small quantities over the counter. Cooked meats sold by 
retailers may also be infected. But even meat and meat 
products which are usually cooked in the home are now exposed 
to much-increased handling in distribution, and this in itself 
may constitute an added danger. The sausage particularly 1s 


suspect, because it is doubtful if, in cooking, its centre always 


reaches a very high temperature. 

The meat which was the vehicle of infection was -heavily 
infected for a few days 1h, the middle of January. When the 
patient J. P. was found to have B. typhosus in samples of faeces 


- and urine it was naturally concluded that he must have been 


the source of infection. He. was employed almost entirely in 
the back -shop, cutting up carcases into joints, etc., for sale 
over the counter. He did not normaļly handle canned meat, 
nor did he serve customers, but is said to have done so on 
occasion. He was by reason of his pérsonal habits a very 
likely type of man to convey any infection he may have had 
to’ whatever he handled. Unfortunately for the complete 
acceptance of this theory, shortly after admission to hospital 
he. was himself discovered to be a case of typhoid fever, dying 
later of a pulmonary complication, the active typhoid being 
confirmed by post-mortem examination. Therefore, if. he is 
to be regarded as the source of the outbreak we are driven 
to put forward the two possibilities already mentioned—that 
he was a chronic carrier who developed clinical disease, or 
that he had had an ambulant attack of typhoid with a clinical 
relapse. On the other hand, he may simply have been infected 
in the same way as all the others,-in which case the source 
of infection must remain unknown. No cases occurred through 
infection from the shop dunng the period when he was known 
to carry typhoid bacilli—namely, the few days prior te Feb. 20. 
His discovery as an actual or probable source of infection was 
thus made after the epidemic was over, and no further cases 
have arisen from this focus up to the date of publication. 

With regard to the sending out of circular letters to practi- 
tioners warning them of the existence of typhoid fever; while 
this may be of considerable value, it should not be allowed to 
search for 
cases, particularly if the outbreak is localized. Many cases of 
illness in the area were thus traced to infectious disease hospitals 
and to wards of general hospitals, having been admitted with 
a diagnosis of pneumonia, influenza, cerebrospinal fever, or 
enteritis. In fact, as mentioned already, only 8 were actually 
sent to hospital as typhoid fever. The active search for cases 
presumably had its reward in the small number. of secondary 
infections. 

In this outbreak the first five families had the same milk 
supply, and although they dealt with the same butcher no 
particular kind of meat appeared to have been consumed by 
all cases. Furthermore, the butcher’s clientele was far wider 
than the dairyman’s. Suspicion at first therefore rested on the 
dairy, and although general supervision was exercised over the 
butcher’s shop, bacteriological investigation was at first confined 
to the dairy staff. Other cases continued to arise from the 
same milk supply, and even in instances where the milk supply 
was stated to be from another source, one could not be sure 
that casual purchases from the suspected dairy had not been 
made. After an’ exhaustive examination of the milk ‘supply 
had yielded entirely negative results, more detailed attention 
He had at first not been too 
co-operative, but finally he and his staff provided all the 
specimens required. By this time, however, it was evident that 
the peak-of the outbreak was past. The butcher probably had 
about 2,000 rationed customers.. Thus the maximum risk to 
these cugtomers, among whom 35 primary cases’ occurred, 
was 1.75%. 

The exceedingly low standard of hygiene and general cleanli- 
ness in the butcher’s shop-must also be commented, upon. It 
is feared that such conditions are common in the poorer 
quarters of towns. It may be remarked, too, that shortage of 
good-quality skilled labour and other difficulties are matters of 
concern at the present time. 
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' JAUNDICE PRESENTING UNUSUAL 
a . ~ FEATURES ' 
ri ö BY 


A. M. ‘GILCHRIST, M.B., Ch.B. 
Surgeon Lieut., RN.V.R- 


‘Four ‘cases? of jaundice coming undér observation at a 


Naval hospital within a very few months presented unusual 
features. The pathological reports upon material removed 


' at operation from the liver of two patients with “ subacute 


hépatitis”’ constitute a valuable, addition to the case 


' records ;, the following ‘is the story of “four instructive 
. mistakes.” i : 2 24 


I 


. is conspicuous dilatation of the sinusoids. There is bile 


A : 
due to.Subacute Hepatitis: Exploratory 
Laparotomy : Recovery ; 

An officer aged 24 was suddenly seized with acute abdominal 
pain at the end of Jan., 1942; it‘ was fairly generalized, but 
the maximal intensity was in the epigastrium. The pain was 


Case L Jaundice 


colicky, and came on in- spasms, which “doubled him up” and` 


were followed by intervals of comparative freedom, although 
a dull ache persisted between the “spasms.” This first attack 
lasted about 12 hours, but was not associated with vomiting ; 
the pain gradually wore off. For nearly two months after this 
attack the patient had little appetite, felt “out of sorts,” and 
experienced occasiorfl pain of moderdte severity’ in the upper 
abdomen. During early April a second: stage may be said to 
have begun with frequent severe attacks of abdominal pain at 
night ; there was no radiation of pain to the back or lumbar 
region. His urine was dark in colour and his skin and con- 
junctivae looked slightly yellow ; there was no pruritus. , 
His general condition deteriorated, and on admission to a 
Naval hospital for further investigation the jaundice was marked 
and of a deep yellow colour; all pain had now disap ed. 
We was considerably emaciated, but cheerful and optimistic in 


„outlook. Severe persistent headache and dimness of vision 


were other symptoms; at no time was there any vomiting, 
although nausea was complained of occasionally after meals. 
The liver was slightly enlarged and tender; the gall-bladder 
could not be felt: the spleen was not palpable. The tongue 
was furred ; the teeth were good 
sponginess of the gums, which bled on the slightest pressure. 
No enlargement of glands in axillae, neck, or groin was found. 
The urine was dark and contained bile pigments and bile salts. 
A direct van den Bergh gave an immediate positive reaction. 
Quantitative indirect gave 7.2 mg. (14.4 van den Bergh units). 
Paul-Bundell test! was negative. Blood picture: R.B.C., 
4,550,000.; Hb, 86% (Haldane) ; C.I., 0.95 ; leucocytes, 5,200— 
polymorphs 45%, lymphocytes 45%, large mononuclears 5%, 
eosinophils ‘2 
gren), 11 mm. in 4 hour, 22 mm. in 2 hours ; Wassermann, nega- 
tive, , Radiographs ,revealed no opaque calculi. The pu 
was regular about 80 ; temperature showed a- slight evening 
rise. The past history disclosed nothing of significance. He 
had -never served outside British waters. Tas RE 
The clinical:picture was not characteristic of any of the more 
frequent types of jaundice, but the most probable diagnosis 


.appeared to be an obstructive jaundice due to cholelithiasis. 


The prolonged jaundice was considered to necessitate an ex- 
ploratory laparotomy. After the liberal administration of 
glucose and vitamin K, operation was performed on April 21. 
The liver was moderately enlarged, but its surface smooth and 
its outline even ; nothing abnormal was seen in the appearance 
or texture of the gall-bladder. No gall-stones could be felt in 
gall-bladder or ducts. An enlarged lymph gland was found 


near the cystic duct, and two more were easily palpable along _ 


the common bile duct, but it was obvious that these two glands 
were not obstructing the flow of bile ; the lesion was evidently 
intrahepatic. Two of the lymph glands were removed for 
microscopical purposes «nd a small portion of liver was also 
resected. Bleeding at the operation was minimal. 


Pathological Report (Dr.-W. W. Woods).—" Subacute hepa- 
titis : There is severe albuminous and vacuolar degeneration of 
‘he: liver cells, their cytoplasm being swollen, coarsely granular, 
and vacuolated, and their nuclei showing karyolysis. In frozen 
sections sudanophil fat can be found in only a few scattered 
cells. Disappearance of a few liver cells as the result of 
necrosis has occu in the centres of the lobules, where there 


ig- 
mentation of the liver cells, but-there aré only a very few Bile 


thrombi in the canaliculi. Regeneration of parenchyma is in- 
dicated ‘by many cells with two nuclei, some of. them: Having 
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-but there was considerable” 


%, mast cells 0, ‘basophils 0; B.S.R. (Wester- ' 
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deeply eosinophilous cytoplasm; only one mitotic figure can 
be found. Inflammatory infiltration is almost confined to the 
portal systems, extending thence only ‘slightly between liver 
_ cells. It is more severe in the smaller than in the larger portal 
systems. It consists of numerous lymphocytes, a few eosinophil 
leucocytes, and very few neutrophil leucocytes. There has been 
slight proliferation of fibroblasts, but there is no fibrosis. The 
bile ducts are normal’ and empty. In the lymphatic glands from 
the region of,the cystic and common bile ducts there is a pro- 
nounced degree of hyperplasia of the endothelial cells of the 
“lymph sinuses (sinus catarrh).” * : 
Post-operative pro was uneventful. Glucose was ‘given 
freely, and occasionally small doses of calomel and magnesium 
sulphate. The jaundice began to diminish as the general con- 
dition improved, and six weeks after operation had entirely 
` disappeared. The officer was ultimately sent on sick-leave. 


Case II. Jaundice due to Subacute Hepatitis: Exploratory 
Laparotomy : Death Two Months after Operation 


e 

An officer aged 34 complained in Aug., 1940, of a sensation 
of fullness in the abdomen, flatulence, loss of appetite, and 
general debility, present for some weeks; no previous history 
of any similar illness. He was jaundiced, the icterus being of ` 
moderate intensity. The abdomen was somewhat distended, the 
distension being uniform ; the liver could be palpated beneath 
the right costal margin. 

After several weeks, during which the jaundice increased some- 
what in intensity, he was admitted to a Naval hospital. By 
this time jaundice was marked, and the patient listless and dis- 
interested ; he had lost much weight, and his appetite was poor. 
The abdomen was distended, tumidity being most pronownced 
in the right hypochondrium, the musculature of which showed 
some rigidity. The liver was enlarged, and its lower border was 
felt three finger-breadths below the costal margin; the outline 
appeared fairly regular, and there was tenderness on, pressure 

over it. The gall-bladder was not pable: no enlargement 
of spleen or kidney could be detected. The glands in the groin, 
axillae, and neck were not involved. Rectal examination yielded 
no positive information of value. The urine contained bile 
salts and bile,pigments. : 

Faeces were slate-grey in colour; total fats 64.48 g.%— 

, neutral fats 2.8%, soaps 36.68%, free fatty acids 25%; no 
athogenic bacteria, cysts, or ova. A blood count showed: 
~B.C., 4,110,000 ; Hb, 88% (Haldane); C.I., 1:08 ; leucocytes, 

6,800—polymorphs 51%, lymphocytes 43%, large mononuclears 
4%, eosinophils 2%. Slight anisocytosis,and achromia were 

5 noted. _ Fragility of red cells, bleeding time, and coagulation 

time were within normal limits. The van den Bergh gave an 
immediate direct reaction. The laevulose-tolerance tegt showed 
no impairment of hepatic efficiency. The Wassermann reaction 
was negative on several ,occasions. A straight radiograph 
showed no opaque -stones. The gall-bladder was not seen 
by opacol radiograph., No calculus or other abnormality seen. 
The patient stated that during the previous 6 or 8 months while 
serving in small ships he had frequently been exposed for two 
or three hours daily to acetylene fumes in his cabin. However, 
no others exposed to similar fumes had reported sick. 

The hope still lingered that the case might, be one of 
“catarrhal jaundice,” and initially in-hospital the patient was 
treated expectantly by glucose, fat-free diet, and an occasional 
dose of calomel and magnesium sulphate. His condition, how- 
ever, steadily declined ; his appetite and weight decreased, and 
his jaundice became more intense. ‘The possibility of a 
neoplasm involving the main bile channel now obtruded itself 
more and more menacingly: exploratory laparotomy was con- 
sidered nencaary: At operation the liver was found to be much 

. enlarged and of firmer texture than normal; here and there 
the organ showed definite scarring, and a definite thickening 
could be felt in the portal fissure. The gall-bladder was of 
small size, whitish, and quite empty. The common hepatic 
and bile ducts were not dilated, and the obstruction was 

- obviously above the junction of the hepatic and cystic ducts ; 

the thickening in the po fissure seemed to localize the ob- 
struction to the-very commencement of the extrahepatic canals. 
‘The spleen was not enlarged. A wedge of liver tissue was 
removed for microscopical examination. The findings at opera- 
tion suggested either a malignant growth in the portal fissure 
or a syphilitic, hepatitis despite the negative Wassermann 
reaction. Further serological tests also proved negative. 

Pathological Report (Dr. W. W. Woods)— Subacute 
hepatitis with portal fibrosis. The portal fibrosis -is of a 
fee active, recent type. Thus the portal systems in every 
obule are uniformly enlarged by a rarefied oedematous net- 
work of thin and thick collagen fibres and moderately 
numerous, rather slender fibroblasts..,They are isfiltrated 
with numerous lymphocytes, remarkably, numerous neutrophil 
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leucocytes, -a few round and -spindle macrophages full of bile 
pigment, ‘and -a few plasma cells. There is considerably less 
inflanynatory infiltration ın the large portal systems than in 
the’ small. This infiltration has spread. between the liver cells 
of the periphery of the lobules. These inflamed fibrotic portal 
systems contain numerous regenerated pseudo-bile canaliculi, 
which seem to have budded out from the liver cells ; they con- 
tain much, bile pigment, mostly in their lumina, some in the 
cytoplasm of their cells. The fibrosis is umlobular. There has 
been no nodular regeneration of liver cells to disturb the normal 
lobular pattern. Regeneration’ of single cells 1s indicated by 
the presence of two nuclei in some cells. There 1s albuminous 
degeneration and vacuolation of liver cells, and the nuclei of 
many show karyolysis., In one group of liver cells vacuolation 
ig conspicuous. In the absence of frozen’ sections the presence ’ 
of fat cannot be determined. In the centres of the lobules there 
is slight inflammatory infiltration. There is much bile pigment 
in the liver cells, and Jarge bile thrombi are numerous in the 
bile capillaries. The bile ducts in the small and large portal 
systems are not dilated and are emptyeexcept for a very little 
coagulum in one of the larger ducts. All arteries aid veins 
are normal.” 

The patient recovered from the immediate effects of the 
operation, and some two weeks later was able to get up and 

alk about. However, he subsequently relapsed, and increasing 
debility and progressive emaciation necessitated his return to 
bed. Jaundice steadily increased, and ascites developed so that 
regular paracentesis had to be employed to relieve the abdo- 
minal distensiqn. Death occurred about 2 months after the 
laparotomy. f 


1 


Comment on Cases I and II P š 


Clinical jaundice readily suggests the three most frequent 
groups of cases characterized by this, arresting symptom, and 
attempts were made to assign the patients to their particular 
category: (a) catarrhal jaundice ; (b) the effects of cholelithiasis ; 
and (c) malignant obstruction of the extrahepatic biliary channel. 
In both of the above cases an erroneous pre-operative diagnosis 
was made, but material removed at laparotomy led to the 
diagnosis of subacute hepatitis from the pathological laboratory. 
The term “hepatitis” suggests vagueness of diagnosis, since it 
may include all the results of damage to the. liver, chemical 
or physical, or due to the action of micro-organisms and their 
toxic products. It might also include the various processes of 
reaction and repair which follow the injury. ‘ Unfortunately, 
in thesé two cases the precise cause of the hepatitis is still 
wanting. i 

It must be most ‘exceptional in a case of hepatitis to have 
the onset of the disease heralded by symptoms of such severity 
as to suggest gall-stone colic. The persistence of the jaundice 
which followed the last attack of severe pain in Case I seemed 
to demand surgical investigation and some operative effort to 
relieve the obstruction. The absence of any gross obstruction 
along the course of the extrahepatic ducts occasioned the, 
greatest surprise. i oe f 

The pathological diagnosis of a hepatitis suggests some 
relationship to so-called “ catarrhal jaundice,” in which severe 
pain certainly never occurs. Doubtless both conditions are due 
to an infective agent,-and recent investigation into the cause 
of catarrhal jaundice tends to demonstrate the infectivity of the 
disease and its possible spread by droplet infection (Newman, 
British Medical Journal, 1942, 1, 61): many cases have been 
found in a locality among individuals living together or 
spending their lives in fairly close contact, but in our case~ 
the officer was certain there had been no similar cases among 
his colleagues. He gave no history suggestive of gastro-duodenal 
catarrh as the early pathology of the condition. The patho- 
logical findings are of unusual interest because of the rare 
occurrence of a biopsy of liver tissué in this disease and because 
of the severe degeneration of the liver cells seen in section, 
amounting in some areas to a complete atrophy. 

In Case II the absence of pain, the increasing. jaundice, and 
the emaciation suggested the possibility of a neoplasm, and an 
exploratory laparotomy seemed. to be indicated. The fibrotic 
changes and scarring in the liver seen at operation raised the 
question of a syphilitic infection, but serological tests negatived 
this suggestion. The spleen was only slightly enlarged, and 
detached blood examination excluded any of those blood 
dyscrasias associated with gross splenic and hepatic enlargement -~ 
with cirshosis: The whole pathological process was intrahepatic ; 
and the hepatitis was considered to be’ toxic in origin, the 
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identity of the actual toxin remaining obscure. The patient had 
volunteered the information of his exposufe to acetylene fumes 
while asleep in his cabin, adding how listless and unrefreshed | 
he felt in the morning. However, no reference in the literature 
could ‘be discovered relating to acetylen® as-produding hepatitis 
with jaundice ; but whatever the toxin was, its virulence was 
demonstrated by the unfavourable- course of the illness and 
its fatal termination, ' 





Case II. Jaundice due to a Mass of Lymphadenomatous | 
- Glands compressing Main Bile Channel. A Case of 
Hodgkin’s Disease, Rapidly Fatal 


An officer aged 27 was admitted to hospital in March, 1942, 
with a history of increasing jaundice of about 10 wecks’ dura- 
He complained of loss of appetite, constipation, and 
general debility; about 7 dayg later jaùndice appeared, and 
he was treated by a light fat-free diet, glucose, and abundant 
fluids. No improvement took place, and 6 weeks later an 
indefinite swelling, thought to be a distended gall-bladder, was 
felt in the right hypochondrium. A straight radiograph showed 
a vague opaque shadow which suggested a gall-stone. Further 
facts were now elicited. At no time had he any pain—only a 
feeling of intermittent discomfort in the abdomen; there was 
no history of’ digestive trouble, and no similar cases had 
occurred among his colleagues. He was losing weight rapidly. 
Early in 1940 he had suffered from pleurisy, but his recovery 
was apparently complete, and full investigation had suggested 
no possibility of persistent tuberculous infection. 


When admitted to hospital he was deeply jaundiced and 
emaciated. The liver was slightly enlarged and could be felt 
beneath the costal margin, but a movable swelling was now 
easily felt in the right hypochondrium, extending down to the 
right iliac fossa, and not continuous with the liver margin ; this 
appeared to be a distended gall-bladder. Neither the kidneys 
nor spleen were palpable. One rather large discrete solitary 
gland was felt in the right supraclavicular fossa ; this was not 
tender, and was not attached to the skin or deeper structures. 
No glands’ were palpable in the axillae ; and those in the groin 
were within normal limits. No abnormality was detected per 
rectum. Almost the whole of the body was covered by a 
diffuse rash, produced by constant scratching due to the intract- 
able itchiness of the skin. The urine showed no abnormality 
except bile salts and pigment and a faint trace of albumin. 
R.B.C., 4,050,000 ; Hb, 80% (Haldane); C.L, 0.9; leucocytes 
{G00 polymorphs ¢ %, lymphocytes 20%, large mononuclears 

i 


4%, eosinoph ` Mast ce 0. Wassermann reaction 
negative. A direct van den Bergh gave an immediate positive 
reaction ; quantitative indirect, 20 mg. (40 van den Bergh units) 


per 100 c.cm. ` 


A second straight zadiograph a week after admission showed 
a shadow to the right of the ascending aorta in an antero- 
posterior view of the chest. The cervical gland enlargement 
was considered to be either secondary to some intra-abdominal 
neoplasm or, alternatively, of lymphadenomatous nature. The 
biopsy pathological report was provided by Dr. I. Doniach, 
pathologist to Mount Vernon Hospital, who reported: “ The 
architecture of the gland is destroyed by a reticulum-cell 
hyperplasia. Scattered throughout are numerous giant cells of 
the Dorothy Reed type, together with a good number of 
lymphocytes, eosinophils, and plasma cells. The cells have laid 
own only a moderate amount of collagen. Fairly numerous 
mitotic figures were observed. The picture is typical of 
Hodgkin's disease.” Within a month the patient’s condition 
was miserable in the extreme. The pruritus had become much 
worse, and sleep was impossible without large doses of seda- 
tive, morphine frequently being necessary. Although the prog- 
nosis appeared hopeless, and ‘further blood counts showed a 
Progressive anaemia, it was considered desirable to perform a 


- cholecyst-gastrostomy in an attempt to relieve the pruritus. 


At operation, on April 4, the gall-bladder was greatly dis- 
tended, and rather more than half a pint of fluid was aspirated 
before the’ anastomosis was done. Examination of the fluid 
revealed no bile pigment and only a trace of bile salts: 
cholesterol was found in the merest trace. A large mass of 
glands was felt in the portal fissure and along the common 
bile duct. The spleen was enlarged to about twice normal. 
The anastomosis was rapidly completed and the abdomen 


closed. The patient failed'to rally from the operation and died 
the following day. Í 


_At the time of the patients admission to hospital the 
diagnosis was fraught with less difficulty than that which ob- 
tained at the onset of the illness. The progressive painless 
jaundice associated with an enlarged liver,, the cons derable 
distension of the gall-bladder, the enlarged gland in the right 
supraclavicular fossa, and the gradual emaciation strorgly 
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suggested a sinister cause of bile-duct obstruction.” The biopsy l 
7 proved -the cervical gland to be lymphadenomatous,.and the 


. quences ; the rapidity with wHich these 


' fatal. The case 
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aparotomy deemed necessary by the severe pruritus gave 


- evidence of the rare nature of the obstruction to the main’, 


bile channel. ey 

There are certain unusual features about this case. . Death 
indirectly due to cholaemia from obstruction to the main extra- 
hepatic ‘bile channel’ by a mass ‘of lymphadenomatous glands 
is exceptional, although Rolleston and McNee do make refer- 
ence to the possibility of compression of the chief bile channel 
by such a mechanism. authors note that jaundice is 
infrequent in (tne connie but allude to possible glandylar 
compression of the common duct ; they also. mention two cases 
of periodic jaundice. in' Hodgkin’s "disease, the jaundice -coincid- 
ing with fever and enlargement of superficial lymphatic glands. 
In Hodgkin’s disease it is most exceptional for the “clinical 
picture to be dominated by obstructive jaundice and its conse- 
tened the fatal end- 

ing of the case contrasts with the natural history of the malady: 
in 15 weeks from the first symptom the disease had proved 
pieced other atypical features: the lymphatic 

glandular involvement was far Jess widespread than usual ; 
one discrete enlarged lymphatic gland palpable on the right 


‘ side of the neck, and the existence of a possible second in, the 


posterior mediastinum demonstrated by radiograph, constituted 
the only evidence of the disease. The operation performed to 
relieve the pruritus enabled us-to discover a‘ glandular mass 
in the oral. fissure which had produced the jaundice ; further, 
E ne lymphatic. involvement was more or less confined to those 

It will be recalled that this patient was investigated 
Piter pleurisy some 18 months previously, and aithougt. no 


' evidence of active tuberculous disease was found, the theory ‘of 


the possibility of a coexistence of the two maladies or even of 
their causal relationship is revived. 


' Case IV. Calcified Mass embedded in Head of Pancreas — 
compressing Lower End of Common Bile Duct: 
3 Removal : Recovery 


A stoker aged 49 was admitted to a Naval hospital ‘with 4 
‘ months’ painless jaundice. An enlarged liver and a distended . 
*gall-bladder suggested a growth obstruction of the choledochus. ° 
A two-stage operation was done after taking pre-operative 
measures. At the prelimin cholecyst-gastrostomy a firm 
lump could be felt near the lower end of the common bile 
duct, and the a the pie openiiive dia a of an “ampullary carci- 
noma” to be confirm ‘At the second operation the 
mass was aa found embedded in’ the head of the pancreas, and 
was removed with some adjacent. pancreatic tissue by a retro- 

- duodenal approach. The choledochus was seen to be com- 
pressed but not infiltrated, and was not injured during removal 
of the “ tumour.” 

The pathological material proved to ‘be a mass of agminated 
calcified tuberculous glands. Surgeon Rear-Admiral Gordon- 
Taylor, who operated on the case and recently ‘reported it, 
,temarks: “There was perhaps some justification for the mis- 


iw 


take in diagnosis, but at least the patient is to be oe pon erata, 


mechanism, mae 


on the pathological nature of the ave seriou 
y doubted. id 


before this experience I might have serious 


f : Summary 
Four cases of jaundice have been described in which ʻa 
diagnosis based on careful clinical examination, reinforced by 
laboratory and other investigations, was proved by operation 
to be inaccurate. The experiénce and knowledge to be gained 
from them appear to act as a deterrent, and to justify restraint 
on the practitioner who feels confident in his capacity to assign 


’ correctly to a particular category any case of jaundice on 


clinical grounds alone. The descriptions given ‘above demon- 
strate that although the cases had not a few features in common, 
nevertheless the: exact prologic detail obtained as the a 
of operation* p roved t the morbid process varied 

Specific infectivity, toxicity, ulomatous disease, coul ih Be 
considered in the, course of „diagnosis. It is also worthy of 
note that despite our surprise in ‘being able to exclude malignant 
neoplasm on three, occasions (Cases I, IM, and IV), yet in two 


. of these (Cases IF and IID the, disease ran a fatal course in a 


comparatively short „period: Case IV claims special mention 
in being apparently illustrative of its author’s hope that pallia- 


' tive treatment for neoplasms in the region of the pancreatic 


head 1 may sometimes be replaced by radical surgery, offering a 


reasonable prospect of cure. 


I wish to express my thanks to the medical -officer in charge of 
this ,hospital for ‘permission to publish this communication and for - 
the facilities which he constantly offered me in the collection of case, 
details. My acknowledgments are also due to Dr. W. W. Woods, 
Consulting 
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' athologist to the New, and to Dr. I. Doniach for the. 
pathological reports - : 
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DEFICIENCY: DISEASE AND ACADEMIC 
e 


' . EVIDENCES OF SUBNORMAL . 
e VITAMIN METABOLISM 
. ’ BY 


R. E, WRIGHT, C.LE, M.D, M.Ch.(Hon.), D.P.B. 
Major (T.), LMS. 


` The present war with its food restrictions and black-out 
‘conditions inevitably focused attention on vitamins through- 
out Great Britain. Interest in the essential food factors, 
‘which was extensive before the war, flared up in both 
‘academic and trade circles. Eventually, through the media 
of the medical and general press and official and unofficial 
propaganda by circular, screen, and air, the public and the 
profession became almost hysterically vitamin-minded. 


In certain directions there was a complete loss of perspective, 
incompatible with an emergency which demands a realistic view 
of the practical issues at the fighting fronts over-seas, and 
conservation of academic energy at home for~more essential 
problems. In, fact, the cult of vitamin deficiency both here 
and in the USA. has become in part a racket. This state 
of affairs is largely due to,the premature booming of experi- 

«mental observations, and the attempt to fit them into the jigsaw 
of human physiology, psychology, or: pathology as the case 
may be. The clinician is not blameless. He lends support 
to the situation by the empirical use of proprietary vitamin 
products in all manner of affections: and in acclaiming their 
value by post hoc argument. However important the study 
of vitamin deficiency, the application of academic findings to 
the maintenance of fighting efficiency should be discussed at 
a level compatible with total war. Such discussions can hardly 
be conducted in perspective by those who have no first-hand 
experience of the clinical ‘aspects of the vitamin deficiency 
' disease syndromes as they exist in man and of the conditions 
appertaining at the various fronts. Yet just now probably more 
. attention is given to theoretical considerations in this connexion, 
both here and in the U.S.A., where the clinical picture of frank 
vitamin deficiency disease as it appears in man is familiar to 
few, than in parts of the world—such as China, Russia, India, 
Africa, and Japan—where the human manifestations constitute 
a familiar everyday problem, the practical economic importance 
of which is, great but subordinate to more urgent issues. 

General ‘statements such as these demand at least some 
support. Let us take the case of night-blindness in vitamin A 
deficiency. 


pa 


Vitamin A Deficiency and Night-blindness 

Night-blindriess, better referred'to for psychological reasons 
as' “hemeralopid,” is a prominent symptom of A-deficiency 
disease. ‘It is the only subjective symptom untfi the later stages 
`óf the “disease syndrome. This syndrome constitutes an 
important ever-present economic health problem in large popu- 
lation groups in various parts of the world, such as in the 
above-mentioned countries. 


Frank predominant vitamin A deficiency disease is common 
in the Madras Presidency,’ which has a population bigger than 
that of England and Wales. Its manifestations differ in children 
and’ adults or, ‘as Frazier and Hu (1934) have suggested, in 
the pre- and post-puberty periods. I have for years urged that 
it is the greatest cause of preventable blindness in children 
in South India on account of the associated corneal metaplasia 
or keratomalacia (Wright; 1931, 1937). The latter term is 
commonly used for convenience throughout the Far East for 
the whole syndrome, which emphasizes the importance of this 
complication. The most common sign, and possibly the earliest 
clinical evidence, of this syndrome is smokiness of the con- 
junctiva. This is my own view, and might possibly be disputed 
by such experienced clinical observers as Frazier or Pillat. I 
formerly held that night-blindness was the earliest evidence 
of keratomalacia (Wright, 1934). This conjunctival sign is 
unrecognized: or not considered worthy of mention by those 
who discuss the effects of vitamin A deficiency in this country, 
probably because few of them have ever seen the disease as 
it exists in man. Kirkpatrick (1936) mentions it. It is well 
recognized in China (Mu'ef al., 1937). It is not referred to 
by Nicholls (1938) of Ceylon: this is hardly because he does 
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not recognize. it, as it has been known to medical men in his 
part of the world for years, but because both he and 
Aykroyd—in South India—have found it more convenient 
to use “ phrynoderma ” (pilosebaceous hyperkeratosis) in their 
surveys. Among children of the poorer Glasses Aykroyd and 
Rajagopal’ report a frequency «of phrynoderma of 14% for 
certain groups in South India. Smokiness of the conjunctiva 
would probably give a higher frequency and might well be 


a better index. There are in the museum of the London School , 


of Tropical Medicine water-colour pictures of this condition 
which I had copied years ago from some of my pictures in 
the museum of the Government Ophthalmic Hospital, Madras :' 
these give an idea of its. appearance. e Whether this sign 


or’ the symptom of night-blindness is the earliest or most’ 


common manifestation of A-deficiency is beside the point. We 
have no adequate frequency figures for either to guide us. 
Chou (1930) has reported normal dark-adaptation in 7 out of 
20 patients with early ocular signs (pigntentation) of vitamin A 
. deficiency. The important thing for purposes of this com- 
munication is that either may be absent in cases which are 
otherwise clinical examples of frank predominant A-deficiency. 
This fact as regards the symptom is sufficient in itself to 
show what a false emphasis has been placed on the connexion 
between vitamin A metabolism and variations ın night-vision 
here since the war began. 1 
In discussing experimental photometric methods employed to 
-demonstrate a correlation between defects! of dark-adaptation 
and the so-called subclinical A-deficiency, Frazier and Li (1938) 
quote Jung (1938) on the applicability of the fallacy of centri- 
petal drift to the conclusions from such observations. .They 
say: “It would seem,. therefore, that a more critical evaluation 
of the results of photometric testing is required before final 
conclusions can be drawn on either the incidence of subclinical 
forms of vitamin A deficiency or the effect of therapeutic 
measures on the results of such tests. For the present, at least, 
evaluation of specific treatment in human cases should depend 
upon observations on definite clinical manifestations such as 
straightforward night-blindness, xerophthalmia, and follicular” 


hyperkeratosis of the skin.” This criticism seems as pertinent - 


to-day as in 1938, and the application of Jung’s ideas on™ 
poor dark-adaptation to recent work in this country would 
probably show that in “conditions influenced by so many 
uncontrolled variables the readings are completely determined 
by chance.” ; 

Again, this night-blindness does not constitute a labour 
problem in South India, where A-deficiency is so prevalent. 
* Jt does not interfere: with night work to any extent. I have 
rejected more candidates for specialized night employment, 
which required a simple night-vision test, on account of tapeto- 
retinal degenerations, of. which retinitis pigmentosa is chief, 


' than for the ‘hemeralopia of A-deficiency. In ejther:case the, 


figure is so smafl as to be insignificant. Night-blindness, too, 

does not prevent such jungle tribesmen as the Sholagas of 
' South India moving rapidly and. safely through dangerous 
‘ country on the darkest nights. I have followed such men, some 

of whom showed evidences of A-deficiency, in the dark with 
_ difficulty. - 

If a case of A-deficiency disease with well- marked night- 
blindness in a Tamil received the average daily ration of the 
British soldiér in England once a week, I should éxpect recovery. 
The authorities here at home would shudder at the thought 
of maintaining the British .soldier on a diet which in hospitals 
of South India or parts of China or Japan would be considered 
adequate to keep the mdividual free from bemeralopia. As 
I have indicated elsewhere (Wright, 1935-6), I cannot imagine 
there being any such thing as a practical vitamin A deficiency 
disease -problem in this country or America on diets short of 
famine diets. 

With regard to the anti- infective Tole ‘of vitamin, A—which 
may yet have a revival in connexion with ‘the home Forces— 

. I agree entirely with Pillat (1929) that ordinarily the pathogens 
grow as saprophytes in thè metaplastic tissues of vitamin A 
deficiency disease ; and with Kirkpatrick (personal communica- 
tion), who holds that colliquative necrosis is the primary process 
which produces corneal ulceration, not an invasion by pyogenic 
organisms. My experience coincides with that of Frazier and 
Hu (193@; that an increased susceptibility of the skin to “ boils, 
sores, impetigo, napkin rash, or other evidence of skin sepsis” 
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is not a clinical feature. in keratomalacic subjects. Skin rashes 
other than pityriasis pilaris (pilosebaceous hyperkeratosis) are 
not more common in the keratomalacic population of Madras 
than in the general hospital population (Nayndu, 1935). 

Evidently the condition in man cannot be gauged from 
observations on animals so far as practical’ clinical issues are 
concerned. If they were even approximately parallel, an 
increased frequency, of stone in the bladder might be assumed 
to exist in South India by those in this country interested in 
vitamins but without experience of the A-deficiency disease 
syndrome in man. To find an increased frequency of stone 
in India one must look in parts of the North, where vitamin A 
deficiency disease is hardly known. 


Night-vision’ in the Amy - 

Before assuming, on theoretical academic considerations or 
animal (and human) experiments, that minor degrees.of . 
A-deficiency affect in any practical way whatever the military 
value of our ‘man-power in this country, it is essential to 
consider the effects of gross ~A-deficiency: on the, physical 
activities of members of those populations largely afflicted with 
vitamin A deficiency disease. Apparently night-blindness has 
not interfered with the rapid might movements of Japanese 
troops through the Malayan jungles, although prima facie one 
might expect it to be a more practical difficulty in their case. 


“Undoubtedly we have a night-vision problem here now. Modern 


methods of war have enhanced the value of good night vision 
and thrown poor dark-adaptation into prominence. 

For convenience we may consider poor dark-adaptation as 
of three types—psychogenic, pathogenic, and physiogenic. 

Psychological disturbances are a frequent and serious cause 
of poor night-vision in the Army, as pointed out last year in 
these columns (Wittkower et al.). This form of psychoneurosis 
received a considerable impetus from the ill-advised publicity 
campaign in connexion with the beneficial effects of vitamin A 
on night-vision. The evil effects of this campaign are enormous ;- 
the term “ night-blindness” has attained a suggestion-value 
analogous to that of “ shell-shock ” in the last war. 

Bad night-vision associated with well-known recognizable 
pathological ocular conditions is infrequent and of lesser 
moment. In this pathogenic group the night-blindness of 
vitamin A deficiency would find a place if it existed here. 
In’ the physiogenic group poor night-vision may be regarded 
as a variation in dark- -adaptation at one end of the physiological 
curve. That this function is influénced by many factors, 
individual and racial, is known. Its investigation is essential 
in connexion with certain activities of the fighting Forces, and 
is having the serious attention of the medical authorities. , It 
is not a vitamin A problem, and will not be solved by 
“ following the carrot.” j 


i ` Vitamins B and C 
Criticism in like manner is applicable to recent activities in 
connexion with B complex and vitamin C. To assess deficiency 
in B, (riboflavin) mainly by means of minor variations in the 


_ capillary loops at the corneal margin—which are, to say the 


least of it, common to a number of causes—is futile in wartime. 
Yet Sydenstricker et al. (1940) seriously advocate such-capillary 
changes as the main prop in a list of clinical criteria. ae 

Among ophthalmologists familiar with corneal bio-microscopy 
since its inception, who is to say what are the capillary varia- 
tions at the lhmbus within normal limits? Does the capillary 
invasion which is suggested as a criterion exceed that which 
is determined, by dust, wind, weather, and cther irritants 
associated’ with military activities? When a Vitamin deficiency 
can be assessed quantitatively by chemical means, and a 
biochemical (subclinical?) abnormality established, it may be 
justifiable in wartime to subject large numbers of hard-worked ’ 
officers and men to detailed examinations—provided competent 
clinical, public health, and pathological opinion can show a 
probable case for impairment of military efficiency on metabolic 
grounds. Even here a practical rather than an academic level 
should be adopted: 

The processes of biological oxidation (cell respiration) with 
which the vitamins are eventually concerned are interdependent 


and overlap, just as the clinical evidences of deficiency overlap. ` 


This fact necessarily leads to important abstruse fields pf 
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chemieal inquiry. Such investigations, and mass biochemical 
observations, especially on children, will no doubt afford 
information which may be of use in post-war reconstruction. 
This war has still to. be won by, for the most part, adults 
to whom the application of metabolic hypotheses is hardly of 
military value, as they must fight now under dietetic conditions 
largely imposed by the enemy. 

Finally, in this matter of vitamins as applied to the supply 
of man-power in a grave emergency here and in the U.S.A., 
it is out of perspective and unrealistic to spend time, money, 
and energy by laboùring academic findings when at least the 
younger observers may get in touch with practical issues by 
looking further afield and seeing the real thing in greater mass 
as it exists in man under conditions of total war over-seas. 
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A Case of Haemorrhagic Measles 


While it is generally agreed that haemorrhage occurring into 
a measles rash is not uncommon, true haemorrhagic measles 
is so rare that well-known writers on infectious diseases such 
as Goodall and Ker state that they have never seen a casé. It 
is thought that the more frequent reference to it by the older 
writers was due to its confusion with haemorrhagic small-pox. 
For this reason I think that the following case, though not quite 
typical, is worthy of publication. 


The patient, a male child of 12 months, was seen at home on 
June 9, 1942; by Dr. Myerhoff, who considered the appearance to 
be typical of measles.in the eruptive stage. The rash had started on 
the previous day. On the 12th the child became very ill and was 
admitted to Clayponds Isolation Hospital as a case of measles com- 
plicated by bronchopneumonia. j 

On admission the child, who was of normal nutrition and 
development, was seen to be very collapsed ‘and dyspnoeic. The 
rash had completely disappeared. Although dyspnoea and cyanosis 
were severe—respiration rate 70—the chest was free from abnormal 
physical signs. The patient's condition at this stage would seem to 
correspond with the suffocative type of measles described by 
Rolleston and Ronaldson. The child was given 0.5 g. of ‘sulpha- 
pyridine 4-hourly, continuous nasal oxygen, and frequent glucose 
drinks. About 4 hours after admission extensive haemorrhages into 
and under the skin of the face and limbs suddenly began to develop. 
One large haemorrhagic area, involving the greater part of the nose 
and adjoining, skin, had a raised bullous appearance. No bleeding 
occurred from the mucous membranes, and the skin haemorrhages 
had reached their maximum. extent in the course of a few hours. 
Subsequently the general condition of the child began to improve, 
but he remained very ill, with an irregular remittent temperature, for 
a further nine days. Sulphapyridine was discontinued on June 16 
and no further complications occurred. Subsequent convalescence 
was rapid, and the patient was discharged from hospital on July 1. 
The haemorrhagic appearance had by then completely disappeared 
except for the presence of a scab on the bridge of the nose, where 
a large haemorrhagic bulla had resulted in superficial ulceration. 


This case appeared to correspond with the description of 
true haemorrhagic measles in that there was a rapid recession 
of the rash followed by haemorrhagic extravasation. It differed 
in the absence of haemorrhages from the mucous membranes 
and in its ultimate recovery. 

‘ l am grateful to Dr. Thomas Orr, medical officer of health for 
Ealing, for permission to publish this case. 


J. J. Linenan, M.D., D.P.H., D.C.H., 
Resident Medical Officer, Clayponds Isolation Hospital. 
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PAIN AND ITS MECHANISM 


Pain. By Sir Thomas Lewis, M.D., F.R.S. (Pp. 192: 27 fies. 

New York and London: The Macmillan Company. 1942. 
Bacon wrote of books, “Some are to be read only in parts: 
others to be read but not curiously, and some few to'be read 
wholly and with diligence and attention.” Sir Thomas Lewis's 
Pain belongs to the ghird category. As a clear, exhavstiv 
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and Graphic Registration of the Heart Beat and Blood Y 
of the Human Skin and their Responses, while its content 
will appeal to the wider audience of practitioners and students 
already familiar with Diseases of the Heart and Vascular 
Disorders of the Limbs. The scope of the book can be 
gathered from two extracts from the preface: 

“ The chief purpose of this book is to review modern ideas. of the 
mechanism of human pain and to bring into perspective with other 
observations the work of my own laboratory during the lest ten 
years, While attempting to make a book of reference, ome tat wit! 
bring contact with the more important views, I have desired io . . 
keep it in a readable form that will stimulate interest and enquiry 

“Our knowledge of pain, of its sources, of the nerve pathe 
conveying it, has been built up, and will continue to be built op 
chiefly ‘by observations upon man. It is built up by tests of the 
sentient surface in the normal subject, tests of skim deprived 
deliberately or accidentally of its nerves, the innumerable probiigs 
of disease itself, stimulation of deep-lying structures during surgical 
operations, and ingenious forms of exploration of deep structure 
from without; all these sources have contributed so abundantly that 
I shall but rarely need to refer to evidence derived from animals. 
There is manifest wisdom in seeking knowledge from the direct, 
rather than from the indirect, source, and here the direct source ds 
prolific; there is, too, the deep satisfaction of knowing that any 
evidence won from man is indubitably applicable to the human 
problem.” 

After reviewing the sensitivity of various human tissues to 
pain and the nervous paths subserving it, the author proceeds 
to unfold, against the backgreund of earlier knowledge, the 
newer developments resulting from his own work and that 
of his laboratory. This begins with the demonstration that 
in respect to quality there are but two distinct kinds of pain, 
that arising from skin and that arising from deeper structures. 
Dealing first with skin pain the author describes the condition 
“ erythralgia,” in which the skin some hours after being injured 
by a variety of stimuli becomes red and tender. An analysis 
of this condition leads to the conclusion that the hyperalgesic 
skin “is one which has beén brought to this state by the 
action of certain tissué’siibstances upon the pain nerve-endings, 
the latter being rendered hyper-excitable.” The next chapter 
analyses the diffuse hyperalgesia which follows a few minutes 
after a small localized severe injury te the skin and which 
may last for 8 to 12 hours or as long as two days. Añ 
experimental analysis shows that this hyperalgesia is due to 
an axon reflex arising from the point of injury and spreading 
to the limits of the area involved, where the effector endings 
release in the skin substances increasing the excitability of the 
pain nerves. Since this axon reflex implies unusually long 
axonic branchings, arid since the effector release of substances. 
lowering the pain threshold cannot be ascribed to any know 
system of nerves, the author has postulated that besides the 
known sensory and motor nerves to the skin there exists 
another system, for which he has proposed the name 
“nocifensor nerves.” The evidence for the existence of such 
special nerves is strong ; it still lacks anatomical demonstration. 

From the point of view of medical practice, the most 
significant part of the book is probably that dealing with 
deep pain and the associated phenomena of muscular tenderness 
and rigidity. Lewis and his pupil Kellgren have chown that 
not only is pain from a deep somatic structure indisting: aisle 
in quality from the pain of visceral disease, hut it is Hkewise 
referred to a distance in a segmental fashion, and is also 
accompanied by muscular tenderness and rigidits ‘This 
demonstration provides the basis for a review Gf the parm and 
associated phenomena of visceral disease. The contgoversy 
as to whether the source of pain and the associated reflexes 
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in visceral disease is the viscus itself or adjacent structures 
is summed up as follows: i 

* Itis not fundamental unsoundness that renders either the first 
or second view unacceptable since each contains a large element of 
truth: it is their presentation as general laws, each exclusive of the 
other, which is objectionable. I believe that referred pain and asso- 
ciated phenomena are started sometimes in a visceral structure (not 
necessarily in the actual viscus) and sometimes from the anterior or 
posterior wall of the body cavity. The evidence that they can so 
start has been given and is, I think, in both cases conclusive.” 

From this account of its contents the reader will appreciate 
that this is an important book, for pain and the associated 
phenomena of tenderness and muscular, rigidity are the very 
foundation of the diagnostic art. It can be confidently recom- 
mended to medical men not only as a book which will arouse 
their interest but as one which ultimAtely cannot fail to help 
their understanding of disease. It is, moreover, a unique illus- 
tration of what can be achieved by a forceful mind with the 
simplest of apparatus and methods. ; 


PRACTICE OF AN AMERICAN SURGICAL CLINIC 
Surgical Practiee of the Lahey Clinic, Boston, Massachusetis. (Pp. 897; 
illustrated. $10.00 or 50s.) Philadelphia and London; W. B. Saunders 
Company. 1942. k 

The Lahey Clinic, Boston, Massachusetts, is one of the best 
known of the large American clinics and its reputation stands 
high in that country. The present volume is a series of articles 
on the surgical practices of the clinic, which constitute, as 
Lahey himself says in the preface, a true cross-section of the 
work embracing methods, techniques, diagnostic measures, and 
results. The whole field of surgical enterprise is not covered, 
but the articles nevertheless represent a very comprehensive, 
survey of many of the commoner branches of ordinary 
workaday surgical practice. 

Fhe first 140 pages are devoted to certain aspects of thyroid 
surgery, the most interesting features in this section being 
articles upon the’ management of intrathoracic goitres and the 
routine dissection and exposure of the recurrent nerves in 
subtotal. thyroidectomy, the latter reminding one of the old 
adage, “If there's anything you're afraid of in a surgical opera- 
tion, go for, it.” After shorter sections on the oesophagus. 
lungs, and breast, the surgery of the alimentary canal and 
its accessories receives a considerable amount of attention. Of 
many points of interest here the following may be picked out 
as of particular value. In the performance of the operation 
of total gastrectomy many surgeons from time to time must 
have found it advisable to remove the spleen at the same time, 
but here we find it advocated as a definite advance in technique, 
of frequent application, making the operation easier and reducing 
the risk. In dealing with massive haemorrhage from peptic 
“ulcers a conservative attitude is advised except for a very small 
group of cases in which the bleeding seems to be beyond 
control; these are dealt with usually by resection, but some- 
times by less drastic means of surgical haemostasis. Informa- 
tive chapters discuss the treatment of Crohn’s disease and of 
abdominal fistulae. In the technique of gall-bladder surgery 
the practice of the clinic is orthodox, although cholecyst- 
jejunostomy is suggested in place of the common cholecyst- 
duodenostomy or cholecyst-gastrostomy when an obstructed 
common duct Has to be circumvented. The Lahey two-stage 
operation’ for abdomino-perineal resection of the rectum, as 
would be expected, is fully described. The operative mortality 
has been 12% and the end-results have been particularly good, 
over 50% of the patients being alive after a period of 6 to 10 
years, . 

Sections on certain gynaecological conditions, orthopaedics, 

' and neurosurgery precede the final one on anaesthesia. A good 

deal of space is devoted to the application of spinal anaesthesia, 

and an interesting account is given of the technique of con- 
tinuous, or fractional, spinal anaesthesia. This is advocated 
especially for operations of unpredictable length—the longest 
case recorded being of four and a half hours’ duration. We 
imagine that this method (devised by W. Lemmon of 

Philadelphia) is unlikely to replace the very satisfactory and 

simple methods (such as those of Etherington Wilson and Lake) 

now in common use, since there are obvious difficulties and 
risks asgociated with it. Few abdominal operations can possibly 
last longer than the two-hours anaesthesia which nupercaine 
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in ‘suitable strengths can give, but the new method is an 
interesting exploration into the possibilities. of this form of 
anaesthesia. $ : 

The illustrations throughout are to gbe point and ‘of first- 
rate quality. Altogether this volume can be warmly recom- 
mendtd, for @ strong element of common sense. runs through 
the opinions expressed, and there are few who would: not gain 
some useful information and guidance from it. 





A TEXTBOOK OF MEDICINE 


Medicine : Essentials for Practitioners and Students. By G. E. Beaumont, 
D.M., F.R.C.P., D.P.H. Fourth edition. (Pp, 801. 288.) London: 
J. and A. Churchill. 1942. : 

When a textbook reaches its 4th edition. in ten years its success 

is established and the reviewer's task is proportionately 

lightened. In those ten yearseDr. Beaumont’s experience has 
deepened, but also, to his dismay, the facts the student is 
expected to know have increased alarmingly.: The mere. cata- 
logue of new features in this edition, whether new or rewritten 
articles or additional notes, occupies more than a page of 
the preface. Naturally, some in the first category relate to the 
effects of air raids, such as blast injury of the lungs and the 
crush syndrome. There is an interesting discussion ‘under 
the latter heading of the parts played« by intoxication of the 
kidney by myohaemoglobin and of the heart by potassium saits 
on the one hand, and, on the other, by the exaemia. which 
results from the oedema of the compressed limb... There. is 
also a helpful discussion of the factors in the severe jaundice 
of the newborn. We wish there were more such, for-this work 
illustrates one of the present difficulties concerning students’ 
textbooks. It seems to us that what is needed is a textbook of 
principles which will stimulate the student to do his own 
thinking and form his own conclusions. Given the encyclopaedic 
method, we do not see how the book before us could have 
been better done, but is it the right method? For example, 
the factors in uraemia, both actual and speculative, are duly 
stated, but there is no guidance as to their relative significance 
and importance. Naturally we realize that: Dr. Beaumont, like 
the student, is the victim of an examination system which 
urgently calls for reconsideration. i 
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BED AND COT TENTS 


Dr. C. Pacer Lapace (Manchester) writes: The, illustration 
shows the essential features of tents which can be readily fixed 
to ordinary ward cots and beds. Primarily they were made 
for use on the ward balcony, especially in very windy or very 








sunny weather or for initiation of balcony. treatment in weakly 
infants and convalescent children. They can; however, be used 
inside the ward, either to avoid draughts or for isolation pur- 
poses, though they are not necessarily ideal for the latter pur- 
pose. These tents also make it possible to „give even delicate 


babies a daily airing, and this, to my mind, is one of the most 


potent measures for preventing ward infections. 
The tents were made for me by Mr. Robert Burns of Hañover 


_ Mills, Buxton Street, Manchester, 1. Ve 
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“DO DOCTORS DISAGREE ABOUT ‘ 


PASTEURIZATION ? 

Most readers of the Journal, we imagine,.will wonder if it 
is necessary to ask this question. And indeed those who 
have, over a large. number of years; followed the evidence 
that has been reviewed in these columns will be inclined 
to dismiss’ the question : as idle and rhetorical. But unfor- 
tunately it is still necessary to ask it and to reiterate the 
reasons why the majority of doctors who have given a 
-Moment’s thought to the matter agree that pasteurization 
of milk is in. the interest of the public health, and to 
examine the views of what must be a very small minority 
‘of those who do not agree. Unfortunately pasteurization 
of milk is one of those subjects on which the lay and 
uninstructed person believes himself competent to hold 
views. Such people usually begin their arguments by 
' saying : “ Ah, well, doctors don’t agree among themselves 
‘about this.” A few medical’ men, too, tend to attach 
" greater, significance ‘to their personal views than to the 

evidence on which such views should be based. We should 
` ave thought that the evidence preseited ‘by Prof. Selby 
Wilson in his recent book, The Pasteurization: of Milk,! 
woųld have convinced those who are capable of assessing 
such evidence—and among these we would like ito include 
all members of the medical profession. Those doctors 
who do not agree that pasteurization of milk is necessary , 
for the health of the people no doubt are sincere in hold- 
ing the belief they do. No doubt also there ate many 

sincere people who still believe that the world is flat; but 
among the majority who accept the evidence of science 
. such a belief is looked upon as foolish and without founda- 


tion., Bý pasteurization we mean, it should be clear, the. 


freeing of milk from pathogenic micro-organisms that 
might infect the. consumer. 

The question of pasteurization was discussed by the 
Parliamentary and Scientific Committee of the House of 
Commons on October 20, and subsequently a number of 
_ M.P.s, including a medical, man, Sir Henry Morris-J ones, 
` tabled the following motion : 


“That this House, realizing the unique value of fresh milk 
inthe national diet, asks that His Majesty’s Government 
should not; without the fullest inquiry, embark upon a policy 
involving the consumption of half-boiled milk, frequently 
known as pasteurized milk,‘ which is still the subject of 
conflicting expert opinion ; and further urges His Majesty’s 
Government’ to pursue with vigour a policy to: eliminate cattle 
disease, exterminate vermin, improve water supplies, and 
‘establish higher standards of cleanliness and hygiene on' the 
farm and in the transport and the handling of milk on its 
way to the consumer.” ? ` 


< 'Sir Henry Morris-Jones; then, apparently considers it 
necessary at.this late time of the day to make yet another 
inquiry into’ the value of pasteurization, .“ which is still 
the subject of conflicting expert opinion.” Is there really 
‘any opinion that can be called expert -which is in conflict > 
with the view that pasteurization of milk is necessary to 
contro] the incidence of. milk-borne infections? ‘At the 
meeting of the Parliamentary’ and Scientific Committee 


1 Britith Medical Journal, 1942, 2, 458. 
\ 2 Times, Doc. 3, 194 2.. 


=j : 
the case against pasteurization was put by Dr. A. H 
Macdonald; formerly chief medical officer to Dr. 
Barnardo’s Homies. ‘We will give here an excerpt from 
the report of, what Dr. Macdonald said, issued by the 
Committee itself : 


“ Another point to bear in mind was that children brought 

~ up on tuberculin-free milk (T.T.) were liable, if for any reason 
they had. to drink ordinary raw milk which more likely than 
not would, contain’ living’ tubercle bacilli, to develop 
tuberculous glands or peritonitis. . .. In recent years tuber- 
culosis was said to be on the increase. Dr. Macdonald was 
not surprised, since more pasteurized milk had been consumed. 
He was afraid'it Would continue to increase so long as this 
state of control Jasted, and the drinking of pasteurized milk 

` became more general.” ; 


After some further observations on the subject Dr. 


, Macdonald concluded according to the account we have, 


that “the taking of clean raw milk, and not pasteurized 
milk, was one of the best means to combat tuberculosis.” 
No doubt Dr. Macdonald believes what he says, and this 
argument should be examined because it is one that is 
not infrequently used by lay people who are also quite 
‘genuine in their opposition to the pasteurization of milk. 
What Dr: Macdonald is saying in effect is that, in order 
to offer a person protection against tuberculosis, children 
should be allowed to drink milk containing tubercle bacilli. 
In other words, he advocates that an oral vaccine of 
viable and virulent bacteria should be given in unmeasured 
doses at unstated intervals. There is surely no need in 
these columns to bring arguments against using a vaccine 
jn this way. There is,. however, one result of this method 
of vaccination which is undeniable, and that is that owing 
to the consumption , of this milk at least 3,000 to 4,000 
„persons in this country contract bovine tuberculosis every 
year, and 1,500 to 2,000 die of it every year. Do those 
.who think alike with Dr. Macdonald. seriously believe 
that this country, if fully acquainted with these facts, would 
allow the medical profession to advocate a method of 
immunization which carries with it such a high mortality 

ə rate? Further, if it were agreed that an oral vaccine of 
viable, bovine tubercle bacilli provided the best. way to 
combat tuberculosis, would it not be more logical and more 
in keeping with what is known about the principles of 
immunization to give such a vaccine in accordance with 
these principles, rather than to leave it to the discretion 
of the householder, to conduct this uncontrolled experiment 
herself ? 

We have picked out this one point becduse it formed 
‘the staple of Dr. “Macdonald’s opposition, and so no 
„doubt it will be heard of again in the House of Com- 
mons and from those who, for whatever reason, share 
the hostility to pasteurization expressed by another 
speaker before the committee, Mr. David Quibell, M.P. 
Prof. Wilson: rightly reminded those present at the com- 
mittee that milk was at times responsible for spreading 
scarlet fever, diphtheria, enteric fever, dysentery, food- 
poisoning, and Brucella abortus infection. Pathogenic 
‘micro-organisins might come not only from the cow but 
also from the upper respiratory tract and from the fingers 
of farm workers. He reminded them, too, that another 
possible source of infection was sewage-polluted water used 
for dairy purposes, this being the origin of the milk-borne 
outbreak' of typhoid fever in Bournemoyth in 1936. 

It is difficult to understand why a country which insists 
upon bacteriological purity of the water supply wishes to 
oppose the introduction of an equally pure milk supply, but 
at' least no one has yet suggested that the public health 
authorities should allow typhoid bacilli to appear in the. 
household drinking-water as a method of immunizing the 
susceptible population against enteric fever. A 
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` UNDER THE ELECTRON MICROSCOPE 


The microscopist, like the specialist, seeks to discover more 
and hore about less and less. To assist him in his task 
he has a variety of microscopes—the compound, the dark- 
ground, the ultra-violet, the infra-red, the fluorescence, and, 
latest comer, the electron or .“ supermicroscope. ” The 
glass-lenséd compound microscope is capable ‘of almost 
any degree of magnification, but for the demonstration. of 
minute objects as separate entities—that is, for’ resolution 
—it is limited by the wave-length. of light. The develop- 
ment of “electron optics” by television physicists ‘has 
made the construction of ‘the electron ‘microscope possible. 
An electron beam replaces the light-source of the com- 
pound microscope, and a series of efectromagnets focus the 
beam much as glass lenses focus a beam of light. Electron 
waves travel in straight lines only ina vacuum. ‘The whole 
* microscope must therefore be evacuated to a high degree. 
Since the waves are éntirely- invisible, their images raust 


be made visible by the use of either a fluorescent screen’ 


or a photographic plate. By, using electron waves 
1/100,000th of the wave-length of visible light, it may 
be possible to obtain a magnification of 25,000 to 100,000 
with accompanying resolution. One red-blood cell would 
thus be enlarged to seven metres. Specimens for examina- 
tion are mounted on a very thin collodion film ; they must 
be dry and extremely thin. 

The ‘electron microscope is not yet an instrument for 
every pathologist’s bench. Its immediate future lies rather 
in the research laboratory. It holds great promise in almost 
every field of Science, as it reveals many important struc- 
tures and reactions which have hitherto been inaccessible 
to direct-observation and measurement. In chemistry it 
has been possible to obtain micrographs of the location 
of certain chemical reactions incident to the metabolism 
of the bacterial cell. Morton and Anderson! have studied 


the reduction of tellurites by C. diphtheriae, and have , 


shown that crystals of tellurium form in all parts of the 
micro-organism, in some cases puncturing its walls. Elec- 
tron microscopy has also proved of service in metallurgy, 
crystallography, and colloid chemistry, and in studies of 
molecular architecture. Possibly a new technology of stain- 
ing for electron microscopy may develop. Recently Mudd 
and Anderson? have tested a method of selective micro- 
chemical analysis, equivalent to differential staining, by 
photographing specimens after exposure to the salts of 
heavy metals. Bound up with this work there is another 
promising field of application of microchémical analysis : 
this is the recording of the action of germicidal agents on 
bacterial cells. 

Excellent micrographs’ of bacteria have been obtained, 
particularly by Mudd, Anderson, and their colleagues.® 
They have shown that many types of bacteria, including 
streptococci, pneumococci, anthrax and subtilis bacilli, 
typhoid and coliform bacilli, possess rigid outer mem- 
branes which protect their inner protoplasm. Flagella of 
motile forms are extremely delicate structures, some of 
which appzar as two parallel lines with alternate thinner 
and thicker markings. Flagella of monotrichates—for 
example, vibrios—are on the whole wider in diameter. 
Treponema pallidum appears to have a continuous efive- 
lope, a knob-like structure at one end, and flagella-like 
processes at various points along its course. The proto- 
plasmic inner structure of many micro-organisms is not 
homogeneous. In diphtheria bacilli, for instance, definite 
polar bodies are seen, and in tubercle bacilli areas of greater 
and lesser density are observed. Spores of subtilis bacilli 
appear as dense oval bodies. 7 


1 Proc. Soc exp. Biol.. ot Y., 1941, 46, 272. i 
2t J. exp Med., 1942, 7 103. 
3 Arch. Pathol; 1942, 1; 199. 





‘by the electron bombardment ; 


e 
In histological research the electron microscope has re- 
vealed characteristic cross-striations in collagen fibres, and 
the effect of various physical and chemical conditions on 
the fibres is being investigated by Hall, Jakus, and Schmitt* 
in a search for further knowledge of the molecular struc- 
ture of collagen. To entomologists. the new instrument 


, discloses hitherto ` unseen structures and’ it permits the, 


accurate measurement “of those already recognized. ` The 
tracheae, trachioles, air sacs, wing scales, and cuticle have 
been studied, and experiments by Richards and Anderson’ 
on the mode of penetration of the cuticle by non-volatile 
oils serve as an example of future useful applications. 

The electron microscope may well show its greatest 
value in the study of objects between 5 and 250 my, a range 
not covered by the light-micfoscope and the one in which 
nearly all viruses fall. Micrographs of individual virus 
particles may be secured and their sizes and shapes 
established with accuracy. Green, Anderson, and Smadel* 
have shown that elementary bodies of vaccinia are rect- 
angular in shape, resembling a brick, and contain five areas 
of condensation arranged somewhat like the five spots on 
a dice. Particles of tobacco mosaic virus appear in puri- 
fied preparations as discrete rod-like units with a tendency 
to side-to-side and end-to-end aggregation. Bacterio- 
phages, studied by Luria and Anderson,’ disclose an 
extremely constant and characteristic sperm-like appear- 
ance with a round head and a much thinner tail ; in many 
micrographs .the head is filled with a dense internal struc- 
ture. Such particles are adsorbed to their specific micro- 
organisms by head or tail, and after contact it is possible 
to see extensive damage to the bacterial cell. The discovery 
of such constant and detailed differentiation in objects of 
supposedly macromolecular nature is of interest also to 
geneticists, for genes, as well as viruses, are thought to be 
macromolecular entities. Sperms of the ram and the bull, 
owing to their extreme flatness, are amenable to examina- 
tion and have already come under observation. 

Finally it should be mentioned that the interpretation of 
results is limited at present by the necessity-for placing the 
specimen for study in a high vacuum; by the inability to 
assess the changes effected in protoplasm and in molecules 
and by the extreme thin- 
ness of the objects which the electron beam can traverse. 
Entomologists have commented on shrinkage, evolution of 
gas, discoloration, and increased friability of their speci- 
mens. The electron microscope is, however, in its early 
days, and some, if not all, of these difficulties are likely 
to be’overcome by teams of ‘physicists, chemists, and 
biologists, such as those already working for the National 
Research Council and the Radio Corporation of America. 


- 





CHARTING THE PULSE 
The commonest type of clinical chart is still that which 
provides ‘a graphic ‘record only of the temperature, and 
relegates pulse and respiration rates to a cramped space 
at the foot, where ‘they appear in figures. The careful 
perusal of these figures is no substitute for the instantly 
comprehensible picture given by charting all three graphi- 
cally ; significant tendencies then become evident at a 
glance, and the warning of some change in the patient’s 
condition stares onein the face instead.. of having to be 
deduced laboriously by building up a mental picture from 
numerical data. The pulse rate can in some circumstances 
mean more than the temperature, and is equally entitled 
to display in the same form ; in morbus cordis, for example, 
it may be the only feature in the chart showing significant 


4 J. Amer. chem. Soc. 
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. variation. °A falling temperature, in itself a usually favour- 
able sign, assumes -a quite different complexion in the 
-presence of a steadily rising pulse rate, and the opposite 


tendencies, of their two graphs afford an unmistakable- 


. danger signal. Tha evil obscurity of the ordinary chart 
had a hand in a fatality recorded by Joan M: Boi 
RLM. Fry which also raises’ some other points of interest 
‘in diagnosis. A boy aged 12 fell 40 feet, fracturing both 
" forearms and sustaining ruptures of the liver and right 


rd and - 


kidney ; these were dealt with by suture:and nephrectomy | 


_ respectively. Reduction of the fractures under anaesthesia 
was not undertaken until some days later, when the general 
condition had, improved. Both operations were followed 
- by febrile exacerbations, and there’ is consequently little 
contrast between the temperature chart in the early stages 
and its behaviour after the fwelfth day, which was the time 
of onset of a haemolytic streptococcal peritonitis due to 
-a ward infection. The pulse, on’the other hand, which had 
previously fallen and remained steady for several days, 
showed a continued rise, which is striking as seen in graphic 
form in this report, but was recorded on the patient’s chart 
only in figures.’ When the abdomen was first explored only 
a serous fluid was found, which was not sent for bacterio- 


logical: examination, and it was only on the day before | 
death that a. bacteriological ‘diagnosis was made. The, 


exudate in this form of peritonitis is sero-fibrinous and not 
. frankly purulent. In the early stages it may contain but 
' few streptococci ; if should preferably be collected as a fluid 
rather than by ‘swabbing, if necessary by aspiration via 
a catheter passed down the drainage tube. The bacteriolo- 
gist is well advised to‘ cultivate a large inoculum in glucose 
broth as well as to make the usual plate culture. 

Neo ; ean 


PROPHYLAXIS OF RHEUMATIC FEVER 
It is now six years since the first attempts were begun in 
the U.S.A. to prevent recrudescences of rheumatic fever 
. by giving sulphanilamide continuously overlong periods. 
For reasons which are far from clear.this drug does harm 
rather than good during the rheumatic attack itself, but, 
if administration is begun when .the attack is over, the 
further activity, of haemolytic streptococci is suppressed 
and throat infeettions such as precede further exacerba- 
tions do not occur. Caroline B. Thomas,? who was one 
- of the first to adopt this method, now reviews her own 
experiences with it at the Johns Hopkins Hospital and 
those reported in five other American studies. ‘Her patients, 
regardless of their age, -which varied from 6 to 37 years, 
though the majority were between 14 and 26, were given 
1.0 and later 1.3 g. of sulphanilamide daily in two doses 
from October until June.; lately some patients have taken 
the drug all the year round with no ‘summer intermission. 
This is now thought a bétter plan, and it is therefore pro- 
posed that rheumatic subjects should have an uninterrupted 
course of treatment, lasting five years or even longer in 
younger patients.’ That further attacks can so be pre- 
vented all authors are agreed :“during the first four years 
of Thomas’s study 10% of a control group had recru- 
descences, and of the treated group none. Since then 
controls have been abandoned, and: two cases only have 
occurred ' in’ which an exacerbation developed during 
treatment. Repeated throat swabbing showed the presence 
. of haemolytic streptococci in 12% of control cases and in 
only 4% of the treated. The effectiveness of this treat- 
ment is therefore not in doubt, but is it feasible and safe ? 
Apparently these patients can usually be depended on to 
continue taking the drug indefinitely and experience no 
ill effects ‘even while engaged’ in strenuous occupations. 
They need to be shepherded through the initial stages while 


1 Mihly. Bull., E.P.H L.S., Nov., 1942, p 6. 
2 Bull. N.Y. Acad: Med., 1942, 18, 508. 
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-stifl in hasprall and in-this series only two showed intoler- 


ance which caused the treatment to be abandoned ; other 
authors, who have used larger doses`up to 3.0 g. daily, 
have naturally had more such cases. In no instange have 
any toxic effects been seen after the first few weeks of 
‘treatment, and some of these cases have been under treat- 
ment for 3, 4; or 5 years, dnd one for 6 years, the last 4 
without intermission, owing to the occurrence of a rheu- 
matic attack during August of the second year, when treat- 
ment had been stopped for the summer. Thomas analyses 
all the recorded cases of agranulocytosis due to sulphanil- 
amide, and points: out that this complication has never 
been observed after the fiftieth day of treatment given 
-for any condition, and is commonest between the four- 
teenth and twenty-first; during prophylactic administra- 
tion -for rheumatic fever agranulocytosis appeared on the 
twenty-ninth day in fhe only known case which developed 
it. The idea that ‘prolonged administration is dangerous 
must therefore be abandoned, at least as it concerns small 
doses., No mention is made of the possibility that strepto- 
cocci exposed to these low concentrations of the drug may 
acquire tolerance to it, and, indeed, there is no apparent 
‘evidence that such a thing can occur in this disease, a fact 
which may perhaps raise some doubts about the alleged 
‘development of “ drug-fast” variants of susceptible bac- 
terial species. during treatment with inadequate dosage. 
We must therefore conclude that this treatment is effec- 
tive, feasible, and safe; not only does it prevent further 
cardiac damage, but it is simple and cheaper than the insti- 
‘tutional treatment demanded by rheumatic recrudescences. ' 

Another method of prevention which' has been tried in 
the U.S.A. is the subject of a further report by its authors, 
Valentine P. Wasson and E. E. Brown’; this is a prolonged 
course of immunization with a streptococcus culture filtrate. 
Almost all fresh light on the aetiology of rheumatic fever 
gained in the past few years points to haemolytic strepto- 
cocci as the major if not the sole factor concerned, and, 
this being so, immunization by some means should be 
feasible during quiescent periods. Whether the best method 
of achieving this has yet been found is another matter, but 
here at least is an alternative form of treatment wach 
merits further investigation. 


THE CONDUCTING SYSTEM OF THE HEART 
In twelve and a half pages of the British Heart Journal for 
July, 1942, appear the concentrated resu]ts of extensive 
scientific labour of the first order. A delightful historical note 
by Sir Arthur Keith tells the story of the discovery of the 
mammalian auriculo-ventricular node by Tawara (1905), and 
of the mammalian sino-auricular node by himself and 
Flack (1906). Prof. Francis Davies carries us further. He 
criticizes the view of Keith arid Mackenzie that the nodes 
and A.V. bundle of the mammal are -remnants of more 
extensive tissues of similar structure in lower vertebrates, 
on the ground that the complete nodal rings found at the 
junction of chambers in primitive hearts are not composed 
of specialized tissue as in mammals, but of unspecialized 
cardiac muscle arranged in a spiral so that the necessary 
delay in transmission of the cardiac impulse is achieved. 
Having made this discovery in the.spotted salamander, 
_ Davies's researches to date suggest a similar arrangement 
“in fish, amphibia, and reptiles. The specialized conducting 
tissue of mammals therefore appears to be a neomorphic 
development, associated with the need for quicker con- 
ductivity in the faster-beating hearts of homoiothermal 


- vertebrates. This conclusion is supported by the ever 


greater development and extension of specialized conduct- 
ing tissue in birds, discovered by the author and described 
3 Amer. Heart J., 1942, 23, 291. . 
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in this article; and again by the ‘observations of Prof. 
Shaner, who found that the A.V. node and bundle of the 
9 mm. embryo appeared to grow like any other embry- 
onic*organ, and did not behave like the remnants of more 
extensive tissues cannecting the atria and ventricles at an 
earlier stage of embryonic life. .These discoveries, modestly 
recorded, are of high importance. 


PRESENTATION. TO MADAME MAISKY 


The Anglo-Soviet Medical Council has just come to 
the end of its first year of life. This precocious child 
anticipated its birthday in an unusual*way by giving a 
present to one of its ‘foster-parents when it handed to 
Madame Maisky on ‘November 23 «the first volume of 
Reviews of British War Medicine, published in Russian. 
Three thousand copies of this books have been printed, 


= 


e 
the blood present in the bowel ; but this- probably cannot 
wholly account for the azotaemia. Increased formation 
of urea may also result from increased protein breakdown 
in the body ; this, in turn, may be caused by dehydration 
and tissue anoxia. Further, there is décreased elimination 
of urea* owing to a fall in the rate of glomerular filtration 
in the kidney, and formation of urine is slow. In a few 
cases a previous state of alkalosis or dehydration may 
be an aggravating" factor. Black Holds that the degree of 
azotaemia in gastro-duodenal haemorrhage is of value as 
a guide to treatment and in estimating prognosis. Con- 


‘tinued azotaemia is an indication for restoring blood 


and with them goes the hope of British doctors that this ` 


_ small contribution will be ‘of help to our great ally. The 
articles have been contributed by experts in the various 
subjects covered, which range from the treatment of burns 
to the electro-encephalogram in post-traumatic states. The 
authors remain anonymous, which we think is a pity. A 
second volume is on its way. 

It was particularly fitting that the presentation shouid 
have been made to Madame Maisky, as she hås shown a 
special interest in medicine and a live sympathy with its 
problems. When the time comes for Russian medical men 
to be eased of their terrible burden we may hope to wel- 
come here a volume setting forth their knowledge and 
experience. 


EXTRARENAL AZOTAEMIA 


Extrarenal azotaemia is‘a condition in which the nitro- 
genous constituents of the blood are increased by causes 
other than primary failure of the kidneys. Urea, which 
forms the bulk of the non-protein nitrogen, is commonly 
used: as an index of the degree of azotaemia. It is well 
known that a raised blood urea occurs in a variety of 
conditions such as loss or deprivation of fluid, gastro- 
intestinal haemorrhage, alkalosis, diabetic coma, and the 
crush syndrome. The exact cause of the azotaemia in 

_ these conditions is sometimes obscure, and recent studies 
have been made on two of the conditions with a view to 
clarifying the subject. 

It has been known for many years that in gastro-enteritis 
of infants a high blood urea is found in untreated cases. 
With a view to*determining whether this is due to a func- 
tional disturbance of the kidneys Young and McCance! 
have made ¢ a series of observations on normal babies and 
on infants of the same age suffering from gastro-enteritis. 
They find that the-normal renal function of infants differs 
in some measure from that. of adults, and is intermediate 
between the adult type and the type which they have pre- 
viously shown to occur in newborn babies. - Infants have 
lower glomerular filtration rates and urea clearances than 
adults (in relation to their surface area), and both these 
vary with the minute volume of the urine even at normal 
rates of urine flow, which is not the case with adults. In 
other words, when the volume of urine is decreased, as in 
gastro-enteritis, the infantile kidney is unable to adjust 
its function to the altered circumstances and produce a 
urine sufficiently concentrated to maintain the normal 
excretion af urea and other substances; there is no 
evidence of a specific renal Jesion. ! 

Azotaemia in gastro-duodenal haemorrhage has been 
studied, by Black,? who concludes that several factors help 
to produce the high blood urea so often found in such 
cases. Large quantities of nitrogen are absorbed from 


1 Arch. Dis. Childh., 1942, 17, 65. 
moe , # Quart: J. Med., 1842, 11, 77 








volume by transfusion and by the administration of fluid. 
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DRUGS FOR MYASTHENIA GRAVIS 


The use of ephedrine in myasthenia gravis was obscured ` 


by the discovery of the value of -prostigmine by Walker in 
1935, but since that time there have been several reports 
that prostigmine and ephedrine together are preferable to 
either’ alone, The physiological basis for this clinical 
observation was a little obscure until research in a very 
different field provided a possible explanation. Bülbring 
and Burn observed in the course of experiments on the 
spinal cords of dogs that, while physostigmine (eserine) 
potentiated the flexor reflex, prostigmine (the synthetic 
analogue) scarcely influenced it unless adrenaline were 
present. This suggested that adrenaline might perhaps 
influence the action of prostigmine at the neuromuscular 
junction in the same way. In'further experiments! designed 
to test this hypothesis Biilbring and Burn used cats anaes- 
thetized with chloralose, and prepared so that the effect 
of drugs on the contraction of the gastrocnemius after 
stimulation of the sciatic nerve might be examined. ' They 
found that at low rates of stimulation the twitch tension 
was augmented by adrenaline if prostigmine was injected 
a few minutes previously. The same phenomenon was seen 
after physostigmine, though the effect was smaller. At 
higher rates of .stimulation the increased twitch tension 
caused by the injection of prostigmine is diminished by 
adrenaline ; and, similarly, in muscles tetanized to fatigue 
the normal augmentation after injection of adrenaline is 
diminished by prostigmine. There are two conditions now 
known in which adrenaline augments the contraction of 
skeletal muscle—first, in fatigue (as in the Orbeli pheno- 
menon), and, secondly, after injection of prostigmune. 
Bilbring and Burn suggest that adrenaline increases the 
height of muscle contraction by potentiating the effect of 
the increased amount of acetylcholine which will in both 
conditions be liberated at the neuromuscular ‘junction— 
in the first instance owing to the more frequent stimuli, 


. and in the second because prostigmine prevents the rapid 


destruction of acetylcholine. Similarly, when too much 
acetylcholine is formed the effect of adrenaline is again to 
intensify its action and bring about depression. While 
this hypothesis may explain all the phenomena, it was 
also suggested: that there may be some special relation 
between adrenaline and'prostigmine ; for iastance, prostig- 
mine augments the action of adrenaline upon the blood 
vessels. 

To return to the subject of myasthenia gravis, there is 
no evidence that ephedrine itself bears any such special 
relation to prostigmine, but it seems very probable that 
ephedrine will benefit patients suffering from this disease 
by prolonging the effect of adrenaline naturally formed in . 
the body, either from the- adrenals or at sympathetic nerve 
endings. This constitutes the physiological justification for 
the use of prostigmine and ephedrine together. 

1 J. Physiol. 1942 101,224. 
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It may be emphasized at tha outset that there is no essential 
difference ‘between peace and war so far as the principles 
which govern the employment of the sulphonamide group ' 
of drugs are concerned. Nevertheless,- certain infections 
become more prominent during wartime, and it is with 
these, particularly meningococcal and wound’ infections, 
that this paper deals. 


| Principles of their Use sy 

The first principle is that the infecting: organism must be 
‘sensitive to the drug employed, the three drugs more or less 
readily available being sulphanilamide, sulphapyridine, and 
sulphathiazole. The meningococcus’is sensitive to all three 
drugs, but the flora of a wound may be so diverse that judicious 
selection may .be required to get the optimum result. The 
following table gives a rough estimate of the sensitivity of 
common wound bacteria to sulphanilamide, sulphapyridine, and 
sulphathiazole, it being borne in mind that there may be con- 
siderable ‘variation in the susceptibility of different ‘strains. 
Thus there are strains of, Staph. aureus which are sensitive to 
sulphathiazole but not to sulphapyridihe,. and vice versa ; while 
most strains are to some degree sensitive to both. 








= 
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Sulphanilamide | Sulphapyridıne | Sulphathiazòlo . 





B-haemolytic streptococcus +++ 
Staph. aureus oe ++ ++ 
Protens pe ++ ++, 
Bact. coli .. es ++ \k ++ 
pe py nea ne EF T 
. ae ; 
CI. welchii .. . 5% ++ ++ 
Vibrion septique . kè +t + 
` 





„A survey of this table shows that sulphanilamıde, which is 
cheap, readily available, and also relatively soluble, has a fair 
range of activity against wound bacteria, including Cl. welchii, 
the commonest gas-gangrene organism, and is therefore the 
drug of choice for prophylaxis in the average case, whether 
oral administration or local application is used, or both. On 
the other hand, with an established infection either sulpha- 
pyridine or sulphathiazole.is indicated because of the greater 
range, while .polyvalent gas-gangrene antitoxin should also be 
administered as none of these drugs has any action on Cl. 
oedematiens. a 

The second principle is to obtain and maintain an effective 
blood-stream, spinal-fluid, or Jocal concentration, -but with 
serious generalized infections it is essential that the administra- 
tion should be four-hourly night and day: too often the night 
doses are omitted, with the result that the concentration during 
the night hours sinks below the effective level. It is an axiom 
that the diug must be in solution to be effective; this is of 
considerable - importance when making local application to, 
wounds, and rules out the insoluble sulphapyridine. For 
wound application a mixture of sulphanilamide and sulpha- 
thiazole gives the greatest chance of success; and in theatres 
of war, where most gas gangrene has been found to be due to 
Vibrion septique or Cl. oedmatiens rather than Cl. welchii, 
sulphathiazole is certainly required. These drugs act best on` 
small numbers of bacteria: this is perhaps the strongest argu- 
ment for their free prophylactic’ use in wounds which from 
their site, extent, or nature are an open invitation to gas- 
gangrene infection. y : 


A third principle involves the nature of the medium in which 
the drugs are called upon to act; certain substances completely 
inhibit action and must be excluded. Pus is one sugh sub- 
stance, and it is therefore quite useless to expect the drugs to 
disperse a collection of laudable pus or to be at all effective 
when applied to a dirty and, purulent wound ; this, too, is a 
possible explanation of failure. in deep-seated bony infections 
in which loculations of pus prohibit action. Nor can any great 
effect be expected from local application to a dirty, irregular, 
lacerated, pocket-laden wound, into many parts of which the 
dissolved drug cannot penetrate and in which foreign bodies, 
dirt, clothing, or bone provide an impenetrable shelter for 


' implanted bacteria.e These features show that the drugs are 


the handmaidens of surgery and not its master, and that the 
best results in wound-infection prophylaxis will be obtained by 
early combination of the two, procedures. 

A fourth general principle is to avoid prolonging treatment 
indefinitely when no“diinical evidence of effect is forthcoming. 
What these drugs do they usually do quickly. Provided that 
adequate doses have been consistently administefed at four- 


- hourly intervals for a period of 7, or at most 10, days without 


beneficial action, no good can bė expected from prolonging 
the course with that particular drug. The inference is that the 
infecting organism is insensitive. If further chemotherapy is 
contemplated the preparation should be changed: an early 
bacteriological examination is a useful check upon useless 
chemotherapy. As almost a converse to this principle it may 
be said that too early omission of the drug, especially in 
dangerous generalized infections, is apt to permit a relapse or 
an exacerbation; almost full doses should be continued for 
some 48 hours after the desired clinical effect"has been produced. 
' "Sources of Infection 

The -haemolytic streptococcus is introduced into a wound 
by human carriers and is not impfanted at the time of wound: | 
ing. Prophylaxis. is here more a problem of hygiene than of 
chemotherapy. Staph. aureus is present in clothing and ,on 
the skin. Mast other organisms are introduced by the soil. A 
gas-gangrene infection is implanted’as spores, and the establish- 
ment of the condition is assisted by laceration of muscle, by 
blood clot, by the adjuvant action of aerobic bacteria, and by 
the presence of calcium salts. The latent period for the 
activation of anaerobic -spores is from 5 to 12 hours, during 
which time, if proper surgical treatment can be given, the 
chance of preventing infection is good. Sometimes the infec- 
‘tion is fulminating and is well established within a few hours. ` 
It is obvious that gas-gangrene infections will be most frequent , 
in mobile warfare when there is unavoidable delay in obtaining 
surgical treatment. 

: Wound-infection Prophylaxis 

The object of prophylactic chemotherapy is, first, to prolong 
the latent period before infection has become established until 
„such time as proper surgical treatment can be obtained, and, 
secondly, to ensure that any residual infection after débride- 
ment shall be eliminated. If the two procedures can be 
combined so much the better. Oral administration is feasible 
in the most advanced positions in a battle zone ; local applica- 
tion is neither so easy nor so likely to be efficient, because the 
wound has been neither cleaned nor trimmed. Nevertheless, 
the general opinion is that local application at the earliest 
possible moment is desirable even though efficient surgery has 
to be delayed: at least partial inhibition may be accomplished, 
and if supplies are adequate the procedure is justifiable. A 
second application at the time of débridement should always 
be made. Animal experiments have shawn that local applica- 
tion alone does not prevent invasion of the blood stream by 
the f-haemolytic streptococcus; oral administration is also, 
-required in! order to obtain a sufficiently high blood-stream 
concentration. On the other hand, local application, properly 
applied, is more effective in’ preventing the establishment of 
anaerobic infection than is oral administration ; the anaerobes, 
too, are ‘far less invasive than the fS-haemolytic streptococcus, 
and the relatively low blood-stream concentration which local 
application engenders is high enough to prevent this complica- 
tion. The general conclusion from animal experiment is that 
local application combined with small doses by mouth is 
necessary for efficient wound-infection prophylaxis. No exten- 
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sive systematic assessment has yet been made, but the clinical 
impression of those who have seen active service is that these 
meagureé are effective and certainly superior to the use of 
antiseptics such as eusol, acriflavine, and hydrogen peroxide. 


Dosage in Wound-infgction Prophylaxis 

For local application sulphanilamide is the drug of choice 
unless sulphathiazole is available, in which case a mixture of 
two parts of the former and one of the latter should be 
employed. From 5 to 15 g., according to the size of the wound, 
should be applied as a fine powder. However numerous the 
wounds not more than 15 g. should' be used. The application 
should be made as early as possible and*be repeated at the 
_time of débridement. It is necessary to keep the wound moist 
with a saline gduze dressing or to cover the powdered wound 
‘with a vaseline spread. This last is recommended by Mitchell, 
Logie, and Handley (1941), who have had extensive experience 
in the Middle East, These same authðrities recommend 5% 
sulphanilamide in 80% glycerin for deep cavities and joints. 
The powder*may be applied with an insufflator, a pepper-pot, 
or even a tablespoon; it should be distributed evenly and 
completely,, if this is possible, or applied to a moist saline 
gauze and thrust deep into the wound when circumstances 
demand. A War Office Memorandum (1940) recommends for 
oral administration an initial dose of 1.5 g. sulphanilamide 
followed by 0.5 g. four-hourly for 3 or 4 days as uncrushed 
tablets. The sooner jthis is administered ‘the better, but it is 
important that all doses, and the time, should be recorded on 
the label attached ‘to the patient, in the same way as morphine 
and antitetanic serum are recorded. Mitchell, ‘Logie, and 
Handley (1941) consider these doses far too all for severe 


cases, and recommend as much as 4 g. for an initial dose, with ' 


subsequent four-hourly doses of 1.5 g. for 4 to 6 days, night 
and day; they state that they have seen many die from too 
little sulphanilamide but none from too much. To those who 
have the bogy of agranulocytosis always before them these 
heroic doses may appear to invite disaster ; there is no doubt 
they are the upper limit, whereas the War Office Memorandum 
doses are definitely cautious. There“is considerable scope for 
clinical judgment between the two limits according to the nature 
of the wounds, the higher doses being used when indications 
suggest that gas gangrene is inevitable. Similarly, clinical 
judgment will sometimes suggest that an early administration of 
gas-gangrene antitoxin is justifiable. 


Treatment of Established Wound Infection 


With acute infections both oral and local treatment should 
be undettaken. On account of their greater range either 
sulphapyridine or sulphathiazole should be used for the oral 
doses. Oral dosage may be as much as 10 to 12 g. daily for-7 
to 10 days with a severe and extensive gas-gangrene infection ; 
antitoxin in doses of 20 to 40 c.cm. daily for 4 or 5 days is 


r 


* also advisable. Frankly, purulent wounds need to be cleaned 


up before local application is made. Chronic wound infection 
does not demand oral therapy unless ‘a generalized infection 
appears likely ; ‘all purulent material must be removed from 
the wound before local application is made. Excellent results 
have been obtained, with rapid healing, in wounds resulting 


` from burns. Skin-grafting may’ be practised on a wound-bed 


previously sprinkled with ‘sulphanilamide. 
Meningococcal Infections 


‘ 


With early administration and adequate dosage bacteriostasis - 


is complete within 12 to 24 hours. In epidemics early recogni- 
tion of cases is of first importance. With unconscious patients 
a soluble preparation ‘is required at the outset, but this should 
give place to an oral one as soon as swallowing is re-estab- 
lished. The soluble preparation should never be administered 
intrathecally, and most authorities do not advocate the giving 
of serum. Sulphapyndine and sulphathiazole are somewhat 
more effective than sulphanilamide, and sulphathiazole is pre- 
ferred on account of its, less nauseating reaction. A normal 
fluid intake should be arranged. For adults'the “loading dose ” 
‘is 2 to 3 g. and the maintenance dose 14 g. four-hourly night 
and day for 2 to 3 days ; thereafter 1 g. four-hourly for 2 days, 
followed by 0.5 g. four-hourly for 2 to 3 days; total dosage 
40 to 50 g., according to clinical judgment. Failure to respond 
to this schedule of dosage usually means that the concentration 
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in the cerebrospinal fluid has not reached the required amount 
of 3.to 5 mg. per 100 c.cn. When samples of spinal fluid are 
sent for estimation of drug content care should be taken that 
no traces of novocain are present in the pmple, as this anaes- 
thetic givẹs a colour reaction similar to that of the sulphanil- 
amide group. Meningococcal septicaemia responds to somewhat 
smaller doses ; the amount recommended is a loading dose of 
2 g. followed by 1 g. four-hourly until 48' hours after the tem- 
perature has become normal. The meningococcal carrier has 
always been a problem. Modern opinion is that a bacterio- 
logical search for carriers is not worth while in view of the 
ease with which the infection’ itself can now be controlled. 
There is as yet no proper estimate of the value of sulphathiazole 
‘snuff in the treatment of obvious carriers; it is claimed, 
however, that 1 g. of sulphanilamide by mouth six-hourly for 6 
days entirely clears the carrier state. 
Bacillary Dysentery 

Intestinal infections are a major problem in Eastern theatres 
of war. For the treatment of bacillary dysentery sulpha- 
guanidine, when available, has proved of great value. This 
drug has the curious property of being soluble in the intestinal 
contents but of being poorly absorbed unless there is a grossly 
ulcerated surface. The dosage employed is large, amounting to 
as much as 20 g. a day for 5 or 6 days. 
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INJURY TO LIMBS 
A ROEHAMPTON CONFERENCE 


At the invitation of the Director-General of Medical Services 
of the Ministry of Pensions, a conference of surgeons was held 
at Queen Mary’s Hospital, Roehampton, last September, 
Mr. G. R. GIRDLESTONE presiding. $ 


Ward Demonstration 


Mr. T. P. KNER and Mr. GEORGE PERKINS opened with 
a demonstration of plastic and orthopaedic cases in the wards. 
Mr. Kilner urged that “the best dressing for a large open 
wound is skin,” and ‘suggested that all surgeons in charge of 
accident services should be given the special equipment which 
facilitates the cutting of large Thiersch grafts of selected thick- 
ness. He gave a most useful demonstration of cases illustrating 
the use of thick Thiersch, tubular, and flapgrafts. Mr. Perkins 
first showed a patient with the moderate but disabling degree 
of equinovarus associated with the relative weakness of the 
external popliteal group of muscles after a partial sciatic _ 
recovery. ‘These patients are much benefited by an inside - 
iron, outside T-strap, and a toe-raising spring attached to 
the outer side of the sole opposite, but not distal -to, the 


_ fifth metatarsal head. He then illustrated by a number of 


patients his belief that it is the use, as natural as possible, 
of the muscles surrounding the fracture which stimulates and 
accelerates union. He limits the extent of his plaster splints 
to the margin of safety, and dislikes the Böhler iron and 
the single stick. He likes a heel-and-toe movement, with 
particular attention to the active use of the toes. Crutches 
or two sticks with less splintage are preferred to a long plaster 
which makes full weight-bearing safe. He goes so far as to 
recommend that splintage can often be discarded, at least 
during the waking hours, on palpable evidence and before 
radiographic evidence of union. 


3 Deranged Knee-joint 

Prof. R. J. WLAN opened a discussion on “failures 
following operation for derangement of the knee-joint.” He 
stressed the value of an exact history, and the far greater 
value of the evidence which can jbe elicited by x-ray examina- 
tion as well as by clinical examination. Once again it was 
made clear that the- diagnosis of an internal derangement, 
indicating the removal of a semilunar cartilage, requires great 
care and much consideration. Furthermore, if this is true in 
civil life, a decision to operate on a soldier or a pensioner - 
réquires even greater and more deliberate judgment. Mistakes 


' It was apparent that in ‘his own clinic periods of splintage ` 
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' in technique were also discussed: accuracy, adequate exposure, 
and haemostasis 'by interrupted suture being among the points 
considered. Finally, Prof; Willan stressed the need for a very 


“| thorough “ reconditiening.” The main concern of Mr. JULIAN 


Orp, speaking on the treatment of -“ minor fractures,” was 
the tendency to keep these fractures in plaster for too long. 


were safe which others might think dangerously short. Once. - 


again the principle emerged that it is the man 'and his team 
_ rather than the method which makes for success. Close 
observation and ‘a’ well-drilled staff .in a fracture clinic can 
bring success by methods which in other hands would be 
dangerous. ` ’ f f . 


f Scaphoid \Fractyre . 


Prof. T. P. ee ea ore of fractures, with ` 


, special reference to the ‘scaphoid of the wrist ”—said that, in 
his opinion, the non-union of the scaphoid could result from 
missing the diagnosis, or, though not so.often, from a failure 
to reduce a displacement. It was wrong to suppose that the 
fractured scaphoid was almost always just a crack without 
displacement. Furthermore, those in which there was displace- 
ment, and in which’ no reduction was accomplished, would be 
(a) less likely to unite, and (b) more likely to give rise to 
a secondary arthritis. There was a practical test of deformity 
which could be applied very gently and slowly when the case 
‘was first seen after. the accident. If there were no deformity, 
and in the absence of post-traumatic swelling, a full. range 
of movement could be accomplished, whereas the presence 
of deformity would limit the movement. He advocated 
carrying the plaster to the tip of the thumb, and said that 
the position of the wrist should not be in dorsiflexion but 
neutral. As to bone-grafting, this should be limited to delayed 
union in the presence of perfect reduction, but it was a great 
mistake to graft a scaphoid where there was malposition of 
the fragments, whether or no secondary osteo-arthritis had 
already occurréd, Then there was the question of late ununited 
‘wrist fractures in which the bone appeared as if it were con- 
genitally bipartite. This condition would not, per se, be 
responsible for pain or for disability. It, was possible that 
the joint might be ‘a little more sensitive to a sprain, but the 
essential thing was that after x-ray examination had disclosed 
the old fracture the injury should be treated as a sprain and 


_ nothing more. On the other hand arthritis might have ' 


developed and a sprain or continued occupational strain aggra- 
vate and so. call attention to the arthritis. Jn the „presence, 
then, of arthritis with non-union’ bone-grafting was absolutely 
contraindicated. If the’ disability was severe enough the 
scaphoid should, in his opifion; be removed. He admitted 
that reported results had not been good, but thought this was 
possibly due to traumatic methods of scooping out the 
scaphoid. He preferred a gentle, if tedious, dissection with 


scalpel and-forceps. He admitted that the power of the hand. 


was less than normal,~but the hand could be more freely used 
than in the presence of radio-scaphoid arthritis. After this 


operation the joint should be kept at rest for six weeks, when . 


active movement should be gradually resumed. ; 

In the discussion’ there was ‘general agreement with Prof. 
McMurray’s main’ thesis, but with regard to the. secondary 
radio-scaphoid osteo-arthritis there were advocates of arthrodesis 


` t 


as well as 


The Crippled Hand 


Mr. Gorpvon Irwin’s talk on “late surgery: for disability 
of the hand following gunshot wounds or septic infection” 
was accompanied by a ‘cinematograph demonstration. For old 
“flares” he favoured delayed incision and active movements 
throughout. Provocative massage was advisable before doing 
a plastic operation, on account of the danger of “ flares.’ 
For Dupuytren’s contracture, excision and grafting was better 
than tenotomy. For stiff fingers, the position of the bones 
when fractured was immaterial. The motor apparatus was, 
however, most important. He had never’ succeeded in 
restoring movement in stiff fingers by any form of surgery. 
It was justifiable to amputate a finger if it interfered with the 


the excision of! the proximal row of carpal bones. ' 


patient’s working capacity, but amputation of the hand was ` 


dòne too often. He had performed several successful cine- 


‘plastic amputations, but the limb-fitters had never been able: 


` 


T 


to fit a suitable prosthesis. Repair of extensor tendons was ‘ 
usually successful ; repair of flexor tendons gave poor results. 
In amputation of the finger the head of the metacarpaé should 
be left, because function was more important than a cosmetic 


_result. He had not seen painful stumps after finger amputa- 


tion except when there was*a question of compensation or 
pension. Excision of nerve bulbs never succeeded in abolishing 
the tenderness. Correction of malunited phalanges by ostectomy 
gave bad results. Fingers should not be splinted for longer 
than 7 to 10 days. In splinting,- the thumb should not 
be held in the plane of the hand, but be abducted and at 
a right angle to the plane of the hand. He was not in favour 
of doing plastic re¢onstruction of fingers. 

Mr. KONER emphasized that for crippled hands prevention 
was better than cure. After seeing burns treated in many 
hospitals he was a strong supporter of the Bunyan method, 
and, in particular, he advocated the first-aid Bunyan bag filled 
with a sulphonamide.” -The important things in the treatment 
of burns were the early control of infection and the early 
removal of necrotic ‘tissue, so that the raw area could be 
covered with a skin graft at the earliest moment. The best 
dressing for a raw surface area was transplanted skin. Early 
movement of the fingers was’ most important—another argu- 
ment in favour of the Bunyan bag. The nursing difficulties 
were greatly lessened when this bag was used, because the 
patient could be moved painlessly. In treating burnt hands 
the forearm should be slung. Resting the hand on a pillow 
encouraged deformity. In' Dupuytren’s contracture, and in 
burns, the important question was, Has skin been lost? If 
so, it should be replaced by a graft. He inquired whether 
any operation on fixed finger-joints was worth while, and he 
thought that the value of cineplastic amputations should be 


‘reinvestigated. Mr. STEVENSON thought that scarcity of material 


would prevent the wide application of the Bunyan-bag treat- 
ment; a short arm bag would be economical; a further 
economy was the manufacture of electrolytic sodium hypo- 
chlorite in hospital:. He was not Satisfied that the ideal first- 
aid treatment for a burn had yet been found, and thought 
we might go back to am oily solution. He had had good 
results by grafting skin on the end of a denuded terminal 
phalanx, but not much success in repairing flexor tendons in 
the hand. He was strongly opposed to the treatment of hand 
and finger injuries in a septic casualty department. All patients 
with thesé injuries should be admitted ; they ranked in urgency 
with, fractured femurs. Rear-Admiral Gorpon-TaYLor Said 
that many burns had been treated by tanning, but it was not 
generally realized how many patients bad at times to be - 
looked after by one doctor, who, perforce, chose the quickest 
and simplest treatment. He deprecated the modern view that 
cut tendons should not be immediately sutured. 

Mr. Irwin, in reply, said he had himself had the two flexor 
tendons of the index finger sutured two weeks after they had 
been cut. The result was excellent. He always used to advocate 
immediate suture of cut tendons, -but after reviewing his cases 
he decided! to suture later, and his results since had greatly 
improved. He advocated the Bunyan bag as a first-aid treat- 
ment. Lengthening fingers with bone grafts covered with 
grafted skin was rarely worth attempting because a finger was 
very little use unless it ‘possessed delicate sensitivity. In re- 
pairing tendons he had successfully grafted extensor tendons, 
but had failed with flexor tendons. 


Dr. E. S. MARSHALL opened a general discussion on 
“rehabilitation in Ministry of Pensions hospitals.” ' 








The Nov.-Dec. number of Industrial Welfare and Personnel 
Management (the journal of the Industral Welfare Society, 14, 
Hobart Place, S.W.1) includes a timely article by Dr. H. M. Vernon 
on the relation of long hours of work to reduced output, which 
emphasizes the need to distinguish between the short-sighted policy 
which aims at an increased output for a few weeks only and the 
long-sighted policy which aims at a steady output- enduring for 
months and even years. He stresses the point often made ın these 


_ columns that the hours usually adopted in this country are almost 


certainly too long for an extended and prolonged effort. , There is 
also a paper on industrial dermatitis by Dr. A. D. K. Peters, being 
part of an article published in the current number of the Practitioner ; 
and an abstract of a lecture by Prof. J. C. Drummend on the 
nutritive value of-canteen meals. è 
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WORK OF THE MEDICAL CORPS IN THE U.S.S.R. 
Ai By a Sovret DOCTOR 


Until the end of the 19th century military medicine was 
influenced mainly by one idea—*to treat the wounded soldier 
because the latter was a sick man and as such had the tight 
to claim medical help. Armies at that time were not large 
and they suffered féwer casualties because destructive arms 
were not nearly so developed. New drafts to teplace the losses 
were obtained relatively easily: the proportion of the mobilized 
` among the people was not large. Modern wars, on the other 
hand, are distinguished by particularly interfsive fire ; destructive 
arms have been greatly developed in both quality and quantity ; 
losses have become very high. This means that medicine is now 
faced with a new problem—the rehabilitation of the greatest 
possible number of casualties in the shortest 'trme. Were the 
belligerent Powers to allow themselves .the luxury of neglecting 
medicine, then no war potential could be large enough to 
replace human losses. Thus the medical service has become 
not only an organization for the administration of treatment . 
to casualties but an integral part of the military apparatus 
for Army reinforcements. í 


Two Ways of Thinking 7 

And even that is not all. The solution of the problem also 
depends on the approach made to the part which the soldier 
has to play in the Army, and this,.in its turn, is conditioned 
by the political system. For the Germans, for instance, the 
soldier is nothing. Man as a human being does not exist for 
them. The philosophical conception of Nazism, as defined by 
themselves, consists in the supremacy of race and in the idea 
of State power dominating the world. There is no place in 
this conception for the protection of an individual.. Hence, 
also, the “ philosophy ” of the German military medical service. 
A wounded man who requires prolonged care and treatment 
is so much ballast for them, a burden to be dropped and 
finished off. 

The medical doctrine of the U.S.S.R. has as its focus the life 
of thé Soviet man, the Soviet patriot. The strength of our 
Army is not measured by the number of pawns but by the 
number of highly intelligent Red Army men; and the con- 
clusion to be drawn from this doctrine is a fight for the life 
of every Red Army man, every Soviet citizen. 


Prophylaxis and Hygiene fl 
. | The military medical authorities paid the greatest attention 
-~ to ‘prophylactic measures before the war. Soviet military 
medical officers are not only surgeons, physicians, narrow 
specialists, but, in the first place, hygienists—they watch over 
the hygiene of food, accommodation, clothes, and the personal 
health of Red Army men. Realizing the importance of sport 
in the training of troops, it has been placed under the strict 
control of medical officers; and the whole sports organization 
in the Army is supervised‘ by the medical authorities. The 
widespread adoption of prophylactic measures helps to prevent 
food-poisoning, seasonal respiratory illnesses, and infectious 
disease. j z 
Field Clinical Medicine ~- ' 

The second principle of our military medicine lies in the 
wide use made, of clinical medicine in the Army. Soviet clinical 
medicine has long since ceased, to regard casualties as surgical 
cases. The wounded man is, before anything else, sick, and 
needs ag much general as surgical treatment. The wide philo- 
sophical interpretation of pathology and therapeutics as 
“anthropathology ” and “ anthrotherapeutics,” as opposed to 
local pathology—the treatment of the patient and not of his 
disease or organ—allow one also to make a différent approach 
to the problem of the wounded man. In addition, the intensity 
of contemporary battles and the immensely difficult conditions 
in which modern soldiers are placed cause considerable increase 
in somatic and neuropsychological illnesses. Clinicians observed 
this already during the 1914-18 war; a large number of cases 
of nephritis, hepatitis, and diseases of the respiratory tract 
caused at times more casualties than gunshot wounds. Soviet 


a medicine therefore started on the road of large-scale clinical 
So edicine in the Army, and introduced into military medicine 


e new chapter of “field clinical medicine.” This means in effect 
‘a military medicine must solve the problem of rapid diagnosis _ 


and treatment in the operational field environment. Diagnostic 
laboratories, field x-ray installations, electrodiagnostic and 
therapeutical apparatus, are all in universal Army use, up to 
the front-line hospitals. We know that even in times of peace 
early djagnosis and rapid medical intervention cut short patho- 
logical processes or reduce the periods of hospitalization to 
a minimum. In times of war this is a decisive factor. 
Surgery at the Front 

As regards surgical treatment, Soviet military medicine is 
guided by the principle of maximum surgical aid during the ‘ 
first hours. This forced us to employ all means for the 
speedy removal and evacuation of casualties from the, im- 
mediate fire zone. In this work medical orderlies, men and 
women (volunteers), display miracles of courage. The People’s 
Commissar for Defence, Comrade Stalin, compares the work 
done by the medical personnel to that of the best tank- drivers 
and airmen. The numbers of men and women decorated for 
the evacuation of wounded from the battlefield are counted 
by the thousand. The second measure is the administration 
of the best surgical treatment to the wounded in the field. 
Surgical hospitals, equipped with most modern apparatus and 
staffed by the best surgeons, work under direct enemy fire. 
If one remembers that these hospitals and medical posts are 
all stocked with transfusion blood brought by the Air Force, 
and that they have at their disposal all modern chemical and 
pharmaceutical supplies, then it is understandable why the 
percentage of recovery and return of soldiers to their units 
reaches the high figure of 70. i 

X Non-medical Personnel 

In conclusion, a few words must be said about the medical 
personnel. In the Red Army, medical personnel (excepting 
doctors) are people who" go to the front as volunteers to do, 
this work. Hundreds of thousands of young people (mainly 
girls)’ were already trained in peacetime for this work in all 
factories, institutions, and collective farms. The Red Cross 
and Red Serpent organizations were able to prepare fully the 
necessary cadres of the middle and lower medical personnel 
They all passed courses in bandaging, blood transfusion, and 
first aid, and they are all blood donors. Direct blood transfusion 
on the spot at field hospitals and dressing ‘stations has become- 
an everyday feature at the front. It is also an expression of 
the unbreakable link which exists between our Army and people. 

In summing up it may be said that the Red Army medical 
doctrine is figs on the importance of the human element— 
the high value of the Red Army man. Its corner-stones lie, 
therefore, in the prevention of disease and in field clinical 
medicine. Early surgical intervention and treatment account 
for the high percentage of cure among the wounded. This 
implies, in practice, the concentration of all the best medical 
personnel and equipment at the front. Great capacity for self- 
sacrifice on the part of the personnel ensures the best possible 
care for the wounded and sick. ' , 








Workers with the Friends’ Ambulance Unit, that body of some 
700 persons who, unable to reconcile warfare with their religious 
beliefs, devote their energy and resources to the relief of the suffer- 
ing which follows in the wake of war, share much of the hazards 
and dangers with the combatants. In the Middle East the unit has 
more than 150 members, some 40 of whom, in Egypt and ‘the 
Western Desert of Libya, have been working under the auspices of 
the British Red Cross, especially on mobile surgical units. Some of 
them manned a hospital ın Tobruk until that place fell The report 
of the third year’s work describes the establishment of mobile clinics 
in Syria, to which come Moslem, and Christian, and Druse; the dis- 
tribution of medical supplies along the Burma Road; the salvage of 
£120,000 worth of such supplies from the docks at Rangoon when 
the Japanese were closing in, and their transport for 3,000 miles into 
the northerly provinces of Free China; the provision of surgical aid 
in the raided towns of Burma; the sending of a surgical team for 
the help of Chinese on the Yunnan front; the organization of first- 
aid posts in view of the possibility of air raids on Indian cities; 
and in Ethiopia the sending of 40 men, including 2 doctors, for 
pioneer medical wotk in the outlying regions where there are at 
present few.or no facilities for combating the high incidence of 
sickness Apart~from all this work over-seas, 186 members of the 
unit are at E.M.S. and other hospitals in this country, and 90 have 
been seconded to the Friends’ War Relief Service in the various 
raided areas of England. The council of, the unit, which includes 9 
medical members, one of whom is Sir George Newman, is appealing 
for at least £30,000 in order that the unit may maintain through „a 
fourth year of war its purpose of serving where the need is greatest 
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. THE PIONEER HEALTH CENTRE - 
At a meeting of the Maternity -and Child Welfare Group of 
ithe Society of Medical Officers of Health on Oct. 24, with 
the ‘president, Dr. CATHERINE Morris -Jones, in the chair, 
Dr. Innes Pearsi#, co-director of the Peckham Pioneer Health 
‘Centre, gave an address, on the principles which had governed 
ithis very, successful experiment since its foundation by 
‘Dr. Scott Williamson and herself. $ 

The Peckham Centre was conducted as a club, the athletic 


and social activities offered for all ages serving as ‘an incentive ' 


to families to join and also %oncealing a careful technique 
whereby physical and mental health was fostered by means 
of swimming-bath, gymnasium, playgrounds, music rooms, and 
workshops. The Centre was self-supporting, though each family 
‘paid only a shilling a week. - The families belonged to the 
elastic middle class, including artisans and professional ,men: 
yet even in this picked class Dr. Pearse reported that 90% 
of the individuals showed deviations from- health which could 
be detected by clinical examination alone. Health was regarded 
at the Peckham Centre as a positive condition and-not merely 
the absence of sickness, and the medical directors aimed at 
_the cultivation of mental and physical -health in the family 
as a whole. With careful periodic medical overhauls of each 
individual and routine laboratory investigations, a feature was 
made' of family conferences. and, discussions between the 
' parents and the medical man and woman who supervised 
. the health of the family. Dr. ‘Pearse described how fathers 
' and’ mothers could be brought by. this means to realize the 


biological significance of family life: The health sense of the” 


little community was excellent ; diphtheria immunization pre- 
sented no problem because one family followed the example 
of another in each health measure undertdken. The Centre 
achieved its success by the active good will of its members, and 
: the two medical directors had cause to congratulate, themselves 


on a noteworthy achievement. They brought about, at a stroke, 


` the health examination of all members of the family and all 


ages ; they involved the father in the active exercise of parent- 


hood; and they devised a medium whereby leisure could be 


utilized as a means for the development of physical and mental — 


health. The lessons from Peckham should not be ignored in 
planning the future of medicine. - : ; 


$ 
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A MASS MINIATURE RADIOTHERAPY 
. At a meeting of the Association of Industrial Medical Officers 
Wing-Commander R. R. Tram and Dr. F. R, G. Hear spoke 
on the future of mass radiography in’ industry. 7 
Wing-Commander Trail said‘ that mass miniature radio- 
graphy must be conducted on'a carefully planned method if 
economy of time and materials was to be ensured. Both 
adequate’ space and suitable staff were necessary to use static 
apparatus economically, and about 100,000 cases a unit a 
year could be dealt with} This would mean one-way -traffic 


through waiting and dressing rooms, and the provision of a z 


suitable dark room, drying room, viewing room, and adminis- 
trative office. The staff needed were the medical officer, radio- 
grapher, the positioner, marshal, and clerk. , The medical 
officer should be a competent chest physician and, in common 
with the rest of the team, have special training in mass miniature 
radiography. -A good. team .could easily manage up to 100 
patients an hour. Miniature radiographs were often difficult 
to read, and in all doubtful cases a full-sized film should be 
taken; this was necessary in about 3% of the cases s¢en. 
n Symptomless heart abnormalities, new growths, cysts, etc., 
might also be discovered at the same time. As regards the 
extent to which this new method would crowd out the beds 
available for pulmonary tuberculosis, there might be some 
difficulty at first, but any extra expense involved -would be 
more than saved within ten years. ' z ' 
Dr. Heaf said that the use of mass miniature radiography 
on a:large scale was a pleasing dream for the idealist but 
-a nightmare for the realist. There were many difficulties. There 
would be opposition from the public, who would have ‚to be 
1 


ae! 


carefully educated to appreciate the value of early diagnosis. 


_ Financial help during treatment and a guarantee that employers 
would co-operate in finding alternative employment for thpse 
` that required it would 
_the public could be gained. Planned liaison between tuber- 


‘necessary before the confidence of 


culosis officer, industrial medicad officer, and panel doctor would 
be imperative.’ The public tested would fall into three groups: 
(1) Normal cases ; these patients must realize that a normal 
film did not necessarily, imply future immunity. (2) Mild or 
very early. cases for whom modification of work or curtailment 


of working hours would be necessary. 


(3) Cases which could 


only be treated in a sa 
to compensate these pa 


torium ; the scheme for financial help 
ients for loss of income, etc., was one 


. which would be widely, welcomed. 


There must be-some method, Dr. Heaf said, whereby a suspect 
could appeal against thè findings of the radiographic examina- 
tion. A subsequent exarhination and further investigation might 
prove ‘the original difgnosis to be at fault. It had been 


‘on a temporary registe 


would, in. many cases, 
notification. Cases on 


suggested that before i 


doubtful case was notified inclusion 
of suspects might be desirable. This 
avoid the stigma attached to formal 


the suspect list could be seen at frequent 





intervals, and progress 
discharge or notificatio 


or otherwise could determine whether 
was necessary. The ancillary health 


d with miniature radiography, im-- 
proved methods for the relief of bad environment being just 
as important as improvement in methods of treatment. The 
‘effects of miniature radiography on established procedures of 
life insurance and superannuation schemes might be debated 
with interest. 


services must move fo 








R OF THE UTERUS 

At the last meeting of] the Section of Obstetrics of the Royal 
Academy of Medicing. in Ireland the president, Dr. NINIAN 
FALKINER, gave an account of 12 cases of rupture of the uterus 
which had occurred in-the Rotunda Hospital during the past 
two years. Of the 12 mothers, 3 died and 9 recovered ; of 
the 12 infants, 3 recovered and-9 were lost. Two of the 
surviving children were in cases in which the rupture was 
incomplete, and the third in a case in which the rupture was 
produced during extraction of a breech. The first maternal 
fatality was undiagnosed and treated as post-partum haemor- 
whage, the second was| undiagnosed and treated as ante-partum 
haemorrhage, and the third was a ‘most unusual case which 





` been performed. Th 


followed a fall in th 


d street. Of the mothers who recovered 


4 were treated by subtotal hysterectomy and 4 by suture of 


the uterus. 
who. died 2 were not 


hysterectomy after Caesarean section. 


35, and the average 


‘One was 


treated conservatively. Of the mothers 
treated and one was treated by subtotal 
The average age was 
parity 5; none of the patients was a 


primigravida. In 9 cases the patient was in labour ; ın 3, not. 
The. rupture: was spontaneous in 9 and traunfatic in 3 cases 


(fall, injudicious use 


of‘forceps, and difficulty with extended 


arm). The rupture was complete in 8 cases and incomplete 


in 4; it occurred in 


3 cases in which classical section had 
e diagnosis was made in 9 cases before 


treatment was instituted, and in 7 of these it was made by 
„correlating the symptoms and physical signs and in 2 by 
directly’ palpating the rupture. 

_ Dr. R. M. Corset] said he had seen 35 cases of rupture of 
the uterus, 16 of which had occurred during the time he was 
Master of the Coombe Hospital. The mortality of the total 
collected series was 28.6%. About 1930 he had come to the 
conclusion that, if rupture were diagnosed ór strongly suspected 
-before- delivery of thé foetus, laparotomy should be performed, 


thè uterus being re 
ditions found., -Sin 
of the uterus unden 


oved or retained according to the con- 
then he had had 16 cases of rupture 
his care. The treatment was primary 





Caesarean hysterectomy in 11 cases, wıth one death from 
mesenteric TORIPE Laparotomy and suture of the rent 


had been done in 2 


be undertaken. 


with no death, and one patient died 


From these 16 cases 8 live babies were 


just as he arrived $ the scene before any treatment could 


„obtained. He felt ‘that the advice, given ın so many textbooks, 
to deliver the patient|vaginally after rupture had been diagnosed 


was exceedingly dan 
Prof. A. H. Dav 


rous. 
ON observed that the fact that 3 of these 


ruptures had ‘occurred in “ classical” scars should, he thought, 
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teach obstetricians not to do “classical ” sections. All ordinary 
sections done either before or during labour should be done 
in. thè lower segment. He was convinced that all cases in 


which the rupture was in the body of the uterus should be’_ 


treated by laparotomy,. followed by whatever treatment the 
doctor ın charge of the case thought best. He thought that 
there was still a place left for conservative treatment by 
plugging the rent. The “classical” scar in a case ın which 
the section had been done for toxaemia was a very bad one. 
Dr. O’DoneL Browne, Dr. J.. G. GALLAGHER, Dr. JAMES 
APTHORP, Dr. T. M. HEaty, and Dr. EDWARD SoLoMoNs also 
took part in the discussion. Dr. FAUKINER, in reply, said that 
a desperate condition ın failed forceps *was when the uterus 
had been even partially ruptured. These cases were ‘often in 


primigravida, and when the abdomen was opened hysterectomy ' 


was the only course to adopt. It was very difficult to decide 
whether plugging the rent was going, to be effective or not 
` Sometimes the control of haetnorrhage could be effected only 


. by total hysterectomy. The case of transverse presentation ` 


had been treated by,external version. In these cases the first 
thing to be thought of was the patient’s life; the second was 
the necessity for preserving the function of reproduction 


At the annual general „meeting of the Association of Anaesthetists 
of Great Britain and Ireland, held at 1, Wimpole Street, London, 
on Oct. 28, the following officers were elected for the ensuing year: 
President, Lieut.-Col Ashley Daly,‘ R.A.M.C ; vice-president, Dr. 
C F. Hadfield; hon. treasurer, Dr. Z Mennell; hon. secretary, Dr. 
A D. Marston. : 
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_ Pathology of Crushing Injury 

Str,—The circumstances of war have recently been such that 
cases of crushing injury are now very rarely encountered in 
this country. The review by Dr. E. G. L. Bywaters (Nov. 28, 
p. 643) is, nevertheless, extremely valuable, and serves to 
remind us that the pathology of the condition is still obscure 
in spite of the continued efforts of large groups of research 
workers. / 

Shortly after Dr. Bywaters’s first paper appeared in the spring 
of 1941 I was permitted to study the pathology of 3 cases in 
cohsiderable detail (J Path, Bact. 1941, 53, 403). I was not 
impressed by necrosis or regeneration of the tubular epithelrum 
as a sufficient cause for suppression of urine, and emphasized 
blockage of tubules by casts. Such epithelial necrosis and 
regeneration as occurred was attributed to these casts, and 
tubular’ besement membranes were well preserved. The kidney 
lesions were compared with ‘those found in multiple myeloma. 
The impaction of small casts in the lumen of almost all the 
tubules in the crush syndrome must result in a rise in intrarenal 
pressure, and no one tubule can then dilate to pass glomerular 
filtrate as neighbouring tubules are all similarly involved. In 
contrast the slow and probably intermittent deposition of casts 
in myelomatosis does not involve every tubule at once,, 
neighbouring tubules allow the affected tubule to dilate slightly, 
fluid continues to pass, and the casts grow by accretion until 
surviving tubules are dilated by large casts. 

In the crush syndrome casts occupying only a short segment 


of tubule may appear relatively unimportant and be found, 


only in a few tubules in any one section, yet almost every 
nephron may be blocked Other workers have found it 
necessary to emphasize extensive necrotic and regenerative 
changes in the epithelium of the renal tubules and to discuss’ 
. their production by various products of damaged muscle. Such 
lesions may result from a variety of superimposed factors, 
including insufficiency of the blood circulation. The problem 
is to decide what is the basic and essential lesion. The 
observation of Dr. Bywaters that crushing of the muscles alone 
in the rabbit will produce all the signs and symptoms of 
crushing injury except the renal failure is of special interest, 
and we have made Similar observations in the mouse where 
we now suspect the same explanation—i.e., a low myohaemo- 
ı Zlobinecontent of the muscles. The production by Dr. Bywaters 
” ie renal symptoms by the injection of pure myohaemoglobin 


‘ 


into a rabbit acidified with ammonium chloride is very relevant. , 
His observations’ on whether this substance acts by its precipita- 
tion as casts in the acid urine or by damage to the renal 
epithelium will be of the greatest significance. 

Anjmal experiments are, however,.often difficult to interpret. 


‘For example, Eggleton et al. (Journal, 1942, 2, 392) report 


somewhat inconstant collections of material within the lumina 
of the terminal part of the proximal convoluted tubules while 
the distal and collecting tubules are usually free and distended 
after the compression and traumatization of the limbs of 
anaesthetized dogs. This is certainly not the pathology found 
in human cases. Functionally, the kidney of the dog may 
differ from that of man, but until this is proven the morbid 
anatomist must insist on a closer correspondence of structural 
lesions before accepting the identity of these conditions.— 
I am, etc., ° 

Queen's Wnryernty, Belfast J EDGAR Morison. 


Small-pox : Its Diagnosis and Xylol Treatment 

Smr,—As small-pox has oncé again made its appearance in 
the British Isles in epidemic form, may J, with 33 years’ clinical 
experience in India, be permitted to draw attention to the 
pamphlet by the late W. McConnel Wanklyn, The Accurate 
Diagnosis of Small-pox, price 6d., printed by Ash and Co., Ltd., 
Henry Street, Tooley Street, London, S.E.1: This pamphlet 
should be in the possession of every doctor. After reading and 
learning its 24 pages it is almost impossible to have any doubt 
as to the diagnosis of chicken-pox or small-pox or to make 
any mistake, at any stage, in either disease. ; 

No textbook that I know of. or have read gives any specific 
and definite line of internal treatment for small-pox ; yet there 
is one—xylol. I have used it for years ; in my experience this 
1s’ the only general treatment of any value, and it often acts 
like a charm. Even in confluent small-pox the results obtained 
are unique ; no other treatment that I am aware of gives a like 
result. The earlier the treatment is begun the better: one must 
commence early. $ 

This is the treatment: Xylol, 30 min. four times a day in milk 

—i.e., 2 drachms a day—for 3 days; then cut down to thrice 
daily for 3 days ; then twice daily, for 3 days; then stop. The 
above 1s the maximum dose for an adult man of 10 stone or 
over, and usually 90 min. a day is sufficient ; for women of 7 
to 8 stone, 20 min. per dose as above; for children, 10 min., 
per dose; and for babies 5 min. per dose. It may be rather 
nauseating ; if so, give smaller doses more frequently. 
‘z How xylol acts I do not know, but it appears to be excreted 
by and in the skin. Its internal administration causes a flattening 
of the eruption, prevents suppuration, and reduces scarring to 
a minimum; toxaemia is greatly diminished and often not 
present. There is no fetid odour. Recovery is rapid. The 
pustules often become dry, dark, hard scabs in a few days, and 
instead of a prostrate patient one finds him sitting up in bed 
This-is no fairy-tale: it is true For success xylol must be 
started early. If begun early this is almost an abortive 
treatment. ' ' 

Other essentials are:'(1) A darkened room. (2) For face, 
paint spots with tr. iodi or apply iodéx. I do not favour 
potassium permanganate. (3) For mouth, frequent applications 
of glycerin of borax. (4) For eyes, wash often with boric or 
saline solution. Apply 3 times a day acriflavine drops gr. 1/2 
to ounce,(equals 1 in 1,000). At bedtime, half-strength yellow 
otide ointment: never omit this. (5) For scrotum, always 
support with suspensofy bandage and apply fuller’s earth or 
other dusting powder. (6) When rash is drying and scabs 
are forming, apply iodex with methyl salicylate to face and 
salicylic ointment B.P. to the body. (7) Baths: during con- 
valescence give twice daily. 

“Xylol treatment is equally effective in severe chickén-pox, 
and good results have been obtained in cases of pemphigus.— 
I am, etc., 


Haddenham, Ely, Cambs S. G. S. HAUGHTON, 


; Colonel, I.M S (ret). 
* Xylol in the treatment of small-pox is mentioned ın 
several textbooks on fevers. It appears to have been tried first 
by Zuelzer in 1871, but fell into disuse. Teissier (Nouveau 
Traité de Méd., 1922, 2, 281), warmly recommended it in a 
total amount of 1 to 2 drachms for adults ın the 24 hours; 
divided into 4 or 5 doses. It is not claimed that it possesses 
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any specific action, but that it arrests suppuration, dries up 
formed pustules, diminishes cicatrization, and acts as a’ 
deodorant. It has no action in primary haemorrhagic or the 
‘worst forms of confluent small-pox. In a single epidemic in 
which Belin of Paris tried the method the fatality rate fell, 10 
12.34%, compared with 31.37% for the hospital before *xylol 
was used. Xylol seems to act by reducing in some degree 
secondary infection of the pocks, provided that the infection 
is not overwhelming, as in malignant confluent cases. Its use 
may be superseded by that of the sulphonamides».under which 
the skin lesions of small-pox are modified, the septic fever 
diminished or suppressed, and septic complications and con- 
sequent mortality rates reduced (P. B. Wilkinson, Lancet, 1942, 
2, 67, and 'N. N. Chari, Indian med. Gaz., 1942, 77, 91). In the 
meanwhile Col. Haughton has done well to record his experi- 
ence: it is not the first time that a remedy of some efficacy 
has been forgotten. —Ep., BMJ. 


Ne 


What Constitutes Diphtheria ? 


Sirn,—+May I claim a little space in your columns to raise a 
matter which T consider to be of some urgency? I want to 
ask what constitutes diphtheria. In our medical schools we 
were taught to look for a very definite clinical picture and 
to confitm' diagnosis by demonstrating the ‘presence of virulent 
‘diphtheria bacilli. In practice: we have swabbed every sore 
throat which showed any sort of exudate or membrane, and 
have, with.some justification, bundled off to hospital any case 
‘in which the “swab was positive.” Among thése cases there 
must’ have been a number when the illness was caused by 
some other organism, the patient being a “carrier” of Bacillus 
diphtheriae by virtue of natural or induced immunity. Such 
cases were exposed to no extra risk by being nursed in diphtheria 
wa and it was all to.the good that carriers should be “ out 
‘of circulation ” until free of B: diphtheriae. 

But the widespread immunization of children must have 
resulted in the -wholesale manufacture of diphtheria ‘carriers. 
This 
others) must also have multiplied the number of cases wrongly 
diagnosed as diphtheria merely because diphtheria organisms 
were demonstrably present. It is obviously irrational to treat 


with diphtheria antitoxin a patient suffering from a streptococcal. 


, infection who has repelled threatened invasion by. diphtheria 
organisms actually in contact with his mucosa,/and it is 
undesirable to add to the embarrassment of jour overtaxed 
isolation hospitals. - 

But another danger, less obvious, is perhaps more important. 


If we continue to diagnose diphtheria on the evidence of the- 


presence of B. diphtheriae in patients known ‘to have been 
immunized (and probably, if we knew it, Schick-negative) we 
shall inevitably, and possibly unnecessarily, bring discredit on 
the efficacy of immunization. What is more, whether we like 
it or not, the Ministry has put on to the profession the responsi- 
bility for advocating immunization (vide advertisements i in Press, 
etc.). So it is up to us to see that the public does not get wrong 
ideas about the value of immunization or of the profession in 
whose name it is proffered.—I am, etc., 
Swinton, Lancashire. 


; First Aid for Fractured Spine 

Sm,—Mr. D: K. Mulvany (Dec. 5, p. 676) has given an 
answer to Dr.“J. C. Matthews’s question (p. 677) as, to how 
the first-aider is to diagnose a fractured spine. 

A great deal of harm continues to be done by meddlesome 


first aid, condemned in the St., John Ambulance book but’ 


encouraged in. many competitions. The firgt-aider must, bb 
instructed not to “mess about.” I have too often seen a 
patient: stripped nearly naked in the open air by -first-aiders 
in their search for bruises that do not matter. The first-aid 


` books teach that where a fracture is suspected it should be 


treated as'a fracture, and this applies to fracture of the spine. 
Severe pain in the vertebral column, with or without shock, 
is sufficient to justify the suspicion of a fractured spine and the 
treatment thereof. 

' The method, details of which I- have sent to over 100 corre- 
spondents who responded to my former letter, has been justified 
_by many years of' practical experience of a not inconsiderable 
“number of actual ^ cases. The ‘title First Aid to the Injured 


a ki 


esides being a pressing reason for immunizing all the . 


~G. D. Wio. | 


~ 
14, Hobart Place, S W 1. 
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: Wess ` 
needs efnphasis. It is the|injured person, not his injuries, that 1s 


of first importance.—I am, etc, ' 
Tuomas E. A. STOWELL, F.R.@S., 


it 





Tetanus . 


Sm—I am glad that my old teacher, Dr. Leslie Cole, has 
given`us his expert views on this subject in his letter (Dec. 5, 
p. 678). Perhaps I have had more luck than most people in 
getting cases with sublethal doses of toxin absorbed from their 
wounds, ,in-that I always treat injuries, particularly air-raid, 
ties, with suspicion. I do not suture 
owever small it may be, until I have 
flooded the wound with, H,O, and excised the skin edges. 
~ I quite agree with Dy. Cole that some cases are hopeless, 
whatever you do for them, and J therefore feel that the small 
amount of added shock [produced by excision of the wound at 
once is justified if it either results in a series of cases with - 
sublethal toxaemia or, better still, prevents the, onset of tetanus 
or gas gangrene.—I am, |etc.,. 

Weybridge - Jonn H. HANNAN. 


„Preparation of the Hands for Operation 
Sir,—As one who started a surgical career before the advent 
of gloves, may I add a postscript to Mr. W. A. Cochrane’s 
article (Nov. 28, p. 635) on the possible absence of gloves and 


any penetrating wound, ` 


the washing of hands. 
washing was as describ 
not use spirit soap an 


When I was a dresser our method of 
by Mr. Cochrane, except that we did 
we did not rinse in saline after the 


washing. , All our hands got rough and some of our arms got 
sore. Perhaps the absence of the saline rinse accounted for 
this. I do not for a moment wish to cast doubts on the results 
he describes, but with ls, on the firms where hands were used 
freely, there was, I am! sure, a mucH higher incidence of sepsis 
than would be tolerated now. In Sir Arbuthnot Lane’s wards 
there was little-sepsis, but he used a rigid “ no touch ” technique. 
Mr. Rutherford Morison operated inside the abdomen without 
gloves,” wearing them only while making the incision and for 
sewing up. He said he preferred this, and that the peritoneum 
had such’ a ,good resistance that even a gynaecologist could 
operate in the abdom with safety (pace the present genera- 





‘tion: this was 20 years ago). The moral would seem to be: 


° 


“No gloves—no touch,” except perhaps in the abdomen. 

Some bacteriological. investigations were done at Guy’s on 
the washing of hands, and they showed that washing in running 
water reduced the bacteria minute by minute for about 7 
minutes, then the count rose again slightly. From smooth 
hands most, but by|no means all, the bacteria could be 
removed ; but once the hands were rough the same degree of 
cleanliness was quite jimpossible to achieve. The subsequent 
lysol or cresol soak made no further reduction. Thé use of 
lysol, therefore, was useless, and if, as I think it must have 
been, it was a roughening factor, it was actually harmful. 

As Mr. Cochrane points out, thoroughness, as in everything 


living tissues are esse 


else, is essential, an 
than running water, 


antiseptic—I am, etc! 


Guildford 


basins are probably better to wash in 
as soap solution is in itself an efficient 


E. W. SHEAF. 





Stilboestrol for Cancer 


Sm,—On , the subject of your annotation on “ Diethyl- 
stilboestrol for Prostatic Cancer” (Nov. 28, p. 641) I. would 


tefer readers to Dr. 
of July 27; 1940 (p! 
Hopkins as follows: 


it is at this level 
differences displayed 


_ producing substan 
“in detail,’are yet aki 


ny 


. Thomson Shirlaw’s letter in the Journal 
133), in’ which he quotes Sir Gowland 


ta one level at least of their organization, 


tially physical and chemical systems, and 
must expect to find a basis for the 
cancer cells and normal cells. Cancer- 
(oils, tars), though they differ from them 

to substances natural to the body—for 


instance, to the hormones which conttol certain functions of 


sex. Subjection to p 
encourages the- gr 


longed administration of a sex hormone 
of glandular cancer.” 


I will summarize what Dr. Thomson Shirlaw says: we know 


that the anterior pituitary secretes two hormones—one con- 


cerned with growth, | 
They are antago: 
inhibitory effect on 


he to each other. 


the other related to sexual development. 
Stilboestrol thas an 
the secretion of the anterior pituitary. 
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Crystals of stilboestrol implanted into adult rats were found to 
mhibit body growth and secretion of gonadotrophic hormone. 
Sijlbeestrol, 1 mg. twice a day, was given to a man with, 
inoperable cancer of splenic flexure of colon ; a week later the 
tumour could not be palpated—I am, etc., 
Cambridge. ad 


An Intractable Cough 

Sik,—A patient attended at this clinic with a note from her 
panel doctor which stated that she suffered from an intractable 
cough, which was worse at night. The patient gave a history 
of a cough every winter for many years beginning in 
November. This winter, 1942, the cougb had been worse and 
much more so for the last two months. She had tried every= 
thing she knew of—mixtures, inhalants, and cod-liver oil. The. 
doctor’s medicine had eased the cougH a little. She was getting 
“ fed up” and desperate. “She tried her best to cure the cough. 
For four nights she had been awakeeall night. She tried to 
“control the cough by holding her breath. There was no 
evidence—x-ray or clinical—of organic disease of the lungs. 
On, further questioning the patient admitted that the cough | 
frightened her. She was afraid it meant serious disease. She’ 
awoke with a dry mouth every morning. , 

I formed the opinion that the cough was not due to organic 

‘disease but to the patient’s making a mistake in the way she 
tried to stop it. The condition was aggravated by the mixed 
feelings stirred in herself and her husband. The dry. mouth 
in the morning indicated that she was breathing through her 
mouth, and actual observation showed that she breathed through 
her mouzh habitually before each act of coughing. The cough 
stirred feelings which aggravated the situation and both 
frightened and annoyed the patient, irritated the husband,- and 
became a source of argument between them. : 
/ I told the patient that no organic disease was discovered 
in her lungs, and the following advice was given: to take any 
medicine ordered by the doctor ; to breathe through the nose 
during sleep and before each act of coughing; whenever she 
felt the desire to cough she should close the mouth and, breathe 
slowly through the nose counting six; she should not think 
of stopping the cough, or try to stop it by holding her 
breath; she should let herself cough freely without fear, 
‘ annoyance, or anger. The patient returned to me the following 
week and stated that she had used the method advised. She 
had breathed through the nose before each cough and then 
found that she did not want to cough. -Her mind had also been 
relieved when informed that no disease was present. 

This technique or trick of breathing control was found to 
be effective on one occasion when a patient was having an 
artificial pneumothorax refill. He said he wanted to cough. 
I instructed him to close his mouth, breath slowly through the 
nose counting six, then open the mouth and let ‘himself cough.. 
The pafient okpyed the instructions: closed his mouth, breathed 
through the nose counting six, then opened his mouth, but did 
not cough. The habitual use of this method will relieve many 
dry irritating coughs without either sedatives or expectorants. 
In other cases reduction in cigarette smoking and in the use. 
of condiments may also be necessary. In all cases the patient 
is advised to place one hand over the mouth before coughing. 
This method is of great value in cold, foggy weather.—I am, etc., 


P. A. GALPIN, 
Tuberculosis Officer 


J. A. VAUGHAN. 


Chest Clin.c, Plaistow, E 13 


Erythroblastosis Foetalis 


Sir,—Prof. Leonard Parsons’s plea (Dec. 5, p. 675) for 
adopting another term for the condition usually described as, 
“erythroblastosis foetalis” should be welcomed for 
additional reason that this disease is by no means invariably 
associated with the presence of an abnormal number of 
nucleated red blood corpuscles in the peripheral blood. Of 
the four cases which I saw during the last nine months (with 
the diagnosis confirmed by the finding of the Rh factor in the 
infantile and of Rh antibodies in the maternal blood), one, 
while being intensely jaundiced, had only 0.5 to 1 normoblast _ 
per 100 white corpuscles, a number well within normal limits. 
The term “haemolytic anaemia of the newborn,” as Proposed 
by Prof. Parsons, though cerfainly “ better and more accurate,” 
has the disadvantage that it would not cover those cases in 

hich .production-of red blood corpuscles and haemoglobin 

eeps pace with the haemolytic process to a degree that anaemia 
i $ 


` the ileum in a newborn baby girl. 


the - 


—— $- 





never becomes apparent. Of icterus gravis, erythroblastosis, 
‘anaemia, and oedema not one is an obligatory feature of the 
condition. Į should therefore like to propose to call it “ haemo- 
lytic disease of the newborn” ; cases of stillbirth with hydrops 
foetalis and/or liver derangement may then be classified as 
“haemolytic disease of the foetus.” ë 

While speaking of the “ghastly sequela’ . .. Which so 
frequently occur in this disease,” Prof. Parsons mentions bone 
changes. To the best of my knowledge severe bone lesions 
have so far not been described as sequelae of this condition, 
but zones of increased and “decreased density in, long bones 
were recently described in five cases (three stillborn and two 
dying within 48 hours after birth) by Follis, jun., et al. (1942), 
These authors quote two other cases (2 and 6), which\showed 
similar- lesions, reported by Caffey (1939) in a paper on 
“Syphilis of the Skeleton in Early Infancy: the Non-specificity 
of Many of the Roentgenographic Changes.” 

I should like, however, to present some evidence for the 
suggestion that a truly ghastly bone disease of so far unknown 
aetiology is in fact a late sequel to haemolytic disease of the 
newborn. I am speaking of the conditions described as 
polyostotic fibrous’ dysplasia and as Albright’sssyndrome, of 
which the latter shows in addition to a polyostotic fibrous 
dysplasia certain endocrine disturbances and patches of 
cutaneous hyperpigmentation. In an excellent paper on this 
latter condition Falconer and Cope (1942), in tabulating the 


_ findings in the 25 cases published in the literature prior to 


their own two cases, noted that four of them were said to 
have had icterus gravis neonatorum. They state: “Icterus 
gravis neonatorum has been recorded in only a few cases, 
although ‘its frequency seems to indicate more than a chance 
association.” Now, as haemolytic disease of the newborn does 
not always produce icterus gravis, the proportion of cases with 
such a history may well be higher than 4'in 27; and the fact 
that this bone disease is self-limited and first noticed in child- 
hood seems also relevant in this connexion. My hypothesis 
that such severe fibrous dysplasia as is found in Albright’s 
disease may be due to the effect of maternal iso-agglutmins 


_ (anti-Rh, anti-A, or anti-B agglutinin) seems further supported 


by the work of Nettleship (1942), who ‘produced very similar 
bone lesions in rabbits by injecting them with guinea-pig 
anti-bone-marrow serum. 

Proof or disproof of this hypothesis will fortunately be easy 
—namely, by examining whether any relevant serological differ- 
ences can be found between the patient and the mother. I 
think it would also be worth while'to examine radiologically 
cases known to have had haemolytic disease of the newborn, 
as one may thereby find symptomless bone changes transitional 
between the lesions in Follis’s cases and in fibrous dysplasia — 
I am, etc., 

HERBERT LEVY. 
REFERENCES 
Amer. J. Roentgenol., 42, 637 


1942). Quart. Wie n.s. 
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‘akconer, 121. 
1942) y! Peliala 21, 80. 


Follis, R. R. H., jun., Jackson, D., and Carnes, W, 


Nettleship, À. (1942). Amer. J. Pathol., 18, 6 9 


Volvulus of Deum in a Newborn Infant 


Sir,—I should like to put on record a case of volvulus of 
J have looked through the 
available literature on the subject and cannot find a case 
recorded. G 


The infant had a normal birth, and passed meconium once quite 
soon afterwards, but not again. She began to vomit, first only after 
feeding and then more frequently. I first saw her when she was 
two days old, and found her to be crying with pain, refusing to 
take the bottle, and vomiting even water. The abdomen was a little 
distended, the umbilical cord appeared healthy, and the little finger 
could be passed well up into the rectum without encountering any 
stenosis. With great difficulty the infant was persuaded to take a 
small barium feed, and screening showed the feed to pass into the 
stomach, which was pushed up well under the diaphragm. Subse- 
quent radiographs showed the feed to have reached the jejunum, but 
24 hours later the meal had advanced no further. 

A diagnosis of intestinal obstruction probably due to congenital 
atresia of the small bowel was made, and operation decided upon 
the third day after birth. By now the baby was losing ground 
rapidly, and after a subcutaneous saline required no more than a 
small dose of cyclonal sodium, 0.005 g., into the anterior 
fontanelle to provide anaesthesia for laparotomy. To our surprise 
we found the whole of the ileum completely gangrenous, the peri- 
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toneal cavity containing the most offensive fluid. Volvulus of the 
whole ileum had occurred, twisted at least five times, the axis being 
the mesentery in the nght iliac fossa. The jejunum was distended with 
barium up to the strangulated ileum. Owing to the distension of 
the bowel and the state of decomposition it was impossible to 
determine what developnfental abnormality had given rise, to: this 
condition. The baby died soon afterwards. ‘ 


We concluded that the twisting of the ileum had cers 
started during birth, and that subsequent distension had only 
served to twist the bowel again and again. It seemed amazing 
that a baby of this age could -be/alive-at all with an abdomen 
distended by gangrenous gut and putrid fluid.. We also felt that 
had we been quick enough to recognize the condition on the 
first day and had decided upon immediate operation we might 
have saved the child’s life—I am, ètc., 


Chelmsford. M. D. SHEPPARD. 


Phosphorus Poisoning from Bullet 


' Sır, —lı his article (Dec. 5, P. 664) Mr. A. J. Blaxland remarks 
that a further antidote for use in such cases would be important. 
May I suggest that a weak solution of potassium permanganate 
to oxidize the phosphorus would very likely answer the purpose. 
The solution would have to be weak ag the reaction is violent. 
and would probably be best given by the contjnuous , drip 
method.—I am, etc., 


t 
Stoke Poges. 


Medical Planning 

Sm,—The Medical Planning Commission has presented us 
with a very comprehensive survey of the present position of 
medical work, but I cannot help feeling that it has not so’ 
clearly defined the foundations on which to build a sound 
practice of medicine. Medicine to-day-is a large subject, and 
therefore it is necessary for its practice to be classified into 
workable departments. 

In: ‘approaching this subject I think it is desirable to „assess 
what is good in the present system. For my part I cannot 
imagine the British public yielding its freedom in such a 
personal matter as health to full bureaucratic control ; neither 
can I see the British public shopping for health at chain medical , 
stores, such as are envisaged. In short, any scheme which does '” 
not adopt the family doctor as its basis must fail, and any 
scheme attempting to dispense medical service without an 
individual doctor accepting direction, for a particular patient, 
must lead to chaos. 

Still -all is far from well in the world of medicine, since 
facilities are not available for all doctors‘ to practise their 
profession up to the extent of medical knowledge. Too much 
is made of “ opinions ” when it is “facts” that are wanted. 
Facilities for acquiring “facts,” such as are forthcoming fram 

x-ray investigations, biochemical tests, etc., are a prime necessity 
in any scheme. Medicine could perhaps be put on a workable 
basis ‘by “classification into two departments: (1) practical, 
medicine ; (2) social medicine. x 

l. Practical medicine might be defined as that part of our 
science which pertains mainly to the individual, and all aspects 
concerning the health of the individual should be carried out 
by, or planned in association ‘with, the general practitioner. 
Here preventive measures should hold a prominent place. It 
seems to me desirable to do away with the term “ preventive 
medicine”; its association with public health has led to a 
false differentiation in the ming of the physician, and particu- 
larly is this true of the minds of our teachers of medicine. 
If prophylactic measures were an integral part of practical 
medicine their application would become automatic. 

To carry out such a conception of practice I would suggest 
nationalization and co-ordination of all hospitals with mainly 
whole-time staff. A department of the principal hospital should 
be available as a diagnostic and specialized treatment centre for 
the use of practitioners in the area served by the hospital. 
A health centre, including ten doctors, could not be equipped 
economically to meet all requirements of diagnosis, etc., and . 
therefore, though an improvement on the present situation, 
would not'be a solution of our difficulties. 

The general practitioner might be left as at present to start 
with, but having the hospital facilities outlined above. He 
would be working an improved panél system which might be 
more economically conducted by a ‘State Department. Since 
90% ‘of our population, will soon come under State medical 


W. L. PEACOCK 


+ 


control it is idle to discuss Siate Medical Service ; our concein 
is rather with the best method of carrying out medical practice. 

2. Social medicine, onl the other hand, covers ‘the whole 
realm of collective medicine and cannot possibly be incorporatéd 
in any scheme of practit 1 medicine. Those responsible for 
social medicine are in a different category: their associations 
and endowments of authority could not ‘be vested in every 
medical practitioner and made workable. As a possible plan 


: BRITISH 
| 


‘I would suggest, that social medicine be a whole-time State 


service. It involves most departments of civil administration. 
and can only be properly co-ordinated as a State Department. 
Its object would be positive health in the political sense—the 
welfare of the State—gnd include housing, conditions of work 
in the’ factory, epidemic! control, statistics, etc. In this con- 
nexion I feel that school medical inspection and. services for 
tuberculosis, venereal diseases, fevers, and possibly maternity 
services, are more perfectly administered and conducted under 
social medicine than under a diffuse system in medical health 
centres. These services; have a collective social character 
requiring specialization iff they are to_be effectively carried out. 

All specialized and diagnostic facilities should be open tc 
all members of the community. After a period of 5 or 10 years 
general. practice could be reviewed and then more aptly co- 
ordinated in a comprehensive scheme. Consultant work and 
research could be adapted within the scheme suggested. F 
should perhaps elucidate the standpoint taken on the term 
“preventive medicine.”| To me this term suggests insur- 
mountable inimical forces against which the public must be 
protected—surely a negative attitude. “Positive health,” on 
the other hand, must mean not only the health of the individua} 


‘but also his environment: It stands for a positive basic approach 


to health, and involves 
inimical factors whether 
order. This is more than 
of concept. 

This very general outline offers the basis of a scheme wherein 
every practitioner Foul acquire “ the tools” for his particular 
“job.”—I am, etc., 

Southport. 


in its achievement dealing with those 
Ithey be of the individual or the socia} 
tilting at nomenclature ; it is a question 


S. H. STEWART 


Reporting of Deaths to Coroner 


SR.—I was interested to read the letter on this subject 
from Dr. W. B. Purchase (Dec. 5, p. 677). The possibility of 
some corifusion of thought, to which Dr. Purchase rightly draws 
attention, is increased by the’ fact that neither the full text 
of counsel’s opinion nor the letter upon which he was asked 
to advise has been. published. I have hesitated previously 
to enter your correspondence columns in relation to this subject, 
both because I am thej coroner whose letter to the hospitals 
was the subject of counsel’s opinion and, fot less, because the 
opinion of counsel appeared to me fully to support the legal 
position set out in that a There is, however an important 
misconception which has crept into the matter, and which is not 
entirely removed by Dr. : Purchase’s letter. 

My letter was, as Dr. Purchase points out, a request that 
certain deaths should he reported to me. To this request was 
adued a statement that) in certain classes of deaths (including 
those within 24 hours|of an anaesthetic or operation) there 
was a duty at common law to report to the coroner. The 
opinion of counsel entirely supports this view of the common- 
law duty of medical practitioners: My letter then went on 
to say that it was,desirable that certain other deaths should 
be reported, including |those within 24 hours of admission to 
hospital. I did not, and of course could not, suggest that there 
was any, legal; duty on the part of medical practitioners to 
report this latter class of case to the coroner. 

I am: anxious to clear up any misunderstanding that may 
exist about the two a of cases, more particularly as the 





necessarily compressed] article in the Supplement of Sept. 12 
does, I think inadvert ently, convey the impression that I had 
drawn no distinction between them. The unabridged copy of 
counsel’s opinion, which” I have had the: advantage of seeing, 
does draw the necessary distinction. 

I am of course in entire agreement with Dr. Purchase as to 
the desirability of co-operation between the medical profession 
and the coroner in these matters.—I am, etc., 

| CYRIL BARON, , 
x HM Coroner, County of Surrey, Eastem Division. 
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Pasteurization of Milk 


Sır The Poole Borough Council, on the recommendation 
of its medical officer of health, has just: adopted a resolution 
asking the Ministry of Health to pasteurize all milk intended 

` for human consumption. ʻI hope local authorities throughout 
the country will look into the Condition of their milk supplies, 
and will likewise press the Ministry to take action in this 
important matter. ž . 

I have before me the lateşt quarterly- report of the milk 
inspector of one of our important agricultural counties, which 
I have reason to-believe represents in some approximate degree 
the average throughout this country. Out of 758 samples taken 
from farms in the county,:384 were ungatisfactory—i.e.; over 
50%. Out of 73 samples taken from depots where milk is 
collected, 57 were unsatisfactory—i.c., about 75%. From depots 
the milk goes to a variety. of distributors. What deterioration 
takes place in their hands is not recorded. Perhaps it is ‘just 
as well. In the same report it is stated that 62 samples of milk 
were taken for examination for the presence of tubercle bacilli, 
during the quarter, under, Section 68 of the Food and Drugs 
Act, 1938. No results were given. The omission is very 
significant. One’s mind turns to the free and subsidized distribu- 
tion of crude milk to our young scholars and‘children generally 
under State direction, and to the recent increase of tuberculosis, 
and it becomes abundantly obvious that urgent measures are 
needed without delay to remedy a really serious menace to 
public health. . 

Poole Borough was seriously affected by the milk-borne 
outbreak of typhoid fever in 1936, and is still therefore milk- 
conscious. The Ministry of Health performed most meritorious 
service ‘in connexion with that outbreak. Pasteurization may 
not be a perfect answer to the demand for a healthy and 
wholesome milk supply, but it is a ready and effective one. 
Even if it does deprive milk of a small percentage of food 
value, it ensures comparative safety.—I am, etc., 

Bournemouth. J. Ross MAGMAHON. 


** A leading article on pasteurization of milk appears at 
p. 727..—Ep., BMJ. F 


Control of Venereal Diseases 

Sm,—I welcome your leading article (Nov. 21, p. 611), which 
I assume 1s an expression of disappointment with Defence 
Regulation 33B. It is difficult to see how the regulation can 

. make much advance in the control’ of infections in the civilian 
population, which are increasing rapidly. In any case, no one 
(including the Ministry of Health) has any accurate knowledge 
of the incidence of these conditions in this country ; surely 
that is the first question to tackle, and notification seems to me 
the only way to dot. 

As regards comparison with other countries, I doubt ex- 
ceedingly whether Dr. Margaret Rorke is right in suggesting 
that there is not the same sense of shame associated with V.D. 

in Scandinavia as still exists in this country, and unless we are 

prepared to change our moral ideas completely I suggest, that 
it 1s a good thing that,-in most cases, such a sense of shame 
should still exist. Neither am I prepared to accept Major 


. 


~ S. M. Laird’s 2.5% defaulter rate which he quotes for Sweden.” 


One would need much more information as to how the figures 
were compiled; for a default rate of 2.5% means that for 
practical purposes default in Sweden is negligible and Utopia 
has been reached. . 

J, for one, am not among those who think that the present 
V.D. scheme in Britain is a failure; on the contrary, I am 
convinced that in many wdys it has been a great success, but 
undoubtedly it can be improved, particularly by better education 
of our own profession. Heaven forbid that I should suggest 
additional compulsory examination in V.D. for final-year 
students, but I am sure that the ignorance to be seen, even 
to-day, in all classes of the medical profession is a very great 
contributory factor in the spread of these important diseases. 

I think that the Ministry of Health or the General Medical 
Council might encourage the study of venereal disease by 
perhaps giving an annual prize—say of £10—to be awarded 
as the result of a voluntary examination for final-year students 
at each of the universities. I believe the money would be well 

ent.,-I am, etc.. , : 


Birmingham E. W. ASSINDER. 


Bisa f 
-Obituary 
RUSSELL JOHN HOWARD, ‘CBE, FRCS. 
The London ‘Hospital has lost one of its best-remembered men 


in the death of Mr. R. J. Howard—* Russell John” to his 
colleagues—which took place on Dec. 4. He had been 








‘associated with the London Hospital as student, teacher, and 


member of the visiting staff for not far short of half a century, 
and was regarded by all with esteem and affection. 

Russell John Howard was .born in January, 1875, and edu- 
cated at King’s College School, London. He entered the London 
Hospital as a student in 1895, and graduated M.B.Lond., with 
first-class honours and the gold medal in medicine and forensic 
medicine, in 1899. He served as‘house-surgeon at “ The London,” 
and as demonstrator of anatomy at the medical college, also 
as surgeon to out-patients at the Royal Waterloo Hospital for 
Women and Children. Choosing general surgery as his depart- 
ment of practice, one for which he was excellently endowed, 
he took the M.S., again winning a gold medal, in 1903, and 
the F.R.C.S. in the same year. In 1908 he was elected to the 
honorary staff of his hospital, and there, alike for -his ability ın 
surgery and for his personal qualities, he built up a great 
reputation as surgeon—ultimately becoming senior surgeon— 
and as teacher. For teaching, Howard had exceptional gifts. 
Even after his retirement from the staff of the hospital three 
years ago on reaching the age limit he still continued to lecture 
to the students on surgery and on surgical nursing, the latter 
a subject to which he had dévoted particular attention. It is 
fitting that on the walls of the college his portrait, beside those 
of Treves and others, should show him, not in academic robes, 
but in his more familiar white coat, giving a lecture. ‘ 

Among other posts which he held were those of examiner 
in surgery for the Royal College of Surgeons, and examiner ‘n 
nursing at Westminster Hospital, and, he did good work as 
surgeon to the Poplar Hospital for Accidents. He also carried 
on a large consulting practice in Queen Anne Street, and he 
wrote a number of textbooks bearing such titles as Practice of 
Surgery, Surgical Nursing, Surgical Emergencies, the last a 
highly commended book published in 1924, and House Surgeon's 
Vade Mecum. 

In the early part of 1939, in the emergency arrangements of 
sectors for the hospitals of‘London and the Home Counties, 
Russell Howard, as senior -surgeon, was made head of the 
sector which has the, London Hospital as its base. His retire- 
ment from the honorary staff of the London took place later 
in the same year, and was made an occasion by staff and 
students, past and present, for expressing appreciation of his 
outstanding work, his ever-ready helpfulness, and his modesty. 
In the report of the House Committee to the Court of Governors 
he was described as an eminent surgeon and an exceptional 
teacher. A fellow-surgeon who had been associated with him 
for seventeen years said how happy he would be to work under 
him as chief‘for another seventeen. He was described as an 
“ institution ” of the London, one who had exercised a profound 
influence on generation after generation of students and nurses ; 
while as for his medical colleagues, he was one of the great 
promoters ‘of professional amity, able to rub away any rough 
edges which may develop among men-working together, and 
to make the staff into something resembling a happy family. 
In “London” men, wherever they might be, and however 
remote or recent ‘their connexion with the Mile End Road, 
he took an immense interest. For many years he was treasurer 
of the Hospital Clubs Union, to which he gave long and 
untiring service, particularly in the raising of the funds for 
a new pavilion at Hale End. At the end of the last war he 
was made a Commander of the Order of the British Empire. 


Dr. Henry INGELDEW Daacetr died at Boroughbridge, 
Yorks, on Nov. 7, aged 78. He studied medicine at the Univer- 
sity of Cambridge and at St. Mary’s Hospital. graduating M.A., 
M.B., B.Ch. in 1890. Before setting up in practice at Borough- 
bridge fifty years ago he had held house appointments at the 
Nottingham General Hospital. Dr. Daggett joined the B.M.A. 
in 1893, was chairman of the Harrogate Division in 1927-8, 
and served as its representative at the Annual Meeting of the 
Association in 1906. He was also a past president of the 
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Harrogate Medical Society, and an honorary life member of the Research Council in 1936. The committee's investigations had 


St. John Ambulance ‘Association. On his retirement from active | 
practico in 1931 he received a public presentation from his 

ends and patients. His son, Mr. W. I. Daggett, F.R.C.S., is 
And ear department of King’s College, 
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Medical Notes in Parliament 
a 


, Bagassosis ` 

Mr. HERBERT MORRISON said on Dec. 3 that he had received 
from medical inspectors of factories reports on the condition 
described as bagassosis, caused by the inhalation of dust from 
cane fibre or bagasse (see British Medical Journal, Oct. 24, E 
478, and Nov. 14, p. '577). It was now being conšidered by the 
Medical Research Council.. Pending this investigation action 
could not be considered, but inquiries suggested that the condi- 
tion was not suitable for inclusion in a scheme of compensation 
on the lines of the schemes for silicosis and other forms of 
pneumoconiosis. - 


` Supplementary Medical Service of Scottish War Workers 

On-Dec. 8 Mr. Peraick LAWRENCE asked the Secretary of 
State for Scotland whether he had extended the area of the 
experiment in diagnosis and treatment of workers initiated in 
the Clyde Valley. Mr. JoHNSTON replied that the supple- 
mentary medical service which had operated in the Clyde 
Valley since January ‘last had, now been extended to cover 
workers of all ages in the industrial areas of Scotland. “He had’ 
„the entire concurrence of the doctors in this matter.. The first 
experiment covered 44% of the insured workers. Replying to 
Dr. Summerskill, who asked if the extension included depen- 
dants, Mr. Johnston said it dealt with workers. Dr. Summerskill 
asked if a housewife was-a worker, and Mr. Johnston said 
she was if she was a war worker. He also told Mr. McNeil 
that he was absolutely satisfied that there’ were sufficient beds to’ 
meet all kinds of cases referred.for hospital treatment undér' 
this scheme. ; . 


z Small-pox and Vaccination in Scotland 
~ On, Dec. 8 Mr. Vianr asked the Secretary of State for Scot- 
land in how many cases in the recent vaccination campaign 
,in' the Methilhill district was vaccination carried out in several 
insertions in violation of the instructions issued to public 
vaccinators. Mr. JOHNSTON said that the instructions to which 
apply to Scotland. The recom- 
mendations on technique ‘issued by the Department of Health 
for Scotland included scarification with three strokes one-eighth 
of an inch apart, but these recommendations were not legally 
binding. It was not known in how many cases, this recom- 
mendation was carried out by doctors. "i 
Mr. Johnston added that he was aware that some of the 
original cases of small-pox at Methilhill were at first diagnosed 
‘as chicken-pox by the assistant medical officer called in by 
the medical attendants. He was advised that the diagnosis of 

small-pox-in its early stages was not always easy. 
In reply to another question Mr. JoHNSTON said that accord- 
‘ing to.thé information at present available there had been 9 
deaths: in Scotland following vaccination during the recent 


‘outbreaks ‘of small-pox, when -about 1,000,000 vaccinations . 


ywere performed. Seven of these were registered as due to 
encephalitis (2 in Glasgow, 3 in Edinburgh, and 2 in Fife), 1 in 
Glasgow due ‘to erythema, and 1 in Lanarkshire due to 
toxaemia. 
measles, vaccination being stated to be a contributory cause. 


Compensation for Pneumoconiosis 
‘The Workmen's Compensation Bill was set down for con- 


‚sideration in the House of Commons on’ the next ‘sitting day 
after Dec. 3. This Bill proposes to extend Section 47 of the 
Workmen’s Compensation Act, 1925, to workmen suffering from 
pneumoconiosis and to provide for the payment of benefit in 
the'case of sucht workmen ; to enable the Treasury to contributé 
to certain medical expenses ; to amend certain provisions of the 
Coal Mines Act, 1911, relating to siliceous, rock ; and to amend 
the provisions of the Workmen’s Compensation Acts, 1925 to 
1941, relating to examining surgeons. The term “ pneumo- 
coniosis ” is defined as fibrosis of the lungs’ due to silica dust, 
-asbestos dust, or other dust, and includes the condition of the 
lungs knows as dust-reticilation.- 


. In the House of Commons on Dec. 8 Mr. PEAKE moved the £ 


‘second reading of the Workmen’s Compensation Bill, which, 


“he said,‘made provision for an industrial disease that had been 
_ the subject of an inquiry begun by a committee*of the Medical i 


b 


In addition, there was 1 death in Glasgow due to - 


established~a form of |pheumoconiosis which differed from 
silicosis and could not be said, on present information, to be 
due to silica dust, It could be distinguished by both” radio- 
logical and pathological] meth and was due to inhalation 
of air-borne dust in the|course of employment. It was found 
-to exist not only in the anthracite area but throughout ‘the 
South Wales coalfield, though incidence and severity varied 
greatly in different’ regions. It was also found in surface 
workers employed on 
- dockyards of South Wales. ‘There was confirmation of this from 
the Silicosis Medical B 
other coalfields similar jto those found in South Wales. In 
the mines the root ca of the trouble was the dust inevit- 





ably produced in the normal process of getting coal, and was* 


accentuated by shot-firing. 

Clause I extended Section 47 of the -Act of 1925, which 
enabled compensation sthemes to be made for fibrosis of the 
` lungs due’ to silica dust or asbestos dust, to ‘any form of 
pneumoconiosis. It would enable a unified compensation 
scheme to be made for silicosis and pneumoconiosis. The 
liability for com nsation in respect of futute cases would fall 
on the individual employer. Clause 2 enabled a benefit scheme 
to be made for dealing; with cases of men’ who had already 
left the industry since the comprehensive scheme for silicosis 
in coal mines was introduced in 1934 but who-had no right to 
compensation. It was proposed to pay 15s. a week in addition 
to national health insurance benefits in cases of total incapacity, 
and a death benefit to al widow at a flat rate of £250. 

Under Part U of the!Act of 1925, in the case of industrial 
disease, a certificate of disability could be granted only by the 
examining surgeon for |the district in which the disease was 
contracted and the workman was employed. Directions would 
now be given which would empower an examining surgeon in 
the district in which a workman might be residing to give the 
necessary certificate. 1 

Mr. Davip G expressed a hope that out of the 
schemė provided in Clauses I and II there would come a 
-regularly constituted board with a fund, financial resources, 
medical advice, and a ¢linical organization. Mr. Isaacs said 
that the clause which allowed the Hòme Office certifying sur- 

eon to certify in the district where a man happened to be 
ving was a very valuable concession. 


National Service: Earlier Enrolment of Youths 


In the House of Commons on Dec. 8 Mr. ERNEST BEVIN 
moved the second reading of’ the National Service Bill. He 
explained that the Gov ent did not intend to lower the age 
of liability to military service below 18, but the military situa- 
tion was such that it was necessary to make it possible to enrol 
young men- at 18. At] present it was from 18 years and 4 
months to 18 years and] 6 months before a person liable at 18 
- could be enlisted, and’ it was necessary to have a Proclamation 
and registratiqn and medical examination after reaching 18 
years of age. 
steps should take place at 17 years and 8 months. It might 
well: be necessary, as the war progressed and casualties occurred, 
to go up into the higher age limits, but'the Govgrnment desired 
to avoid that as much as possible. Experience showed that it 
took about four age clhsses at the upper end of the scale to 
give the same number as one class at the lower end. That was 
mainly due to reasons jof health and to physical capacity of 
the people called up. |~ 

Mr. Joun DUGDALE, jspeaking of the medical inspection of 
„ the boys who were called up, said he served for some months 
in a young-soldier battalion. These men were volunteers, but 
some of the medical inspections were nothing short of ludicrous 
At least 10% of the boys who came into the young-soldier 
battalions were totally |unsuited to go into the Army at all. 
. Mr. Harvey asked.for an assurance that where a university 
student was in the académic year in which he would become 18, 
if his work was satisfactory and he had a certificate to that effect 
from the proper authority, he should be able to complete the 
academic year. : 

Mr. .McCORQUODALE,| replying to the debate, said it would 
not be possible to deferjcalling up beyond June, 1943, to enable 
boys to take a course of study in arts at the universities. In 

-the present strenuous and serious position of, the war, they 
could not continue th courses. They were continuing to 
make arrangements for the reservation of bovs accepted as 
- Medical and dental students. The Bill was read a second time 
by 267 votes to 5. 


i 
. False Certification and Criminal Proceedings 
Sir DONALD SOMERVE replying on Dec. 9. to Sir Jocelyn 
Lucas, said the Director of Public Prosecutions made a full 
‘investigation in 1940 into the activities of a doctor who was 
recently ‘struck off the Register for’ giving, bogus certificates to 
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men to enable them to evade military service, and into other 
similar cases. It was decided then that the available evidence 
did net afford a basis for criminal proceedings. Since Sir 
Jocelyn put his question down inquiries had been made to see 
whether the position had altered so far as evidence for criminal 
roceedings was concerned. Sir Donald did not think it had. 
He added that as a result of the*investigation in 1940 a Defence 
Regulation was made strengthening the law on the subject. 
This was not applicable to acts done before it was made. 


- School Medical Inspection—Mr. Lipson on Dec. 3 asked Mr. 
Butler to withdraw Circular 1604, which recommended curtailment 
of medical inspection of children in elementary schools. Mr. BUTLER 
said he could not ‘do so. The medical man power position neces- 
, sitated the recommendations made in the circular. He regretted that 
in some areas the staff was insufficient to tarry out the full pro- 
gramme of medical inspection. ‘ 
Diet of Tuberculous Persons.—Mr. Brown stated on Dec. 3 that 
the special dietary needs of tuberculous p&rsons had been considered 
by the medical committee, including medical officers of the Ministry 
of Health, which advised the Minister of Food. Persons with active 
tuberculosis had a priority right to an exfra allowance of milk, but 
limitations of supply and the needs of others did not at present 
. permit an extra ration of eggs to tuberculous persons nor provision 
of extra milk for their contacts. 


Notes in Brief 

The number of cases of non: pulmonary tuberculosis notified in 
the County of London was 1,281 m 1938 and 903 in 1941, repre- 
senting a decrease of 29.5% between those two years. Deaths from 
tuberculosis among children under 15 years of age in the administra- 
tive county of London numbered 197 in 1938 and 220 in 1941— 
a 12% increase. ` 
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Universities and, Colleges 








> UNIVERSITY OF LONDON 

G. A. R. Kon, M.A Camb., D.Sc.Lond., has been appointed as 
the first occupant of the University Chair of Chemistry tenable at the 
Royal Cancer Hospital (Free), which was instituted just before 
the outbreak of war. Dr. Kon has been a member of the staff of the 
Imperial College of Science,and Technology since 1925, the title of 
Reader in Organic Chemistry being conferred on him by the Senate 
in 1935, ' * 


ROYAL COLLEGE OF -SURGEONS OF ENGLAND 
The following candidates were, successful in the recent Primary 
Fellowship Examination : ' ` 

R C. Barclay, H. W A. Baron, M. S Brett, J. B. Bnerlcy, A. E. Carter, 
J C Dundon, N Gillman, M Hany, H G S Komin, R W_ P Melsb, 
S Muntarbhorn, W. S. Peart, J. H Penrose, P. F Philip, A. F Robinson, 
Mary G. Shaw, O. L Wade, Chnstine M. Weddell, W. R. Welply, F R 

e 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS 
OF GLASGOW ' 

At a meeting of the Royal Faculty of Physicians and Surgeons of 
Glasgow, held gn Dec. 7} the President, Mr. J. H. MacDonald, in 
the chair, the Following were admitted Fellows of Faculty qua 
Physician :-J. Black, M.B., C. Borg, M D., G. G. Browning, M.B., 
A. J. V. Cameron, M.B., G. M. Currie, M.B., D.P.H, A. Dunn, 
M.B., D.P.H.; H. B. Young, M.B., Ch.B; D.P.H., was admitted a 
Fellow of Faculty qua Surgeon. 








The Services 








The King has approved the publication of the name of Lieut. 
(Temp. Capt.) K. I. H. Henry, R.A.M.C.; as having been com- 
mended for brave conduct. $ 

Prob. Temp. Surg Lieut. G. H. Murray, R.N.V.R., has been 
mentioned in dispatches. ` ' 


CASUALTIES IN THE MEDICAL SERVICES 


Temp. Surg. Lieut. ALFRED LEIGH PHILPS, R.N.V.R., is 
reported “missing, presumed killed” on active service last 
‘month. He was the son of Dr. F. E. and Mrs. Leigh Phillips of 
Milton, Berks, and graduated M.B., B.Chir. of the University of 
Cambridge in 1939., After holding a post at, the Victoria 
Hospital vem Children, Chelsea, he entered the R.N.V.R. in 

pril, 1941. 


Prisoners of War—War_ Subs. Capt: R. W. Doyle, R.A.M.C., 
jeut. B. I. Evans, I.M.S., War Subs. apt, B, F. B. Gulliver, M.C., 
ME: peung Major T. McLardy, .M.C., War Subs. Capt. 
Ac Juillan, A.M.C., War Subs. Capt, F. J. D. Webster, 


DEATHS IN THE SERVICES 


Major-General Howarp Ensor, C.B., C.M.G., C.B.E., D.S.O., 
late R.A.M.C., died on Nov. 22 at the age of 68. He was 
educated at Trinity College, ` Dublin, and graduated B.A. in 
1895 and M.B., B.Ch. in 1897, in whicl» year he also obtained 
the L.M. of the Rotunda Hospital. Before joming the regular 
Army he was in the West African Frontier Force. He served 
in the South African War with the R.A.M.C., receiving the 
D.S.O., the Queen’s* medal with four clasps, and the King’s 
medal with two clasps. In 1902 he was seconded to the 
Egyptian Army and did excellent work in the Sudan, being 
awarded the Order of Osmanieh in 1910 and of the Medjidieh 
in 1912. After promotion to the rank of major he was restored 
to the British establishment and served with much distinction 
in the war of 1914-18, being mentioned six times in dispatches, 
promoted brevet lieut.colonel, and awarded the C.M.G. He 
became substantive lieut.-colonel in 1915, colonel in 1925, and 
major-generak in 1929. For “he next four years he was 
D.D.M S. Eastern Command, and honorary surgeon to the 
King 1930-3 ; in 1937 he was appointed Colonel Commandant of 
the R.A.M.C. He had been awarded the C.B. in 1923 and the 
C.B.E. in 1928. General Ensor was a member of the B.M.A. 
and had served on the Egyptian Branch Council. 


Col. GEORGE WASHINGTON BRAZJER-CREAGH, C.B., C.M.G., 
late R.A.M.C., died in London on Oct. 10. He was born on 
June 20, 1858, and was educated at Trinity College, Dublin, 
where he took the L.Méd. and L.Ch. in 1880. Entering the | 
Army in 1881, he became lieut.-col. after twenty years’ service, 
and retired in 1911. During his service he conducted missions 
to South-East Persia in 1893-4; to Seistan, -Persia, in 1896-7, 
making extensive explorations of little-known regions through- 
out Eastern Persia and Baluchistan, and opening up the Seistan- 
Nushki trade route, being thanked for his work by the Govern- 
ment of India He took part in the Punjab frontier expedition 
of 1897-8 (medal and clasp) ; accompanied the Peking syndicate 
throughout North China in 1898-9; served throughout the 
South African War of 1899-1902, taking part in the relief of 
Ladysmith, including the actions at Tugela Herghts, Vaal 
Krantz, Spion Kop, and subsequently in operations,in Natal, 
the Orange Free State, and the Transvaal, being three times 
mentioned in, dispatches. He received the Queen’s medal with 
six clasps and the King’s medal with two clasps, and was 
appointed a C.MG. in 1901. He rejoined for service in the 
war of 1914-18 and was promoted col. in 1919. He served in’ 
France and Flanders as A.D.M.S. of the 39th Division, was 
mentioned in dispatches four times, and was appointed a C.B 
in 1917. ‘ 











Medical’ News 


A gift in kind of drugs to the value of £1,015 has been made to 
Mrs Churchill's “ Aid to Russia ” Fund by Lord Trent on behalf 
of Boots Pure Drug Co. Also as a gift to this fund the employees 
of George Gill and Sons (Sheffield), Ltd., in their own time are 
replacing 500 Spencer Wells forceps valued at £100 and lost ‘by 
enemy action. 


Sir Bernard Spilsbury has been appointed honorary treasurer of 
the Medico-Legal Society, ın place of the late Sir Walter Schroder. 


. Dr. M. T. Morgan, medical officer of health for the Port of 
London, has consented to act as consultant to the Ministry of War 








Transport. on questions affecting seamen’s health. 


Dr. W. St. John Cogan has been appointed a justice of the peace 


* for the County of the City of Edinburgh. ` 


Dr. Jean-David Buffat has succeeded the late Prof. Jean Rossier as 
director of the Surgical Clinic at Lausanne. 


Persons suffering from certain skin diseases may buy “ household 
type ” rubber gloves without a permit if they have a medical certi- 
ficate stating that they are suffering from long and intractable 
eczema, or cheiropompholyx,, or intractable dermatitis, and need 
these gloves for their household duties. 


Fifty per cent. of the inhabitants of Central and Eastern Finland 
and from 2 to 30% of the inhabitants of Western and Northern 
Finland are infested with Dibothriocephalus latus owing to the con- 
sumption of raw and badly salted fish. > y 

Medical officers of health are now asked to send to the Ministry 
of Health, in accordance with Public Health (Tuberculosis) Regu- ' 
lations, 1942, the necessary particulars concerning women born in 
the year 1922 who have a history of tuberculosis. The information 
should be supplied as before on Form T.147(W). ` . à 

' a t 

Dr. Wiliam Chisholm, who was on board a ship in the Merchant 
Navy which was sunk by a torpedo, is reported to be missing. , . 
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A recent conférence called by the Hospital Almoners’ Association 
to discuss a survey of the almoner’s work in hospitals to-day which No:47 


had been prepared at its request agreed that the almoner’s most 
important function—her medico-social work among patients—was 
often either overlooked*by committees of Management or seriously 
limited by far too many clerical duties. Only those administrative 

, duties, it was considered, which affected the welfare of the patients 
, Should be done by the almoner’s staff. Both the i 
and the subcommittee. of the, Royal College of Physicians which 
has under consideration the teaching of social medicine to medical 
students recognize the contribution to be made by almoners in this 
field. The former has asked the profession to draft plans of the 
part practising almoners can take in this instruction, while the 
Royal College has asked for outlines of an almoner’s model unit in 
a hospital to facilitate the teaching’ and the practice of social 
A Joint Council of Professional Scientists, representing over 
10,000 qualified scientists, has been Set up under the chairmanship 
of Sir Robert Pickard, F.R.S., by the Institutes of Chemistry and 

\ Physics in association with representatives of professional botanists, 
-geologists, mathematicians, and zoologists. It has been established 
for the period of the national emergency, but it may form the 


nucleus of some more permanent organization to ‘facilitate the close - 


collaboration between professional men and women practising in 
all branches of science. Communications to the Council should be 
addressed to Dr. H. R..Lang, honorary secretary, Joint Council of 
Professional Scientists, c/o the Institute of Physics, at its temporary 
address, the University, Reading, Berks. 


It is reported that the total area under cultivation with medicinal 
‘plants and herbs in the German Reich amounted in 1941 to about 
40 square miles. Of this’ about 5. square miles is in the newly 


acquired territories. 
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EPIDEMIOLOGICAL NOTES 
; Discussion ‘of Table 
In England and Wales during the week the incidence of measles 
rose by 1,833 while the notifications of diphtheria fell by 140. 
. Dysentery notifications went up by 46, and further rises were 
' reported in the other infectious diseases. ' 

Small increasės in scarlet fever were fairly general throughout 
the country, the largest pene 38 and 32 for Essex and Surrey. 
But in Yorks West Riding there was a decline of 67 cases. 

There were fewer notifications of diphtheria in most counties, 
the only notable drop occurring in Lancashire, where there 
were 38 fewer cases than in the preceding week. g 
, There were 29 and 23 fewer cases‘ of whooping-cough in 
Middlesex and Yorks West Riding, and 22 more.in Staffordshire. 
' The notifications of measles are still higher in the North than 
in the South. The largest rises were Yorks West Riding 527, 
Lancashire 373, Wales 245, Leicestershire 197, Nottinghamshire 
119, Southampton 102. Despite the upward trend throughout 
most of the country, a fall in the notifications was recorded in 
Derbyshire 117, and London’ 55. k 

The only new outbreak of dysentery during the week was from 
Derbyshire, 26 cases (Belper R.D. 25, Ashbourne R.D. 
Increases occurred ‘in the existing widespread outbreaks 
Lancashire, from 24 to 32 cases, and in Surrey, from 7 to 18 
cases. In Lancashire six administrative areas were involved, 
with the principal centre in Manchester C.B., 14 cases ; and in 
Surrey the cases were recorded from five areas, the largest total 
being Banstead U.D. 11. 
decrease a in ten boroughs. ` we 

_In Scotl there were still further riseg in the incidence of 
‘measles and noop COUR. 
are on the downgrade. ` 
‘139 in the city of Dundee. ‘ : 
\ In Eire the most notable feature of the returns was the sudden 
fall from 25 to 5 in the weekly number of cases of liomyelitis ; 
this was the lowest total.since the week ending Aug. 22, when 
- the outbreak began. Notificdtions have averaged just over 20 a 
week during the past three months. There has been a further 
` case of typhus in the tural district of Galway, Co. Galway. 


Small-pox ` “va 
~' After an interval of eight days without a case 5 more-cases 
‘of small-pox have been reported from Edinburgh: in 3 of these 
the patients belonged to one family, and 1 woman' of 58 died 


after admission to hospital, thus bringing the deaths in 
Edinburgh up to 6 . ' 


but diphtheria and scarlet fever 


Returns for the Week Ending December 5 
_The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 2,900. whooping-cough 
1,195, diphtheria: 1,011, measles 11,205, acute pneumonia 890, 
cerebrospinal fever 73, dysentery 191, paratyphoid 5, cyphoid 4. 
\ 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
‘We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles “during the week ended Nov. 28. 


Figures of Notiflable Diseases for the week and those for the corre- 


nding week last , for: d and Wales (London included). 
London (administrative | oie a id. (d) Eire. (e) Northern Ireland) 
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QUERIES AND ANSWERS 
Wartime Diet and Miscarriage - 
Dr H. W. H. HoLMmEs (Burnham-on-Sea) writes: With reference to 
your article, “ Wanted: A Nutrition Policy ” (Nov. 28, p. 640), 
is there any indication that the present wartime diet has any effect 
on miscarriages, which seem to be taking place ın an unusually 
large number, and how can it be rectified? 


Dressing for Cancer of Breast 
Dr. W. G B. HALLIDEN (Stroud) wiites: In answer to “ Deodar ” 
(Nov. 28, p 654) I would suggest the daily application of a liberal 
quantity of sulphanilamide powder This can be dusted on 
straight from the container and a dressing of liq. paraffin or liq. 
paraffin and eusol emulsion applied. I have found with this 
treatment that the ulcerating area shows a healing tendency, the 
discharge diminishes, and a marked deodorizing effect is obtained. 


“ INOFFENSIVE ” writes: A mixture of charcoal and iodoform will 
prevent the smell. This can be used as a powder or made into 
an ointment, and 5% or less of iodoform will suffice. 


“M” writes to say that “ Deodar ” will find eusol effective 


Income Tax 
3 Liability to Tax 
“ Colonial ” arrived from abroad, on leave, in this country on 
Oct. 10, 1942. He has no permanent residence here. He inquires 
as to the circumstances in which he may become liable to British 
income tax. ` 
“It is assumed that he has ‘not paid habitual but only 
occasional visits to this country in recent years. The statutory rule 
provides that a person who is resident abroad and comes to the 
United Kingdom is not liable for tax if he is here for some 
temporary purpose, without the intention ‘of. establishing his 
residence here and his stay does not last for a period of six 
months in any® one financial year. It follows, therefore, that 
“ Colonial ” cannot be regarded as a British resident until Oct. 5, 
1943—as the present financial year ends on April 5, 1943—aunless 
ın the meantime he forms the intention of establishing his resi- 
dence’ here If he does become lable as a resident he will be 
assessable for the year in which he becomes liable, but not in 
respect of pay not remitted to the United Kingdom. 


LETTERS, NOTES, ETC. F 
Adequate Vaccination 
G. D. G. (Dalkeith) writes: Sir Alexander Macgregor and Dr. Peters 

refer in their article on the 1942, outbreak of small-pox in 
Glasgow (Journal, Noy. 28, p. 627) to unsuccessful vaccinations 
and .revaccinations. Frequently people say they have “ been 
done” but as it never took they suppose they are immune; this 
ıs a widespread fallacy. I have received a letter from a retired 
matron of Indian Government hospitals who says: “I fave been 
in the throes of vaccination. In India I used to be done every 
year but it never once took I was done last July by a doctor on 
the Edinburgh M.O.H.’s staff without result, so when small-pox 
started I was again unsuccessfully vaccinated The doctor told me 
to come up again to see him in a week. This time a lady doctor 
did me and it took: very well. This ıs the first time in all my 
ufe that it has taken at all. I was always told I was immune- 
but never believed ıt.” A weak spot in the Vaccination Order of 
1929 was the direction given to public vaccinators to make a single 

ear incision instead of the scarification hitherto practised. ,In 
>~ > Glgsgow outbreak the single-stroke technique was discarded 

d three incisions were adopted as the standard practice A single 

uccessful vaccination was not accepted as evidence of immunity 
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There is room yet for more attention being paid to adequate 
vaccination. The lack of this adequacy has given the conscientious 
objector a weapon to hammer against this wonderful measure for 
securing small-pox immunity. ‘ 


e 
. First-aid Treatment for Fractured Spine 

Dr. A. R. NELIGAN (Droitwich) writes: I agree with Lieut.-Col. J. L. 
Moir (Oct. 31, p.°529) about the need for a simple standard 
, method. I suggest that the following way of lifting men on to 
the stretcher 1s better even than his five bandages, if only because 
poles will not always be handy. Four bearers: one for the head, 
one for the legs, one on each side of the trunk grasping.the tightly 
rolled edges of the unbuttoned blouse (or jacket) with hands as far 
apart as possible. Untrained men can lift a heavy patient easily 
and correctly in this way; he lies, as it were, in a hammock but 

with no sagging, and can be moved with very little disturbance. 


Lieut -Col. J. Le Mor (Anglesey), jn the course of a further letter, 
states that in order to distinguish his method for the first-aid 


treatment of fractured spine Journal, Oct. 31, p. 529) from others , 


1t has been decided to call it the Claike-Moir method, and he will 
bring it to the notice of the B.R.C.S. and the Orders of St. John 
and St. Andrew. But before doing this, as the matte: is of con- 
siderable importance, he is referring the method to the British 
Orthopaedic’ Association for their consideration and approval or 
otherwise. He continues: Dr. J. L. McKenzie Brown, First- 
aid Commandant, Civil Defence Service, Walthamstow, wrote 
me that he thought Procedures VI and VII in the order of 
my treatment should be transposed—that is, the lower limbs 
should be tied together by triangular bandages -befoie the 
patient ıs turned on his back. We quite agree with this, and” 
think this alteration should be made 


MEDICINE 100 YEARS AGO 


Extracts from a leading article on the regulations of the Royal 
College of Surgeons relating to admission to the ‘college diploma ; 
from the Provincial Medical Journal of Dec. 17, 1842: j 


“In October, 1841, the college published certain regulations, 
respecting the professional education of candidates for their diploma. 
Under these regulations a very respectable course of education was 
prescribed, including, amongst other improvements, attendance on 
the practice of surgery at some recognized hospital dumng a period 
of three years; and attendance on the practice of medicine 
during a period of one year. It was also announced by the council 
‘that after October 1, 1842, candidates would only be admitted to 
examination under the regulations alluded to, except under peculiar 
circumstances of apparent hardship.’ The amended regulations of 
October, 1841, were promulgated under the authority of the council 
of the College of Surgeons, and students had -prepared themselves' 
for the more costly and extensive acquirements expected from them, 
when, in the course of the present year, a rumour got abroad that 
the college was privately admitting great numbers of practitioners, 
without any regard to their own regulations—without requiring 
from them the samé proofs of professional education, which less 
favored individuals were compelled to furnish.... On the 18th 
of November last the college sent forth the following extraordinary 
document :— 


“* ROYAL COLLEGE OF SURGEONS OF LONDON 


“* The Court of Examiners having found that erroneous statements 
have lately been published respecting the mode in which gentlemen 
engaged in the practice of surgery may obtain the diploma of the 
co. , and that other candidates for the diploma have’ experienced 
difficulty and incOnvenience from inattention to the regulations, by 
which the required course of study has been, from tıme to time, 
augmented, or from inability to comply with those regulations, have 
resolved: That gentlemen who were practising surgery prior to 
1835, be. admitted to examination on producing proofs of such 
anatomical and surgical education as may be deemed sufficient by 
the Court of’ Examiners. That other candidates be admitted to 
examination upon the production of the several certificates required 
by the ations in force when they began their professional 


education by apprenticeship, or by attendance on lectures or hóspital | 


practice. 


“ 4 November 18, 1842.’ 

“ Though unwilling, at any time, to attribute other than honorable 
motives to respectable men, we must say that the preceding reso- 
lutions of the college require explanation. The motive alleged in 


“EDMUND BELFOUR, Sec. 


-the preamble, if we may so call it, is 1llusory, and a contemptible, 


blind to dece:wve the \profession. If ‘erroneous statements had 
lately been published,’ why not correct them in the usual manner? 
The periodical press is ever ready to assist the college in the cor- 
rection of error and the dissemination of truth. But the statements 
were not erroneous. The error—the deceit—lay with the college; 
and it is little less than a barefaced subterfuge tp, make the correc- 
tion of an error, which was of their own making, the pretence for 
issuing regulations totally unworthy of the cqllege, and at variance 
with the spirit of the age.” - ; 
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aei JOHN A. RYLE, M.D. ; 
Regius Professor of Physic in the University- of Cambridge ; Consulting Physician to Guy's Hospital 


For my annual wartime lecture I have ‘chosen on this be left by disease or injury with gross physical defects, in- 
occasion a subject which, curious though it may seem,- cluding loss of limbs, and nevertheless be abounding in vigour 
finds no special place or mention in the curriculum, 204 surpass in efficiency and happy achievement the majority 


Medicine is primarily concerned with the observational of his unscathed contemporaries. We must also allow that 


study (with a view to its relief) of di at the bedside, the criteria of health vary with age, sex, occupation, and race. 
in the consulting-room or clinic, and in the laboratory. -A good definition of health in the individual should convey 


Š : A a ; 4 the idea of competence: to perform and enjoy the tasks and 
Disease also has its own science of Pathology, which is functions appropriate to his or her age and sex. It should 


concerned with the more intimate laboratory investigation convey the idea of well-coordinated function, of life vigorous, 
of Its calises, Processes,. and consequences. But, notwith- well balanced, and attuned to its environment. It should 
‘standing that the study of health would seem to be the certainly mean something more than a state of “no disease.” 
proper preliminary to the study of disease, we find no Jn the training camps for the Army there are at present 
‘counterpart to medicine, no parallel observational science gathered together many young men who bave been passed as 
devoted to the fireside: or field-side or laboratory study ft for military service. After a few months of training they 
of health. Nor is there a science comparable to pathology are already an entirely altered set of men in appearance and 


Ah ~ : + as ` beari i fficiency and mental outlook, and they - 
which ‘deals with the more intimate causes, processes, and ting and physical e y UOO, An 
consequen of health. 7 not infrequently gain half a stone or more in weight in that 


- : ~- period. Jn addition thousands of men accepted for service are 

Hygeia, the daughter of Aesculapius, was the goddess of later found unfit to go through with their training. All these 
health, a subject in which the Greeks were intensely interested, were medically examined and labelled as fit for a virile pro- 
and hygiene originally meant the science of health; in modern fession, but they were obviously a long way from the optimum 
usage, however, it has come to convey the narrower meaning or possible vigour and development due to their manhood and 
of sanitary science. Physiology and anatomy, it is true, concern original physical endowments, They had not really achieved 
themselves with some of the processes and attributes and supply health. 

some of the standards of health; but as a rule they have If we go back to the O.E.D. and look up, not its definition 
little to say of its outward manifestations, of what may even but an earlier alternative for the adjective “ healthy,” we come, 
be called its “symptoms and signs,” or-of that elaborate co- J believe, a little nearer to what we are seeking. The old 
ordination of functions by which it is constituted. They touch adjective for healthy is “hale.” From “hale” the word 

| scarcely at all upon its causes and consequences. “whole” is also derived. --“ Hale,” we are told, means “free 

Please do not ‘think that I wish to extend or complicate from infirmity ; sound ; vigorous”; but “whole” has also 

the curriculum, but it is surely an omission that so little atten- come to convey the idea of completeness. By “the whole 
tion has been paid by the students of disease and their teachers man” we can understand not merely the “total man” in a 
to that state from which some deviation or ‘departure must. structural’ regard but man‘ in the fullness of his functional 
occur before the existence of disease is recognized. And so, development and integrity—that is to say, in £ physiological 
because it has a bearing on your future tasks and outlook, I and a psychological regard. The B.M.A. Medical Planning 
suggest that we give our minds to the subject of health and Commission has recently coined a much-disputed phrase— 

, how it might be better regarded and how more usefully observed “positive health ”—implying thereby something better than 
and studied. Let us begin by asking ourselves five questions: .“no disease.” It does not bear close analysis, and, if we 
(1) What is health? ; (2) Why is it important to know more . accept the idea of health as wholeness—implying fulfilment 
about health? ; (3) What are the principal symptoms and signs or completeness and co-ordination of function—the prefix 
or other criteria of health? ; (4) What are the causes and “positive” becomes unnecessary. 
consequences of health? ; and (5) How. in the future can we We are not, however, to infer that there is only one pattern 
make a better contribution to the promotion and maintenance of health or wholeness; for we know that the human species, 
of health? ; : , like other domesticated species, shows a wide range of varia- 
What is Health ? f - bility. Health manifestations, like disease manifestations, can 
There are -difficulties in the matter of health as a concept. vary from individual to individual. But we may insist that 

It is not at all an easy thing—less easy even than disease—to for each main type or variation due-to race, parentage, age, 

define, and most existing definitions are inadequate. My and sex there can be laid down certain criteria over and above 

Oxford English Dictionary defines it as “ soundness of body,” the mere absence of detectable disease which stand for whole- 

my medical dictionary as “a normal condition of body and ness or, health. These criteria have still to be more’ precisely 

mind.” The first of these is clearly insufficient. The second determined and described, for reasons which we must shortly 

leaves us with the old indedision as to what we mean by normal. discuss. Their description and measurement are among the 

It is possible for a man to pass every physical and chemical tasks of the science of health. = me 

test known to medicine and yet to be a very sick man—to : 

suffer, for instance, from severe recurring bodily discomfort Why is it Important to Know More about Health? 

or continuing mental anguish. On the other hand, he may This question may be considered from the point of view 
* An undelivered lecture prepared for the students of the Medica] of the student of medicine, the individual citizen, and the 

Faculty, University of Cambridge. ; š community. Unless the student of medicine (be he qualified or 
ak: of 4277 
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unqualified) has a good working knowledge of health® and 
health standards and manifestations, of the nature or physiology 
of what I shall describe as the “ symptoms” of health and 
of ite surface markings, he is not in a position to detect or 
. investigate the early deviations from it. Unless, furthermore, 
he appreciates that most of the symptoms of disease can be_ 
explained physiologically as exaggerations or depressions of 
the ordinary symptoms of health he will fail to appreciate 
those natural gradations between healthy and morbid function 
which are constantly discoverable in practice, and he will tend 
to think vaguely in terms of “normal” and “ abnormal” as 
though there wére a sharp division between the phenomena 
of health and the phenomena of disease. 

Dyspnoea in response to vigorous exercise is a symptom of 
health. Dyspnoea at rest or with trivial exertion is a symptom 
of disease. Flushing in a hot atmasphere is a symptom of 
health. It is also a symptom of fever when the internal, as 
opposed to the external, environment is modified by disease. 
Appetite is a symptom of health; pbor appetite and loss of 
appetite are among the most significant symptoms of disease. 

There is, however, quite another reason why the student 
of medicine should wish to know more about health. It is 
linked with a present and important reorientation of our pro- 
fessional thought. It is becoming steadily more apparent that 
in the future the emphasis of medicine will be increasingly 
upon its preventive and protective aspects, upon the social as 
distinct from, but supplementary to, the individual applications 
of accumulating knowledge. Instead of waiting to cure—or to 
try to cure—the individual of preventable disorders and diseases 
we shall endeavour to see that conditions are such that fewer 
and fewer individuals develop them; and, not content with 
those states of body and mind which can only be called “no 
disease,” we shall encourage by every method within our power 
the preservation- of health and the elevation, in the minds of 
doctors and laity alike, of the idea and the standards of health. 


Apart from the hundreds of thousands of people in these islands ° 


who suffer from active and diagnosable disease and „àre either 
bed-ridden or in other degrees incapacitated from full and 
useful citizenship, there are millions, like the recruits to whom 
I have referred, who might by our present rough standards 
be placed in category A, but who could not~while lacking 
signs of evident disease—be considered as really healthy or 
whole. Although unalterable ancestry would commonly be 
found to have provided initial handicaps, environmental factors 
(in many cases alterable),-operating on body or mind, or both, 
would be found to have the more widespread adverse ‘influence. 

The better and earlier assessment of the lesser degrees of 
what we have come to call “ill-health ” (really a contradiction 
in terms) in individuals and the community is becoming an 
urgent duty. The study and recognition of the causes of disease 
and debility, and of those states which have no name and 
often evoke po open complaint but which fall just short of 
health, have Wed us back at last to the recognition and the 
need for the better discrimination of the causes of health itself. 
To some of these I must shortly refer, but they are nowhere 
better illustrated than in the field of nutrition. 

If you want illustrations of what I have in mind you have only 
to keep your eyes open in buses, tubes, and trains and to ask 
yourselves what proportion of your fellow travellers, even on 
a superficial and untrained inspection, would be likely to prove 
really healthy or whole. In mining and industrial districts and 
slum areas you would find the levels of fitness more con- 
spicuously on the debit side; for here you would see at all 
ages a far greater proportion of stunted bodies, pale faces, 
and bad teeth. Here, too, on a basis of the same crowding 
and poverty, tuberculosis, rheumatic fever, and diphtheria find 
the opportunity which they are ceasing to find in kindlier social 
climates. Briefly we may say—and none could dispute us— 
that health or wholeness is far too tare, that the standards 
of health which we have allowed to pass are far too low, 
. and that many of the causes of this state of affairs are now 
apparent and are to be found in defects of environment, df 
education (both mental and physical), and of rest, recreation, 
ventilation, and nutrition, As the doctors of the future you 
must begin to think how this situation can be remedied. By 
demonstration of what can, in fact, be quickly achieved, as 
ibrough the provision of better conditions for two sections of the 
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community only—the elementary-school child in feacetime and 
the recruit in wartime—the people as a whole must eventually 
be persuaded of the possibility of the real health that is their 
due. What they ought to possess and its importance in a 
‘national regard have long been recognized, as witness the old 
adage, Salus populi suprema est lex, or Disraeli's insistence 
that “ the health of the people is really the foundation upon 
which their happiness and all their powers as a State depend.” 


The health of the people has been greatly served, let us 
admit, by a number of epoch-making discoveries, by numerous 
public health measures, by political and economic changes and 
(except in the matter of war-proneness) by the general upward 
trend of our civilization. Curative medicine and surgery have 
also played no inconsiderable part. In future the preservation 
and wider distribution of health in the community, based upon 
a better understanding of its causes and not only on a knowledge 
of the causes of disease, wi nfake contributions as remarkable 
as any of these. ` 

But if we are to control health we must know how to diagnose 
it and we must further elucidate its causes. It is by such 
means that we have learned to control disease. Pathology has 
provided the basis of much physiology. Similarly clinical study 
can point the way to the study of health, for’ clinical training 
provides the right methods and encourages the right aptitudes, 
although it has not always led as promptly as it might have 
done to the right inferences and actions. 7 


The Symptoms and Signs of Health 

We all know vaguely what we mean when we say that we 
“ feel fit.” The top-of-the-world feeling at the height of a good 
holiday ; the keen appetite and good digestion and regularly 
acting bowel; the pleasing muscular aptitudes; the tingle of 
bare’ skin in sun or wind and its free response to changes of 
temperature and to exertion; the pleasant sense of muscular 
fatigue at the day’s end (so different from city weariness) ; the 
even: temper ; the gay spirit and the ready laughter—all these 
are symptoms of health. In youth many of them are experi- 
enced apart from holidays. The, older we become and the 
More occupied with affairs and cares and sedentary occupa- 
tions, the less fully aware are we of all these pleasant sensory 
phenomena and the more surely does it require a long holiday 
in good surroundings to recall them. As the mode of our lives 
becomes less wholesome we become, indeed, less whole. We 
may well wonder whether the working men or women in the 
poor streets-of our crowded cities, whose holidays seldom if ever 
run to a week and whose incomes rarely allow of rest and 
refreshment in the country or at the seaside, have ever enjoyed 


what most of us here have enjoyed of true health or wholeness. 


Now, just as loss of appetite, irregular bowels, undue fatigue, 
poor sleep, greasy or dry skins, ruffled tempers, and Jow spirits 
—not to mention more definite aches and pains or depression, 
dyspnoea, or dizziness—have their diagnostic significance and 
physiological interpretation, so too have the subjective 
phenomena of health their diagnostic significance and physio- 
logical interpretation. Their more intimate meanings have 
not in most instances been fully worked out as yet, for bodily 
and mental sensitivities are still more delicate than our chemical 
and physical tests. Professor Adrian has not tapped or taped 
them all with his electro-encephalogram, or taught us how to 
amplify them with his loud-speaker for purposes of demonstra- 
tion or analysis.. But this does not mean that they cannot in 
the meantime be usefully studied by observational and descrip- 
tive methods and elucidated by inference and comparison ; or 
that their causes cannot be sought as physicians have long 
sought, by patient watching and record, the causes of their 
counterparts—the symptoms of disease. Their study is naturally 
helped by parallel observations on the objective manifestations 
or “signs” of health. The fresh colour and fine texture of 
the skin, the crispness and lustre of the hair, the good teeth, 
the sweet breath, the upright and graceful carriage, the firm 
limbs, the easy breathing, the frank manner, the free movements 
on- the track or the tennis court or in the swimming-poo!— 
all these are among the eloquent signs of health in youth. In 
the child we see the softer skin and other sprightliness of 
movement, other gaieties, the skipping progress of the small 
girl home-coming from school; in the infant the firm roll of 
fat at the wrist, the contentment, the absence of crying (except 
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under the compulsion’ of hunger or a passing pain), the ‘earnest 


attempts at crawling, standing, or walking, the lovely postures ' 


of sleep; and in the -old—even though movements now be 
slow and ` memory less quick and laughter a less boisterous 
‘affair—we sometimes witness the silver locks and rosy porcelain 
skins and a serenity of mind which are the true manifestations 
-of health in age. ` > 

And when as physicians y we have occasion to' make our 
routine examinations at these various ages we learn that there 
are behaviours in'respect of body-weight and build and growth 
and sleep and bowel and bladder function, of menstruation, of 
“pulse rate and blood pressure and haemoglobin percentage, 
„which are appropriate and natural and may be counted among 
the measurable criteria of health. Or we may detect departures 
from them which give us pause or, may be, lead our inquiries 
to the discovery of incipient oņ established disedse. 

Why should you not begin your training in the ‘observation 
of these things now? Why should you not seek fer physio- 
‘logical explanations of the familiar symptoms and signs 
consistent with well-being or ‘its borderland states, that you 
may the better recognize those of more patent disorder or 

. disease when they begin to come your way? Appetite, hunger, 
satiety, laughter, blushing, hiccups; yawning, sneezing—here 

’ are familiar symptoms ready to hand and inviting your inquiry. 
I suggest that you try and write a full description of any 

, one of them to-morrow. I should like- one day to see some 
' pood cinematographic illustrations of man’s strange convulsive 

, phenomena—of laughter, sneezing, and hiccups—and to study 
them in slow motion. The better you can describe and explain 
‘these events, the better, later on, will you describe and under- 
stand fits and flatulence, nausea, vomiting, and vertigo when 
you take up your work in the clinic. There, although it is 
common—too common—to account as “ interesting cases ” only 
those of the more rare or advanced diseases, it should really 
‘be our first pride and purpose—remembering the features and 
phenomena of health—to detect the earliest departures from 
it, to recognize morbid conditions when they are more 
susceptible of arrest or cure, to be more familiar with- those 
miultitudinous shades and varieties of unfitness which might 
have been altogether avoided. For the physician with a 
naturalist’s eye, moreover, the study of all these phenomena 
of life, whether healthy or morbid, can come to have a fascina- 
tion of its own, and quite apart from special uses. 


The Causes and Consequences of Health 

The causes of health, like those of disease, are to be found 
in ancestry-and environment. In nature (which we will assume 
to mean in all wild species living under conditions unmodified 
by man) the survival of the more robust and adaptable breeds 
and individuals, together with natural activity, results in the 
maintenance of a high and even curve of health. The unfit 
do not long. survive, and, whether in a nest of ants, a flight of 
swallows, a school of porpoises, or a herd of deer, it is unlikely 
that the most skilled clinical survey would reveal anything 
like the variability in body-form, weight, colouring, vigour, 


and other criteria that such a survey would reveal, shall we. 


say, in domesticated cattle or a native tribe. In a so-called 
civilized community the variability is far greater, and deviations 
„from the mean in respect of stature, colouring, and health, 
and even the unlovely features of declared disease, are all more 
frequent and more apparent. Variation under domestication 
was, as you know, one of Darwin’s special studies. Man has 


constantly increased his variability as- well as that of his' 
His animals he has bred‘for new types, for - 


domestic animals. 
quality, and for quantity. By his own modes of living and 
social organization, however, he has produced many deviations 
from health, and by-his self-protective measures he has made 
it possible for the unfit to survive in large numbers, whether 
their unfitness has been due to genetic or environmental factors, 
or to both. He has both bred morbidity and preserved it. 
-And now he is seeking the answers to his mismanagement. 


Students of eugenics (which has been defined as “the study: 


of agencies under social control that may, improve or impair 
the racial qualities of future generations’ either physically or 
mentally ”) formerly applied themselves especially to those 
hereditary influences which are accounted inimical or favourable 
to man. To-day they are more’ alive to the importance of 
environmental influences and to the fact that these are -also 


So a 
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more controllable. Medicine and preventive medicine and other 
forms of social service, together with physical training and 
education, are among the agencies whereby we have sought to 
keep individuals and communities in health. It is clear tHat 
we cannot at present influence national health to any great 
extent by applications of geneticg. We cannot adopt the methods 
of the stock-breeder with his flocks and herds. Such is our 
Tespect for the liberty of the individual—and; I might add, our 
disrespect for the race—that we cannot yet control, by segrega- 
tion or sterilization, the excessive fertility of village half+wits 
who perpetuate their kind with multiple illegitimate births. We 
cannot at present even do much towards encouraging the general 
fertility of the fit and discouraging ‘the general fertility of the 
unfit. Economic and other insecurities have tended to the 
serious artificial limitation of families on the part of those 


` most worthy to rear thêm. 


There are, however, a number of things that could be done 
to ensure and assist the health of the people by modification 
of their actions and habits, their nutrition, and their environ- 
ment. Better food, better education in the purchase and 
preparation of foods, better general and technical and sex 
education, better wages, better housing, social insurance, 
holidays with pay, opportunities for games and recreation, the 
provision of every advantage which ‘infantile and child health 
and growth require—these are possible things. These are 
themselves among the more important causes of health. And 
in -the schools and the universities, in the Services and the 
training camps there should be ample opportunities for the 
more intimate study and measurement and cultivation of health, 
and for physiological experiments in health regulation and 
control. The study of growth in childhood and adolescence 
and of the relative influences here of nature and nurture awaits a 
full inquiry. 

You will rightly comment that the social reorganization needed 
to provide the-adequate causes of health is not within the 
immediate .province of science or the doctor. It is not my 
purpose here to go outside that province except to remind you 
that it is upon the wise application of science to human 
problems that some_of our greatest human and social advances 
have been and must in future be based. The more carefully 
you use your eyes and other sense-organs, the more accurately 
you collect and correct your data, the more factual arguments 
you can assemble to show that health or wholeness is some- 
thing better than “no disease,” that its symptoms and signs 
and measurements are this and that and its causes or antagonists 
such and such, the-more incumbent will it be upon peoples 
and their Governments to ensure that the lessons of your science 
are eventually and effectively applied. They took the advice 
of doctors about infectious disease as it were but yesterday. 
To-morrow they will take it about nutrition and housing and 


. working hours, and that degree of security of prospect without 


which it is impossible to maintain full sanityeof mind and 
soundness of ‘body. 


Of the consequences of health need we say more than that 


‘it paves the way for happiness and performance and makes 


for more effective individual and national life and labour, 
and so helps production and prosperity and provides, in fact, 
a nation’s best economy? How much fitter our recruits would 
have been, how much less striking the contrast in stature 
between many of our home troops and their cousins from over- 
seas, and by how much our war output might have been 
increased in these war years, if we had attended to health as 


‘assiduously as we have attended to wealth in the pre-war years! 


And what a nation we could become again if we would but 
accept and act upon the fundamental principle that, for the 
individual and the community, health of body and mind and 
the things that secure them are the most important of all 
economies and the surest shield against adversity and discontent 
and conflict! To quote Disraeli once again, “The health of 
the people is really the foundation upon which their happiness 
and all their powers as a State depend.” 


-The Future 
If the human world can be saved from its most immediate 
enemies and dangers, the future, or an important part of it, 
will be in your hands. To its better building you must direct 
your science and your humanism, and you must see thag these 
two forces work in the closest partnership. The word “ doctor ” 
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means “a teacher,” although in this country it has also come’ 
to have the more special meaning of “healer.” One of the 


functions of doctors is to contribute of their knowledge and 
experience to the development of a healthier and happier state 


and to the education not only of the people but of the people’s ~ 


leaders. I would urge that yqur science and your humanism 
must come to serve the State in fuller measure than the science 
and humanism of the older generations have done. 

Will you accept, therefore, that you are going out into the 
world in a few years’ time not only to cure and palliate disease 
but—true to your title of doctors—to teach health and the 
causes of health and the necessary provisions for health, 
remembering always that this teaching must first find a firm 
basis in the science of health? Towards all this your present 


studies provide an important introductory discipline—but only , 


a partial one, for the emphasis of feaching is often in the 
wrong place, and the co-ordination of your many subjects is 
not yet what it might be. Jn muche the same way it may 
be urged that our existing medical services often apply the 
emphasis in the wrong place and Jack the co-ordination we 
would one day like to give to them. And so will you in your 
generation also help us in ours to bring health or wholeness 
to our educational systems and to those collaborations of social 
and individual medicine with which it will one day be your 
privilege and responsibility to serve the people of this and 
other countries? 

Last of all, for I have not yet mentioned your very proper 
duty to yourselves, remember that the doctor who has poor 
opportunities or a scant regard for his personal health—which 
above all other blessings should bring balance to his life and 
judgment to his work—can scarcely become the most respected 
and effective teacher. 





TREATMENT OF SUPERFICIAL TUBERCULOUS 
LESIONS BY LOCAL APPLICATION 
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chool of Medicine 
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A. D. LAPP, M.D., D.P.H.Toronto 
Senior Resident Medical Oficer, Glan Ely Tuberculosis Hospital, 
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(From the Welsh National Memorial Association) 


The results ebtained by Feldman, Hinshaw, and Moses 
(1940, 1941, 1942) in the treatment of experimental tubercu- 
losis in guinea-pigs by promin (sodium salt of p,p’-diamino- 
diphenylsulphone - N , N’- di - [dextrose sulphonate]) have 
aroused great interest both in America and in this country. 
Not only did the drug, given daily by mouth, prevent or 
limit the development of disease, in animals inoculated with 
a virulent bacillary strain, when treatment was begun on 
the day of infection, but even when it was delayed for six 
weeks thereafter the effect was pronounced, and in some 
animals no tuberculous lesions were found at necropsy 
_ 192 days after inoculation. Feldman, Mann, and Hinshaw 
(1942) have now repeated the experiments, but have proved 
by biopsy the presence of microscopic tuberculous lesions 
in the livers of the animals when treatment was started, 
six weeks after infection ; and again several treated animals 
showed no lesions at necropsy, at 224 days. While séme 
factors involved in these results require further discussion, 
they appear to be the most impressive yet reported in the 
chemotherapy of tuberculosis in the guinea-pig. 








ee 

The guinea-pig tolerates a daily dosage, by mouth, of 300 to 
400 mg. over long periods. In man, unfortunately, much lower 
dosage relative to weight may soon produce toxic effects, 
particularly haemolytic anaemia. Trial treatment of pulmonary 
tuberculosis has been fairly extensive, tlfough published results 
are yet scanty. But, from wide informal discussion, it appears 
that outstanding success has not been attained with any dosage 
which is well tolerated. 

One of us (W. H. T.) has had-in hand for some seven months 
a guinea-pig experiment similar to those of Feldman, Hinshaw, 
and Moses, with comparable results, so far as they are yet 
apparent. The very evident effect of the drug in this experiment 
suggested that it might be exploited in the treatment of 
accessible non-pulmonary lesions, to which effective concentra- 
tions might be applied locally without producing a toxic blood 
level. ` After treatment of this type had begun, we learned that 
in America promin has been applied locally by spray-or inhala- 
tion in some cases of laryngeal or tracheo-bronchial tuberculosis, 
with good results. More recently we have heard, by personal 
communication, that Dr. G. T. Allerton of Torquay has been 
applying the drug to superficial lesions with much success. 


Method 

The high solubility and rapid absorption of promin indicated 
that the maintenance of an effective concentration in the lesion 
might require frequent application of strong solutions unless 
the drug were incorporated in a medium which would limit 
diffusion. The medium first tried was tragacanth, which at 
relatively low concentrations gives a stiff insoluble jelly ; and 
this medium has proved so satisfactory that no extensive trial 
has been made of others. One preparation of promin and 
tragacanth in glycerin was made, in the hope that the gum, 
by absorbing water in the lesion, might produce a stiffer gel 
than could be injected, but the preparation in itself proved 
difficult to handle and to inject. The use of tragacanth, however, 
makes sterilization difficult. Promin in 40% solution may be 
autoclaved at 120° C., and if cooled slowly remains in solution, 
particularly if 5% glucose has been added. If the solution is 
cooled rapidly, or with weaker solutions in any case, precipita- 
tion occurs, though solutions of 1% or less only become hazy. 
But, owing to the insoluble nature of the tragacanth gel, and 
to the stiffness required, it is not practicable to sterilize the 
gel separately and then add the necessary promin in sterile 
form. For the lesions so far treated, therefore, we have not 
attempted sterilization, but have relied on the- bacteriostatic 
effect of the drug, which is considerable at the strength used. 
For injection into closed serous or similar cavities, however, 
it would be desirable to develop some method of sterilization 
which would exclude the presence of viable spores, particularly 
those of Cl. tetani. 

In the preparation of a smooth jelly the most important step 
is the rapid dispersion of the tragacanth powder throughout 
the aqueous solution, before swelling and lump formation occur. 
The promin solution, in a beaker, is stirred mechanically by 
a rapidly rotating propeller blade, and the tragacanth is dusted 
in directly over the blade. The jelly is then smoothed out by 
sucking in and expelling through the bare nozzle of a large 
syringe, and finally by expelling through an attached needle 
(18 S.W.G.). Two different batches of tragacanth have given 
satisfactory gels at 3.5% and 3.0% respectively, the stiffness 
being such that considerable pressure is required to force it 
through the needle. In use the jelly is either sucked into the 
syringe through the bare nozzle, or may be filled into the 
open barrel, and ‘injected either through the needle or, for 
sinuses, through a fine catheter tied to the nozzle. The first 
jelly contained 5% promin, which caused no irritation, and 
was increased to 10% and then 20%. The latter caused increase 
of exudation, and though the end-results were good we have 
now gone back to 5% as giving equally satisfactory results. 

At the time of writing 10 cases have been treated in Glan 
Ely Hospital, Cardiff, of which notes are given below. So far, 


‘ only such lesions have been selected as were easily accessible 


either to aspiration and injection or to instillation into open 
sinuses. > 
Case Notes: Closed Abscesses 

Case I.—Man aged 25. June 13, 1942: Admitted Glan Ely 
Hospital. Pulmonary tuberculosis, caries dorsal spine. Abscess 
pointing in lumbar region; 170 c.cm. pus aspirated; 5 c.cm. 


Dec.°26, 1942 
6 ` 


PROMIN FOR TuseRcuLots 


JEE] [a 


LESIONS'*** 749 


MEDICAL JOURNAL 








romin (5%)°in glycerin injected. Repeated nine times to 
uly 17; about 40 con pus each time. Aug. 4: 140 c.cm. pus 
aspirated ; 5 c.cm. P. je Z 10%) injected. Sept. 18: 42 c.cm. 
pus aspirated; 8 c.cm. P. jelly (20%) injected. .No further 

iraton evita Laboratory Report-—May 12, 1942: Pus; 
acid-fast bacilli found® after concentration. Culture yields 
growth of- human type T.B. No other orgarisms in film or 
blood-plate culture. 


Case 2.—Man aged 37. June, 1941: Admitted Glan Ely 
Hospital.: Advanced pulmonary tuberculosis. Fair progress 
to June, 1942, when red swelling appeared in midline above 
sternum, and another in right axilla, both fluctuant. June 23: 
Neck abscess ; 4 c.cm. pus aspirated; 2 c.cm. P. jelly (5%) 
injected. June 25: Repeated. June 28: Abscess broke down, 
and healed completely in a few days. July 2: Axillary abscess ; 
14 ccm. pus aspirated; 4 c.cm. P. jelly (5%) injected. July 
6: 22 ccm. esi 4 ccm. P. jelly (5%) injected. A did 
not refill. pt.: Abscess formed over middle of sternum. 
Aspirated three times at three-day intervals ; each time 3 c.cm. 
pus: 2 c.cm. P. jelly (10%) injected. A few days later the 
abscess broke down, and then healed‘ rapidly. Nov.: General 
condition improved ; no further abscesses. Laboratory Report. 
-June 23, 1942: Pus; acid-fast bacilli in film. Culture yields 
powt of human type T.B. No other organisms in film or 

lood-plate culture. 


Case 3.—Man aged 33. Sept., 1941: Pain in’ back. April, 
1942: Dorsal swelling; pus aspirated in hospital. “July 7: 
Admitted Glan Ely Hospital. Radiograph showed caries 
D.V. 12 and L.V. 1. Large abscess lowér dorsal region ; 
aspirated.. July 20: 3 c.cm. P. jelly (5%) injected. July “23: 
3 ccm. (5%).` Aug. 26: 14 c.cm. (20%). ug. 30: 9 ccm. 
(10%). Sept. 3: 8 ccm, (10%). Sept. 8: 5 c.cm. (10%). Sept. 
18: 5 ccm. (10%). Nov.: Abscess remains flat since last 
treatment. j ; - ` 


Case 4—Man aged 34. 1931: Tuberculous left testicle 
removed. - Discharging sinus from right testicle for four or five 
years. Dec., 1938: Pain in back. Aug., 1939: Radiograph 
showed caries D.V. 11. Sent home on plaster bed. July 2, 
1942: Readmitted Glan Ely Hospital for observation, Nervous 
disturbance, diagnosed functional. Aug.: Up. Sept. 5: Abscess 
lumbar region; aspirated, no pus obtained; 2 c.cm.. P. jelly 
(20%) injected. Sept. 11: Fluctuant, 4 c.cm. thick pus aspirated ; 
3 c.cm P. jelly (20%) injected ; abscess gradually became non- 
fluctuant. Nov.: ‘Only small hard area remains. Laborato: 
Report.—Aug. 11, 1942: Urine—pus, but no acid-fast bacilli 
in film. Culture yields growth of human type T.B. 


Case 5.—Man aged 41. June 11, 1942: Admitted Glan Ely 
Hospital. Suspected tuberculous spine. Diagnosed probable 


new growth, belied by steady clinical improvement. Oct. 16: . 


Abscess lumbar region ; 35 c.cm. creamy pus aspirated ; 5 c.cm. 
P. jelly (5%) injected. Abscess disappeared fairlv rapidly. No 
further aspiration necessary or possible. Laboratory Report.— 
Oct. 16, 1942: Pus; no acid-fast bacilli after concentration. 
Culture for T.B. negative so far (21 days). Film shows cocci. 
Blood-plate culture gives pure growth Staph. aureus. 


Open Sinuses 


Case 6.—Man aged 31. Nov., 1940: Injury to back ; pain 
sver since. . July, 1941: Lumbar abscess. Nov. 15: Admitted 
Glan Ely- Hospital. Caries lumbar spine, sinus lumbar region, 
persistent to July, 1942. July 7: 1 c.cm. P. jelly (5%) instilled 
oy catheter; continued daily-to Sept. 1, when sinus was too 
small to retain jelly. Nov.: Still a superficial remnant ; small 
discharge. Laboratory Report.—July 11, 1941: Pus; acid-fast 
zacilli in film. Culture yields growth of human type T.B. No 
ather organisms ‘in film or blood-plate culture. g 


Case 7.—Man aged 28. Jan., 1941: Abdominal pain ; fever. 
Feb. 28: Laparotomy ; tuberculous peritonitis. Aug. 10: Per- 
sistent sinus in laparotomy wound, no pro Feb. 2, 1942: 
Admitted Glan Ely Hospital. Faecal. stu a, which closed but 
eft persistent sinus. July 17: No fistula; sinus remains, 
l-c.cm. P. jelly (5%) instilled by catheter daily to Sept. 1, when 
sinus was dry. Nov.: Healed scar, firm and healthy. 


- Case 8.—Man aged 31. June, 1941: Swelling left loin. July: 
Dpened in hospital. Nov.: Radiograph showed caries of 
umbar spine. Feb. 19, 1942: Admitted Glan Ely Hospital. 
Sinus discharging thick foul pus, continuing to July. July 17:- 
5 com. P. (5%) in glycerin instilled to bottom of sinus; con- 
inued daily.. P. jelly (20%) used for three weeks, continued 
‘O' present ;‘now using 5%. Discharge at first increased and 
thinner; later decreased. Nov., 1942: Sinus still open, but 
nuch shallower, with little discharge. Laboratory Report.— 
luly, 1941: History states pus reported sterile. ~ 


Case 9—Man aged 22. Treated in Glan Ely Hospital, Oct. 
15, 1936, to July 7, 1937, for caries of lumbar spine. Dis- 


` 


1 


admitted. 


e 
charged quiescent. Worked to Jan., 1942, when he fell and 
injured back. May 25: Readmitted Glan Ely Hospital ; abscess 


pointing in right groin; repeated aspirations. Aug.: Sinus 
ormed. Aug. 30: 5 c.cm. P. Weg %) instilled to bottom of 
sinus ; since then, 3 or 4 c.cm. 20% every four days. Nov.: 


Sinus very shallow; no pus. Treatment continues. Laboratory 
Report.—May 28, 1942: Pus; acid-fast bacilli after concentra- 
tion. Culture yields growth of human type T.B. Film shows 
some Gram-negative bacilli, but blood-plate culture sterile. 


Case 10.—Man aged 23. April, 1941: Doubtful history of 
ain in back. Nov.: Swelling left groin, opened in hospital. 

ay 21, 1942: Admitted Glan Ely Hospital ; discharging sinus ; 
radiograph showed caries L.V. 4 and 5. Sept. 8: Abscess point- 
ing over right ilium ; aspirated every three or four days, and 
5 c.cm. P. jelly (20%) imjected. Sept. 29: Abscess broke down ; 
catheter passed into sinus 16 in. deep; 5 c.cm. P. jelly (5%) 
instilled to bottom,’ continued daily to present. Nov.: Dis- 
charge less, and thinner. * Sinus about 6 in deep. The first 
injections into closed abscess did not reach beyond superficial 
part of the large cavity. , 


~ Three other cases of cervical adenitis with abscess formation 


were treated, but a8 the lesions were opened and scraped shortly 
afterwards the results are without significance. A 


Discussion s 

With the exception of Case 5 all the lesions treated were 
considered on clinical grounds as undoubtedly tuberculous. In 
4 cases tubercle bacilli were demonstrated by film and culture, 
and in a further case, No. 4, in culture from the urine. All 
cultures were human type. In the two closed abscesses, and 
in one of the two sinuses, in which tubercle bacılli were 
demonstrated, there was no secondary infection at the time of 
examination. In the other sinus Gram-negative bacilli were 
seen in film but did not grow in culture. 

While the results were somewhat irregular the clinical opinion 
is that the improvement in all was greater or more rapid 
than would have been expected by orthodox methods applicable. 
In Case 2 the results were spectacular, in that three different 
abscesses each healed completely within two weeks of starting 
treatment, leaving only small fibrous residues. 

In two cases, each ʻon one occasion, there was a rise of 
temperature on the day after treatment, probably depending 
on disturbance of large abscesses. Apart from these isolated 
events. nothing that could be interpreted as a toxic effect was 
seen. -7 

It is thought that these results justify a more extensive trial 
of the drug by local application to suitable lesions, and possibly 
to more deep-seated lesions which can be injected. At present 
we are turning our attention particularly to cervical glands 
in which softening has occurred. These lesions can be treated 
by injection in the dispensaries, and it is hoped in this way to 
obviate the need for operative measures, often involving a 
long wait for admission to hospital, with prejudice to the 
patient and the occupation of valuable -space when 


We wish to express our gratitude to the manufacturers for liberal 
supplies of the drug, and to their medical representative, Dr. J. 
Stanley White, for much assistance and_ information. We also 
acknowledge gratefully our obligation to Dr. A. Brownlee, medical 
superintendent of Glan Ely Hospital, for permission to carry out 
the investigation in that hospital. -> 
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Those who claim that they derive valuable information about the 
heart from the quality of its sounds may find some graphic support 
in the vibrocardiograms of Kountz and Smith (Southern med. J., 
1942, 35, 713). Using a special microphone actuating a cathode 
ray, they record all sound vibrations between 1 and 500 cycles per 
second generated by the heart. Certain features of the graph so 
produced appear to change in quality in patients with “ myocardial 
disease.” It is impossible to evaluate the results because clinical 
details’ are entirely lacking. However, the method deserves atten- 
tion, for the quality of the heart sounds and its relation to disease 
is still a- vexed question, and if it can be settled by graphic means 
it will be helpful. 
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, BUBERCULOSIS DEATHS AND THE WAR 


BY 


$ PERCY STOCKS, M.D., -D.P.H. 
Medical Statistical Officer, General Register Office 


Tuberculosis mortality has been described as a social 
barometer, and this it is in more than one sense. The 
actively tuberculous population, numbering .somewhere 
about a quarter of a million persons, is very sensitive to 
environmental changes such as periods of unusually cold 
weather, industrial depression, increased crowding due to 
various causes, shortage of certaifi foods, enhanced stress 
of living conditions produced by war, and even, it seenis” 
likely, to psychological stresses affecting large bodies of 
people. The immediate effects of cold winters and influ-- 
-enza epidemics, for example, are reflected in the deaths 
from respiratory tuberculosis occurring in the March 
quarters, which are given below for England and Wales 


in the period 1924-38 : 3 
1924 9,690 1929 .. 10,140 1934 7,429 
1925 9,126 1930 8,227 1935 6,947 
1926 8,517 1931 8018 + 1936 6,892 
1927 9,240 - 1932 8,244 1937 7,147 
1928 8,444 1933 8,812 1938 6,004 








The bold figures indicate levels higher than in either the 
preceding or succeeding year, and, of the six quarters in which 
they occurred, those of 1924, 1929, and 1931 were unusually 
cold, while those of 1927, 1929, 1933, and 1937 had rather 
severe influenza epidemics. The tuberculous have not the 
normal reserves of strength to meet additional stresses and 
strains, and they react very quickly by a rise in death rate. 
If the increase in deaths is considerable or if it is long con- 
tinued and not accompanied by a corresponding rise in incidence 
of new cases, the reservoir of persons in an. advanced stage 
of the disease may be thereby so much reduced in numbers 
that a rapid fall in deaths at once follows when the stresses 
are removed. This probably accounts for the rise and fall 
in deaths from respiratory tuberculosis noticed at the beginning 
of wars, though it does not account for the increase in deaths 
from tuberculous meningitis which also appeared early in the 
present war. : a 

In another sense tuberculosis deaths are an index of social 
conditions because if changes in the latter are such as to 
increase the incidence of active disease this is inevitably followed 
by a rise ingdeath rates, and in so far as the new infections 
are of the meninges and nervous system this increase becomes 
quickly evident. In the case of new respiratory disease, how- 
ever, the effect on deaths may be so long delayed as to appear 
as a secondary wave after the initial wave referred to above 
has almost passed. In the present war, so far, we have 
experienced the initial wave due to hastened deaths of the 
already tuberculous, and, starting rather later, a wave due to 
fresh meningitic infections. It will be seen below that each 
of these waves reached a peak in 1941 and that a rapid fall 
towards the normal has since been registered in the first half. 
of 1942; but a resumption of harder conditions may yet 
produce further temporary increases of the same kind. Further- 
more, the reservoir of tuberculous persons is probably greater 
now than at the onset of the war owing to increased incidence 
of active disease in 1940 and 1941, and if that is so a return 
‘to the normal peacetime trend of deaths is likely to be 
delayed. 

For a long period preceding 1939 we had become accustomed 
to a continuous decline in tuberculosis deaths, and it is neces- 
sary to bear this in mind when estimating the effects of. the 
war. When deaths have merely returned to the 1938 level this 
will not mean that the debt has been paid, because had there 
been no war there is no reason why the steady decline should 
not have progressed, bringing 1942 deaths much below the 
1938 Jevel. In order to obtain a proper base level of peace- . 





+ 
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time expectation it is reasonable to assume that the rate oj 
proportional annual .decline experienced during the pre-wai 
period would have continued year by year. The figures below 
designated as “expected” are based on that assumption, bu 
they are necessarily only approximate awing to the impossibility 
of tgking into account at this stage any changes in the popula 
tion at risk which may have been occasioned by the war. I 
must suffice to say that the deaths here recorded’ comprise al 
deaths in England and Wales, whether of civilians or of non 
civilians. 
Respiratory Tuberculosis 


The average numbers of deaths from respiratory tuberculosis 
classified according to the method of assignment in use up t 
1939 and occurring in the first and second halves of the year 


in triennial periods from 1924-6 to 1936-8 were as follows: 





First Half of Year Second Half of Year 








Fall from Averago Fall from 
Previous Period Deaths Previous Period 
(679) Occurring (64) 
14,458 
— 11 13.662 -55 
— 72 13,041 — 45 
— 95 11,690 —104 
—124 10,618 — 92 





Between 1931 and 1939 the population was increasing by abou 
1.5% every 3 years, so, adding this to the average percentage 
increase in deaths in the last two triennial intervals, it is eviden 
that the crude death rates must have been falling by about 4% 
annually during the immediate pre-war period. Assuming nc 
substantial changes in the population at risk since, a continu 
ance of a 4% fall annually in the deaths was to be expectec 
if there had been no war, and the actual and expected death: 
up to mid-1942, classified throughout according to the revisec 
International List and method of assignment in force from 1940 
may be compared, as below: 








* Average. 


The first half of 1939 registered a substantial excess over thi 
expected figure and also over the first half of 1938, when th: 
deaths numbered 11,412. This cannot be explained by a cok 
winter ór by influenza, but whether it had anything to d 
with the depression and anxieties of the post-Munich perio 
is a matter for conjecture. The increase over 1938 was almos 
confined to males between 40 and 70 and females aged 30 t 
34. Leaving 1939 out of account, the excess of deaths ove 
expectation in 1940 totalled 3,750, in 1941 about 4,500, an 
in the first half of 1942 about 1,900, giving. an aggregat 
excess up to June, 1942,. of some’ 10,000 deaths. Part of thi 
excess in the first halves of 1940 and 1941 was probably du 
to the exceptionally cold winters of those years; but the: 
differed from 1929 in having no appreciable influenza epidemic 
and it seems unlikely that more than 2,000 of the excess, i 
the two years can have been caused by the climatic conditions 
It may be estimated, therefore, that a total excess of som 
8,000 deaths is attributable, so far, to the war. The first hal 
of 1942 showed pronounced improvement over the two pre 
ceding years, the number of deaths returning to the 193! 
level, though still some’ 1,900 above the number whicl 
would have been reached if the pre-war rate of decline hac 
continued, -~ . 

The increase was relatively greatest among children under 15 
at which ages the deaths are few in number. Other age group: 
specially affected were men of 35 to 44 and women of 20 to 24 
The improvement in the first half of 1942 was apparent ir 
every group, and particularly among females of 15 to 19 anc 
35 to 44. : . 
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1 Tuberculosis of Meninges and Central Nervous System ` 
i The trend of deaths during the 1924-38 period is indicated - 
by the figures below: ` : X 
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Frst Half of Year 








Period - Fall from 
my - Previous Period 
- 
1927-9 —10 1 
1930-2 — T5 
1933-5 —163 
1936-8 —13:5 











Allowing for the population increase as before, a rate of 
fall of at least 5% annually wa’ to be expected, leading to the 
‘following comparison with the actual deaths registered: 











_ * Average, t Classified according to me hod used from 1910 onwards. 


The increase in deaths from this form of tuberculosis began 
in 1940 and reached its maximum in the first half of 1941 
with an excess over expectation of about 550, the excess then 
falling to about 350 in the first half of 1942. The total excess 
_of, deaths probably attributable to war conditions up to June, 
1942, was over 1,500. 

The sex—age distribution shows that while every group was 
vaffected, males aged 20 to 24, children under 10, and young 
‘adult females registered the highest relative increases. The 
improvement in the first half of 1942 was limited to children, 
males aged 20 to 24, and young adult females, other groups 
showing further increases. g 


Tuberculosis of Other Sites 


To complete the picture, the trend of deaths in the pre-war 
period for all other forms of tuberculosis led to an expectation 
of an annual fall of about 6%, the numbers of deaths being 
as follows: 








First Half of Year 








* Average. + Classified according to method used from 1940 onwards. 


An increase in deaths -was again evident early in the war, and 
the excess over expectation has increased progressively, although 
the number of-.deaths fell slightly in the first half of 1942. 
The.total excess from 1940°to June, 1942, probably attributable 
to war conditions was about 1,500 deaths. : 

For all forms of tuberculosis the cost of the war up-to 
mid-1942 may thus be estimated as about 11,000 deaths, and 
the initial waves of ‘respiratory and meningeal tuberculosis 
deaths seem now to be rapidly declining. But the improvement 
which was to be expected from the normal downward trend - 
of the pre-war period has yet to be overtaken, and a secondary, 
perhaps more lasting, wave may yet appear as a delayed result 
of the increased incidence in active disease of the respiratory- 
form which is believed to have occurred in 1940-1. 
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“ARTIFICIAL RESPIRATION AT SEA , 


BY 


G. H. GIBBENS,, M.B., M.R.C.S. 
Surg. Lieut., RN. V.R. 


In England we are apt to think that nobody questions the 
supremacy of the method of artificial respiration intro- 
duced by Sir Edward Sharpey-Schafer ‘in 1904. Yet 
Silvester’s method is preferred in Eastern Europe and in 
Nordic countries, and even in an official British publica- 
tion (see Refs.) Cordier writes: “ All experimenters agree 
that Silvester’s method, introduces in the respiratory tract 
of the apparently. dead subject the biggest volume of air.” 
The figures of lung yentilation by these two methods 
(Table I) are, to say the least, inconclusive, and the almost 
ideological frenzy in the attacks of the opposing advocates 
leaves the impression that it is the nationality of the pro- 
‘moter which determines the choice of method. 


TABLE I.—Lung Ventilation in c cm. 
















Killick and Lujestrand tans. 
vo eta 
(1933) (1913) (1927, 1930} 
200 190 200-280 
350-550 under 30 under 30 


But the subject is not academic: it is urgently practical. 
Many otherwise uninjured men are rescued after only a short 
immersion and yet do not survive. This is undoubtedly because 
the normal methods of artificial respiration are not very 
efficient, need many skilled men, and are so tiring that they 
are not carried out thoroughly or for long enough. It was a 
relief to read of ‘Eve’s rocking method, which can be practised 
by unskilled men, efficiently and with little fatigue. Unfortu- 
nately, the impression has been created that this method 
requires special apparatus and is not suitable for emergencies 
It does not seem to have become widely 
known. Killick and Eve (1933) have given detailed figures 
which show the rocking stretcher’s superiority over other 
methods, and it is eminently practicable at sea. It is the 
object of this article to emphasize the simplicity of the method 
and to urge its adoption in ships. í 


Principle of Artificial Respiration by Rocking 

In 1932 Eve wrote: “Formerly I regarded dhe breathing 
thorax as a concertina bellows; my present work suggests 
that it resembles rather a cylinder and piston. In older men 
the cylinder wall is often rigid and is scarcely used in respira- 
tion at rest. Hence in artificial respiration it seems much 
better to exploit the piston action of the diaphragm rather 
than to try to compress the rigid walls of the cylinder— 
leaving the piston flapping passively up and down and thus 
frustrating much of one’s efforts to squeeze air in and out 
of the trachea.” Essentially the method consists in laying 
the patient on‘a stretcher, which is pivoted -about the middle 
on a trestle, and rocking up and down, rhythmically so that 
the abdominal viscera push the flaccid diaphragm alternately 
up and down. 


x Apparatus 

Simple apparatus is required. Although Keevil (1934) 
extemporized successfully, there is liftle time for invention 
when a drowning man is on deck. (Scott (1941) quotes 
Canadian statistics which show that if artificial respiration 
is given to men within a minute of electrocution 90% recover ; 
if after 6 minutes, only 10% recover. In other words, drowning 
is as urgent a-condition as a spurting artery.) The essential 
apparatus consists of (1) a plane to which the patient can be 
fastened ; (2) a fulcrum ; (3) a stop to prevent the plane sliding 
to and fro on the fulcrum. 


1. A ladder or a door might be used, but for present purposes 
we can assume that a stretcher is available. The man may be held 
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on by an assistant; or a rope, suitably padded, may be secured to 
pass above and below the buttocks to prevent his slipping. We 
find ¢ simpler to bandage the wrists and ankles to the handles of 
tHe stretcher. This is not only firmer but much more comfortable. 
The upward pull on the extended arms gives an additional Silvester 
effect to inspiration, and bandaging does not interfere with tho 
“ Schafer,” which must continue up to the very moment of rocking. 

2. A simple and practical fulcrum is the loop of a rope which 
is secured overhead at two points a few feet apart. Failing an 
overhead support with space below it, a metal bar may be fixed 
above a convenient space by means of two ropes, just as an 
acrobat’s horizontal bar is fixed above a stage. The bar must be 
fairly strong; a broom-handle is not stout enough. However, it is, 
more convenient to use a trestle, for whiche32 to 34 in. is an ideal 
height: when the stretcher handles touch the deck a tilt of 45 to 
50 degrees will be given. The trestle’s crosspiece should be of round 
section at both ends Folding trestles are always valuable, and it is 
well worth having four or six made. In pairs they are useful in 
bringing stretchers to a suitable height for surgery and major 
dressings. They can also be’ employed fo maintain a man in the 
Fowler or Trendelenburg position. 


3. A rocking stretcher will slip to and fro on a rope or trestle. 


In an emergency, and even during rocking, this can be prevented 
by hammering two nails or staples into the underside of each 
sidebar on both sides of the rope or crossbar. W-shaped pivots of 
wood or metal are better, and are easily made: they should be 
permanently attached below the centre points of the sidebars of 
several stretchers. The patient’s abdomen, which sags below the 
level of the sidebars, is then prevented from resting on the rope or 
crosspiece of the trestle These pivots must be shorter than the 
-feet of the stretcher, or the stretcher will be unstable on the deck. 


Method of Resuscitation 


Immediately the man is rescued from the sea, Schafer must 
be started on deck. A stretcher is brought and he is rushed 
below. His.wrists and ankles are tightly bandaged to the 
stretcher handles, Schafer being continued on it right up to 
the moment when it is hoisted quickly on to the trestle or 
rope. Any available man starts to rock the stretcher at the 
rate of a cycle every 4 or 5 seconds—that is, 12 to 15 double 
rocks a minute. It helps some people if they hum a tango 
or a slow tune, moving the stretcher at the beginning of each 
bar. The pumping movement should start abruptly, ‘almost 
roughly, so that the abdominal contents begin to move early 
in the stroke. At first the handles of the stretcher should 
be allowed to rest on the deck at the end of the head-down 
stroke, the steep angle of 50 degrees giving very efficient chest 
drainage. Later it is easier to check the handles at about 
a foot from the deck. This gives a slope of 30 degrees, which 
is effective and is less work for the operator. If the Novox 
apparatus is available it should be placed on a table close 
to the pivot. 

When rocking is in progress and the Novox is working, there 
is time to remove the man’s clothes and to rub .him down 
gently. He is covered with warm blankets, if possible an 
' electric blanket. Hot-water bottles are placed around him, 
and some form of heating apparatus such as a hotplate may 
be introduced below the stretcher. The outer blanket may 
be allowed to hang down on each side of the stretcher to 
keep the warm air below. 


Advantages of Eve’s Rocking Stretcher 


1. It is Efficient—If doctors and first-aid men could make 
a personal trial of Schafer’s, Silvester’s, and Eve’s rocking 
methods there would be few who would willingly use either 
of the older methods for longer than the time taken to fetch 

-a stretcher and trestle. In view of the conflicting figures 
of earlier writers, the opinion of many volunteers may be “of 
value. All agree that whereas the Schafer method produces 
a quick expiratory gasp, rocking gives a prolonged expiration 
of much greater volume. During Schafer it is difficult to 
auscultate any sound of inspiration, nor can the conscious 
patient feel it: durmg rocking it is easily heard and felt. This 
is so when the methods are practised on conscious men of 
normal tone: the difference will be greater ‘in unconscious 
men. Henderson and Haggard (Cordier, loc. cit.) showed that 
chest elasticity is considerably diminished within 10 minutes 
of cessation of respiration; and everybody who has used 
Schafer’s method on drowned men wil] agree that after the 
first few compressions far less air is expelled than when one 
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is practising on healthy men, elasticity being noticeable by its 
absence. Schafer demands chest elasticity ; rocking does not. 


2. It is Much Simpler and Less Tiring-—Any bystander can 
carry on efficiently after watching onty a few moments to 
pick up the rhythm. Consequently it can be kept up for many 
hours or even days without skilled assistance. Since recovery 
has taken place after 8 hours of unconsciousness, work must 
be continued for that time or until rigor mortis sets in. With 
several casualties, and using the older methods, this may be 
impossible, for it involves the whole-time employment of many 
skilled men and their reliefs. Absolutely any “gash hand” 
can rock a stretcher rhythmically. 


3. The patient can be stripped and warmed while rocking is 
going on. Wounds and burns of the trunk may be cleaned. 


4. The stomach and respiratory tract are drained not only 
by gravity but by the pressure of the abdominal viscera. 


5. In patients with wounds of the front of the body which 
need early treatment the method can be employed with the 
wounded man lying on his back. In this position the tongue 
must be held forward. 


6. The method can be used for patients suffering from 
electrocution and gas poisoning, and it is a valuable alternative © 
to the “iron lung” in cases of respiratory paralysis. The tilted 
stretcher is also useful for gravity drainage of the body cavities. 
It can be employed for counterextension (Eve, 1939; Black- 
burne, 1939). 


7. It is harmless, and the ribs or liver cannot be injured. 
At rocking rates over 15 a ‘minute ‘there may actually be 
hyperventilation ; but with the Novox apparatus in position 
there is no risk-of washing out ‘the CO,. The complete lack 
of any feeling of sea-sickness during rocking may be explained 
by Boothby’s observation that 75% of sea-sickness can be 
cured by oxygen inhalation. 


Medical officers and first-aid personnel are urged to submit 
themselves to the rocking. It looks very unpleasant, but they 
will be amazed to find that there is no uncomfortable strajn 
on the arms or legs—in fact, there is a tendency to go to 
sleep. For the first time, they will not even have to bother, 
to breathe! i 


Summary 
Eve’s rocking method of artificial respiration is describéd. 
The patient is placed on a stretcher and rocked through a total 
angle of 60 to 90 degrees 12 to 15 times a minute. The method 
is especially suitable for ships, as it is efficient, simple, un- 
fatiguing, and needs no skill. Simple apparatus is desirable 
and useful, but is not necessary. 


The kind help of Surg. Cmdr. J. J. Keevil, R.N., Surg. Lieut. D. 
de Launay, R.N.V.R., and Dr. F. C. Eve himself is gratefully 
acknowledged ; and thanks are due to the officers and men of this 
and other H.M. ships for helping in the work with their usual 
cheerfulness. 


REFERENCES 

Blackburne, J. R. (1939), Lancet 1, 570. 

Bruns, O. (1927). n 6, 1548 

and Kd 1530). i Die Wiederbelebung, Berlin, 
R. ). Amer. J. Physiol., 61, 562. 





aay ina. 1, 
Keov (1934). Fay nav: mad, Stk, 20, 367. 
iIlick, E. M., and Bye, F. C. (1933). Lancet, 2, 7 
Tibetan G., Wollin, G., and Nilsson, J. O. (1913) Skand. Arch. Physiol., 


149. 
Schafer, E A. (1908) J. Aimer. med Ass, $1, 801. 
Scott, M. M. (1941). Practitioner, 141 580. 











J. J. Miller and T. M. Saito (J. Pediat., 1942, 21, 31) record their 
observations on 100 children who underwent concurrent immuniza- 
tion with combined alum-precipitated diphtheria and tetanus toxoids 
and H. pertussis vaccine. The results were satisfactory as deter- 
mined by Schick tests, tetanus antitoxin titrations, H. pertussis 
agglutination tests, and exposure to whooping-cough. Concurrent 
injections of fluid diphtheria and tetanus toxoids together with 
H pertussis vaccine yielded relatively poor responses in tetanus anti- 
toxin but satisfactory immune responses with respect to diphtheria 
and whooping-cough. [n tetanus immunization a_three-months 
interval between the first and second injections of combined alum- 
precipitated toxoids is recommended; and a third injection of alum- 
precipitated tetanus toxoid without diphtheria toxoid three or four 
months afterwards. 
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COMMUNAL FEEDING 
A PRELIMINARY REPORT 
. BY 


E. B. GUNSON, M.D. F.R.C.P. . 
Hostels Branch of Ministry of Supply 


The feeding of Royal Ordnance Factory workers resident at 
hostels adjacent to the factories provides certain data. which 
bear upon the provision and the nutritive value of communal 
meals. During the past twelve months their number has slowly 
risen until to-day there are 10,000 occupants in various hostels 
throughout the country. The great majority are women, but 
at a few hostels there are a small number of men. The total 
round figure of 10,000 includes Ordnance Factory workers 
and staff. Most of the worke®s have previously been occupied 
in industry, although a considerable number have been drawn 
from distressed areas and for long periods had been either 
unemployed or not fully occupied. 


Medical Examination 

All the entrants to the factories are medically examined, and 
no workers are admitted who are found to be suffering from 
gross defects or active disease. At. the same time the average 
standard of physique and health on admission is not high. 
After three months’ stay at the hostels the management and 
the'sisters in charge of the sick bays report a notable improve- 
ment in the general appearance and well-being of all the girls, 
particularly in those who came from-distressed areas and who 
were evidently below par on admission. No precise data are 
available to support this general observation except the sick-bay 
returns, which indicate a very low incidence of morbidity 
(Table D. 


Taste I—Weekly Hostel Sick-bay Returns from March 28 to 

















une 27, 1942 
Total Patients 
D Total (e: ing those Total suffering 
ate | Occuipants with Joditzia from Scabies 
ĝ 4 iti, Rashes, 

p SANESE sala O E MEEA 
27/6/4200 “$0,009 138 137% 6 
20/6/42 | 10,009 155 (1°54! 12 
13/6/42 yi 8,973 147 (164% 18 

6/42 8,973 124 (1-38%, 16 
8,973 f 113 (1-26%) j 17 
81847 120 (1-352) 16 
8,847 137 (1 33 il 
8,847 136. (41-34%, 13 
7,153 10L (14-30% 
ae 7,320 164% 16 
4 7,320 4 {1-692 16 
eed 7/320 449 (2-048) 
i 5,687 117 {2 7) 9 
| 687 124 (218%) 7 





From this table patients suffering from industrial rashes are 
excluded. The number of scabies cases, all of which are in- 
cluded, is so small as not appreciably to affect the position. 
Only 2 cases of pulmonary tuberculosis occurred during the 
‘period under review. 

Hostel Regime 

The low incidence of morbidity among hostel occupants is 
attributable in large part to the general regime in operation. 
The girls, who mostly work on three shifts, retire at regular 
hours and get an ample measure of sleep and rest. Oppor- 
tunities are afforded for rest and exercise. Special facilities 
for recreation are provided, and every hostel has a library. The 
girls have access to a well-equipped laundry, and an up-to-date 
hair-dressing establishment Operates on a low scale of charges. 
The social halls of the hostels all have an excellent dance floor. 
The hostels are provided with regular entertainment by dance 
bands, orchestras, and concert parties. 

The residents elect a committee of their own to co-operate 
with the management in the provision and operation of all 
these amenities, and they take a very large and direct share 
in the running of the hostel. The managements are at great 
pains to meet all reasonable wishes of the hostel occupants. 
As a hostels medical officer I have had the opportunity of 
staying in these hostels, of examining their working conditions 
closely, and of meeting the girls. I have observed and been 
impressed by the general feeling of well-being and contented- 
ness which they manifest. The impressive feature of hostel life, 
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however, is to a medical observer the communal feeding. The 
cOWiditions under which this is carried out make it Of particular 
importance at this juncture, when the provision of compunal 
meals is being extended to an increasing proportion of tie 
population. l 
Catering Management 

Great care has been taken to appoint to the charge of catering 
departments highly qualified and experienced managers. These 
catering managers, in consultation with the general manege- 
ment, have given very detailed attention to the menus which 
they provide. Under the national system of rationing there 
is not a wide range of foodstuffs which can be provided, and 
the supplies are limited. Rationing operates rigidly in these 
hostels, as in private homes, but there is one great dist! D, 
in that all the ration cards are taken over by ithe management 
and ‘the rations are poeled. Table 1] mdicates the frequency 
with which the more important protective foods are supplied, 
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Taste M 

(a) Milk.—Served in custards, milk puddings, and tea or 
coffee for at least one meal a day, and, in addition, on 
porridge or corn flakes each morning. 


(b) Cheese-—Served 3 or 4 times a week. Butter.-Served 
for tea and supper; margarine for breakfast. 


(c) One egg per person each week. 


(d) Fruit.—Fresh rhubarb twice a week; prunes and apples 
once a week. 


(e Green Vegetables-—Every day: 
market at the time. 


{f} Salads.—About § times a week. 

(g) Meat-—One meat dish daily, Liver~There has not 
been enough available to supply this for meals recently. 

(h) Fish.—2 or 3 times weekly. f 

(i) Standard Bread.—Unlimited supply. 


Table IH, supplied by an average. small hostel, indicates more 
precisely the daily consumption of the listed articles of food, 


Taste HI 


the varieties on the 


(a) Milk, 1/2 pint. 

(b) Cheese, 2/7 oz.; butter, 3/14 oz.; margarine, 16/45 ow. 
Total, 67/70 oz. 

(c) Eggs, 1/7. 

(d) Fruit, 18 /25.0z, (all varieties). 

(e) Green vegetables: Cabbage, 
3/80 Ib. “Total, 141/560 Ib. 


(f) Salads: Lettuce, 18/285 1b. 
(g) Meat, 9/7 oz.; liver, 3/7 oz. 
{h) Fish, 8/7 oz. 


A menu for the week ending June 27, 1942, is shown below, 
The preparation of these menus is a matter to which the general 
management and the catering management give particular 
attention. They have the advantage of seeing and discitissing 
menus drawn up and provided at other hostels, and. all the 
menus are considered from the point of view of providing, 
so far as possible, a sufficiency of the proteqive foods. The 
major difficulty which faces the catering manager arises from 
the shortage of fresh fruit and, in-some cases, # relative shortage 
of green vegetables. It isa general practice in these hostels 
to pay particular attention to the preparation of vegetable soup, 
and all the vegetable water finds its way into the stock-pot, 
together with as many varied greens, carrots, and other suitable 
vegetables as are available. - 


3/14 tb.; cauliflower, 


Total, 12/7 oz. 





Specimen Menus for the Week Ending June 27, 1942 
June 21-—Breakfast: Porridge or puffed wheat, scranbled en 
bread-and-butter, jam, marmalade, tea. Dinter: © ue 
roast lamb, mint sauce, cauliflower, carrots, baked or mashed 
potatoes, ginger sponge, custard, tea or coffee. Tea: Curren Dread, 
bread-and-butter, tea. Supper: Vegetable soup, cold meat, salad, 
mashed potatoes, rhubarb tart, custard, tea or cofee. Seack ;: 
Vegetable soup, potato cakes, cheese, bread-and-butier, tea or 
ovaltine, . 

June 22.—Breakfast: Porridge, fish or jam, bread-and-butter, tea, 
or coffee. Dinner: Brown soup, vegetable stew, polaices, steared 
date pudding, tea. Tea: Bread-and-butter, cake, ten. Supper: 
Lentil soup, grilled liver, potatoes; cabbagé, pudding, tea or coles. 
Snack: Soup, buttered toast and cheese, tea or coffe 

June 23-—Breakfast: Porridge, liver, 
Dinner: Vegetable soup, roast: beef, cabbage: 
potatoes, steamed jam pudding. Tes 
Supper: Tomato soup, roast. beef, cabbage, po 
custard, tea or coffee. Snack: Soup, chips, bread 

June 24-—Breakfast: Porridge... bacon, ‘bread-and-bartter,.. tea. 
Dinner: Soup, “roast beef, baked and. boiled potatoes, cabbage, 
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tapioca whirl, tea or coffee. Tea: Cake, bread-and-butter, ajea 
Supper: Soup, macaroni and cheese, mashed potatoes, al d 
sponge, custard. Snack: Soup, cottage pie, bread-and-butter, tea or 
coffee, 

June 25~Breakfast: Porridge, rissoles, bread-and-butter, marma- 
lade or jam, tea or coffee. Dinner: Vermicelli soup, cold ham, 
cabbage, semolina and custard, tea or coffee. Tea: Scones, bread- 
and-butter, jam, tea. Supper: Mannastorme soup, cold roast beef, 
lettuce, beetroot, jacket potatoes, steamed chocolate pudding, tea or 
coffee. Snack: Soup, fried cheese sandwiches, tea. 

June 26.-—Breakfast: Porridge, boiled eggs, bread-and-butter, tea 
or coffee. Dinner: Kidney soup, Irish stew, haricot beans, potatoes, 
rhubarb tart and custard. Tea: Cake, bread-and-butter, tea. 
Supper: Vegetable soup, Irish stew, cottage pie, cabbage, potatoes, 
steamed ‘marmalade pudding, custard. Snack: Vegetable soup, lentil 
cutlets, lettuce, pickled cabbage, tea or cofige. 

June 27,-—Breakfast: Porridge, liver, sausage, or bacon, bread- 
and-butter, jam, tea. Dinner: Potato soup, steamed fish, parsley 
sauce, mashed potatoes, rice pudding, tea or coffee. Tea: Currant 
loaf; bread-and-butter, tea. Supper: Vegetable soup, roast lamb, 
mint sauce; cabbage, mashed potatoes, Swiss roll, custard, tea or 
coffee. Snack: Soup, sardine sandwiches, tea or coffee. 


Commentary 

Catering Management.—The general standard of trained 
catering managers is high. At the same time there are evident 
weaknesses in kitchen methods. 

Nutritive Value of Meals—Specific instruction by nutrition 
authorities on the nutritive value of meals would be welcomed 
by caterers. This could with advantage include cold dishes 
and hot meals. 

Cold Salads.—These are not always well chosen or effectively 
served, and there is not a sufficiently wide appreciation of the 
food: values available in salad form. I consider instruction 
is needed in this connexion. 

Stock-pot.—This is a wartime necessity and must be given 
a higher status in the kitchen. While the value of vegetables 
and vegetable water is appreciated, there generally is lacking 
any precise knowledge of the effect of boiling on foodstuffs. 
Great variation is to be seen in different kitchens. A few stock- 
pots and soup-containers are well handled, but it is doubtful 
whether the bulk of the soup that is served contains the 
qualities that the food used could provide. Too much water 


is employed in the preparation, or too little ; the soup is boiled ` 


either longer than is desirable or not long enough. In fact, 
soup preparation is still considered too simple a matter to 
particularize, and it calls for more attention from the catering 
management. 

Fish and Chips——Fish and chips is the pièce de résistance 
of the factory working-girl My view is that the girls are 
good judges of body needs. Fats under wartime conditions 
are in minimal supply, while both fish and chips are excellent 
foods. The girls describe the dish as “tasty,” but it is no 
more so than many dishes could be made if properly cooked. 
The savoury element in fish and chips points the way to the 
better handling *of savoury dishes. 

Cheese.-Cheese dishes, generally speaking, are unpopular 
in the hostels, though in some cases they are appreciated and 
favourably commented upon. I have sampled these dishes in 
various Hostels, and it does seem that while as a rule they 
are well prepared, they are produced very differently by 
different caterers. Where cheese dishes are rejected and un- 
popular, these have a particular character that does not appeal 
to the girls’ taste. The importance of cheese and its availa- 
bility under present circumstances make it desirable that this 
aspect of catering should be looked into. 


Conclusion 
In general the types of food necessary for health are well 
appreciated, and these are supplied to the limit to which they 
are available. The food provided appears fully to meet the 
health needs of the residents. The catering management is in 
good hands, but more precise direction in respect to particular 


aspects of preparing some of the foodstuffs is desirable and 


would be welcomed. 

The preparation and provision of a communal meal is a 
practical and economic proposition so far as Royal Ordnance 
Factory workers living in hostels are concerned. In fact, the 
health of the girls resident in these hostels notably improves, 
and this jmprovement can be attributed, in part at least, to the 

„ Manner and method of the feeding arrangements. 
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Unusual Case of Intestinal Obstruction in a Child 


The folowing case appears to be uncommon enough to warrant 
record. E 
CaSE HISTORY 

The patient, a girl aged 3, was admitted to the Whitehaven 
and West Cumberland Hospital with a history of 4 days" 
abdominal pain and vomiting. The pain, which was. inter- 
mittent in character, was becoming less frequent, but the 
vomiting, which had at first merely consisted in the return of 
any fluids given by mouth, had become bilious. The bowels 
had not been opened for 4 days. The child, though obviously 
ill, was quiet, between the attacks, the temperature was normal, 
and the pulse rate 140. She wasenot markedly dehydrated. The 
tongue was normal ; the abdomen was distended and tympanitic. 
There was no visible peristalsis and no definite tenderness. A 
small hard mass was palpable in the right iliac fossa ; the lower 
bowel was empty. The white cell count was normal. A 
diagnosis of intestinal obstruction was made, and it was thought 
that this was probably due to adhesions to tuberculous glands 
in the right iliac fossa. ' 

A general anaesthetic (open ether) was administered, and a 
right lower paramedian incision made. The abdomen con- 
tained slightly turbulent free fluid. A distended and inflamed 
coil of small intestine presented. This was followed down, and 
in the lower part of the ileum a hard mass-about the size of a 
mouse was found in the lumen; there was a similar smaller 
mass a few inches further down, and below that the bowel 
was collapsed. The larger mass was firmly impacted and fixed, 
but it was possible to “ milk ” the smaller one back to the larger 
fixed one. The bowel over this was friable, and the peritoneum 
had split longitudinally. The bowel was clamped and incised 
and the two foreign bodies removed. These were found to 
consist of tightly matted hair, with strands of cotton inter- 
woven (see Fig., compared with a penny). In view of the state 





of the bowel it was considered advisable to do a resection, and 
about 6 in. of bowel was removed and an end-to-end 
anastomosis performed. The abdomen was closed without 
drainage. 

The child was very ill for the first 3 days and vomited twice. 
After this she started to improve, and a week later the bowels 
were moved. There was a slight residual superficial infection 
of the wound. This quickly resolved, and the patient was dis- 
charged 3 weeks after operation. 


COMMENT 

Cases of hair-ball in the gastro-intestinal tract are relatively 
uncommon, and those which have been described have usually 
been in the stomach and in older persons. The condition is 
often associated with mental disorder. The child under dis- 
cussion is of a highly strung nervous type, and had been known 
to chew her hair, though not for several months previously. 
Immediately she came out of the anaesthetic she started to 
clutch her hair, which was short. It was kept covered for the 
first few days after operation and the parents were warned to 


“watch the child carefully in future. 


The condition, which is known as trichobezoar, is found in 
domestic animals and cattle; it is also described as occurring 
in fowls (Hutyra and Marek) due to feathers, and is said to be 
caused by protein deficiency in the diet. 


V. C. J. Harris, B.A., M.B., F.R.C.S.Eds 
Honorary Surgeon, West Cumberland Hospital. 


6 
Dec, 26, 1942 ag 





BarrisH 
MEDICAL JOURNAL 


755 





5 


_. Reviews 








ra P 2 N e a 
: PREVENTION 

Aeroblology. _Edned by Forest Ray Moulton. (Pp. 289. No price given.) 
Washington : Association for the Advancement of Science, 


Ametrcan 
Smithsonian Institution Building. 
An imposing volume entitled -Aerobiology contains 36 papers 
by a total of 55 authors. presented at a meeting-of the American 
Association for:the Advancement of Science held in Chicago in 


September last. It is a sign of the wide interest now being taken | 


in air-borne infection and its prevention that the study of this 
subject should now be given the status of a distinct science. 
These, papers deal with many gspects of it, from the origin and 
behaviour of infected particles to their destruction or elimina- 
tion. There are many excellent photographs of the products of 
sneezing and ‘coughing, reminiscent of those obtained by 
- Bourdillon and.Lidwell in this country (including one showing 
that droplets can traverse a gauze mask), studies of the 
subsequent behaviour of particles of different size, and a dis- 
cussion of their fate when inhaled: an important fact is that the 
smaller the particle, the more likely is it to reach the lungs.. 


A paper on air-conditioning reveals that down-draught ventila- ` 


tion. has the disadvantage. of throwing floor dust into 
suspension: experiments are described with filtered air which 
show that’ it is possible to maintain Caesarean-born animals 
for periods up.to 6 weeks in a completely germ-free state— 
a technical achievement of-a high order. No fewer than 12 
papers deal with ultra-violet light as a means of air disinfection, 
and there is sound evidence of its efficiency, both when used 
more or less diffusely and- when applied as-a barrier between 
the patient and his surroundings. The most elaborate practical 
installations described are cubicles for infants furnished either 
with filtered air or light -barriers ; the gerieral adoption of such 
systems would of course be enormously expensive. The only 
method of chemical’ air disinfection considered is the use of 
propylene glycol: it: certainly seems ‘at first’ sight—for this 
method is newly discovered—that for efficiency combined with 
complete harmlessness propylene glycol -vapour is at present 
unequalled. ` ' i 
This is “ intramural ”_aerobiology: its “ extramural ” aspect, 
the inclusion of which justifies the use of so broad a title, is 
dealt with in 8 papers on the atmospheric distribution of insects, 
pollen, fungus spores, and bacteria. Special devices attached 
to aeroplanes were required for some of these studies, and much 
of the information is of great general interest, especially that on 
the dissemination of plant pathogens, such as -the spores of 
wheat- rust, over: enormous distances. Medically, its- chief 
interest lies ın the fact that both pollens and fungus spores are 
potential allergens. ` a : p 
For anyone who either has not-followed the rapid develop- 
ment of this subject, or wishes to study it more deeply with 
the aid of the numerous’ references given, this volume is 
indispensable.- X 
a r 1 
ABNORMALITIES OF SPEECH 
Speech and Voice : Their Evolution, Pathology, and’ Therapy 


By 
Stein, M.D, With a by J R. Rees, M.D. (Pp. 233. 
, London: Methuen and Co. 1942. 


ld 
15s.) 


Books on the physiology of speech and the treatment of its 
defects and abnormalities are apt to be diffuse, sometimes 
exploit pet theories, and are sometimes based upon insufficient 
scientific training. Speech and Voice, by Dr. Leopold Stein, 
is free from these common faults. He expounds his subject 
in excellent clear English, though this is not his mother tongue, 
he rides no particular hobby-horse, and his book is the ‘work 
of an accomplished physician. The foundations are laid 
elaborately, and-the reader must.regard with respectful awe 
the extent of the author's reading in biology, embryology, 
philosophy, philology. psychology, and neurology, besides the 
references to general- literature. In neurology the author 
depends largely upon -the writings of Hughlings Jackson, to 
- whom “he turns again and again to explain the nature of 
abnormalities in speech. He recognizes the importance of the 
psychological background and that psycho-analysis may- be of 
service, but he does not labour this aspect unduly. The- treat- 


t 


OF AIR-BORNE INFECTION . 





. Ment he recommends has a proper scientific basis of diagnosis 


v, 


and avoids empiricism. 

Such a flood of loose writing and jargon has been rejeased 
on these matters, especially in relation to the treatment sof 
stammering, that this carefully prepared and erudite work is 
the. more welcome, and will be of great value to speech 
therapists, bécause the basic facts, drawn from various scientific 
sources, are clearly and accurately stated. All interested in 
education, child welfare, and the neurology of children will 
find the book interesting. 


3 HISTORY OF CARDIOLOGY 


A -Short History of Gardiology. By James B. Herrick: 
illustrated, $3.50 ór 198, 3d) Springfield and Balnmore: 
Thomas; London: Baillitre, Tindall and Cox. 1942. ° 
This survey of the history of cardiology by Dr. James B. Herrick 
is a remarkable book. In the first place, it is written by one 
of the masters of clinical cardiology who throughout a lifetime 
has watched the evolution of modern knowledge of heart 
disease and who himself bas made important contributions to 
„it. Secondly, the-outline here presented with a light but sure 
touch, and with a blend of philosophy, reflection, and occasional 
gentle irony, covers a ‘vast retrospect embracing the develop- 
ment of cardiology during more than 2,000 years. 

. Dr. Herrick shows how the discovery of clinical methods 
and the extension of necropsy. studies hastened the progress 
of the science in the later years of the seventeenth century, 
and how in the time of Laennec and in the decades which 
followed up to the’ first half of the nineteenth century great 
strides were made in physical diagnosis, The microscope, and 
later the discoveries of bacteriology and radiology, marked 
in turn the ‘period from Virchow to Pasteur and Roentgen. 
The: advancés in cardiology during the present century haye 
received little attention. The author points out that this era 
of instruments of precision and laboratory methods has called 
for a revision of many of the earlier conceptions of the 
anatémy and: physiology of the heart. But this epoch, which 
is still-in progress, cannot yet be viewed in the perspective 
appropriate to a work such as this. Dr. Herrick’s graphic style 
in his description of personalities—as, for example, in the lives 
of James Hope and William -Stokes—lends additional interest 
to the text. The 48 reproductions of engravings and portraits 
- are, well chosen and beautifully executed. A feature of the 
work which will delight readers in these days of small print 
‘and cramped margins is the excellent typography. ‘ 


(Pp. 258; 
Charles „C. 
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Notes on Books 


Hydrogen Ions, by H. T. S. Britton, D.Sc., appears in its 
third edition now bound in two volumes (Chapman and Hall, 
36s._each volume). The book has become well known among 
teachers, students; and also many technicians, før there are few. 
technical processes which are uninfluenced by variations in 
the concentration of ionized hydrogen. The book presents a 
comprehensive theoretical treatment of the subject develo 

from basic principles and extended to include the most modern 
views. It descri the various methods and apparatus used 
for the determination of pH, and discusses particularly their 
applicability to different circumstances, with remarks on their 
merits and limitations. To the new edition is added a useful 
chapter on oxidation and reduction systems. The book gives 
abundant information on the influence of pH on the technical 
operations of a number of industries of many kinds ; they in- 
clude the electro-deposition of metals, the tanning of leather, 
sugar manufacture, brewing, baking, and other operations. 


Abstracts of dissertations approved for the Ph.D., M.Sc., and 
M.Litt. degrees in the University of Cambridge during the 
academical year 1940-1 are published in the usual form by 


“the University Press. Ten of the dissertations are grouped 


together under biochemistry, one appears under anatomy, and 
one under pathology. 





No: 7 of Volume II of The Advancement of Sclence, published 
by the British Association, Burlington House, London, W., at 
5s., includes the.first interim report of the Association’s Committee 
on Post-war University Education, but by far the greater part of this 
number is devoted to an account of the conference on mineral 
resources and the Atlantic Charter, held last July ynder the 
presidency of Sir Richard Gregory. 
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INFLUENZA 


It is now some two years since Londog was under almost 
nightly fire, and, although most Londoners have rational 
fears for the future, few have emotjonal fears. Logically 
there is—as minor Ministers remind us at week-ends in 
those dreary speeches which ' almost reconcile us to 
illegibly small print—no reason why London should not 
be “blitzed” again; indeed a quite plausible argument 
could be made in favour of the hypothesis that the likeli- 
hood of mass attack varies inversely as the enemy’s hope 
of victory. But in fact the people of London do not 
worry very much about a blitz; time is a healer. The 


same kindly obliteration of fears and sorrows by the hand. 


of time has reduced the word “ influenza ” to its customary 
semi-humorous role. Pan is piping, not stamping on the 
earth. Yet, here too, quite plausible arguments can be 
drafted for the view that the menace of influenza on a 
pandemic scale is greater than it was in 1918. If, for 
instance, the great virulence of the last pandemic were 
due to the opportunities of commingling of men of like 
ages but from widely, different environments, leading to 
the emergence of strain of virus of special potency, 
certainly the circumstances of our time are not reassuring. 
If exclusion from the west of Europe is an epidemiologi- 
cal advantage, it will be, we are sanguine enough to hope, 
only a temporary advantage. It is, therefore, opportune 
to digest the teaching of past experience, some of it quite 
recent experience, and to see how we now stand, on what 
might possibly be the eve of another major epidemiological 
event. Drs. Burnet and Clark have written a monograph? 
for which we have nothing but praise ; it is a lucid account 
of researches old and new in which the senior author has 
had an important share, and sets out necessarily technical 
facts in a manner which can be understood by those with- 
out recent experience of laboratory work. It is evidently 
not possible within the limits of an article to abstract the 
contents of a monograph; it should be read. We shall 
do no more than try to convey the impression made by 
such a reading. 

`The isolation in 1933 of the virus which has been re- 
named influenza virus A made an epoch in the history of 
research. Since then much work has been done, and now 
strains of virus A are known which may be regarded as inter- 
mediates between virus A and the virus B isolated in 1940. 
Although since 1933 no epidemic on the scale of 1918-19 
has occurred, there have been epidemics of a disease which, 
judged by the pre-1933 criteria, would be regarded as 
homogeneous epidemics of influenza. Often, but not 
always, in these a strain of virus has been isolated, and 
the clinical individual features of the disease have been 
produced by deliberate or accidental infection with virus. 
It is plainly impossible to prove that the primary aetiologi- 
cal factor of the 1918 pandemic was a virus infection, but, 
as Burnet and Clark show, there is no feature of that 
epidemic which is inconsistent with a hypothesis which 
analogy makes reasonable. The events of 1918 are differen- 
tiated from later and earlier experience by (a) the change 


1 Influenza, a Survey of the Last 50 Years in the Light of Modern Work on 
the Virus of Eptdenic Influenza, bv F M Bumct and Elen Clark (Mono- 
graphs from the Walter and Elva Hall Institute of Rescarch fn Pathology and 
Medicine, Melbourne No 4) Melbourne. Macmillan - (17s. 6d) 
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of age incidence and fatality, (b) the greater dispersiveness, 
the former being the more drastic. It is possible to think 
that the phenomena were due to the emergence of strains 
qualitatively different from their predecessors—perhaps the 
acquirement of ability to infect alveolar epithelium and 
vascular endothelium as well as ciliated epithelium. “ Both 
changes can reasonably be ascribed to the unprecedented 
opportunity afforded-for the-spread- of infection in large 
bodies of men from various parts of the world, and in 
particular to the arrival of ‘American troops in Europe.” 

Are we in a better position than-our predecessors to 
control influenza? Burnet and Clark think that the ex- 
perience of Aústralia in 1918-19 shows that maritime 
quarantine may at least delay invasion, and (if we are 
dealing with a materies morbi*the biological characters of 
which change rapidly) this is important. If quarantine is 
to be useful it must be simplified, and an essential point 
is to determine the duration of infectivity. The develop- 
ment of the amniotic technique has made practicable an 
investigation on a fairly large scale which should, in the 
authors’ opinion, be carried out as soon as oppor- 
tunity offers. Specific prophylactic immunization naturally 
appeals to our sense of drama, but the authors are far 
from being facile optimists. There is little doubt that it 
is technically possible to prepare virus of any grade of 
human virulence, but the practical problem of choosing 
from the variety of possible strains that which will be 
effective in the given circumstances of an outbreak is 
another matter. Most amateurs of chess can foresee ade- 
quate replies to the move the “ master ” might make ; it is 
the move he did make which dismays them. Probably by, 
far the most important precautionary measure is so to’ 
mobilize our scientific forces that at the earliest possible 
moment we may understand the move the great enemy 
has made, for, as in chess, it is not always the one move 
which is decisive but the following sequence. 

If this survey of the position gives no ground whatever 
for optimism,'it at least makes plain that we are not now 
so completely helpless as we were a generation ago. 


HOURS OF EMPLOYMENT AND HEALTH 


In the latest report of the Chief Inspector of Factories? 
the subject of hours of employment is discussed by Miss 
F. I. Taylor, a deputy chief inspector. She points out 
that the number of Emergency Orders granted, under which 
there are modifications in ‘the hours of work permitted by 
the provisions of the Factories Act, nearly doubled between 
1940 and the early part of 1942, and about 10,000 factories 
now have permission to employ women and young persons 
over the age of 16 either on a system of day and night 
shifts or for more, than 48 hours a week. The permitted 
hours ranged from 55 to 60 a week in rather léss than 
half the factories, so they do not show a substantial 
improvement on the hours recorded in the report of the 
Chief Inspector for 1940. Still, there was a slight improve- 
ment in the later months of 1942, and it must be remem- 
bered that the fact that permission has been obtained for 
certain hours does not necessarily mean that these hours 
will always be worked. On the other hand, Miss Taylor 
regretfully admits that in some factories women and young 
persons were employed continuously for 60 or nearly 60 
hours a week, and it is difficult to understand why the 
Factory Department sanctions-such hours, except for a’ 
very short period in a time of great emergency. The 
effects of long hours on casual absenteeism were revealed 
at a factory where the women worked for six full days 
a week, with a total of 56 or 57 hours. The absenteeism 
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became so®acute, owing to the women needing time for ; 


‘ shopping and domestic duties, that the firm introduced a 
rota system, whereby the women had only 54 days of 
work a week and a total of 52 hours. Since the change 
the casual absenteeigm has practically ceased. The effect 

- on output is not stated, but a firm is mentioned where 
the women were employed on making hand-grenades, and 
they were found to produce more grenades when working 
a 50-hour week than on a 56-hour week. At another fac- 
tory, where scientific glass was made, the hours of work 
were reduced from 9 hrs. 50 mins. a day to 84 hrs., and 
after two weeks the majority of the women were pro- 
ducing as much in the shorter hours as they had done in 
the longer ones. ` : 

~The hours sanctioned by the Factory Department are 

often exceeded illegally, especially in the. employment at 

night of young women under 18 and of boys under 16. 

In one case boys under 16 were employed on night shift 

for between 60 and 70 hours a week, and in another 

girls of 16 and 17 were employed on alternating day and 
night shifts with an average weekly total of 63 hours. 


Again, adult women were employed in the assembling of ‘ 


motor vehicles for 70 hours a week.. In these and many 


other~ cases proceedings were taken by the inspectors -work, is not altogether impracticable. 


against the occupiers, and there must be numerous in- 
stances of illegal hours which escape their notice altogether. 
Many married women with domestic responsibilities are 
taking up employment on a part-time basis. The most 
popular plan has proved to be a two-shift system by means 
of which two sets of women put in, between them, a full 
day of work between 8 a.m.-and 6 or 7 p.m. An exten- 
sion of this method is to work three short shifts per day, 
the hours of the shifts being 7 a.m. to 12 noon, 12 to 
5 p.m., and 5 to 10 p.m. Or, again, four short shifts may- 
be worked, running from 6 to 10 a.m., 10 a.m. to 2 p.m., 
2'to 6 p.m. and 6 to 10 pm. Another alternative is to 
get the women to work “ overtime ” hours in the evenings, 
after the ordinary workers have left at 5, 6, or 7 p.m. The 
women continue the work till-9, 10, or 11 p.m. 

‘The long hours of work must often have an adverse 
effect on the health of the: workers, but Dr. J. C. 
Bridge, the Chief Medical Inspector, maintains that, speak- 
ing generally, there is no reason to think that it has been 
so affected. , He says that if industrial employment had 
. produced deterioration in health there would have been 
an‘ obvious increase in the notifiable infectious diseases, 
‘and that such has not been the case. Yet on another page 
of his report he briefly mentions the increasing incidence 
of tuberculosis among young adults, particularly females. 
What more striking evidence can we have of the adverse 
effects of war conditions than the vital statistics of 
Dr. Percy Stocks,? which show that the ‘tuberculosis 
mortality of young women (aged 15 to 25) rose 16% 


HOURS OF EMPLOYMENT po HLALILN 


~caused by the 


Ivu 


MEDICAL JOURNAL 





woskers who were previously unemployed and suffering 
from malnutrition. : 

In regard to specific cases of poisoning, there were 41 
cases of T.N.T. poisoning in 1941, of which 12 were, fatal. . 
There appears to have been a considerable increase on 
1940, but éases of anthrax fell from 37 (5 fatal) in 1940 
to 22 (3 fatal), probably owing to a reduction in the import 
of infected material. A serious increase in the number of 
gassing accidenis is noted, there being nearly 200 cases and 
10. deaths more than last year. The greatest increase was 
in cases of carbon monoxide poisoning—258 (24 fatal), 
compared with 162 (20 fatal) in 1940. Of the excess cases, 
no fewer than 56 (Q fatal) were due to miscellaneous causes 
such as coke braziers and exhaust gases from internal- 
combustion engines. „The number of dermafitis cases has 
risen, owing to.the increase in the number of entrants 
into industry and of materials used which may give rise to 
dermatitis, but Dr. Bridge deprecates the somewhat alarmist 
view. that is taken of this skin condition. He points out 
that in the vast majority of cases the harm to the skin 
irritant quickly subsides on removal of con- 
tact, and that with appropriate treatment and protection 
of the affected part continuance at work, even at the same 
Success depends on 
the co-operation of the individual worker. 





GASTRO-INTESTINAL CONCRETIONS 


It is pleasant at times to turn from the everyday to the 
out-of-the-way in -medicine. Most practitioners at one 
time or another run across a number of odd swallowed 
foreign bodies ranging from buttons or kirby grips to 
screwdrivers and watches, but few in this country are likely 
to have heard of the “ persimmon belt” or the unusual 
condition of persimmon bezoar. Persimmon is the Ameri- 
can date-plum. Bezoar is a Persian’ term used to describe 
concretions of various kinds found in the stomach and 
intestines of animals and man, and the persimmon belt is 
a general description given to a part of the United States 
in the Middle West with Kansas, Oklahoma, and Texas as 
its western boundaries. It is in the persimmon belt that 
persimmon" eaters, and éspecially those who impatiently 

eat them before they are ripe, may once in a while develop i 
a persimmon concretion in the stomach. The risk, how- 
ever, would not appear to be great, for under 120 cases 
have as yet been recorded in the literature, and Feldman 
in Baltimore observed none among 30,000 x-ray examin- 
ations of the gastro-intestinal tract. Chont, living in 
the heart of the persimmon belt and facing the daily 
risks of phytobezoar formation, now records a further 
series of 9 cases and makes a number of interesting 
observations upon this condition. While hair bals 


between 1939 and 1941? It is apparently dependent in ‘(trichobezoars) are more frequent in women—a case in 


considerable degree on hours of work, for Drs. Laidlaw 
and Macfarlane’ found that the pulmonary tuberculosis 
cases in Glasgow among industrial workers in general-~ 
increased 21% between the same periods, while those of 
clerks and shop employees increased only 3%. Now 
these two classes of employees mostly worked for 48 hours 
a week or less, whereas the industrial workers were usually 
employed for 56 hours or more, and in many cases for 72 
hours. Dr. Bridge considers that the maintenance of health 
- is largely attributable to the steps taken to provide meals 
in the factory canteens at a reasonable rate ; but other and 
perhaps more important factors must depend on the wise 
food policy of the Government, and on the fact that good 
“wages are now being earned by hundreds of thousands of 


a girl of 3 is recorded by Mr. V. C. J. Harris. in this 
week’s Journal—persimmon bezoar is mainly confined to 
men, and the coincident ‘occurrence of gastric ulcer is very 
high among these patients. Gastric acidity is mostly 
normal, and the in vitro formation of bezoars was found 
by Chont? to demand the presence of acid, though pepsin 
was not essential: in weak acid unripe persimmon fruit 
beginning to solidify in 24 hours. The radiological 
diagnosis was in most instances simple, and in some the 
concretion was of considerable size, measuring up to 5 
inches across. In a case described by Guthrie a large 
bezoar had broken in two and one portion had become 
impacted in the jejunum, causing some degree of actual 
obstruction. This writer mentions a number of other types 





2 British Medical Journal, June 27,1942, p. 789; and this week’s issue, p. 750. 
3 Rud, July 18, 1942, p. 63. E : 
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1 Proc. Mayo Clin., 1941, 18, 846. 
2 Radiology, 1942, ‘38, 14. 
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of gastric concretion, among which is included the shellac 
bezoar found among painters who drink alcoholic solu- 
tions of shellac; this apparently forms by precipitation of 
- the resins if the addict rashly reverts to the more usual 
custom of drinking water. One excessively rare occurrence 
is the formation of a bezoar caused by prune or raisin 
seeds and skins, by celery op salsify fibres, by pumpkin, 
and once by peaches. As with other things rarity brings 
its reward, and prices of bezoars—when supplies were 
available—were apt to be high in olden times, for they 
enjoyed a great reputation as remedies for poisonous and 
pestilent diseases. Even the temporary use of small Pieces 
cost a high figure ; in the scale of valueg the porcupine and 
monkey bezoars held the place of honour. The peach 
bezoar must be almost beyond price, 


HIGH FLYING FOR WHOOPERS 


Some three years ago an article in the German medical 
‘press described how children with whooping-cough had 
been taken up in aeroplanes with resulting amelioration 
of their symptoms.1 Now two members of the Berne 
school medical service record? their investigation of this 
therapy in Switzerland, with the co-operation of local 
aviation and transport companies. P. Lauener and E. 
Maeder made the first attempt in the late spring and the 


early summer of 1939, but weather conditions were par-’ 


ticularly unpleasant, and it required further studies in 1940 
and 1941 before enough patients had been obtained to 
make statistical analysis possible. The patients were mostly 
school children, but some infants and toddlers and a few 
adults were included in the series. Each flight lasted about 
90 minutes, of which about 40 were spent at a height of 


~ approximately 11,000 to 12,000 ft.. A sudden transition 


to great height by a rapid ascent was ruled out as being 
too dangerous. The flights generally took place in the 
mornings, and observations on weather conditions and 
humidity were included in the records. Only a few 
children showed any apprehension before going up, and 
this quickly disappeared once they were in the air. The 
infants and small children usually went to sleep at a height 
of about 6,000 ft., and they woke again only on landing. 
About 30% of the children and adults experienced some 


` nausea—the only disturbance caused by the flights—and 


none of the infants was sick. The authors collected 250 
patients all in the paroxysmal stage of whooping-cough. 
In 57 cases (22.8%) an abrupt cure took place after one 
flight. Within at the most two or three days, and often 
immediately after the flight, these patients stopped whoop- 
ing, and their astonished parents exclaimed that with the 


flight the whole picture of coughing and vomiting “had ` 


blown away.” Another 80 (32%) were “cured” more 
slowly, a period of eight days being necessary to secure 
freedom from paroxysms. Thus in 55% of cases the 
flights may be said to have given good results in a short 
enough time to justify the conclusion that they had 
some therapeutic effect. A further 411 cases were ım- 
proved ; in 69 there was no change. Two of this last group 
were taken up a second time with good effect, and 4 
children were taken up as a prophylactic measure, none 
developing the disease. Of the series 12 were adults, and 
all but 1 were benefited. Here the possible psychological 
effect has to be considered, but this could not be present 
in the case of infants, only, 10 out of 34 showing no appre- 
ciable improvement. No very clear relation with weather 
conditions was established : some days gave better results 
than others, and it appeared that low humidity was better 
than high. i 


1 Seo British Medical Journal, 1940, 1, 900 
2 Schweiz. med. Wschr., 1942, 72, 819. 





The Berne authors conducted two further seriês of obser- 
vations, one on the Jungfrau and the other in low-pressure 
chambers. A group of 23 children and 1 adult were-taken 
up by railway to a height of over 10,000 ft. and kept there 
for three hours before returning to Berne. The results 
were disappointing. In 16 out of the 24 cases there was 
slight Improvement but no sudden disappearance of symp- 
toms as after the aeroplane flights. The results with the 
low-pressure chambers were better. A group of 68 
children were studied. They spent 60 minutes in the 
pressure chamber, with about 15 minutes for decreasing 
the pressure, 30 minutes at a pressure corresponding to 
a height of about 14,000 ft., and another 15 minutes coming 
back to normal pressure. Sudden “ cure, as after the aero- < 
plane flights, occurred in 31%, undoubted improvement 
in 50%, no improvement in 15%, and in 3% the disease 
became worse. Clearly the low-pressure chamber had 
advantages over the aeroplane, for it is independent of 
weather conditions. The psychological effect of the 
flight is also eliminated. When we recall that during 
the first half of 1941 between 3,000 and 5,000 cases 
of whooping-cough were being notified weekly in this 
country, aircraft firms, we imagine, would look upon the 
opportunity as one not to be sneezed at. Lauener and 
Maeder do not explain how this unusual method of treat- 
ment works. Does exposure to low pressure have an effect 
on H. pertussis? , Or does it break a link in the chain of 
an ill-conditioned cough reflex ? 7 


HOSPITAL CONTRIBUTORY AND PROVIDENT 
SCHEMES 


Two brief reports that have reached us throw sidelights 
upon the revolutionary changes in health and medical ser- 
vices which underlie the Beveridge plan. While Sir William 
Beveridge proposes that 100% of the population should be 
entitled to domiciliary and hospital treatment as part of 
the benefits of a universal compulsory insurance scheme, 
the`Bristol Hospitals Fund publishes an interesting analysis 
of hospital contributory schemes—that voluntary system 
of comparatively recent growth which provides for the 
collection of regular contributions towards the cost of hos- 
pital care and treatment from some 10,000,000 people. 
The author of the Bristol! memorandum, Mr. John Dodd, 
sees two dangers ahead. One is that financial provision 
for hospital and ancillary services should be grafted on to 
national health insurance and be operated through a multi- 
tude of competing approved societies. But the other danger 
is that the present haphazard and inadequate methods 
should indefinitely continue. He urges regionalization of 
hospital services and of hospital finance, with only one 
contributory scheme in each of the divisions into which 
the several regions would be split up, and also that all 
contributory schemes should pledge themselves to observe 
minimum standards of contribution and of. benefit, to pro- 
vide unlimited services in general wards for acute sickness 
and to practise universal reciprocity. In the second report the 
British Provident Association, whose subscribers are people 
of moderate means, discusses the position of provident 
schemes in the future. Its executive council and its medical 
advisory board are strongly of the opinion that, whatever 
form future medical services may take, the two principles 
of free choice of doctor, hospital, and nursing home and 
of non-interference in the relationship of doctor and patient 
should be maintained. The council has circularized its 
subscribers on this subject, and reports that there is a 
large body of opinion that the facilities available for medi- 
cal and institutional treatment for those with moderate 
incomes are in need of improvement in two main directions 
—namely, suitable institutional accommodation at reason- 
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able charges, and means of mitigating the effects of the 
financial burden of serious illness. They think also that 
the extension of pay-bed provision in voluntary hospitals 
is the best method by which institutional accommodation 
should be secured, and that the development of provident 
schemes on similar lines to those operated by the associa- 
tion, providing for free choice of doctor and institution, 
should form an essential part of any improved service. 


CHEMOTHERAPY FOR TUBERCULOSIS 


Tuberculosis is the most important single infection which 
has not hitherto been brought within the scope of sulphon- 
amide treatment. Its chronfeity, the avascularity of the 
lesion, and perhaps the capacity of the tubercle bacillus 
for long survival under unfavourable conditions, all dis- 
courage the belief that any drug of this type can bring 
the infection under. full control. There is nevertheless 
evidence that the dissemination and extension of acute 
tuberculosis in the guinea-pig can be retarded. That sulph- 
anilamide is capable of doing this was reported more than 
four years ago by Rich and Follis? : since then a similar 
effect has been obtained from sulphathiazole, and an even 
more striking retardation by promin, a soluble, derivative 
of 4,4’-diaminodiphenylsulphone.*? These effects have only 
been achieved by dosage on a scale which could not be 
contemplated for clinical use, as much as 1% of the drug 
being incorporated in the animals’ food over long periods. 
Guinea-pigs can apparently tolerate this treatment, but 
according to B. E. Hall et al.” quite moderate doses of 
promin frequently produce a haemolytic anaemia when 
given for the treatment of tuberculosis in man: recovery 
is fortunately rapid after withdrawal of the drug. These 
authors treated 70 cases, and they state neither the effect 
on the disease nor the actual frequency of the consequent 
anaemia, but it is evidently a factor’ which must seriously 
curtail the efficacy of the treatment. If long-continued 
systemic treatment with promin is not féasible, there re- 
mains the more limited possibility of its local application, 
and this has been exploited by W. H. Tytler and A. D. 
Lapp in a study described on p. 748. The advantage of 
local sulphonamide treatment is that a high concentration 
of the drug can be attained in the neighbourhood of the 
lesion itself, while that in the blood remains relatively low. 
In Hawking’s‘ studies of the experimental prophylaxis of 
gas gangrene, sulphanilamide attained a concentration of 
about 1,000 mg. per 100 c.cm. in the wound fluid when 
introduced in powder form: sulphapyridine, being much 
less soluble, reached~a concentration of only 40 mg. per 
100 c.cm. ; and sulphathiazole, with an intermediate degree 
of solubility, approached the ideal by combining adequate 
concentration with persistence. The solubility of promin 
is no less than 45% : solution and absorption would there- 
fore be so rapid as to deprive the drug of any persistent 
action unless measures were taken to retard them. This 
difficulty was overcome by incorporating a solution in a 
tragacanth jelly ; but an alternative worthy of trial would 


_be the employment of 4,4’-diaminodiphenylsulphone itself, 


‘or of some other: compound with a degree of solubility 


more suited to local use. This type of preparation seems 


‘nevertheless to have been satisfactory, and its injection into 


. tuberculous abscess, cavities was followed in some cases 


by remarkably rapid healing. As the authors point out, 
there is a large field for such treatment in tuberculous 


‘cervical adenitis. Abscesses in connexion with tuberculosis’ 
of bone were among their successful cases, and there is 
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arnad, De>, l 13, 1941, p.856.  . 
3 roe Me ein ats N 
4 British Medical Journal, 1941. fi; 263. 


‘Kenya, and Ceylon. 








presumably no serious contraindication to injection into 
an affected joint. Although this treatment has a limited 
scope, it is evidently worthy of further trial, and may frove 
capable of improvement and extension. 





_ NEW SOURCES OF QUININE 
The question of extending: cinchona cultivation in the 


Colonial Dependencies, and the possibility of making the 


Colonial Empire largely independent of outside sources of 
supply of quinine, both for its immediate needs and for 
post-war years, is {nder consideration by a special sub- 
committee of the Colonial Advisory Council on agriculture 
and animal health. The planting of cinchona is already 
being carried out on some scale in Uganda, Tanganyika, 
Practically the whole of the world’s 
supplies of quinine were, before the war, derived from Java. 
Thence, before the Japanese occupation, the total annual 
exports were in the region of 1,700,000 lb. a year. The 
only other sources of production were India, which pro- 
duced about 70,000 Ib. a year, and South America, which 


is the original home of cinchona, and from which small - 


amounts of bark continue to be exported. Action was 
taken at an early stage of the war to ensure that reserves 


- of quinine should be available in the Colonies. Concen- 


tration of troops and labour forces in the malarial areas, 
however, makes increased demands likely, and steps are 
being taken to meet this possibility. 


WANTED: BRITISH MEDICAL FILMS 
As most readers know, the function of the British Council 


‘is to make people in other countries acquainted with the 


various aspects of British cultural life. It does this 
through the medium of the written and spoken word, and 
also through films. The British Council is now engaged 
in producing -medical films, and is at the same time 
anxious to have a complete record of any medical films in 
this country which might be suitable for showing over- 
seas, which are not already included in the catalogues of 
the British Film Institute or of Messrs. Kodak, of 16 mm. 
or 35 mm. gauge. Will any medical man who has such 
films communicate with the Film Department of the 
British Council at 3, Hanover Street, London, W.1? 


‘The Journal of the .American Medical Association 
announces that the A.M.A. will not hold its 94th annual 
session in San Francisco next June. This is the third time 
in the history of the Association that an annual session 
has been cancelled, the earlier occasions being in 1861 
and 1862 during the Civil War. The House of Delegates, 
the Board of Trustees, and scientific `“councils and the 
officials will meet in Chicago to deal with the affairs of 
the Association, particularly the many wartime responsi- 
bilities being borne by the medical profession of the 
United States. 








For some years past efforts have been made to obtain for the 
members of the Royal Naval sick-berth staff recognition of 
their qualifications, by examination and experience, to be 
accepted as male nurses in civil life. These attempts have 
hitherto failed, and neither of the two recent committees 
(presided over by Lord Athlone and by Lord Horder) which 
have dealt with nursing generally have touched on the 
matter, though it-was specially brought to their notice. The 
effort continues, as may be judged from the letter by Surgeon 
Rear-Admiral Falconer Hall printed in the Journal of Nov. 21 
(p. 621). It is hoped that the position of these competent and 
deserving men will be fully considered before any newelegisla- 
tion is proposed. 
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SKIN DISEASES IN, WAR , í 


BY 
° R. T. BRAIN, M.D., FRCP. 


The various infections of the skin,account for the great 
majority of skin diseases in war, and these infections may 
be considered conveniently in their aetiological groups. 
Thus we have the common pyogenic infections, seborrhoeic 
dermatitis, mycotic infections, virus infections, and those 
due to animal parasites. In many of these conditions the 
diagnosis is simple and: calls for little comment, while 
treatment is of supreme importance not only to the indi- 
vidual but to the community, for the speedy cure of an 
infection is the most certain method of preventing its 
spread, 

' The Pyogenic Infections 


The common infections to be considered under this heading i 


are of streptococcal or staphylococcal origin, but it should be 
remembered that mycotic and virus lesions, and also the less 
familiar lesions of cutaneous diphtheria and leishmaniasis, may 


be pustular too. 
Impetigo Contagłosa 


Several clinical varieties can be recognized, the discrete’ 


scabbed sore being the most common. Bullous lesions suggest 
greater virulence, and the spread is usually rapid. As the 
bullae resolve after rupture by drying centrally,- the edges 
remain red and may extend as a circinate lesion closely re- 
sembling tinea but more rapid in its course. Rarely, ulcerative 
lesions termed “ecthyma ” occur, and this variety leaves scars. 
Occasionally pale scaly lesions—impetigo pityroides—are 
present with or without the othér varieties, and such lesions 


~ are apt to be confused with the scaly seborrhoids, to which 


they are probably related. Impetigo often involves the angles 
of the mouth, producing septic fissures ; it also attacks the skin 
folds, setting up a septic intertrigo, the post-auricular variety 
being the most common. Septic fissures and pus-coccal 
intertrigo are likely to persist as chronic lesions long after 
the primary cchdition of umpetigo has cleared up. Sometimes 
in the course of impetigo, either because the infection is very 
acute or the skin is irmtated by treatment, a rapidly spreading 
pus-coccal dermatitis results. This appears as a bright 
erythematous area—hot, slightly oedematous, often weeping 
or crusted, but not indurated or so well defined as erysipelas, 
and the constitutional disturbance is lacking. A weeping pus- 
coccal dermatitis is often loosely called “ eczema,” but it is 
advantageous to retain the latter term for the response of a 
hypersensitive skin in which grouped minute papulo-vesicles 
erupt in non-inflamed areas. Naturally a skin may be sensitized 
by an infection or by an irritating application, and then upon 
the dermatitis so produced the grouped eczematous lesions will 
appear; but if the eczematous nature of the new eruption is 
not at once apparent by its morphology it soon will be when 
further eczematous lesions arise outside the inflamed area and 
perhaps symmetrically upon the limbs. The distinction between 
dermatitis and eczema is of practical importance because in 
acute pus-coccal dermatitis the ipfection must be fought, 
whereas eczema calls for sedatives and emollients to soothe 
and desensitize the skin. 

Before discussing treatment it is necessary to add that few 
dermatologists claim to be able to distinguish between 
staphylococcal and streptococcal lesions of impetigo contagiosa. 
Streptococci have often been found in pure culture in early 


. bullous*lesions, which cannot therefore be regarded as peculiar 


e ʻ 
to impetigo of staphylococcal origin. The dramatic response 
of many cases of bullous impetigo to a sulphonamide adds 
support to this view. 


Treatment of Impetifo 
Onè might say provocatively that general treatment is un- 


“important, for most of the cases clear up quickly on local 


treatment alone. Even so, it is bad practice to treat any 
lesion and neglect the individual, and in the exceptional. case 
general treatment is vital: this happens when a virulent 
organism or lack of resistance on the part of the patient pro- 
duces a rapidly spreading infection, the lesions of which are 
deeply coloured with an erythematous flare spreading around 


. them like a developing erysipelas. Sulphanilamide is usually 


quickly effective in such cases, doses of 1 g. three or four times 
a day for a week being adequate as a rule. Although such 
relatively small doses rarely produce toxic symptoms, ascorbic 
acid is a safeguard, and as wartime diets are low in vitamin C 
content, doses of 50 mg. two or three times a day are useful. 
Personal experience and reported cases suggest that vitamin C 
is very helpful in many infections, so that it is worth while 
giving it alone in obstinate cases of impetigo. Chronic pus- 
coccal lesions such as septic fissures and intertrigo may resist 
local treatment for years unless every effort is made to improve 
the general health. The good effects of ultra-violet light upon 
immunity and metabolism should be considered. Pheno- 
barbitone has cured many an obstinate case of impetigo in 
a nervous subject whose picking at the sores, even during sleep, 
has frustrated local treatment. ó 

Local treatment is determined by local conditions. The 
most important fact to remember is that the normal dry intact 
horny layer is invulnerable to bacterial infection. A moist 
skin is a vulnerable skin, so that the indiscriminate use of 
water or grease is to be avoided. The exudate from moist 
pus-coccal lesions can permeate the stratum corneum, thus 
bringing the organisms in a suitable culture medium to the 
moist layers, where they may actively infect; and no doubt 
this explains the spread of bullous impetigo on the face by 
a pillow at night. This can-be prevented by soaking a clean 
handkerchief in Jig. hydrarg. perchlor., pinning it when dry 
to the pillow, and lightly powdering it with talc. Auto- 
infection by scratching can be diminished by cutting the nails 
short, scrubbing ‘the free edges, and disinfecting them with 
antiseptic—an important fragment of technique in nervous 
patients and in children. Obviously it is equally important to 
dry up the early lesions as soon as possible. When these 
lesions tend to dry and heal spontaneously it is sufficient to 
apply calamine lotion or a dusting powder, and cure may 
be expected in a few days. Flat scabs on dry lesions may be 
left undisturbed and in due course they will flake off the 
healed skin, but the scabs on purulent sores need removing 
so that the antiseptics may inhibit or destroy the infection. 
A simple and satisfactory method of removing scabs and crusts 
is to apply hot compresses of 2% sodium sulphate for one 
hour and then to cleanse with a similar lotion or with 1% 
solution of sodium bicarbonate or normal saline. Dettol, 
hydrogen peroxide, or hypochlorite solution may usefully be 
added to the cleansing lotions. The need for isotonic or slightly 
hypertonic solutions is stressed, because skin denuded of its 
protective stratum corneum is instantly damaged by water, and 
the H-substance released by the disrupted cells increases the , 
erythema and exudation. The starch poultice brings heat and 
moisture into more intimate contact with the skin, but it is 
less cleanly than the saline compress. Kaolin made into a 
paste with 2% sodium sulphate solution is a simple substitute 
for the starch compress. 

Having cleaned away scabs and exudate, the next object of 
treatment is to dry the moist surface. Local ultra-violet light 
is an excellent method if available, since this has a superficial 
bactericidal effect and also stimulates healing and increases the 
resistance of the skin. Failing ultra-violet, infra-red or the 
near light of an electric bulb, or the warm air of an electric 
dryer, can be used. In actual practice one often has to depend 
upon powders and drying lotions. As a powder basis, zinc 
oxide, talc, and kaolin should be used instead of starch, and 
2% of, ammoniated mercury or calomel or 5% of-sulphanil- 
amide may be incorporated. Sulphanilamide powder alore is 
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effective in fhe treatment of virulent lesions but more active 
as a 5% solution in glycerin. ; 

In mild infections calamine lotion alone or with 2% liquor 
picis carbonis or 0.1% mercury perchloride is to be preferred 
as a cosmetic applicatjon. A suitably tinted 20% suspension 
of kaolin with 0.1% mercury perchloride or 2%, ammoniated 
Mercury is a useful alternative. If these lotions do not control 
the exudate—and occasionally metallic substances increase it— 
the dyes should be used. A 2% watery solution of gentian 
violet is excellent, although it obscures the lesion more than 


0.1% acriflavine, to which 4% of tannic acid may be added to- 


coagulate the serous discharge. Certain metallic salts also have 
a coagulating effect; useful formulae being silver nitrate 2 
to 5% in distilled water; or eau’d’Alibour, zinc sulphate 
gr. 6, copper sulphate gr. 4, in 1 oz. of water. Alcoholic 
solutions irritate the broken skin, and even spirit soap is best 
avoided. F s 

If the skin becomes too dry or if eczematous lesions indicate 
intolerance of watery applicàtions, creams or pastes should be 
tried. The former consist of 6 to 10% of calamine or of zinc 
oxide in a mixture of a vegetable oil and an equal volume of 
lime-water. Up to 10% of lanolin may be added to make a 
smoother cream, and the further addition of 2% of ichthammol, 
phenol, or liquor picis carbonis serves to relieve irritation 
and to add an antiseptic quality to the cream. 


Zinc paste consists of one part of starch, one of zinc oxide, 
and two of soft paraffin. No doubt it would be just as-effective 
if made with equal parts of kaolin and vaseline. These pastes 
may be improved for certain conditions by adding 2 to 3% 
of crude coal tar or of yellow oxide of mercury. Either may 
suit a dry impetigo, an obstinate intertrigo, or an eczematous 
lesion intolerant of lotions. Since pastes contain 50% of 
powder they can absorb moisture from the skin, and their 
degree of permeability prevents maceration and overheating. 
Compared with ointments, pastes represent a saving of nearly 
50% of the fatty base—an important economy in war. 

Ointments have a limited sphere of usefulness, and their 
irrational employment on moist lesions accounts for a lot of 
unnecessary dermatological practice. The skin is kept moist 
and vulnerable to infection under greasy films, and the forma- 

* tion of a healthy stratum corneum is retarded because desicca- 
tion is part of its natural stimulus. It is true that, according 
to many textbooks, ointments have a prominent place in the 
treatment of impetigo, ung. hydrarg. ammon. being popular 
in this country and the U.S.A. and diachylon ointment in some 
European countries. It may fairly be said that many, cases 
of impetigo get well in spite of the use of ointments, and that 
with careful cleansing of the lesions before applying ointment 
successful results can usually be obtained, although it may entail 
daily visits to a clinic. The.advantages of substituting lotions 
for ointments can readily be demonstrated. A weak mercurial 
ointment is useful when hard scabs form at night, especially 
in the scalp, and ung. hydrarg. nitratis dil. often heals septic 
fissures which are apt to persist at the angles of the mouth 
and just inside the alae nasi. Quinolor ointment and the 
sulphanilamide ointments are sometimes more effective than 
the-mercurials, but they are rarely necessary in the treatment 
of impetigo. i 

Some patients are very susceptible to staphylococcal infection 

_ of the hair and sebaceous follicles, and since grease increases 

_ this susceptibility sycosis barbae may be a sequel to treating 

impetigo of the beard area with an irritating ointment. 


- Sycosis Barbae 

This is essentially a chronic staphylococcal infection of the 
hair follicles, and the diagnosis is rarely established clinically 
before 3, or 4 weeks have elapsed. In sycosis barbae, the 
infected follicles are a deep brownish-red colour and many of 
them have small pustules at their orifices through which the 
hair protrudes. Although commotly localized to the shaven 
area or even to the upper lip or chin, sycosis may involve 
the eyebrows, scalp, neck, and every hairy part of the body. 
If in addition to sycosis there is marginal blepharitis, and 
septic follicles in the nares, the prognosis is bad. This resis- 
tance to local treatment supports the view that the skin lesions 
are in the nature of pustular bacterides, and in consequence 
secondary to a focus of staphylococcal infection elsewhere. The 
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focus should be sought in the nasal sinuses, tonsils, and teeth, 
for if focal sepsis is found and eradicated the prognosis is 
greatly improved. 

The treatment of early sycosis barbae is that outlined for 
impetigo. Hairs should be manually epilated from purulent 
follicles, the superficial pustules expressed gently, the lesions 
cleansed with isotonic solutions and mild antiseptics, the skin 
dried, and a lotion or paint applied. The watery solutions 
of the dyes or the zinc and copper sulphate lotion should 
be tried first, and if the skin becomes too dry ichthyol cream 
is applied at night. Quinolor ointment has given excellent 
results in many cases of sycosis; it should be well rubbed 
into the affected areas night and morning or, better, alternated 
with a lotion by day.s Watch must be kept against intolerance 
to a local application, or all the hair follicles will become 
inflamed and quickly pystular. X-ray therapy, “in fractional 
or epilation doses and skilfully combined with the other local 
treatment, often produces a favourable turn in an obstinate 
case, but not infrequerftly all the present art of the derma- 
tologist fails to cure the chronic case, which remains terribly 
vulnerable to the staphylococcus. Finally, a course of toxoid, 
vaccine, or preferably a mixture of both may do good; but 
often, although specific antibodies in circulation may be in- 
creased many-fold, the skin susceptibility to infection persists, 
and so does the sycosis. 


Seborrhoeic Dermatitis 


Seborrhoeic lesions are common and troublesome in war for 
reasons not difficult to understand. Whatever is the true nature 
of these conditions—and that remains controversial—the im- 
portance of constitutional factors is generally accepted. The 
subjects may be plump and placid or thin and nervous, but 
both types have moist greasy skins, have generally a liking 
for carbohydrates, and are always very prone to infections of 
their skins and mucous membranes. Nervous and anxiety 
states, limitation of protein and of protective foods, and re- 
stricted facilities for personal hygiene are the aggravating 
factors of war. The indications for general treatment therefore 
are clear, and it remains to consider the local conditions. 

The indisputable seborrhoeic lesion 1s the pale pink macule 
which occurs on a scurfy scalp and tends to spread behind 
the ears and to the margins of the scalp, the midlines of 
the back and chest, and the folds and flexural surfaces. These 
lesions of seborrhoeic dermatitis .are large confluent patches 
or discrete macules, circular, oval, or circinate in pattern, the 
latter suggestive of tinea circinata. The colour is a very 
pale pink as a rule; the lesions are irregularly covered with 
a soft, greasy, flaky scale, and irritation 13 slight or absent. 
Follicular papules topped by a small scale may be present 
on the greasy skin too, and acne vulgaris is common in the 
young seborrhoeic patient and rosacea in the middle-aged. This 
tendency to follicular lesions is further marked by a frequency 
of boils, indicating a characteristic susceptibility to staphylo- 
cocci which probably accounts for many seborrhoeic lesions. 
The importance of the pityrosporon of Malassez, the organism 
predominant in scurf, remains doubtful, therefore, in spite of 
the fact that treatment of the scurfy scalp is the keystone 
of local therapy. “For this purpose ointments of sulphur, 
salicylic acid, or resorcin are used to soften and remove the 
scales, the process being completed by a shampoo, using a 
2% solution of sodium bicarbonate and a tablet of sulphur or 
carbolic soap. Spirit soap is very effective, but is more likely 
to irritate an inflamed scalp. A liniment of 5% salicylic acid 
in 1 part of spirit and 7 parts of castor oil, a cream of 
2% ichthammol in lotio calaminae oleosa, and a lotion of 2% 
precipitated sulphur in calamine lotion are very useful for 
seborrhoeic lesions of the scalp and skin, while many of the 
remedies and methods used in the treatment of impetigo can 
be advantageously employed. 


Mycotic Infections 


The epidermophyton infections are by far the most common 
variety in war, and, since the feet are the usual sites involved, 
early diagnosis and effective treatment are essential. The 
former is usually simple, for an erosive durmatitis spreads from 
the toe clefts to the sole of the foot, with a circinate advancing 
edge of itching pustules or vesicles. The horny layer, separated 
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` by exudation, breaks and peels off, leaving moist red tender 
areas. Distant groups of tense vesicles may arise in the middle 
of the sole, and sometimes the infection begins here. A scraping 
of the under surface of a vesicle mounted in 10% sodium 
reide may reveal the fungus and confirm the diagnosis 
of tinea pedis. . 

Unfortunately, epidermophytoxin readily sensitizes the skin 
so that deep vesicles erupt ôn the soles and also on the 
palms, and in these vesicles no fungus can be demonstrated ; 
nor do the lesions respond to fungicides, but usually they 
do resolve when the primary mycotic infection is cured. These 
allergic eruptions, called “ epidermophytids,” are clinically in- 
distinguishable from the eczematous conditions of podo- and 
cheiro-pompholyx, which, like other es of eczema, clear 
up and tend to recur without any obvious external cause. Tinea 
relapses because of residual infection, often apparent in the 
fourth toe cleft as thick white cuticke, speckled at the sites 
of small vesicles. Eczematous lesions must not be treated 
with strong antiseptics or fungicides ; hence the importance of 
recognizing them so that general and local sedative Measures 
may be employed. \ 

Pyogenic intertrigo of the toe clefts is often confused with 
tinea, but the septic process is more acute, the surface moist 
at the sites of ruptured bullae, and as a rule the infection 
spreads to the more delicate dorsal surfaces of the toes. Scabies 
may be the cause of vesicles and pustules on the feet, and 
from the infected lesions an extending pyogenic dermatitis 
sometimes resembles tinea. More rarely, pustular psoriasis or 
acrodermatitis perstans has to be distinguished from tinea, 
for in these conditions, clinically identical, groups-of pustules 
erupt in the middle of the soles. These pustules are generally 
set'in dry shiny red plaques suggestive of psoriasis ; the con- 
tents are usually sterile, and treatment with fungicides is 
ineffective. { 

Epidermophyton infection of the groin—tinea cruris—is either 
secondary to tinea pedis or is acquired from infected lavatory 
seats or clothing and towels. As in the case of scabies and 
pediculosis pubis, tinea cruris may be a venereal contagion. 
The disease begins as small scaly pink macules, resolving in 
the centre and spreading centrifugally with a scaly edge so 
that by the time advice is sought the lesions are already circinate 
and the diagnosis rarely in doubt. Monilia infections are so 
similar that they are diagnosed as tinea ; but this does not 
matter, because they respond to the same treatment. On the 
other hand, intertrigo when mistaken for mnogworm is likely 
to be irritated by treatment with fungicides, and indeed this 
common lesion of the groin may be a sequel to the treatment 
of tinea cruris. ; ; i 

Intertrigo begins’ in the depth of a fold, as a bright 
erythematous patch, fading towards the edges—in contrast with 
the ringworm lesion. The friction of coarse woollen clothing 
on a moist skin often produces intertrigo of the inner sides 
of the thighs nær or adjacent to the scrotum, and because of 
this location a diagnosis of tinea is apt to be made. Either 
of these lesions may be found in the axillae too. 


Treatment of Epidermophyton Infections 


The crural and axillary lesions will clear up in a week or 
two if treated efficiently, and a simple method is to use 
Whitfield’s ointment—ung. acid. benzoic. co., BP.C.—a little 
well rubbed in at night, and, after cleansing with soap and 
water in the morning, to apply a mild antiseptic lotion. The 
dilute mercurial ointments will also cure early infections, and 
when necessary the fungicidal effect can be enhanced by adding 
4% of chrysarobin or 0.5% of derobin or cignolin. The sole use 
of such ointments will cure Many cases of tinea cruris; but 
there is less chance of producing a dermatitis and the skin is 
more comfortable if kept dry with a lotion by day. Under- 
clothing must be disinfected. Tinea pedis should be treated 
on similar lines. The strong ointments are well tolerated, and 
4% of tannic acid in acriflavine lotion is useful to control 
hyperidrosis, Relapses are common because the fungus is 
Protected from therapeutic agents by the thick horny layer 
of the sole, which is often greatly hypertrophied at the sites 
of infection. The trichophyton is even more inaccessible, if 
it reaches the nail folds or under the nail-plate, where it 
may give rise to onychomycosis. So after an apparent cure 
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it is important to prescribe a spirit paint for use after washing 
the feet. A suitable one is 0.2% of mercury perchloride and 
2% of salicylic acid in surgical spirit ; this should be painted 
around the nails and in the toe clefts for at least six months. 
Its use on the soles of the feet would be a good prophylactic 
Measure. Socks must be disinfected afd the insides of boots 
treated with formalin. 

Trichophyton infections, and occasionally microsporon infec- 
tions, account for tinea circinata, the common ringworm of 
the glabrous skin. - Diagnosis is easy as a rule, and the treat- 
ment is that given for tinea cruris. The pustular ringworms 
‘give more trouble, and tinea barbae is not infrequently con- 
fused with sycosis barbae. Ringworm of the beard area 
presents an indurated granulomatous swelling studded with 
pustules. These may show a circinate pattern and thus give 
a clue to the diagnosis, which may be confirmed with some 
difficulty by pulling a hair outeof a pustule and mounting it, 
and the pus with it, in 10% sodium hydroxide. Fungus or 
spores may be seen with the 1/6-in. objective under restricted 
illumination. “The usual treatment of tinea can be applied 
to tinea barbae, but the hairs should be epilated from the 
pustular follicles. Hot compresses of 5 % sodium thiosulphate 
or of 10% lotio calcii sulphurati are often helpful. Large 
doses of sodium iodide should be tried in deep and obstinate 
mycotic infection. - 

. Virus Infections 

Herpes simplex most commonly occurs on the face, where 
it is often mistaken for impetigo. The sudden eruption of 
grouped vesicles on an inflamed base with preceding irritation 
is the clue to the diagnosis. Penile herpes is not uncommon, 
and must be distinguished from scabies and primary syphilis. 

Zoster presents similar herpetic lesions, and when seen late 
-in a confluent pustular stage the resemblance to impetigo is 
close. The sharply unilateral distribution and the rapid evolu- 
tion of the full eruption establish the diagnosis, and a history 
of preceding pain or hyperaesthesia completes the clinical 
Picture. If pain is severe hypodermic injections of 1 c.cm. of 
pituitrin, or sodium iodide in doses of 15 to 20 gr. tid., may 
give relief. Herpetic lesions of both types are best treated 
with 1% phenol in calamine lotion. 

Warts may be just unsightly or, owing to their situation, 
may be the cause of disability. In either case they are a 
virus infection, and so are likely to spread on the individual 
or to infect others. Treatment, especially of the solitary wart, 
is a much-neglected but important fragment of preventive 
medicine. When warts are few in number their complete 
removal or destruction should be attempted. Curettage with 
a sharp spoon and subsequent sterilization of the crater with 
pure phenol is often satisfactory. Cauterization by heat or 
with CO, snow has the advantage of leaving a dry surface, 
and after diathermy or galvano-cautery no dressing is required. 
These methods appear to be radical and certain, but they are 
not, for the virus may be distributed more widely than the 
lesion indicates, and under the stimulus of the virus the inter- 
papillary processes of the epidermis thrust deeply into the 
corium. The epidermal cells carry the virus with them, so 
that a single surviving cell presumably can account for a Te- 
currence of the wart. Fortunately many warts disappear if 
they become involved in an inflammatory reaction, however 
slight, and this probably accounts for the successful use of 
x-ray therapy and of ionization, although considerable evidence 
exists of a favourable response to suggestion, which is in- 
separable from impressive techniques. When warts are 
numerous caustic paints should be used; but it is essential 
to pare away the thick horny cap continually, because it is 


` resistant to most of the preparations that may safely be en- 


trusted to the patient. Salicylic acid is a safe and effective 
keratolytic, and a 10% solution in collodion or spirit forms 
the basis of many paints for warts. 

Painting is more effective if the wart is kept covered by 
adhesive plaster, and a resistant plantar wart may respond to 
this method if painted every other day with liquid phenol or 
80% trichloracetic acid in water. After several paintings the 
thick horny cap often comes away adhering to the plaster, 
leaving a deep crater, which should be again painted with 
phenol and dressed with ung. acid, salicyl. A pencil of CO, 
snow firmly pressed on a plantar wart for several minutes 


‘ 
` 
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until a narrow zone of normal skin around the wart is frozen 
will be followed by a bullous reaction which permits the wart 
to be dissected away with ease in a day or two. The crater 
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should .be dressed as above. Large plantar warts may be treated - 


with x rays, and sutcess can be expected in about 80% of 


' cases. The treatment is painless, but an x-ray burn is not, and 


must be avoided by careful dosage. A previously untreated ' 
wart may be given a single dose of 600 to 800 r units through 
1 mm. of aluminium at a kilovoltage of 90 to 120. Pain is 


„usually relieved quickly, and the plantar wart should disappear 


in a month; if it does not, the dose may be repeated, but 
once only.- A more cautious method is to give four doses 
of 200 r ateweekly intervals exactly to the wart. Should 
irradiation fail it is important to avoid the use of strong 
caustics and cauterization, but the irradiated wart can safely 
be pared and kept under plasjer. Ung. acid. salicyl. B.P. may 
be applied within a protective fing of felt. 


Diseases due to Animal Parasites 
Scabies—The diagnosis of this common and troublesome 
disease may be easy and certain if typical burrows are present, 
or it may be so difficult as to baffle the most experienced 
dermatologist. Burrows should be sought in the creases of the 
wrist, of the ulnar side of. the hand, and of the palm. It is not 
generally known how easily the ‘acarus ox ova can be demon- 


- strated by wetting the burrow with 5% solution of caustic 


` disinfection of the underclothing and night apparel. 


soda or potash and then scraping out with a scalpel and 


examining the scraping under the low power of a microscope. 


Even if burrows are not found, an itching eruption of fine 
papules on the wrists, the inner sides of the arms, the axillary 
folds, the umbilical region, the pubic area, the inner sides of 
the thighs, and the ankles is almost certainly scabies, and a 
history of familial cases increases the probability. It should 
be remembered that a patient with factitious urticaria will 
produce urticarial lesions by scratching scabies, and in children 
papular urticaria is often vesicular or bullous; so is scabies, 
and both_may show the same distribution. Lesions in the 
finger clefts are misleading, since cheiropompholys, eczema, 

and intertrigo imitate scabies there. 

‘ Treatment of Scabies ——When many treatments are adyocated 
to cure a disease it usually means that none of them is satis- 
factory, but surely the exception to this aphorism is in the 
case of scabies. The present spate of new methods merely 
emphasizes the probability that any insecticide brought into 
intimate, contact with every bit of infected -skin will cure 
the infection. ‘There are three essentials to success in the 
treatment of scabies. First, an attack upon the stratum corneum, 

which shields the parasite from the insecticide and indeed ` 
provides a veritable Anderson shelter for the acari on the 
palms and soles. ‘Thorough scrubbing with a nail-brush and 
lots of soap on several occasions is usually necessary, although 

the use of strongly alkaline or soapy solutions, which them- 


-selves soften and penetrate the horny layer, gives a fair measure 


of success without the scrubbing. But the easy way is not 
the best. Secondly, every part of the body must be treated 
with the insecticide, and it is obvious that the chance of 
missing small areas decreases with repeated applications. To 
prevent dermatitis venenata arising from treatment, a limit, 
determined by experience with each remedy, must be set to 
the number of these applications. The third essential is the 
Recent 
experiments -have made doubtful the necessity for sterilizing 
the outer garments and bedding, but where facilities exist, 
the extra precaution can do nothing but good. Contacts must 
be treated or reinfection is likely to occur. i 


The choice of an insecticide is dependent upon what is 


‘available, and due consideration should be given to economy. 


The derris- root treatment described by Captain Saunders 
(British Medical Journal, 1941, 1, 624) is clean, simple, and 


‘economical ; briefly, it consists of six applications in two days 


of the following lotion. One teaspoonful of soap flakes to 
10 oz. of a mixture of 4 oz. of derris root powder in one 
gallon of cold water. The lotion of equal parts of benzyl 
benzoate, industrial methylated spirit, and soft soap has 
become very popular, and the official cream is less irritating 
and more acceptable to the pafient. After soaping, scrubbing, 
and bathing the benzyl benzoate lotion is painted on the wet 
skin and again when dry, and any residual lotion should be 
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used up next day on the areas most involved and on the thick 
skin of the palms and soles. Sulphur is an excellent insecticide 
and is more potent in an alkaline medium. The effectjye but 
messy ointment need not be used. There are many new 
emulsifying bases which make non-greasy ointments and creams 
to which 10% precipitated sulphur may be added. For example, 
7% of lanette wax added to a simple ointment enables the 
product to'be creamed with water. Good results have been 
obtairied with lotio calcii sulphurati diluted 1 in 10; with 10% 
sodium thiosulphate followed by the application of dilute hydro- 
chloric acid; and also with precipitated sulphur rubbed into 
soap lather and then into the skin. When sulphur is not 
tolerated 10% balsam of Peru in zinc ointment will be found 
useful. 

The reaction of the skin to these remedies is mefnly follicular, 
and the appearance of å rash of irritating red dots marking the 
irritated follicles is often regarded by the patient as an exten- 
sion of the scabies, so that treatment is continued and extensive 


‘dermatitis results. This should be treated with calamine lotion, 


to which 2% of tar solution may be added. Luminal, gr. 1/2 
b.d., helps to allay the irritation of the dermatitis or the psychic 
itch which lingers with imaginative folk long after the infection 
is cured. 

| Pediculosis 

Pediculi are often the cause of irritation of the scalp, body, 
and pubic area, and it is surprising how often their presence 
is overlooked. 

Nits or pediculi in the - scalp are`a simple explanation of 
local irritation and of scratch marks across the shoulders. A 
lotion of phenol 3% in liq. hydrarg. perchlor. should be applied 
liberally to the scalp, where it will kill the lice and prevent 
or cure septic infection. The same lotion will allay the 
irritation of the scratched skin. * 

Pediculi corporis should be looked for when a patient has 
soiled underwear, especially if by habit or necessity the 
clothing is worn night and day. Infested patients complain of 
irritation of the body, and excoriations and pigmented macules 
are often seen. The lice are to be found concealed in the 
seams of the underclothing, although in severe infestation they 
are present on the skin too. Various insecticide powders for 
dusting on the clothing provide a second-best method for the 
control of body lice, but the obvious solution is the improve- 
ment of personal hygiene and efficient disinfection of clothing 
and bedding. 

The crab louse, PAthirius pubis, gives rise to an intense 
pruritus of the pubic area. The infection is often a venereal 
one, but it may readily be acquired from infected lavatory 
seats. Inspection of the pubic hairs, preferably with the aid 
of a magnifying glass, reveals the presence of the small dark 
nits close to the skin. It is not so well known that Phthirius 
pubis also attacks the axillae and eyelid margins. Treatment 
is simple, and the phenol lotion mentioned for the treatment 
of pediculosis capitis will do for the pubic and axillary areas. 
The weak sulphur and mercurial ointments are also effective, 
but strong applications must be avoided. For example, ung. 
hydrarg. has been responsible for much dermatitis and dis- 
comfort. So has the unnecessary habit of shaving the pubic 
area. The liberal use of soap lather is very helpful, and no 
doubt a paste of- it -with precipitated sulphur would be an 
excellent remedy. The ova are less readily destroyed, but if 
treatments are repeated at intervals of a few days the 


~ infection is soon ended. Disinfection of the underclothing is 


necessary. 











A plan for the abolition of coal smoke from our towns and cities 
within ten years from the end of the war is outlined in the autumn 
number of Smokeless Air, the journal of the National Smoke Abate- 
ment Society (temporary address: 94, Manor Green Road, Epsom; 
Surrey). The proposed scheme (published for discussion and not 
yet officially adopted by the society) is based on proposals already 
made for the creation of smokeless central and other special zones 
as a part of post-war town planning, and suggests that in each town 
there should be a planned stage-by-stage extension of these zones 
until the whole town is smokeless. The rate of progress, especially 
when residential areas are reached, would depend primanly upon the 
rate at which increased supplies of smokeless fuels and appliances 
become available. 


~ 
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HOSPITAL SERVICES AND CONTRIBUTORY 
SCHEMES 


At*the distribution meeting of King Edward’s Hospital Fund 
for London, held on Dec. 15, the DUKE oF GLOUCESTER took 
the chair for the first time as „President in succession to the 
late Duke of Kent. In his address to the Council he said 
that to-day there was very general agreement that whatever 
arrangements were made for the future of the hospital service 
` there were features of the voluntary system which were 
precious and must be preserved. On the recommendation of 
the Distribution Committee it was proposed to distribute 
£280,000. The general financial position pf the hospitals was 
better than might have been expected; the grants made by 
the Ministry ef Health for the costs of the casualty service had 
helped in many cases ; but a number of hospitals were finding 
some difficulty in meeting their expenditure. Sir EDWARD 
Peacock, in making his financial statement, said that one of 
the most difficult new factors to be kept in mind was the 
demand for capital expenditure that would confront the 
hospitals after the war. The King’s Fund had to do its best 
to adjust the delicate balance between the immediate needs 
of the hospitals and the post-war requirements. Sir ERNEST 
PooLgy presented the report of ‘the Distribution Committee 
with the schedule of grants recommended to hospitals and 
convalescent homes. 


i Minister of Health’s Statement 


Mr. ERNEST Brown, in proposing a vote of thanks to the 
President, expressed his keen interest in the work of the Fund, 
particularly in its function as a sort of centralized bureau for 
promoting high standards of service among the London 
voluntary hospitals, and in its will to collaborate with the 
great municipal hospital services in the same area. The 
practical field work of bodies like the Fund assumed enhanced 
importance now, at a moment when ideas on reconstruction 
in the hospital and health services were being quickened, and 
in a country where the conception of building out of, and 
on to, existing practical experience was inherent in reform. 
The moment was particularly notable from that point of view, 
because of the issue of that extremely interesting, constructive, 
and (in the right sense) provocative contribution to the re- 
construction theme—the Beveridge Report. That report was 
receiving a thorough review in the light of the much wider 
problem of reorganizing the background of individual living, 
which all were determined to solve. With reference to 
“Assumption B” in the report—“ Comprehensive health and 
rehabilitation services for prevention and cure of disease and 
restoration of capacity for work, available to all members of 
the community ”—the Minister recalled that in Oct., 1941, 
he had announced in the House of Commons that it was the 
Government’s igtention to secure, by means of a com- 
prehensive hospital service, that appropriate treatment was 
available for all who needed it; also that it was intended 
to maintain the principle that, in general, patients should be 
called upon to make a reasonable payment towards the cost, 
through contributory schemes or otherwise. The Minister 
continued : ' 


“On this last point the Beveridge Report lecognizes that the- 


question of patients’ contributions and of contnbutory schemes is 
one which can be decided only in relation to the whole problem of 
the organization of hospital services, and one which will depend on 
the general policy found best for providing those services. While 
it is too early yet for me to determine the shape of that policy (I 
am now conducting all the preliminary spade-work and shall later 
be consulting the interests most concerned) no one can be more 
alive than J to the value of the practical work done in the past, and 
being done now, by the. various contributory schemes; and also to 
their potentialities for the future—particularly if they are able to con- 
verge a little more on to more uniform paths—for example, in matters 
of their rates of payment to hospitals and in their readiness to extend 
those payments equally to any hospital, wherever situated, to which 
the medical needs of a patient make it desirable to send him. You 
have, I know, been putting a good deal of useful effort into the 
questions of contributory schemes in London and the better corre- 
lation of their activities. You would, I feel, be well advised to go 
ahead with this—perhaps particularly on the two aspects which I 
have just instanced—and your progress will certainly be of interest 
to us in gonsidering the part which it may be found best to expect 
these schemes to play in any long-term hospital policy.” 


—e 


STATUS OF THE GENERAL SURGEON 
A Manifesto frem South Africa 


‘A copy of a manifesto has been receiyed from the’ Group 
of General Surgeons of the Johannesburg General Hospital. 
This body, which was set up on March 9, 1942, comprises 
the four honorary senior surgeons on the staff of the hospital 
and their first and second assistants, who-are also on the 
honorary staff. The senior member of the surgical staff, 
Mr. I. W. Brebner, who jis also Professor of Surgery in the 
University of the Witwatersrand, was unanimously elected 
chairman. The reasons for the formation of the group are 
set out as follows, and the honorary secretary states that 
suggestions and criticisms from readers who are interested or 
concerned will be welcomed. 


e 
The Johannesburg Hospital Manifesto 


In centres of medical activity throughout the world, the position 
of the general surgeon has for long been a source of perturbation. 
The impression has been allowed to become prevalent that general 
surgery as a specialty is rapidly becoming defunct. This.is not the 
feeling of general surgeons themselves. 

The Group of General Surgeons of the Johannesburg General 
Hospital feels that it 1s expressing the views of general surgeons 
everywhere when it states that whatever may be the advantages of 
narrow fields of specialism, there are also disadvantages. There is 
apt to be a somewhat confined outlook and lack of broad perspective 
in small specialties. The one system concerned in any particular 
specialty is, after all, but a small part of the body as a whole, and 
its diseases are often considered without due regard to the whole 
organism. The present-day tendency to embark on specialism soon 
after qualifying never permits such specialists to appreciate the 
immense importance of the condition of the rest of -the body in 
relation to their own small sections of it In the teaching of 
students particularly the preceptor must be able to consider the 
whole body in relation to disease and injury and not merely a part 
of it. s 

The aims of the Group of General Surgeons are: 


1. To maintain the status of the specialty of general surgery. 

2. To promote the exchange of ideas between the members of the 
Group by the reading of papers and the showing of cases. 

3. To encourage the individual general surgeon to develop a par- 
ticular bent within the range of general surgery. E 

4. To promote closer relationships between the various specialist 
groups. g 

Finally the scope of the general surgeon 1s defined by the Group 
thus: “ A general surgeon is entitled to perform that work that 
he and his general surgical colleagues consider he is competent to 
undertake.” 





MEDICAL DEFENCE UNION 


The annual meeting of the Medical Defence Union was held 
under the chairmanship of Dr. James Fenton, who, during 
the proceedings, was elected President for ‘ 1942-3. Mr. 
E. D. D. Davis was re-elected Treasurer, and Dr. G. Roche 
Lynch was elected Chairman of the Council Committee. . 

Dr. Fenton referred with regret to the death of Dr. G. de 
Bec Turtle, which took place only a few weeks after his election 
as President 12 months ago. The Union, he said, had now a 
membership of 25,000, the highest figure, he believed, obtained 
by any organization of medical practitioners which restricted 
its activities to the British Isles. e war had not diminished 
litigation, and the Union was to-day spending a much larger 
proportion of its annual income on the defence of members 
than it had done in years gone by. It was well to remind 
doctors in general that the State and military authorities did 
not, except in special cases, accept responsibility for real or 
alleged acts or omissions of their medical officers when engaged 
in medical practice as members of H.M. Forces. As a rule a 
medical officer was required to defend the results of his own 
work when charged by a litigant; moreover, he might require 
legal protection even against the authority by whom he was 
employed, and might even need legal representation before a 
court martial. The President drew attention to the need for 
special care in certification ; the Union had been called to 
defend before the courts and professional tribunals medical 
practitioners who had been charged with wrongful certification. 
It was difficult to find any justification in some of these cases, 
but the Union had done what it could to save members from 


penalties. 3 ; 
f \ 
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Correspondence 


Shortage of Beds in Fever Hospitals o 


Smr, —Many fever hospitals have a proportion of their, beds 
diverted for general hospital purposes, most of them are 
experiencing acute difficulty in recruiting and retaining an 
adequate nursing staff ; many; particularly in “danger areas,” 
are unable to use their all-glass isolation units. It is becoming 
increasingly difficult to cope with demands for beds, and it 
is in the hope that practitioners will co-operate by refraining 
from recommending hospitalization, except where this is really 
necessary, that I send you this note. I fully appreciate that 
war conditions make home #ursing difficult, but I hope that 
practitioners and the public will realize in their turn the peculiar 
difficulties of the hospitals. If parents, officers in charge of 

- camps and billets, and others involved can be assured that 
infectivity diminishes rapidly in most diseases after the typical 
rash has appeared, that susceptible contacts have therefore 


` 








already been infected, that late hospitalization will do little ` 


to prevent local spread, that the risk of the conveyance of 
infection by healthy third parties is negligible, they will be 
more willing to keep the clinically mild case at home or in 
billet. German measles, chicken-pox, and other minor infec- 
tions can only be admitted at the expense of pertussis, enteritis, 
and other illnesses of actual and potential seriousness. . It is 
‘particularly in London, where the hospital authority has been 
in normal times perhaps over-altruistic in agreeing to admit 
non-notifiable infections, that the pressure is severe. Any-help 
that family doctors and“ others can give will be much 
appreciated by those responsible for fever hospitals—I am, etc., 
$ ANDREW TOPPING, 


Prezident, Fever Group, 
a Society of Medical Officers of Health 


Treatment in Psychiatry ` 

Sm,—Recent correspondence on the subject of shock treat- 

_ ment in psychiatry appears to have done something to resurrect 
insulin therapy from the partial eclipse it has recently undergone 
by the advent of electric convulsion therapy. This eclipse 
must be partly accounted for by the quick and dramatic results 
that have been obtained in many cases by the latter method. 

- Before being carried away by the virtues of either method 
we must admit that there are sound reasons for believing that 
there is a place for both in treatment, and that the ideal mental 

. hospital should have both at its disposal. What is needed is 
a more careful choosing of cases for one or the other treatment. 
Tt is becoming generally recognized that certain of the 
melancholias, particularly of the involutional type, yield good 
and sometimes. dramatic results with convulsion therapy. Con- 
vulsion therapy has proved disappointing in the treatment of 
dementia praecox, on the. whole, and it may be claimed that 
` the majority of these cases do best on insulin therapy. In those 

- in whom depression or stupor are marked, good results are 
obtained by combined insulin and convulsion therapy, a point 
which has not been stressed by your correspondents. Time 
is precious in the treatment of schizophrenia, and many valuable 

- weeks are often lost by the use of prolonged convulsions. In 
this connexion-it is true in general that if some improvement 

' does not occur after the first two or-three convulsions it is 

_ best to proceed straight to insulin therapy. 

Yet, despite the acknowledged value of insulin, its use has 
diminished since the war began. This may be attributed to the 
difficulties of obtaining sufficient sugar, and to the reduction 
of mental hospital staff. We have recently shown (Sandison 
and McGregor, J. ment. Sci., July, 1942, p. 387) that the use 
of the intravenous insulin treatment avoids the wartime problem 
_of sugar.. By shortening fhe time of daily treatment and its 
freedom from complications it enables the nursing and medical 
staffs to do more work in other departments. In more than 
one mental hospital this technique is now being used with 
success. - i 

Dr. William Sargant (Nov. 28, p. 648) brings statistics to his 
aid in support of insulin. However true his deductions may be, 
statistics must be treated with caution in psychiatry. The 
diagnosis of early schizophrenia is notoriously difficult, and 
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many so-called remissions occur in patients who were probably 
depressives or-even psychoneurotics. 

In conclusion, convulsion therapy fails to give such good 
results in many centres because of the lack of profonged 
personal supervision which is inherent in insulin therapy and 
so valuable to the schizophrenic. I should like to sum up with 
a plea for the introduction of Both forms of treatment in every 
centre, the wider use of combined therapy, and for greater 
nursing supervision of those undergoing convulsion therapy. 
Insulin should be given by the intravenous technique.—I am, etc., 


R. A. SANDISON, 
Flying Officer, R A.F 


e Child Health 

Sir,—With reference to the letters of Dr. J. Burnet (Nov. 21, 
p. 616) and Dr. Eva McCall (Déc. 12, p. 708) I desire to 
state that we doctors in the health services have an outlook 
toward disease that may be somewhat different from that 
of our colleagues who*are specialists in treatment. It appears 
to us that there is a great waste of talent and ability on 
repairing bodies damaged by disease due to causes which, 
figuratively speaking, issue from conduits the taps of which 
might be turned off, and on treatirig established maladies 
rather than finding and checking them in their beginnings 
as slight disorders of function. 

We would therefore ask our colleagues in high places to 
join with ùs and with research workers through some suitable 
organization (like that of the health centres proposed in a 
State Medical Service) to attack disease in a resolute and 
rational manner, provided, of course, it isn’t the seeking for 
profits but human welfare—a more worthy object for a great 
profession. (Fuller details of what is meant will be found 
in a résumé of an address given by me to the Derbyshire 
Branch of the B.M.A. in June, 1938, and published in the 
Journal, Jan. 8, 1939, p. 45.) Those who are disposed to 
adopt this view might be interested in the Child Health 
Planning Group Movement, for details of which I refer 
readers to the general secretary, Dr. Kershaw, Medical Officer 
of Health, Accrington, Lancashire.—I am, etc., 


Glossop. E. H. M. MILuiacan. 


. The Dysentery Carrier 

Sm —lIn his letter (Nov. 21) Dr. Ian Taylor refers to 
dysentery: its notification in peacetime and wartime, and the 
marked upward tendency during the last years. For good 
reasons Dr. Taylor explains the greater frequency partly by 
the improved means of bacteriological investigation ; it is 
indeed a remarkable advance which has been achieved by the * 
research work of the last years. Again, the discoveries of Leifson, 
Hynes, and the workers in the E.P.H.L. Service have resulted 
in the use of new and ‘very effective culture media for growing 
the causative agents of bacillary dysentery. But in spite of 
these remarkable advances there remains stil? a disproportion 
between clinical evidence and laboratory confirmation. Before 
and at the outbreak of the last war, when the difficulties in 
obtaining exact results from faecal cultures were so pronounced, 
we had in the early diagnosis of bacillary dysentery to look for 
other means of help. In my studies on procto-sigmoidoscopy 
I (1906) emphasized the value of ocular inspection in this 
respect, and advocated (Med. Klin., 1914, 44) that this method 
should be made obligatory. In obtaining material for bacterio- 
logical examination directly from the affected parts through 
the endoscope positive results rose to as much as 60 and 100%. 

The insidious and tenacious character of dysentery may be 
recognized by the fact that often in apparently healthy patients 
with normal motions the speculum discloses still active ulcers 
in the lower intestine ; this proves that the endoscopic examina- 
tion is not only a great help to diagnose the beginning of the 
disease but also to ascertain that the patient is really cured. 
By omitting this control we risk missing carriers who without 
any knowledge of their condition become a permanent danger 
to the community. This is but one aspect of the matter of 
detecting and controlling carriers. There are other sides to 
this problem, such as the controversial question where the germs 
are lodged in chronic infections—in the liver,:in the intestinal 
wall, orin both. The prophylaxis of chronic and endemic forms 
of bacillary dysentery_includes still the question under which 
symptoms insinuating or attenuated infections become manifest. 
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In my.view some of the cases of so-called “ idiopathic ” ulcera- 
tive colitis are originally caused by germs of bacillary dysentery. 
I completely agree with Dr. Taylor that scrupulous hygiene 
is a strict necessity, but in conformity with this there are still 
some unsolved questions or matters under discussion which we 
hope will be fully explained with the help of recent researches. 
—I an, etc., : i 


GUSTAV SINGER, M.D., 


Sanderstead, Surrey \ Emerttus Professor of Vienna University 


Sulphonamides for Gonorrhoea 

Sir,—Apropos the correspondence on sulphonamides for 
gonorrhoea, it is worth while drawing attention to an investiga- 
tion made by Towsky et al. (J. Lab. clin. Med., 1942, 27, 1001) 
in which sulpkapyridine, sulphathiazole; and sulphadiazine are 
compared. The cure rates were (excluding defaulters) 92%, 
96%, and 93% respectively, between which there is no significant 
difference. The rates for defaulters, however, are: for sulpha- 
pyridine 28.8%, for sulphathiazole 9%, and for sulphadiazine 
3.5% ; if the defaulters are counted as failures the cure rates 
then become 65.5%, 87%, and 89.5% respectively. Toxic 
reactions were: sulphapyridine 75%, sulphathiazole 11.5%, and 


sulphadiazine 8.8%. To effect a cure the average dose required 


was for sulphapyridine 23.5 g. in 8 days, for sulphathiazole 
28 g. in 8 days, and for sulphadiazine 17.5 g. ın 8 days. The 
authors conclude that sulphapyridine “ would better not be 
used in the treatment of gonorrhoea in the ambulatory patient,” 
and that “it would seem that sulphadiazine is a valuable drug 
in the treatment of gonorrhoeal urethritis.” 

Recent experience in this hospital emphasizes the value of 
sulphadiazine in various acute infections, such as a severe 
staphylococcal septicaemia uninfluenced by a week’s treatment 
with sulphathiazole but responding immediately to sulpha- 
diazine. It is unfortunate that there is difficulty at times in 
obtaining this drug. There appear to be good reasons why 
sulphanilamide and sulphapyridine should no longer be used 
when the newer drugs are available.—I am, etc., 


Pathological Department, 
Royal Infirmary, Bradford C. J. YOUNG. 


Sirn—Col. L. W. Harrison (Dec. 5, p. 677) has interpreted 
my remarks wrongly. I did not question his statement that 
in the great majority of men who present themselves for treat- 
ment within 4 days after coitus sulphathiazole eradicates the 
disease within a few days—the length of treatment required 
apparently depending on the virulence of the causative 
organism. I am convinced of this from my own very limited 
* experience. But what I am querying is the necessity for using 
expensive, and to some extent dangerous, drugs in very early 
cases, when the same result can be achieved by simple 
irrigation. aot z 

Gonorrhoea is caused by the deposition of gonococci in 
the mouth of thè urethra. The diplococci lie dèposited on 
the surface for 2 or 3 days before causing any visible signs 
of ınflammation or discharge. If immediately after intercourse 
a man micturates and bathes the penis and particularly the 
mouth of the urethra with hot .water and soap, he washes 
off all gonococci and escapes infection. (The above is especially 
true if he inuncts himself before and after intercourse with 
33% ung. hydrarg. subchlor.) After the lapse of a few hours 
syringing the anterior part of the urethra with weak 
permanganate solution is enough. Later on, up to the 4th day, 
injection (t.i.d.) of 20% argyrol, which ts retained in the urethra 
with forcipressure for 10 to 15 minutes, is enough. When this 
period is over and gonococci have penetrated into the deeper 
layers of the mucous membrane, when the desquamation of 
that membrane—as indicated by the flow of thick pus—is going 
apace, and the inflammation is rapidly advancing along the 
whole length of the urethra (taking about 7 days to spread 
to the prostate), no antiseptic that we know of can penetrate 
the necrotic mucous membrane, and we have to rely either 
on the establishment of natural immunity (as in olden days), 
which takes`on an average 10 weeks, or on the administration 
of sulphathiazole, which effects a cure in these advanced cases 
in 2 or 3 weeks—not 2 or 3 days. í 

Sulphathiazole and sulpbapyridine are wonderful remedies, 
but why employ them in very early cases when simpler methods 
are equally useful, less expensive, and less dangerous? 





‘opinion and ignorance of V.D. being what it is. 


e 

Since writing my note (Journal, Nov. 21, p. 617) I have 
consulted the latest edition (1941) of the Extra Pharmacopoeia, 
and there in vol. i on p. 946 I find Col. Harrison’s earlier advice 
(not to use sulphonamides for 3 weeks) given in full as a 
warning to intending users of this group of drugs in early cases. 
Certaigly it is advisable for authorities like Col. Harrison— 
to whom humbler practitioners like myself look for advice 
and guidance—to issue a public recantation of their earlier 
views whenever such views undergo a revolutionary change. 
—I am, etc., : ; 


Manchester gi M. R. SONI. 


Service Cases of Venereal Disease on Demobilization 


Sm,—With reference to the letter from Drs. David Erskine 
and V. E. Lloyd (Nov. 21, p. 617) on the need for the 
prevention of temporary or pernfanent default from treatment 
in Service patients discharged from the Army after the armistice. 
may I make additional suggestionś. 

‘I suggest that all members of the Services and the Civil 
Defence organizations should undergo a Wassermann and a 
Kahn test before discharge to civil life. There are three main 
reasons for this suggestion. First, there are bound to be 
syphilitic infections that have escaped the notice of both the 
medical officer and the patient. Secondly, it will save a preat 
deal of annoyance and expense when wound pensions come 
to be granted, both in’ the immediate post-war period and 
later ; and, finally, it gives us the golden opportunity of doing 
mass blood tests on the great majority of that portion of the 
population on whom the country will depend in the difficult 
years to come. This could prevent some of them becoming 
those patients with tertiary syphilis who are never even aware 
that they are diseased, and who will eventually become a 
liability rather than an asset to the community. Those found 
to be infected could then be warned of their condition, and 
told of the need for treatment. Obviously, only a small 
proportion of these cases would go to a treatment centre, public 
It is up to 
us to start a widespread fearless and informative publicity 
campaign immediately, so that public opinion will not prevent 
these people from seeking treatment when they are demobilized. 

Only if we make the most of this opportunity shall we be 
able to prevent the increased incidence of congenital and 
tertiary cases later on, as well as the epidemic of early syphilis 
which Drs. Erskine and Lloyd have warned us will follow 
demobilization of specific cases who do not continue treatment 
—TI am, etc., 


Grimsby PHILIP SILVER. 


Stilboestro] and Deep X Rays for Sarcomatous Metastases - 


Sir,—Prompted by your annotation in this week's issue 
(Nov. 28, p. 641) on the use of stilboestrol in the treatment 
of cancer of the prostate, I am sending you the_ following 
account of a case which is, I think, noteworthy, inasmuch as 
a large metastatic deposit from an osteogenic sarcoma of 
pleomorphic cell type has almost entirely disappeared following 
a course of deep x-ray therapy combined with the injection of 
stilboestro] in comparatively large doses. 

The patient was 18 years old when first seen at this centre 
on March 4, 1941. She had a tumour of the upper end of 
the tibia, showing irregular absorption and sclerosis of bone. 
An intensive course of deep x-ray treatment was given to the 
tumour but no response occurred, apart from relief of pain, 
and radiographs showed that bone destruction was continuing. 
Consequently the leg was amputated at the junction of the 
middle and lower thirds of the femur on Oct. 21, 1941. Healing 
occurred without incident and all looked well until June, 1942, 
when she was found to bave a lump in the groin, 6 cm. in 
diameter.~ Deep x-ray treatment was given fo this metastasis in 
July, and, as in the case of the primary growth, no response 
took place and the mass began to ulcerate in August. As a , 
last resort it was decided to try the insertion of radium needles, 
but before this could be done serious haemorrhage began from 
involvement of the femoral vessels or their branches. Con- 
sequently the external iliac artery was ligated on Sept. 14. 

From consideration of the known properties of stilboestrol, 
its actions and molecular structure, I decided to try the effect 
of administering it ın conjunction with deep x-ray treatment. : 


\ 
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' The resultehas been striking. The huge fungating tumour has 
gradually disappeared, leaving a remarkably clean cavity, in - 


parts of the walls of which a small amount of tumour tissue 
is still present, and the process of healing is continuing, The 
ulcer, which was at one time 8.5 cm. in diameter, has decreased 
to 3.5 cm. x 5 cm. ° Another extraordinary feature of the case 
is the sharp definition of a metastatic deposit in the lumgs. A 
curious pyrexia has been observed. After an initial fall, the 
temperature rose gradually to a maximum of 101° F. and then 
‘fell again, equally gradually, the whole cycle of pyrexia 


, extending over a fortnight. 


The initial dose of stilboestrol was 5 mg. intramuscularly 
daily for one week, increased to 74 mg. daily for twelve days, 
when, owing to the development of the pyrexia, it was dis- 
continued. After a fortnight the stilboestrol was recommenced, 
10 mg. being given intramuscularly daily for 22 doses. The 
xray treatment given to tke metastatic deposit was 200% 
S.E.D. in 17 days at the surface of the tumour, the depth dose 


at the deeper parts being 85%. The patient’s general condition. 


has improved recently ; the temperature has fallen to normal 
and she is putting on weight. 

The points of special interest are: (1) The primary growth 
is an osteogenic sarcoma and the pathological examination 
shows it: to be a spindle-celled growth but with marked 
pleomorphism of the cells. (2) The primary growth did not 
respond to irradiation, as shown by repeated x-ray films. (3) The 
metastatic deposit also did not respond to x-ray treatment until 
‘this was combined with stilboestrol injections. 

I am treating another patient, who hag an “dsteochondro: 
sarcoma of the femur with recurrence in the stump, in a similar 
way, and although the effect is not so striking I think some 
slowing down of the rate of growth of the tumour has taken 
place. I am loath to publish reports of cases which may be 
‘premature and where sufficient time has not elapsed nor a 
sufficient number of cases treated to establish the value of any 
‘treatment with certainty, but deep x-ray work has come to a 
complete standstill at this centre on account of lack of supplies, 
and there may be no possibility of my resuming the investiga- 
tion, for some considerable time. As will be seen, the amount 
of x-ray treatment is below the maximum tolerance dose, and 
it may be that the metastatic growth in the lungs might be 
equally Tesponsive to treatment. 

In view of the fact that the workers mentioned in your 
annotation have used stilboestrol alone I may be permitted to 
add that I think the regression in my case was due to. the 


` combined effect of irradiation and stilboestrol, and the effect 


may not be specific, and may well apply to otber radio- 
resistant tumours.—I am, etc., X 


Regional Radum Centre, North Staffordshire GEORGE G. BINNIE. 
Royal Infirmary. 


Phosphorus Poisoning from Bullet 

Sm,—lIt was with great interest that I read of the case of 
Mr. A. J. Blaxland (Dec. 5, p. 664), as I had a similar case 
a short time ago. 

This was an engine driver, aged 55, who was machine- 
gunned and wounded by a plane returning from the Canterbury 
raid. He had a perforating wound of the abdomen, the point 
of entry being just above the left anterior superior’ spine. 


` X-ray examination showed a part.of the bullet casing high 


up in the abdominal cavity. On exploring the wound it was 
immediately noticéd that the whole track was smoking profusely 
when exposed to the air. A white vapour, which was extremely 
‘frritating to the nose and eyes, issued from all the damaged 
tissue. The bullet casing was found in the cavity of the 
stomach, having penetrated the transverse colon and the greater 
curvature. All the smoking tissue was excised and the wounds 


.of the intestine and stomach were closed. The abdominal 


cavity was swabbed out; sulphonamide powder was applied 
and the wound in the abdominal wall was closed, drainage 
being effected by a suprapubic!tube. The post-operative con- 
dition was satisfactory: He was given intravenous plasma 
followed by glucose and saline. He made good progress at 
first, but soon began to develop’ a severe toxaemia with anuria. 
Coma supervened, and he died on the fifth day after operation. 
At no, time during this period was there any suggestion of 
loan He had no vomiting and his bowel action was 


d l : : i ` 


- I am, etc., 








“At the time I felt the patient had succumbed to some toxic 
process which in all probability was phosphorus poisoning. 
Unfortunately a post-mortem examination was not possible.— 


J. W. D. BUTTERY. 


Saline Laxatives, in Dysentery, etc. 

SR;—I hope Col. Hamilton Fairley, who will recall making 
much use of my pathological slides after the last war, may 
be interested in the comment that his remark (Dec. 5, p. 673) 
“magnesium sulphate treatment should not be continued over 
too long a period, as it sometimes tended .to keep up the 
diarrhoea” suggests that the dosage of magnesium sulphate 
has been too smalk It always seems a paradox that sodium 
and magnesium sulphates should be used in the treatment of 
dysentery, and the paradox is increased by the fct that formed 
stools are frequently passed even while large doses are being 
given. I have frequently had to order other laxatives when 


Folkestone. 


. patients were taking P oz. or more of magnesium and sodium 


sulphate in the 24 hours, and have even seen crystals— 
presumably of magnesium sulphate—sparkling in the motion. 

The fact seems to be that the intestinal canal can quickly 
accommodate itself to high concentrations of cathartic salines 
—witness the man who for years took 2 oz. of solid magnesium 


- sulphate every morning—and the curative effect of salines in 


dysentery is probably to be attributed to this power. This 
property, if judiciously used, ehables us to apply what is, in 
effect, continuous hypertonic saline treatment to-the ulcerated 
areas, which presumably, like other ulcers, do not have this 
power of adaptation. At the start of treatment there is the 
usual cathartic flush of fluid, which sweeps away the tenacious 
mucus that is largely responsible for the pain and tenesmus, 
and it will do this for both types of dysentery. The amoebic 
ulcers, however, will not heal because of the amoebae deep in 
the mucosa, but continuing with a sufficient dosage of salines 
will ‘usually lead to healing of the bacillary type, just as 
hypertonic saline leads to healing of other infective ulcers. 
_ While this view is largely theoretical, though supported by 
reading and experience, it has a bearing on two clinical 
problems of first-class importance. If it is correct a similar 
saline treatment should be effectve in typhoid fever. If applied 
early enough it should lead to healing of the ulcers before 
formation of the sloughs, it should certainly check the profound 
toxaemia, and, incidentally, allow food to be taken without 
harm. Unfortunately, I had left the Near East before this idea 
occurred to me, so I could not make any clinical observations 
on the matter, but I feel sure it is well worth trying. The 
other clinical application I would suggest is that it ought to . 
be possible to apply hypertonic treatment to gastric and duodenal 
ulcers also. Here, however, there is no real need to have 
a hypertonic solution of an unabsorbable substance, as we must 
if we wish to treat the lower bowel. Frequent doses of fairly 
concentrated glucose would seem to be an attractive method 
of treatment. Sugar is an old and also effective treatment for 
ulcers, and probably acts largely on the hypertonic principle. 
Glucose would afford the gastric ulcer case much-needed 
nourishment, and the thirst which would probably ensue could 
be relieved by ice and rectal salines. Probably other foodstuffs 
could soon be taken along with the glucose without much, 
if any, danger—I am, etc., - 
Winsford, Cheshire : W. N. LEAK. 


Teaching First Aid 


` Sm,—May I be allowed heartily to endorse Dr. E. W. 
Adams’s plea (Dec. 12, p. 707) for-a common textbook for 
the teaching of- first aid. The very fact that the differences 
in the two books of the St. John Ambulance Brigade and the 
Red Cross are nearly all in matters of detail makes it all the 
more difficult to remember them, and that same fact should 
make it easy for the societies, with a little mutual good will, 
to evolve a common textbook. They might at the same time 
take their courage in their hands, cut out some of the elaborate 
methods, and teach real emergency practical first aid: ‘such 
quick | and efficient ways have come to light under recent 
stress. For example, when the 8-bandage method for fractured 
femur was evolved the importance of treating the patient rather 
than concentrating only on the lesion, with the consequent 
increase in shock, had not been realized. It is also rather 
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typical that three methods of treating fractured clavicle fre 
given in the Red Cross manual with a rather apologetic note 
that the third method is the best ; why not put the best method 
first and cut out or at least refer shortly to the other two?, 
The treatment of fractured jaw, again, is, in most surgeons’ 
opinion, not only out of date but dangerous. I refer to the 
bandage pulling the jaw backwards. It is worse than silly 
that we should be expected to teach such things for examination 
purposes. ; 

I speak as a teacher of first aid from both manuals of over 
25 years’ experience.—I am, etc., 

Chippenham GEO. LAURENCE. 


Blood Pressures after Injection of K Salts 


Sir,—In the, course of some work on stimulants of the 
autonomic nervous system we have repeated as faithfully as 
possible Dr. Lena Stern’s treatment for shock as described in 
the Journal of Nov. 7 (p. 538). We chose three psychotic 
patients who were not shocked and had fio marked disturbance 
of the vegetative nervous system ; thus the results may not be 
comparable but are still’ of interest. Eleven cisternal punctures 
were performed on the three patients—five on one, four on a 
second, and two on the third. We obtained a definite primary 
rise in blood pressure on one occasion only, from 160/85 to 
a maximum of 240/105 in four minutes by the injection of 
the potassium phosphate made up to the strength and pH 
described and kept in neutral glass. The pulse rate fell from 
92 ‘to 50 in the same time, though the beat was stronger than 
beforehand. Our complete results on the blood pressures and 
pulse rates were as follows: 
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Among the other changes observed when the solution was 
injected under “definite pressure ” were sweating, nystagmus, 
headache, vomiting, and on one occasion hiccup. It appears’ 
that the treatment must be undertaken with considerable caution 
in view of the fact that there may be indications of medullary 
shock. It is of note that the respirations altered very little, even 
when the other symptoms were pronounced.—We are, etc., 

JOHN A. AINSLIE. 

Netheine Hospital, Coulsdon E. CUNNINGHAM Dax. 


Scientific Journals for Enemy Prisoners of War 


Sir,—In response to letters in the New Statesman and Nation 
(July 18, 1942), Nature (Oct. 3, 1942), and the British Medical 
Journal (Oct. 17, 1942), 58 people have so far sent 2,170 
Teprints and journals and 34 books on academic and technical 
subjects for the use of scientists and medical men who are 
enemy prisoners of war in British hands. Nearly all the papers 
have been classified according to subject. The special interests 
of prisoners at the various camps are known, and parcels 
containing 956 papers and journals have already been sent to 
32 camps. So far only a small part of the demand has 
been met. 

Those who are willing to contribute reprints, journals, or 
books on scientific, technological, medical, or mathematical > 
subjects are asked: (1) to-address parcels to me at the address 
given below ; (2) to write their own names and addresses on 
the outside of their parcels with the letters “ S.P.P.” (which 
stands for “ scientific papers for prisoners ”) ; (3) to use plenty 
of packing paper if it is available (a lot is needed in repacking 
parcels according to the needs of the various camps, and all 
will eventually be salvaged); and (4) to be patient in waiting 
for acknowledgments of parcels sent (as the classification, 
packing, and correspondence are done by my wife and myself 
in such time as is not occupied with work and civil defence). 

The S.P.P. organization, which has the approval of all the 
authorities concerned with the welfare of enemy prisoners of 
war, works through Mr. J. W. Barwick of the War Prisoners’ 
Aid section of the Y.M.C.A.—I am, etc., 


Burnt Oak, Kidlington, 
Nr. Oxford 


Jonn R. BAKER. 








Obituary 








The death took place at York on Nov. 10 of Dr. ELISABETH 
SARAH MARPLES SYKES, for some years assıstant medical officer 
and radiologist at the West Riding Mental Hospital, Wadsley, 
near Sheffield, and afterwards at Storthes Hall. near Hudders- 
field. She was the youngest daughter of the late Rev. W. Sykes 
of Sheffield, and Dr. Annie Dodgson Rayner of Bournemouth 
is her sister. Dr. Elisabeth Sykes studied medicine at Sheffield 
and graduated M.B., Ch.B. of the University in 1925; before 
entering the mental hospital service she held the post of extra- 
mural assistant honorary physician to the Royal Hospital, 
Sheffield. She joined the British Medical Association in 1927 
and was a member of the Royal Medico-Psychological Associa- . 
tion and the Medical Women’s. Federation. 


Dr. Ivor Lioyp Tucketr of Cowes, Isle of Wight, died on 
Nov. 28. He was born in London on Feb. 1, 1873, the son of 
Philip D. Tuckett, and after eight years at Marlborough College 
went up to Trinity College, Cambridge, and then to University 
College Hospital He qualified M.R.CS., L.R.C.P. in 1898 
and returned to Cambridge to become. senior demonstrator of 
physiology and assistant to the Downing Professor of Medicine. 

e was elected a Fellow of Triħity, and proceeded M. D. in 
1910. Before leaving London he had been house-physician at 


` UCH., and his interest in ophthalmology began while house- 
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surgeon at Moorfields. He jomed the B.M.A. in 1912, was 
chairman of the Isle of Wight Division, and president. of the 
Southern Branch in 1937-8. F. C. E. writes: By the death of 
Ivor Lloyd Tuckett we are bereaved of an outstandıng per- 
sonality and ıntelleœ&. His researches on the functions of the 
ancreas in diabetes—starting on the trail which afterwards led 

anting to insulin—made us all-expect for him a chreer of 
brilliant fruitfulness. But, alas! he had driven himself too hard, 
and a nervous breakdown compelled him to limit himself to 
ophthalmic practice in the Isle of Wight. He was greatly 
interested in psychology and submitted himself to analysis. 
Always a fearless crusader after truth, he published in 1911 a 
book, Evidences for the Supernatural, in which his skilful pen 
and critical insight tsetully ee a great deal of nonsense 
and humbug. This reapp later in a cheap edition. An 
inheritor of modest wealth, his chief pleasure was in sharing 
its amenities with others and in generously helping the less 
fortunate. Cruising and racisg in small yachts was his principal 
hobby, and he won several of the coveted trophies at Cowes. 
There will be many, like myself, who mourn the irreplaceable 
loss ot a wonderful friend with a delightful sense of humour 

own. , 


Dr. Jonn PercrvaAL Brown of Bacup, Lancs, died on’ 
Nov. 30. Born at Bacup in 1878, he was educated at Manchester 
Grammar School and Victoria University, Manchester, gradua- 
ting M.B., Ch.B.Vict. in 1900. After holding resident posts in 
Manchester and Macclesfield, he joined his father, the late 
Dr. John Brown, in general practice. The remainder of his 
life was devoted exclusively to service in his native town, until 
failing health compelled him to cease work twelve months ago. 
.In 1913 he succeeded his father as M.O.H. for Bacup, a posi- 
tion which, between them, they held for fifty-four years. He 
was a member of the B.M.A. for over forty years. . Brown 
was a corps surgeon in the St. John Ambulance Brigade, and 
was actively interested in the movernent since the formation 
of the local divisions about fifty years ago. In 1926 he was 
appointed an Officer of the Order of St. John. During the last 
war he did valuable Red Cross work. Throughout his life Dr. 
Brown was keenly interested in historical, medicine and legal 
medicine, and he rarely missed a meeting of the Manchester 
Medico-Legal Society, of which he was a member. He is sur- 
vived by his wife, two daughters, and a son, Surg. Lieut. ` 

_ Douglas J. A. Brown, R.N. . ` 


We regret to announce the death at the age of 51 of Dr. 
MELVILLE ST. CLAm HAMILTON of Tiverton. He was the 
youngest of three brothers, all of whom followed their father 
in the medical profession, and at the outbreak of the last war 
he was studying at St. Thomas’s Hospital. After qualifying 
M.R.C.S., L.R.C.P. in 1916 he was accepted for a regular com- 
mission in the R.A.M.C., serving in France, and. later in Italy 
and Turkey, also with the Army of Occupation and with the 
Expeditionary Force at Archangel. In 1923 he resigned his 
commission through ill-health, but after long treatment was 
able to resume work and practised in North Wales until he 
joined his brother, Dr. A. Keith Hamilton, at Tiverton, where 
o showed keen and practical interest in many local organiza- 
tions, During the present war he acted as -M.O. to the 20th 
Devon Battalion of the Home Guard, and undertook the task 
of organization and instruction with characteristic thoroughness. + 


We- regret to record the death of Dr. JonN ORLANDO 
SUMMERHAYES of Newhaven after an operation in London. 
Born at Ealing on .Feb. 7, 1869, the son of William ' 
Summerhayes; M.D., he was educated at Yarmouth Grammar 
School and St. Mary’s Hospital, qualifying as M.R.CS., 
L.R.C.P. in 1891. In 1898, after holding several appointments, 
_ he went out to India as surgeon-in-charge of the C.M.S. Hospital 

, at Quetta, returning eight years later to practise at Thame. 
Summerhayes had a distinguished record in the Territorial 
Force: he had been medical officer to-the 1/4 Oxford and 


Bucks Light Infantry and went out to France as lieut.-col 
R.A:M.C.(T.F.) commanding a field ambulancé and won the 
D.S.O. for gallantry and devotion to duty. Soon after the 


war he, was in charge, of a special military mission to prisoners 
of war in Austria, Hungary, Czechoslovakia, and Silesia. 
After returning to civil life at Thame he served as chairman 
of the Oxford Division of the B.M.A. in 1923-4, and president 
of the Oxford and Reading Branch in the following year. He 
then moved to Newhaven, where he built up a large practice 
and became police surgeon and medical officer to the local 
infirmary. He was elected to the East Sussex Insurance and 
Panel Committees and had served as chairman of the former 
since 1934. His colleagues of the Brighton Division of the 
- B.M.A. elected him their chairman in 1932. At headquarters 
in Tavistock Square he had been a-member of the General 
Medical Services Scheme Committee and of the Naval and 
.Military Committee. 3 - 


The 'death is announced from Moscow of Prof. Maxim 
KONCHALOVSEY, president of the All-Union and Moscow Thera- 
peutic Association and of the All-Union Association for the 
Study of Rheumatism, and also vice-president f „the 
International League for Combating Rheumatism. of. 
Konchalovsky took part in international congresses in Paris, 
Brussels, Budapest, and Moseow, and was a leading member 
of the Scientific Medical Council of the People’s Commissariat 
for Health Protection of the U.S.S.R. He published some 
200 oe including textbooks, monographs, and scientific 
articles. 


The following well-known medical men have died abroad: Prof 
HermricH FINKELSTEIN, at Santiago, Chile, the eminent Berlin 
paediatrist, author,of a work on diseases of infants, and honorary 
Fellow of the Royal Society of Medicine, aged 76; Dr. MANUEL 
CoracHAN, professor and director of the Institutesof Expenmental 
Surgery at the University of Caracas and author of works on gastric 
surgery, arthropathy, and arteriography, aged 62; Dr. Gzeorar W. 
Ha, clinical professor of neurology- at Rush Medical College, 
Chicago, from 1925 tifl his death, aged 72; and Dr. ALFRED S. 
TAYLOR, professor ın operative surgery at the College of Physicians 
and Surgeons, New York, aged 73. 
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The Services 





DEATHS IN THE SERVICES 


We much cnet to announce the death at the ripe age of 
85 of Lieut.-Col. Drom Grey CRAWFORD, the historian of the 
Indian Medical Service. He was born in 1857, during the 
Indian Mutiny, at Chinsura in Bengal, took his medical degree 
at Edinburgh University in 1881, and gained a high place in 
the entry for the Indian Medical Service the same year. After 
the necessary short and uneventful period in military employ, 
he joined the Bengal Medical Department in 1884 and remained 
in that Province for the rest of his service, mostly as civil 
surgeon of the Hugli District, a little north of Calcutta and 
near his birthplace. In 1903 he published A Brief History 
of the Hugli District and the Hugli Medical Gazetteer. He 
was a sound civil surgeon with a special aptitude for adminis- 
trative work, and it was unfortunate that he had to retire 
under the age rules without attaining to administrative rank. 
During the war of 1914-18 he served at home in hospital ships, 
was mentioned in dispatches, and was awarded a star and two 
medals—the only recognition he appears to have received during 
his long service. Crawford’s great occupation in life was 
historical medical research. His interest in the subject was 
aroused as early as 1884, when ,he was resident surgeon at, 
the Calcutta Medical College Hospital, by an article on 
“Surgeons in India, Past and Present,” by Norman Chevers, 
who was himself the author of the classical Commentary on 
Diseases of India. Crawford began to collect further names, 
and in time added some 250 to the old list, which covered 
seventy-four years. He never ceased work at it until the 
publication in 1930 of his monumental Roll of the Indian 
Medical Service 1615-1930. In 1901 he began another great 
task by undertaking, at the request of the then editor of the 
Indian Medical Gazette, Major W. J. Buchanan, I.M.S., to 
write a yearly article entitled “ Notes on the History of the 
IM.S.” In 1914 these chapters, with considerable additions, 
were published in two handsome volumes as a History of the 
Indian Medical Service. This comprehensive work goes back 
to the surgeons’ of the sixteenth century who visited India, 
and it was only rendered possible by Crawford devoting much 
of his leave home to studies of the dusty records at the India 
Office with an assiduity given to few to emulate. All this 
wwork eminently qualified him to write accurate and terse 
obitu articles on his brother officers for tbe British Medical 
Journal for over twenty-five years, a labour of love in which 
he’ can never be equalled. Crawford was a man of the most 
modest and retiring nature and, although his erudition was 
universally admired, he had few intimate friends. Those who 
knew him best had the highest opinion of his good qualities, 
and some thought that his classical education, wide knowledge, 
and remarkable powers of application would have foun 
greatersscope in the Indian Civil Service; but his brother 
officers of the I.M.S. are proud to regard him as one of their 
most erudite members. Although extremely modest as regards 
his own achievements he was quick to notice and encourage 
scientific and other work by younger members of his Service. 
Another of his interests was the collection of all books, medical 
and non-medical, published by I.M.S. officers. A few years 
ago he gave this unique and valuable collection to the Royal 
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Society of Tropical Medicine and Hygiene, in whose library 
they are preserved together in a separate bookcase for future 
reference. Crawford never fully recovered from the shock of 
the Jost of his wife only a few years ago, and although he 
continued to attend the annual I.M.S. dinners up to the time 
of their cessation during the present war, his health and his 
sight were observed to be faili It can truly be said that 
we shall never see his equal again in the field he made for 
himself, but he so completely fulfilled his self-allotted medico- 
historical task that he has left nothing for a successor to do, 
. except it be to write the obituary notice of the Indian Medical 
Service with the approaching abrogation of British rule in 
India, not the least of the benefits of which rule has been the 
work of the LM.S., of which Crawford was an ornament. 


Surg. Cmdr. ELYSTAN GLODRYDD EvELyN O'Leary, R.N. 
(ret.), died at “Newtonmore, Inverness-shire, on Nov. 8. He 
took the M.R.C.S., L.R.C.P. in 1894 and the F.R.C.S.Ed. in 
1907. Entering the Royal Navy soon afterwards, he attained 
the rank of surg. cmdr. in 1912, and retired nearly 20 years 
ago. He served throughout the war of 1914-18, receiving the 
medals. 


Col. ROBERT REGINALD HEBER Moore, C.B.E., late R.A.M.C., 
died at Cheltenham on Sept. 27, aged 84. He was born at 
Liverpool on April 8, 1858, son of the Rev. Canon Thomas 
Moore of Midleton College, Co. Cork, and was educated at 
Trinity College, Dublin, where he graduated M.D., B.Ch. in 
1890, having qualified L.M., L.Ch. in 1881. Entering the Army 
in 1883, he became lieut.-col. after twenty years’ service, and 
retired in 1912. He rejoined for service during the war of 
1914-18, when he was employed as D.A.D.M.S., Eastern Com- 
mand, and was given a brevet colonelcy in 1917. He was 
appointed a C.B.E. in 1919. 


Lieut.-Col. FREDERICK GEORGE FAICHNIE, R.A.M.C. (ret.), 
died in London on Oct. 30. He was born in India on May 30. 
1870, was educated at University College, London, and took 
the M R.C.S., L.R.C.P. in 1890. He entered the Army in 1892, 
became major in 1903, and retired in 1912. He served on the 
North-West Frontier of India in 1897-8 (medal with clasp) and 
throughout the South African War of 1899-1902, when he took 
part in the relief of Ladysmith, including the actions of Spion 
Kop, Tugela Heights, Vaalkranz, also in operations in the 
Orange River Colony, Transvaal, Cape Colony, and Natal, 
including Laing’s Nek. He was twice mentioned in dispatches 
and received the Queen’s medal with five clasps and the King’s 
medal with two clasps During the war of 1914-18 he was 
recalled for duty and served as assistant officer in charge of 
R.A.M.C. records, with the rank of lieut.-col. He was a 
brother of the late Col. N. Faichnie, R A.M.C., and leaves a 
widow. 


Major-General ALEXANDER WILLIAM MONTGOMERY, C.B., 
I.M.S. (ret.), died suddenly on Dec. 2. He was born on April 4, 
1881, and studied medicine at the University of Edinburgh, 
graduating M.B., Ch.B. ir 1902. In the following year he 
entered the I.M.S. as lieutenant, was promoted captain ın 1906. 
major in 1915, lieut-colonel in 1923, brevet colonel in 1926, 
substantive colonel in 1932, and major-general in 1935. General 
Montgomery was Honorary Surgeon to the King 1933-7, and 


was awarded the Companionship of the Bath (Military Division). 


at the time of his retirement from the I.M.S. His last 
appointment in India was that of D.D.M.S. 


Col. CECIL CHARLES Morison, I.M.S. (ret.), died at Wrington, 
Somerset, on Sept. 20, aged 68. He was born on:Jan. 2, 1874, 
and was educated at the Edinburgh extramural school, taking 
the Scottish triple qualification in 1898. Later he took the 
certificate of the Royal Medico-Psychological Association, the 
D.P.H. of the Edinburgh Colleges*in 1909, and the D.T.M. 
Liverpool and the F.R.C.S.Ed. in 1910. Entering the I.M.S. tn 
~ 1900, he became lieut.-col. in 1910, col. in 1917, and retired in 
1931. He served in East Africa, in Somaliland, in 1903-4 
(medal with clasp); in the war of 1914-18, in France and 
Belgium, 1914-15, in Egypt, 1916, and in Jraq, 1916; on the 
North-West Frontier of India in 1917-21} in the Maksud cam- 
paign, 1917, and the Marri expedition, 1918; and was men- 
tioned in dispatches in 1918. Later he served in India as 
A.D.M.S. and for a time as D.D.M.S. in the Eastern Command, 
India. He had been a member of the B M.A. for 42 years. 


Col. JaMes -FULLER-Goop, LM.S.(ret.), died at Fleet, Hants, 
on Oct. 27, aged 68. He was born on Oct 14, 1874. was 
educated at Queen’s College, Cork, and graduated M.B., B.Ch., 
B.A.O. of the Royal University of Ireland in 1899. He entered 
the I.M.S. in 1900, became col. in 1928, and retired in 1931. 
He served in the war of 1914-18 .and was mentioned in 
dispatches in 1916. For some years he was superintendent of 


the medical school at Rangoon and, as A.D.M.S., served in 
Waziristan. He had been a member of the B.M.A. since 1901. 


+ Lieut.-Col. ALBERT COLEMAN, I.M.S. (ret.), died at Grenoble 
on Oct. 2. He was born on Dec. 20, 1862, and was educated 
at the University of Edinburgh, where he graduated M.B., C.M. 
in 1887% Entering the I.M.S. in 1887, he became lieut.-col. after 
twenty years’ service, and retired in 1921. He served in Burma 
in 1887 (medal and clasp); in the Chin Lusha: campaign of 
1890 (clasp) ; and in the Manipur campaign of. 1891 (clasp). He 
was appointed to civil employ in the Punjab in 1893 and spent 
the rest of his service in that Province, except that he reverted 
to military duty from Feb., 1916, to April, 1917. 


Lieut.-Col. CaarLes Ross Pearce, I.M.S. (ret), died at Bath 
on Nov. 19. He was born on June 24, 1868, the son of Stephen 
Pearce, artist, and was educated at the University of ere 
where he graduated M.B., C.M. in 1892. He entered the IMS. - 
in 1894, became lieut.-col. after 30 years’ service, and retired 
in 1922. He was a member of the B.M.A. for 20 years. 














Universities and Colleges 











UNIVERSITY OF MANCHESTER 

The following candidates have been approved at the examinations 
indicated : S 
.Fmat M.B, Cu.B.—Shirley G Barrett (Mrs Ashton), S Falk, A. I 
Goodman, S. Grace, R. Greenwood, H. Lempert, J Whewell. Part I:J R 
Archibald, H L. Bnsk, J Hinchliffe, S B. Rampling ‘ 

UNIVERSITY OF DUBLIN 
The Board of Trinity College, Dublin, has invited Prof. J. M 
O’Connor, MD., professor of physiology in University College, 
Dublin, to deliver the John Mallet Purser Lecture in 1943 


ROYAL -COLLEGE OF SURGEONS OF ENGLAND 
At an ordinary meeting of the Council held on December 10, with 
Sir Alfred Webb-Johnson, President, in the chair, it was decided 
that the voting papers for the 1943 Council election be sent by air 


- mail to Fellows over-seas whose address is recorded at the College 


The Hallett Prize was not awarded on this occasion. 

Diplomas of Fellowship were granted to the following candidates: 
R. A. Piachaud, N. F. Kirkman, S. C. Mehta, R. Roaf, J. P 
Bentley, B. N. Brooke, W. Thompson, D. K. Sambrook, J. P. 
Childs, H A Haxton, D. K. Lennox. A diploma of Membership 
was granted to G. H. V. Clarke. < 

Diplomas in Anaesthetics were granted jointly with the Royal 
College of Physicians of London to the following candidates: 

E. H. Ainslie, Evelvn J Attkins, L B. Bourne, A Chrisne, P. J 
De Vescovi, J. Elliott, G A Hart. J A, G. Horton, Brenda G Hutchison, 
I. R Jones, H G Kahlenberg, Isabelle G. Lrttle, Florence M McClelland, 
Margaret McClelland, T F Mies, Dorothy S Prce, E. N Pree, Shila G 
Ransom. Alice C. Rose, J B. Scarr, T Sim, A D H. Simpson, Dorothy 
Spence-Seles, R J. Stout, C G Townsend, J T Worsfold, Jean R Young 








_ Medical Notes in Parliament 








Venereal Disease and Regulation 33B 

In the House of Lords on December 8 Lord WinsTER asked 
, the Government what was their policy in relation to venereal 
disease. He said he understood that there had been already 
complaints from the American and Canadian Service chiefs 
especially about London, and the matter was therefore of 

articular urgency to-day. We had a duty to those countries 
in this respect, and Regulation 33B showed that we were trying 
to do something. 

Viscount DAWSON OF PENN said that in the 10 years before 
the war there was a satisfactory decrease in venereal disease, 
but since the war began there had been a reversal in the trend, 
and we were now in about the same position as in 1932. There 
had. been an increase of 70% in the number of cases. The 
increases were chiefly in the ports. In 7 ports, comparing 1939 
and 194], there had been a rise in the figures from 942 to 1,909. 
There had been a steady increase in the treatments given to 
civilan women—45.9% in the case of syphilis and 29.3% in 
the case of gonorrhoea. That led to the reflection that we 
were not dealing with the same problem as our forefathers 
were, even in the last war. The women open to contract these 
diseases belonged to more classes than they used to do. The 
professional class, who gained tbeir livelihood and must of 
necessity be promiscuous, were relatively decreasing. There 
was a second class, the so-called amateur, who got her own 
living, but who was irresponsible in temperament, and set out. 
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to get pleasffre from the men who attracted her, and profited 
by the amusements they gave her. In some respects this was 
the most dangerous class of all. A third class, which must 
not be altogether ignored, was that of girls of good repute 
who, no donbt, would in future become mothers, and- who set 
up friendly relations which embraced sex relations. There was, 
he thought, an increasing number of venereal infections grising 
in these circumstances. 


Treatment as an Infectious Disease 


Lord Dawson said he could not see how this illness could 
logically or sensibly be treated except under the Public Health 
Acts, in the same way as other infectious diseases. If that 
system could be applied to such diseases as typhoid why should 
it not be applied in the case of venereal disease? There were 
two sets of difficulties to be met. The first was in regard to 
notifications. Up to now, venereal diseases had not been 
notifiable, but that was purely a matter of tactics and ex- 
pediency. He thought that pøople would be more frightened 
and more anxious lest they should be discovered. That was 
the opinion of most health authorities. The question of treat- 
ment was different. Apart from those who were afflicted and 
went to the clinic and carried out treatment, there was an 

- irresponsible residue of persons—they were not vicious, they 
were feckless and lived for the day ; in other words, they had 
the faults that brought them to grief—who would be responsible 
for multiple infections. That hard core of irresponsibles must 
be dealt with. 

In his judgment Regulation 33B had been most carefully 
thought out and was the best in the circumstances. It was no 
longer an offence, as in the last war, to have intercourse with 
the opposite sex if one were infected, but it was an offence 
not to go for treatment, which was a purely personal question. 
There was this protection, that ıf the doctor as the head of the 
clinic got to know of the woman concerned from his men, and 
if suspicion fell on one or two women from more than one 
source, then the doctor would report this woman secretly to 
the medical officer of health, and it would be for the medical 
officer of health to take steps, with the permission of a justice 
or a court of summary jurisdiction, to secure compulsory treat- 
ment. He could not think that anything serious was likely to 
occur in such cases, and at any rate what might occur would 
be better than letting people spread disease in an irresponsible 


way. 

y: ; P ing 

Dealing with the matter of preserving secrecy, and preserving 
the belief of people in secrecy, Lord Dawson said that that was 
one of his reasons for hesitating before compelling notification. 
He was afraid the effect on the ordinary Jayman’s mind would 
be to make him think that notification would mean publicity. 
Since secrecy was promised some years ago in connexion with 
venereal disease, he believed there had been three occasions on 
which it had been thrust aside in a court of justice. It was 
worth while to consider soberly the general question of medical 
privilege which was here involved. 

He thought Regulation 33B was a good advance, and was 
tight and wise. Jt was a step from which they could go still 
further if necessary. He agreed that we required more centres, 
but the House should remember that the country was suffering 
from a very grave depletion of the medical profession at present 
—a far greater depletion than was ever anticipated when the 
war began. Efforts had been directed to increasing the num- 
bers of these centres, but it was obvious that in wartime that 
could not be done so expeditiously as in time of peace. He 
was, however, quite confident that the best that could be done 
was being done. , SARIE 

Lord ATKIN said he sympathized with the criticism of Lord 
Dawson about the compulsion on doctors in courts of law to 
disclose the treatment of a patient for venereal disease. To 
his mind, medical privilege, in circumstances of this kind, was 
a national necessity because people would avoid going to 
doctors if they knew that a doctor could be compelled in a 
court of law to disclose the information in his possession. He 
saw every reason for protecting the doctor in regard to com- 
munications in that respect. 


Obfections to the Regulation 


Lord SNELL said the Government’s policy was based on the 
principles laid down by the Royal Commission of 1913-16. 
That policy had reduced the incidence of the disease, but it 
had risen again during the war. The problem was increasing 
in gravity—but’the measures to meet it were also growing. At 
present there were 249 clinics in Great Britain where free and 
confidential treatment was given. Eighteen of these had been 
opened since the war began; 5 were now being prepared and 
would shortly be opened; and®there had been started a new 
scheme for rural areas providing for free treatment under 
special practitioners in the latter’s own surgeries. There were 


i ‘ , 
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109° of these special practitioners serving 74 areas in 11 
counties. Special attention was also being given to the Mer- 
chant Service at ports, because these men represented a very 
special need. j e 
Regulation 33B had given rise to some controversy. Thére 
were two separate views in this matter. There were those who 
said the provisions of the Regylation were too weak and that 
it was bound to be ineffective because ıt did not go far enough. 
They pointed to the experience of Sweden, which had had com- 
polsory notification for the last 25 years and which had a 
ower rate of incidence than we had. The view of the Ministry 
of Health was that this lower rate of incidence might not 
be the result of compulsion. Sweden had a population of 
6,500,000—less than that of Greater London. Its population 
was scattered mostly over rural areas, and the country had a 
very highly developed sense of communal responsibility. Then 
there were those who opposed compulsion in any form. The 
argument was that women would be mainly subject to its opera- 
tion and not men; that they would be deterred from under- 
going early treatment since they would wait for compulsion 
to be applied ; that a false sense of security would be created 
among those who indulged in promiscuous sexual intercourse 
because fear of infection acted as a deterrent ; that the Regula- 
tion relied on an “informer” for its operation ; and that an 
innocent person had no redress if thoughtlessly accused. 
Compulsion under the Regulation extended only to a group 
of persons, small ın number but responsible for much harm, 
who were impervious to methods of education and persuasion, 
and refused to attend voluntarily. He thought that the anxiety 
as to a false sense of security rested on a false idea about the 
clearance certificate itself. A doctor would be unlikely to issue 
this certificate until he was medically satisfied that it was safe 
to the community to do so. Then the certificate was not kept 
by the contact but was sent at once to the medical officer of 
health. There were heavy penalties for false information. The 
special practitioners must be satisfied that the mformation was 


. medically likely to be accurate, and the medical officer of health 


must also be satisfied before he took action. 

Referring to the suggested need for clinics to attract women 
for treatment, Lord Snell said the Ministry believed that this 
suggestion was based largely on an exaggeration of the un- 

lingness of women to attend existing centres. Of the 199 
treatment centres in England and Wales, about 75% were part 


„Of the out-patient departments of hospitals, where all kinds 


of conditions as well as venereal disease were treated, and were 
not labelled as venereal disease centres. Experience also sug- 
gested that it was the adequacy of the premises and of the 
treatment given rather than the labels attached to them that 
had most infiuence on attendance by women. 


Reservation of Medical Students 


During the third reading of the National Service Bill 
Mr. Maxton asked what would be the machinery for deciding 
which young men were to be admitted into the medical 
profession. Previously they themselves had decided. Mr. 
McCorquopaLE said students of medicine would be pro- 
visionally accepted by the medical schools. ‘Then it would 
depend on the result of the Higher Certificate Examination 
the First M.B., or the appropriate examinatioa, whether the 
reservation would be finally confirmed. Therefore the medical 
schools would have the choosing of the students. Scientific 
students would be recommended for deferment by the Uni- 
versities Joint Recruiting Boards. Arts courses at the 
universities would close down at the end of the summer of 
1943 except for those boys who were medically unfit for 
sérvice. 

Medical Supplies and Services for Europe 


Lord CRANBORNE, in the House of Lords on Dec. 9, replying 
to a debate on relief measures for Europe as soon as subjugated 
States were freed from Nazi control, said provisional estimates 
had been received from all the Allied Governments of their 
requirements of food during the first 18 months after the war 
Most Allied countries had also submitted lists of their medical 
requirements. An advisory committee in regard to medical 
supplies had been set up under the chairmanship of Dr, Melville 
MacKenzie of the Ministry of Health. This medical sub- 
committee was working on the preparation of a minimum 
list of the most essential medical supplies and was considering 
the organization of medical services generally. A further 
expert subcommittee under Dr. Penrose of the United States 
Embassy was to advise on the nutritional asvects of fobd 
requirements. Steps must be taken beforehand to avert the 
risk of famine and the greater risk of pestilences bred of mal- 
nutrition. It was essential that there should be full co-operation 
with the Russian Government on these questions Plans were 
being made on the assumption that some rationing control 
must continue for a period after the war. Preparations were 
being made. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We rint below a summary of Infectious Diseases and Vital 
_ Statistics in the British Isles during the week ended Dec, 5. 


~ Figures of Principal eras Diseases for the week and those for the corre- 
sponding week last year, for: and Wales (London included). (b) 
London (admmistrative PUAN a) Ba gotland. (d) Erre. (e) Northem Ireland. 


of Births and Deaths, and of Deaths recorded under each infectious disease, 

a) 
Ree O the.16 principal towns in 
On peter ir Eee (6) The 10 principal towns m Northern Ireland. 


A dash — denotes no cases; a blank space denotes” disease not notifiable or 
no return available. 








1941 (Corresponding Week) 
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Cerebrospinal fever 73 9 
Deaths 5 1 
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form for England and Wales, London (admmistrative 
and Northern Ireland. 


t Includes paratyphoid A and B for Northern Ireland. 


+ Owing to ovacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 


$ Figur&s incomplete for England and Wales. 


EPIDEMIOLOGICAL NOTES 


S Discussion of Table `, 


In England and Wales the notifications of scarlet fever ‘and 
whooping-cough ‘dropped by 70 and 68 respectively ; the: inci- 
dence of these diseases had been. mounting steadily in the 
preceding weeks. Further large rises were reported in the 
incidence of measles, 556 cases, and acute pneumonia, 124 cases. 
The notifications of ‘di htheria, down by 140 in the preceding 
week, ‘have now risen by 150. 

Notifications of both scarlet fever and ‘whooping-cough in 
Lancashire were, respectively, 105 and 43 fewer_than in the 

revious week. "There were 36 more cases of scarlet fever in 
Staffordshire and 76~more in Yorks West Riding. : 

The only substantial increases in diphtheria notifications 
occurred in Lancashire, 49, and in Wales, 36. ~ 

In contrast to the general tread the incidence of measles fell 
in Wales and Lancashire by 130 and 90 cases respectively. The 
largest ıncreases were recorded in Durham 147, Yorks West 
Riding 118, London 108, Derbyshire 84, Warwickshire 71, 
Staffordshire 59, Gloucestershire 57, Surrey 56. 

The cases of dysentery numbered 191, or 28 more than in 
the preceding week. There was a fresh outbreak of 13 cases 
in erefordshire, Leominster and Wigmore R.D. There were 
increases in Kent from 2 to 18, in Essex from 6 to 15; and 
in Suffolk a new outbreak of i5 occurred. In the first two 
counties the cases were spread over several administrative areas ; 
in the last county all. the cases were reported from Clare U.D. 
There were 7 more cases in the outbreak in Derbyshire which 
began last week with 26 cases. In Yorks North Riding 10 
further cases were notified (Middlesbrough C.B. 8). The same 
totals as ın the preceding week were reported from London 14, 
Surrey 18, and Lancashire 32. The principal centres of infection 
during the week in these counties were Surrey, Banstead U.D. 
15, and Lancashire, Liverpool C.B: 23. 

In Scotland the large rise of 67 in the notifications of measles ° 
was the outstanding feature of the week's returns.’ -The total 
for the two burghs in Fife rose from 95 to 143, and the three 
burghs of Renfrew from 69 to 121. In”the Dundee Ghtbreak 
there were 106 notifications, or 33 fewer. A case of small-pox ' 
has been reported from Lochaber, Inverness-shire. 

In Eire poliomyelitis is back to the high level of the past three 
months ; 18 cases were reported, or 13 more-than in the pre-’ 
ceding week : they were scattered over ‘fourteen districts. 


$ 


Quarterly Returns of the Registrar-Generàl for Scotland 


For the September, quarter the birth rate was 17.9 per 1,000, 
and, with one exception, was the highest recorded for any third 
quarter during the past ten years. The infant mortality was 
59 per 1,000 live births, or 4 below that for the corresponding 
quarter of 1941 and the same as the- -average of the five pre- 
ceding years. Stillbirths were 36 per 1,000, and the lowest 
rate recorded since registration of stillbirths was instituted in 
1939. The general death rate of 10.9 per 1,000 was the lowest 
for’ any quarter since the outbreak of war and 0.2 below the 
five-years average. The death rate from the principal epidemic 
diseases was 14 per 100,000; and the lowest on record- for 
Scotland with the single exception of the third quarter of 1939, 
which was 13. The average death rate from epidemic diseases 
for the third quarter is 21. Six deaths from small-pox, the 
first since 1930, when there were 2, were registered during this 
quarter. The death rate from all forms of tuberculosis was 70 
per 100,000 and that from respiratory tuberculosis 52. The 
former rate was 2 below that of the corresponding quarter of 
1941 and the latter was the same ;“they were respectively 5 and 
4 above the average of the third quarters of 1937-41. 
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Quarterly Returns for Eire © 


The birth rate during the third quarter was 23.9 per 1,000, 
or 3.8 above that for the corresponding quarter of 1941 ; with 
the exception of the second quarter of 1942, when it was 24.5, 
it was the highest of recent years. Infant mortality was 57 
per, 1,000 registered births, 7 below the rate of the September 
quarter of 1941-but 1 above the average of the third quarters 
of the preceding five years. The general death rate was 11.5 
per 1,000; this rate has been fairly constant in the recent 
September. quarters and has only varied between 11.4 and 11.7 
during 1937-42. The death rate from pulmonary tuberculosis 
was 1.1 per 1,000, an increase of 0.2 in the rate for the corre- 
sponding quarter of 1941 and equalling the highest rate for this 
quarter during 1937-42. An increase in pulmonary tuberculosis 
was also recorded in the first and second quarters of this year. - 
Other forms of tuberculosis yielded a rate of 0.2 er 1,000, 
which was the rate in the September quarter of 1! 
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Returns for the Week Ending December 12 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever’ 2,769, whooping-cough 
1,326, diphtheria 1,079, measles 13,287, pneumonia 989, cerebro- 
spinal fever 75, acute poliomyelitis ‘7, dysentery 133, ‘para- 
typhoid 7, typhoid 10, small-pox 1. . à: 
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Medical News. 





Sir John C. G. Ledingham, F.R.S., is to retire on March 31, 
1943, from the post of Director of the Lister Institute of Preventive 
Medicine, which he has held since 1930. The Governing Body of the 
Institute have appointed as SirẹJohn Ledingham’s successor Dr 
A. N. Drury, F.R.S., Huddersfield Lecturer in Special Pathology, 
University of Cambridge, and a member of the scientific staff of the 
Medical Research Council. 


Electromedical apparatus cannat be supplied to institutions or 
individuals without licence from the Board of Trade on the surrender 
of ‘a medical certificate. The latest Order on this subject, the 
Machinery, Plant, and Appliances (Control) (No 3) Order, 1942, 
which replaces and amends all previous ones, can be obtained from 
the Stationery Office or through any bookseller. 


With the issue of November, 1942, the publication of the Annals 
of Medical History was suspended. 


The Igte Mr. J. A. Fielden, who’ during his lifetime made large ., 


gifts to the London Hospital, has bequeathed to it the’ sum: of 
£105,000 free of duty. : 


A company to be known as the Anglo-Irgnian Pharmaceutical 
Company, Ltd. (the A.I.P.), has been formed in this country by 
a' group of five leading manufacturers of medicinal products in order 
to facilitate the supply to Iran’ of‘ pharpiaceuticadl’ products made in 
the United Kingdom. .A private limited liability company with an 
authorized ‘capital of £50,000 has been registered, ‘the constituent 
members being: Boots Pure Drug Company Ltd., British Drug 
Houses .Ltd., Evans Sons Lescher and' Webb Ltd., Glaxo 
Laboratories , Ltd., the Wellcome Foundation Ltd. The registered 
office of the A.LP. is at Tavistock House South, Tavistock Square, 
London, W.C.1. All communications should be addressed to the 
secretary, Mr. W. J.. Williams. 








VENEREAL DISEASES AS A CAUSE OF DEATH 


According to Gottschalk (Dtsch. med. Wschr., 1942, 68, 845) the 
official statistics of causes of death so far as syphilis is concerned 
cannot be complete, for in many cases the true cause of death can be 
' ascertained only by necropsy. As to the degree of reliability, a 
valuable indication is offered by the ‘* Combined: Statistics of Causes 
of Death in Magdeburg ” for the years 1928-36, as follows: 












Results of Necropsy 
i according : 
Syphilitic Causes to Incorrect 
of th Clinical Clinical Diagnosis C 
Findings Diagnosis Co © Discovered 
e, 












59.30% | 135 (70%) 


34 59 (63% 
103 17 (63 
5 (63 33 


| 108 64% 214 (66%) 





44 
28 
406 


The investigation covers 8,182 cases, in which both the clinical 
diagnosis of cause of death and the post-mortem finding were avail- 
able. The classification adopted was that introduced in 1932, and 
syphilitic aneurysm was reckoned as an independent cause of death 
in the group of venereal diseases. Of'the 8,182 cases 322, or 3.9%, 
were recorded as due to syphilis. Necropsy showed that_108 of. 
these (34%) should have been classified under another number in the 
list. In 214 of the 322 cases (66%) the clinical diagnosis was 
confirmed. However, an additional 192 cases were found post 
mortem to have a syphilitic cause of death, so that the total number 





was increased to 406, or 5% of the total. Although these statistics _ 


concern almost exclusively diagnosis made in clinics, necropsy 
revealed 26% more cases’ of syphilitic causes of death than was 
shown by clinical findings Paralysis as a cause of death was found 
more rarely post mortem than by clinical diagnosis. Necropsy 
showed 23% more cases of syphilis, 63% more cases of tabes 
dorsalis, and as much as 250% more cases of aneurysm. 
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All communications in regard: to editorial business should be 
addressed to Tue EDITOR, British Mepicat Journal, B.M.A. 
House, Tavistock Square, Lonpon, W.C.1. 
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QUERIES AND ANSWERS 
Treatment for Scalp Eruption 

E. M. T. writes: In reply to J. A. M. (Nov. 28, p. 654): For years 
I have been a sufferer from psoriasis of the scalp, and often 
develop thick hard crusts. I recommend the following treatment, 
which I learnt from the B.M.J. years ago, and find astonishingly 
effective. Wash the whole scalp thoroughly with simple soap and 
water; rinse; then wash it with a good lather of soap spirit in 
warm water. , The crusts are softened and can be easily and 
carefully removed with the comb. . Then while the scalp 3s still 
-damp apply sphagnol ointment. This treatment should be 
repeated every few days if necessary. The ointment stains. 


W. H. writes: Has J. A. M. tried sulph. praecip. gr. 13; ac. salicyl 
gr. 13; ol. coc. nucif..siv; paraffin, moll. ad 3j? 


; Dressing for Cancer of Breast 
Dr. G. Baynron Force writes: In reply to “ Deodar ” (Nov. 28, 
p. 654) I have found hydrogen peroxide a certain and quick 
remedy for this troublesome symptom. I have used it on 3 cases 
where operation was refused and always with most gratifying 
results. 
Income Tax 


Allowance for Domestic Staff 

W. K. keeps two maids, of whom one lives in and the other attends 
from 8 a.m. to 7 p.m. Of the six living-rooms four are used for 
patients and a fifth is so used occasionally. The maids receive 
£140 per annum. W. K. is allowed a deduction of one-third of his 
rent and rates, which presumably covers the use of a garage, and 
£104 in respect of the cost of domestic service of the professional 
part of the premises. 

** In view of the large proportion of the ground floor which 
is used for professional purposes the ratio of one-third seems low, 
when it is remembered that the ground floor is the most valuable 
part of the whole premises. As regards the c&st of service the 
inspector of taxes will no doubt contend that the effect of food 
rationing has to be taken into account as well as the higher cost 
of the food which is obtainable. But this is a question which 
must be decided on the actual facts of each case. We suggest 
that a reasonable basis would be one-half of the totat domestic 
cost, and perhaps W. K. can calculate that figure approximately 
and compare it with the £104-hitherto allowed. 


Deduction for Use of Residence 


E. R. has hitherto been allowed to deduct one-half of the cost of 


rates, insurance, maid, gardener, lighting, heating, and repairs. 
The inspector of taxes now wishes to reduce the deduction to one- 
third of the costs. The house contains waiting-room, consulting- 
room, dispensary, lounge, and lavatory used wholly or partly for 
the practice, and one room downstairs, three bedrooms and a box- 
room used privately. 

-** There is no fixed rule with regard to these deductions; the 
proper ratio clearly depends on the facts of each individual case. 
Sometimes a useful light is thrown on the question by looking at 
the other side of it—te., what is the practitioner getting for private 
use and what would be a fair measure of its cost. On the ingivi- 
dual items, one-half seems prima facie excessive as applied to 
gardener’s wages and the cost of heating and lighting. So far as 
our experience goes one-half of the general expenses is not usually 
allowed except where there is some special element—< g., high 
rates on account of central position in a large town. Possibly E. R. 
can negotiate some intermediate ratio—e.g., 40%. We should not 
advise prosecuting a claim to 50% to thepoint ofa persorfal appeal 
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House Let to Government—Liablility 


T. H. has let his house for £175—some of his furniture is still stored 
in it. The Schedule A assessment is £76, and he has now 
ved a demand for tax cn £66 10s. “ excess rent.” Is this 
correct? Can he deduct fire insurance on the house and £1 11s. 6d. 
on the furniture? z 


** The £66 10s. is correct? The liability arises under the 
Finance Act, 1940, and is calculated as under: -~ 


£ 8. d. 

Amount of rent... a oe ws 175 0 0 

Deduct allowance for mamtenance, 3210 0 
3 14210 © > 

Less already assessed under Schedule A 7% 00 

“Excess remt” a š or) £66 10 0 


The fire Msurance on the house is regarded as included in the 
scale allowance of £32 10s. ; the £1 fis. 6d. in respect of the 
furniture is a private expense and cannot be treated as a deduction 
for income tax. E . 


Income from Malaya E 


“Apa Mau” came to this country a few years ago. Most of his 
capital is invested in Malaya. The income tax authorities ask for 
a statement of income credited to him there in the year 1941-2. 
What is the legal basis of liability for assessment in respect of this 
source of income for 1942-3? 


“* In ‘law the income is assessable for 1942-3 on the basis of 
the amount of income arising in the year 1941-2, but inspectors 
of taxes have been authorized to arrange, in such cases as this, 


for tax to be accepted on the amount (if any) of income actually . 


received in the year 1942-3; the balance of the tax assessed will 
remain in abeyance until it becomes clear as to what amount of 
the unremitted income will be receivable in this country. 


Temporary Cessation of Work n 


C.J S. was employed in the E.M.S. since the beginning of August, 
1941. He became a hospital patient in August, 1942, but was 
paid by the E.M S for the three following months. During the 
year ended April 5, 1942, he earned £325 and his wife £85. After 
deducting the allowances due to him He-has been charged tax 
amounting to £35 ‘14s. 6d. He is now doing part-time work and 
will earn about £120 for the current year. He inquires: (i) Can 
he average the two years for purposes of assessment? Gi) “When 
can he “ be forced to pay last year’s tax’? and (iii) What is he 
advised to do? i 

*," G) No; he ceased his employment and is in any case liable 
on the current year’s basis for 1941-2 and 1942-3. (ii) and (iti) 
Legally the revenue authorities can take action against him at any 
time. It is, however, certain that they would regard his case 
sympathetically, and we advise bim to write to the collector, 
explaining the- circumstances fully, and, if possible, making an 
offer to pay something on account. : 


Honorary Surgeon to Hospital under E M.S. Scheme 


“ Gamma ” hase been honorary surgeon to a’ hospital for many 
years. The hospital is now under the E.M Ss. scheme and the staff 
is paid 1s. 6d. per bed per night for the military cases He does 
not wish to receive this money and inquires as to his income-tax 
liability. ý p 

** If ‘Gamma ” receives a share of the War Office payment 
he is liable to assessment on it, even if he 
hospital—he is merely disposing voluntarily of taxable income— 
and the same result would probably follow if he were to ask the 
hospital authorities to retain his share for their general purposes. 
His best course is to notify them that he desires to continue to act 
in a voluntary capacity and to be regarded as not entitled to any 
share in the payment in question. 


LETTERS, NOTES, ETC. 


Codeine in Vaccinia 


Dr. S. WARSZAWSKI writes: With reference to Lieut. H. A. Oatley’s 
letter on codeine in vaccinia (Sept. 26, p. 384) I would offer my 
confirmation of the facts advanced by him. After the collapse 
of France in 1940-1, when I was an inmate of a prison camp in 
Spain and acting as M O. of the camp and later on as M.O. of 
the Polish Red Cross in Spain, I vaccinated or supervised the 
vaccination of many thousands of people, and I noted also the 
remarkable effects of the association of the drugs combined in the 
tab. cod. co. of the National War Formulary, 1941 Our formula 
was: acetylsalicylic acid, phenacetin 44 025 g., codeine phosphate 
1/100 °g. I used also other formulae, replacing the cod. phosph. 


hands it back to the’ 


= 
by caffeine or codeine. There is no doubt that the results were 
not so good as with cod. phosph. I think, therefore, that it is 
not the codeine but the phosphate of codeine which matters, I 
think, too, that this is a point which is worth investigation, and 
also the determination of the optimum dose of cod. phosph. I 
have been using the Continental formula given above now: for 
many years, and I have always found ‘that it is a very useful 
antithermic, analgesic, and anticatarrhal compound. 


Treatment of Anxiety States in Panel Practice 

Dr. MARGUERITE Stewart (London, S W.4) writes: From time to 
timo communications in the Journal draw attention to the 

- invalidism from the Army due to chronic and acute anxiety states 
It-is the early stages of anxiety before Physical symptoms are 
firmly rooted that general practitioners should recognize and 
adequately deal with. This at present it is increasingly difficult 
to do owing to pressure of work. But in Planning for the future 
let this side of practitioner treatment be made possible. Our panel 
system was formed before 1914 at a time when illness was treated 
on a physical level. Since then, increasingly, it has become 
apparent that much illness is psychological in origin, and that 
most illness has in it a psychological factor. To treat such illness 
requires more time and outgiving per patient than is possible 
under the present panel system. Recently, with a panel less than 
one-tenth the permissible number, I saw 17 panel patients on one 
~day. The preventive treatment ‘of anxiety states is one of the most 
Interesting privileges of general practice. It can only be tackled 
adequately in a practice where numbers are limited, and practi- 
tioners have had the opportunity for training in the detection and 
treatment of this kind of work. a : 





MEDICINE 100 YEARS AGO 


Extract from a leader on rumours in the “ political press ” 
that “ the poor law commissioners have recently dismissed all those 
who held Scotch or Irish diplomas from their offices under them 
ae from the Provincial Medical Journal of Dec. 31, 

“The qualifications for union medical officers admitted “by the 
poor-law commussioners are of four kinds. We shall recite them 
here, as several of our friends in the country seem to have for- 
gotten that we published them many months since, (1) A diploma 
from ,the Royal College of Surgeons, together with a degree in 
medicine from an English university, or the London College of 
Physicians (2) A diploma from the London College of Surgeons, 
with a certificate from the London Apothecaries’ Hall. a) A 
diploma from the London College of Surgeons, and a right to 
practise as an apothecary acquired by the person having been in 
practice as an apothecary before August 1, 1816. (4) A commission 
as surgeon, or assistant-surgeon, in Her Majesty's navy, or as 
surgeon, assistant-surgeon, or apothecary, in the army; or as 
surgeon, or assistant-surgeon, in the East India Company’s Service, 
dated previous to August 1, 1826. 

“To those who are not familiar with.the numerous questions 
agitated during the discussion. of poor-law medica! relief, or the 
actual state of the laws which affect the medical profession generally, 
the above cited regulations of the poor-law commissioners may 
appear complex and unsatisfactory; but a few remarks will serve to 
explain the motives which led to their adoption. {n the first place, 
the .necessity of a double qualification for union officers—of- a 
license to practise both surgery and medicine—had long been urged 
on the commissioners; and to this they at length acceded. In the 
second place, the 109th section of the Poor-law Acts requires that 
the medical officer should-be ‘a person duly licensed to practise ‘as 
a medical man.’ The question then at once occurs, who is duly 
licensed to practise as a medical man within the precincts of 
England and Wales? Upon this point great ignorance prevails 
amongst the members of the profession; for the exclusive privileges 
of the corporate bodies extend further than even they themselves 
seem to be aware. The College of Surgeons in London have the 
exclusive right of licensing persons to practise surgery throughout 
England and Wales. The right to practise medicine may be.con- 
ferred by the College of Physicians, the Universities of Oxford and 
Cambridge, and the Apothecaries’ Hall. In addition to the privilege 
of conferring licences to practise medicine, these corporations enjoy 
the power of prohibiting all who are not of their body, from 
practising medicine within their territorial jurisdictions. The 
statutes of 3 Hen. VIMI. c. 11, and 14 Hen. VHI., c. 5, exclude 
every person from practising physic anywhere in England or Wales, 
unless he be a graduate of Oxford or Cambridge, or admitted to 
practise by the London College of Physicians. The charter of 
Car. I., confirmed by the 18th Geo. II., c. 15, prohibits every one 
from acting as an apothecary in England and Wales. who has not 
a certificate from the Apothecaries’ Company, with the exception of 
those in practice as apothecaries “previous to 1815, and the army. 
and navy surgeons of 1826, who are privileged by a particular, act 
which expired on the Ist of August, 1826.” : 
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WAR BONUS FOR INSURANCE 
‘| PRACTITIONERS 


The following is the text of the applica- 
tion which the Insurance Acts Gommittee 
of the B.M.A. has made to the Ministry 
of Health for a war bonus for insurance 
practitioners. 

ee June 24, 1942. 
Dear Sr, 


The Insurance Acts Committee desires 
to make application on behalf of insur- 
ance practitioners for a war bonus on the 
grounds set out in this communication. 

1. As the Ministry is aware, when the 
war broke out the Insurance Acts Com- 
mittee was about to submit an applica- 
tion for an increase in the insurance 
capitation feo of 9s. based inter alia on a 
statistical investigation of the work done 
by insurance practitioners for insured 
persons conducted under the auspices of 
an eminent statistician. While it is 
recognized that such an application for 
an` increase in the basic capitation fee 
could not then be proceeded with as if 
the country were still at peace, it is 
relevant to refer to this proposed applica- 
tion because it was the outcome ‘of wide- 
spread dissatisfaction with the pre-war 
capitation fee. 

2. Although the Insurance Acts Com- 
mittee loyally accepted the award of the 
Court of Inquiry in 1937, it cannot dis- 
guise the fact that it was unexpected, 
perhaps to the Ministry as well as to the 
Insurance Acts Committee, and that it 
was resented by insurance practitioners. 
This feeling o 


against which any application for a war- 
time bonus must be examined. 

3. For the first fifteen months of the 
war the Insurance Acts Committee re- 
frained from applying for an increased 
capitation fee, despite the rapidly in- 
creasing cost of living and cost of con- 
cucting practice The events which have 
followed the Committee’s application in 
the early part of 1941 are not regarded 
as satistactory by the Committee. “The 
claim put forward on the grounds of 
practice expenses, was based on a most 
conservative estimate, prepared for .the 
Committee by an independent expert. In 
spite of this the first reply by the Ministry 
was to reject it out of hand. The sub- 
sequent decision did in fact meet the 
claim for increased practice expenses as 
«they stood in early 1941. But the 
Ministry’s offer of 9s. 9d. taken as a 
whole, and related not only to practice 
expenses but to the new class Brought 
into insurance by legislation, was accepted 
under protest by the Conference of Local 
Medical and Panel Committees out of a 


sense of national duty and not as an ex-` 


pression of acquiescence in the-proposed 
terms. A similar offer made in times 
of peace would undoubtedly have been 
rejected by the overwhelming majority of 
the profession. ‘Thè experienc of the 
last few months had done much. to 
aggravate the already serious sense of 


> of dissatisfaction with the , 
. pre-war capitation fee is the background ' 


“ practitioners. ` 


frustration and resentment rife among 
insurance practitioners. 

4. It was agreed by the Ministry that 
the additional 9d. did not includè any 
element in respect of. cost of living. It 
includes an amount in respect of the new 
group and an amount in respect of prac- 
tice expenses as they stood earlier in the 
year, though this increase has commenced 
only on January 1, 1942, after two'and a 
quarter years of war. 

5. The war has laid upon the medical 
professiona specially heavy burden. It 

as meant’the withdrawal from National 
Health Insurance of a vast number of 
healthy lives. Their places in industry 
have been taken by older men, many of 
whom have returned to indus after 
periods of retirement or prolonged unem- 
ployment; by middle-aged as well as 
young women with no previous ex- 
perience‘ of industry; and by other 
groups whose general standard of fitness 
is lower than those whom they have re- 
placed. An inevitable result of the intro- 
duction into ind of persons of all 
ages without previous industrial ex- 
perience is, as the result of new stresses 
and new hazards, a considerable rise in 
the amount of medical service which is, 
on average, required for insured persons. 
Those who are returning to insurance 
after service with the Forces—and the 
number is growing—are far less healthy 
than the average, and so need additional 
medical attention ; indeed, many of them 
can be described as permanently damaged 
lives. This position was recognized in 
the last war when special additional re- 
muneration was paid for discharged 
Service men. The average age of insured 
persons has risen. The spokesman for 
the Ministry (Dr. Paterson) at the last 
Court of Inquiry -recognized the impli- 
cation’ of this when he said: “It is evi- 
dent that it must be the older people 
approaching the ages in which the death 
rate was highest who give the doctor 
more work.” The proportion of women 
in National Health Insurance has risen, 
many of these women being employed 
in unaccustomed industrial work. Such 
has been the change in the make-up of 
the insured population as a result of the 
war that e burden upon insurance 
practitioners in respect of the same num- 
ber of insured persons has risen, both as 
to visits and attendances and the work 
entailed by the keeping of proper medical 
records. The black-out has meant an 
increase in the average time spent in 
evening’ and night visits, and in many 
cases an additional risk. To sum up, 
war conditions, including the black-out, 
have meant a measure of human stress 


'‘ which has found expression in increased 


burden on the ingurance practitioner in 
terms of time, strain, and responsibility. 

6. Wartime conditions have made it 
impossible to collect reliable statistics re- 
lating to the work done by insurance 
Opinions differ as to 
whether the number of prescriptions 
issued is’a general guide. After the 


initial drop in the early months of the 
‘war, the figure for the beginning of 1940 
increased to well above jhe pre-war 
figyre.’ Since then it has ffüctuated and 
is now rising steadily. It is not now far 
short’ of the pre-war figure, and an 
epidemic would send it well above the 
pre-war level. The experience of practi- 
tioners shows that after the first few 
months of war the number of prescrip- 
tions given has less reference than ever 
before to the service rendered. The 
truth is that there is no accurate measure 
of the work now undertaken by insur- 
ance practitioners. It is, however, a 
modest statement to make that the strain 
on the community as a result of the war 
has increased the burden of work on 
insurance practitioners. 

7. There is one other general con- 

sideration which the Committee puts for- 
ward. In 1918 the Ministry of Health 
agreed to a wartime increase in the 
capitation fee for practitioners with net 
incomes below £1,000 a year, varying 
from 10% to 124%. In 1918 the cost-of- 
living index figure varied between 185 to 
225 in relation to 100 in August, 1914. 
To-day the official figure stands at 200 in 
relation to 100 in August, 1914. On the 
assumption that the official figures are 
applicable to practitioners, and that prac- 
tice expenses have risen to a sirhilar ex- 
tent, the capitation fee of 9s. 9d. to-day 
is worth, in terms of money values in 
1914, 4s. 104d. On the assumption that 
practice expenses have risen by only 50%. 
the capitation fee of 9s. 9d. to-day is 
worth, in terms of money values in 1914, 
5s. 44d. This means that insurance prac- 
titioners have since 1914 suffered a 
reduction of real remuneration from 
7s. 3d. to a figure between 4s. 104d. and 
5s. 44d., depending on the extent of the 
increase in practice experses since that 
year. . 
8. If the official cost-of-living figures 
be related to those in August, 1939, in- 
stead of to those in August, 1914, the 
present figure is 128 in comparison with 
100 on August 1, 1939. This is the 
general cost-of-living figure, derived from 
working-class budgets. There is no up- 
to-date evidence of any validity that the 
proportionate rise in middle-class expen- 
diture differs materially from that in 
working-class expenditure. 

9. A previous application for an in- 
crease in the capitation fee in respect of 
cost of living has been met with the reply 
that it is contrary to Government finan- 
cial policy to agree to such increases for 
other than the lowest income groups. 
The Government has already devarted 
from this policy. At first the officially 
approved limit for cost-of-living increases 
was £250 a year. Later it rose to £350 
a year. To-day it stands at £500 a year. 
which is a net figure for superannuated 
officers enjoying non-contributory pen- 
sions, or £560 in terms of total emolu- 
ments. But even this restriction is not 
of universal application. In the case of 
local government officers there ba" 
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income limit at all, and not only have 
medical officers of health receiving 
highgr salaries in some instances received 
cest-of-living bonuses but such bonuses 
have, where his approval was necessary, 
been approved by the Minister. Thus 


the Minister has admitted thé principle: 


of cost-of-living bonuses for higher 
salaried groups. It is noted that the 
Minister has also approved, with effect 
from October 1, 4941, an increase of more 
than 16% in the dispensing fees of 
chemists for medicines dispensed for 
insured persons. 

10. There are insurance practitioner¢ 
whose gross,incomes, though apparently 
larger, actuatly fall, in so far as they are 
net incomes, within the range of ‘the 
£560 limit. There are many practitioners 
whose gross incomes have fallen to ean 
extent to which their expenses can never 
fall, owing to their obligations as insur- 
ance practitioners. In any event, the 
argument that inflation would be en- 
couraged by increases in the higher earn- 
ing groups is without substance. They 
constitute both in numbers and in aggre- 
gate income so small a proportion of the 
community and the community income 
that the effect in terms of inflation of a 
cost-of-living increase would be negli- 
gible. The groups which represent the 
argest volume of national income have 
in the main dy received in one 
form or another wartime increases in 
remuneration. 

11. There is one further argument 
which at first sight may seem irrelevant. 
Those insurance practitioners who remain 
in civil life are maintaining the practices 
of the absentee colleagues and assuming 

responsibility for the care of their insured 
` persons at half the current capitation fee. 
The general effect of this for those re- 
maining ‘in practice is to reduce the 
average ‘capitation fee, which is rapidly 
falling. This, it might be argued, is the 

rofession’s own affair. But, it should 

pointed out, it is Government policy 
that the salaries of absentee employees 
of central and local government should 
be made up to their peacetime level, 
and as taxpayers and ratepayers the 
medical profession, in common with 
other sections of the community, is con- 
tributing to this expense. Again, moneys 
derived from National Health Insurance 
contributions gre already being used for 
the purpose of making up the salaries 
of absentee employees of approved socie- 
ties and insurance committees. The 
medical profession could not honourably 
have acted otherwise than to safeguard, 
so far as lay within its power, the prac- 
tices and the emoluments of practitioners 
in the Services. In a number of areas 
this arrangement cannot but bring the 
capitation fee down to a level which, 
after expenses are paid by the remaining 
practitioner, leaves little margin for 
general living expenses. This is, it is 
submitted, a factor which should be taken 
into consideration. 

12. The medical profession has no 
desire to profit by the war. It has no 
desire to escape the general increase in 
national responsibility., It is, however, 
determined to do its utmost to secure that 
„the pre-war inadequacy of the basic capi- 
tation fee shall not be unfairly accen- 
tuated at a time when it is working under 
the most extreme difficulty. 

13. These are the general arguments 
which lead the Insurance Acts Commit- 
tee, after the most careful consideration 
and after consultation with every Panel 
Committee in the country, to press for a 





T 
substantial increase in the capitation fee 
while . present circumstances continue. 
That the time has come for such an in- 
crease the Insurance Acts Committee 18 
convinced, and it desires to open negotia- 
tions with the Ministry in regard to the 
amount of that increase. ` 
: Yours faithfully, 
To the Secretary, G. C. ANDERSON, 


Ministry of Health, . ` Secretary. 
Whitehall, S.W.1. ' 


Owing to pressure on space the con- 
clusion of the G.M.C. report is held over 
to a later issue. 





Correspondence 
ry 
Salaried Appointments 

Sir,—Fresh doctors are constantly 
being called for by the Forces, and this 
means that appointments to an increas- 
ing number of salaried jobs will have to 
be sanctioned by the various Local 
Medical War Committees. I should like 
to suggest that these committees should 
not sanction the appointment to a posi- 
tion carrying an emolument of any doctor 
who has refused to join the Protection 
of Practices scheme. This is not a ques- 
tion of professional jealousy or etiquette ; 
it is merely recognition of the principle 
that a doctor who wishes to take advan- 
tage of the present emergency at the 
expense of brother -practitioners who 
have been called up is not a fit person to 
be in charge of a job sufficiently respon- 
sible to carry with it a salary. In other 
words, “ black marketeering ” is as odious 
and reprehensible in medicine as in other 
walks of life, and should be recognized 
and treated as such.—I am, etc., 

Winsford. W. N. LEAK. 








MEDICAL WAR RELIEF FUND 
THIRTY-FOURTH LIST 


Amount PS seh acknowledged, 
£43,790 8s and £100 ,34% Conver- 
sion Stock, and £40 3% Defence Bonds 


Individual Subscriptions 

* £10 10.—Dr. H F L. Hugo, Crediton (2nd 
donation); Dr. L Thomas, Halifax, N.S (2nd 
donation). 
d B 2s.—Capt. N. Bickford, R.A'M C. (4th dona- 

ion). 

£1 Is.—Dr. F. S Airey, Leicester Grd donation) ; 
Mayor W Happer, I.M S., and Mrs Happer Oth 
donation) 

7s. 2d.—Dr. J. T. Whitky, Chelmsford (Grd 
donation) ' 

£260 138. ($1,165.12).—Canadian Medical Agso- 
ciation (amount already sent, £1,101 18s 7d)' 
Caduceus Club, Toronto, $100.00; Peterborough 
Medical Soclety, $15603; Toronto East Medical 
Association, Sports Committee, $2700 (2nd dona- 
tion); Victoria County Medical Society, $10 00 (3rd 
donation); Ontario Medical Association, District 
No 2, $750 00; Jewish General Hospital, Montreal, 
$5100; London Convention Committee, Canadian 
Association of Radiologists, $71.09 

£168 15s. 1d.—Per Col J S Dunne (amount 
already sent, £18 17s.) Sir Francis Fremantle, 
£26 5s. (2nd donation), Dr' K S Richard, £5 5s ; 
Dr. R. D Attwood, £3 3s (2nd donation); Dr 


£3 38, Dr D R. Riddell, £3 33; Dr. R. E J Kerr, 
£3 38; Dr G Campbell, £10; Dr P. . 
(2nd donation); Dr C. Hilhard, £3 38; Dr E 
Scurfled, £3 38; Mr. R Harvey-Williams, £1 Is; 
Dr C Sherris, £3 3s (2nd donation); Dr D R. Pike, 
£3 38; Dr C Bolton, £3 3s; Drs A and H. 
Wigfield and Stanley, £10 10s (2nd donation) ; Dr 
E M Dmock, £5 5s (4th donation); Drs. Barber, 
West, Fasson and Bedford, £5 5s; Dr. C. 
Craggs, £3 38, Dr. M Wigfleld, £3 38; Dr 
Buckley, £3 38; Dr -B F Russell, £3 38; A 
Vivian, £1 is (2nd donation); Dr R H Crowley, 
£5 5s; Dr A. D telam E 3s.; (20d dona- 

3s; 


P. Grellet, £5 58; Dr. C. D. Cardınall, 
A. P Ford, £2 2s; Dr H. R Grellet, 
G W. May, £5 5 (2nd donation); 


Dr. W. 
£1 1s; Dr. 
£3 3s; Dr. 


e 
SUPPLEMENT 10 THE 
BRITISH MEDICAL JOURNAL 


e 
Sharpe, £3 $s.; Dr. W. Symonds, £3 3s; 
Watson, £5 5s; Dr. C H C Ferguson, 
Herts Division, £3 17s 7d. 
Od.—Practitioners ın Trinidad 


P 


Boucaud, £2 1s 8d.; ©r M. Boucaud, £2 Is. 8d; 
Dr G. Campbell, £5 4s 2d; Dr J CampsCampins, 
10s. Sd; Dr. C. 
£1 1s, Dr. G. Deane, £3 28. 6d, Dr. E. de Ver- 
teml, £2 1s. 84.; Dr. G Fte, £2 Is 8d.; Dr. J. 
Gibbon, £2 Is 8d.; Dr J, Grell, £2 1s. 8d.; Dr. S 
Hayes, £2 Is 8d, Dr. K Innuss, £2 1s. 8d, Dr. A 
Krogh, £2 1s. 8d; Dr. G. Lee, £1 Os. 10d; Dr. W. 
McKechnie, 8s 4d; Dr. A. McLean, 108 Sd.; Dr. 


H McShine, 8s. 4d; Dr. V. Metvier, £5; Dr. C. 
Morrah, £1 5s (2nd donation), Dr E., Mur, 
£1 Os 10d; Dr A. Reid, £3 29 6d; Dr. M 


Schwartz, £2 1s 8d; Dr. R Stanley, £5 48. 2d; 
Dr. S. Stewart, £5; Dr. J. Waterman, £3 (2nd dong- 
tlon); Dr. R Wuppermamn, £2 Js 8d.; Dr. C F 
Rostant, £1 1s 

£42.—Harrow and Wealdstone Hospital Medical 
Staff (amouat already sent, £2 and £40 3% Defence 
Bonds) 

£14 12s. 6d.—Medical Consultative Committee of 
Hoylake Cottage Hospital—per Dr, Pinkerton 

£2 2s.—Gloucestershire Branch—per Dr. Reavell 
(amount already sent, £419 15s)’ Dr. C. P. Don 
mon (3rd donation) ; Nottingham Branch—per Dr. 
Frazer and Dr Galloway (amount already sent, 
£304 88); Derby Drvision—per Dr E C. Dawson 
(amount already sent, £205 188 7d). Dr. G. L. 
Meachim (2nd donation); Exeter Divislon—per 
Drs. Murray and Paget (amount already sent. 
£23] 138. 6d): Lt-Col. T. G. N. Stokes, I.M S. 
Ret (2nd donation). ' 


Local Medical and Panel Committees 
£1 1s.—Denbighshire. 


Total—£44,377 12s. 1d., and £100 34% Con- 
version Stock and £40 3% Defence Bonds 


Cheques, payable to the Medical War 
Relief Fund ould be sent to Dr. G. C. 
Anderson, Honorary Treasurer of the Fund, 
Brıtish Medical Association House, Tavis- 
tock Square, London, W.C. 1. 


WEEKLY POSTGRADUATE DIARY 

BRITISH POSTGRADUATE MEDICAL ScHooL, Ducane 
Road, W.—Dally, 10 am. to 4 pm., Medical 
Clinics, Surgical Clinics and Operations, Obstetrics 
and Gynaecologeal Clmics and Operations 
Daily, 1.30 p.m., Post-mortems Tues, 10 a m., 
Pacdiatric Clinic; 11 a m., Gynaecological Clinic. 
Wed, 1130 am, Chimico-pathological Confer- 
ence (Medical), 2 pm, Bactenology and Diag- 
nosis of Venereal Diseases, Dr Barber. Thurs, 
2 pm, Dermatological Chmc. Fri, 12.15 pm 
Clinico-pathological Conference (Surgical) ; 2 p M., 
Ciimco-pathologcal Conference Gynaecological) ; 
2 pm, Sterility Clinic. 

FFLLOWSTUP OF MEDICINE, 1, Wimpole Street, W — 
Chelsea Hospital for Women, Dovchouse Strect, 
SW.—Daily, Mon to Fri., Course in Gynae- 
cology Royal Cancer Hospltal, Fulham Road, 
S.W.: Revision course in anaesthetics. Lectures 
430 to 6 pm. Practical work daily at various 
London hospitals National Hospital jor Diseases 
of the Heart, W orcland Street, W. Tues. 
and Wed., 10 a.m, Out-patient clinics. 

ROYAL NATIONAL THROAT, Nose, AND Ear HOSPITAL 
—Frn,4pm Mr.S A. Beards: Headache. 


DIARY OF SOCIETIES & LECTURES 
BIOCHEMICAL SocrETY —At Department of Physio- 
logy, Manchester University, Fri., 2.15 p.m. Tea 
and demonstrations at 415 pm 


Branch and Division Meetings 
to be held 

BERMONDSEY AND CAMBERWELL DIVISION —At 
Bermondsey Public Health Centre, Grange Road, 
S.E, Tues., July 7, 830 pm Prof. J. A. Ryle. 
A Natonal Medxal Service. 

KENSINGTON DIVISION.—At Bntsh, Postgraduate 
Medical School, Ducane Road, W, Mon, July 6, 
830 pm General meeting to continue discussion 
of Interm Report of Medical Planning Commussion 

Norru oF ENGLAND BrancH —At 7, Windsor 
Terrace, Newcastle-upon-Tyne, Thurs, July 9, 
315 pm. Annual Meeting. Election of officers, 
etc 


BIRTHS, MARRIAGES, & DEATHS 
BIRTHS 
Sruaxt-Harris.—On June 22, 1942, to Marjorie, 
wife of Mayr C H. Stuart-Harru, RAMC, 
Hamel House, Perham Down, Andover, a son. 
SWANSTON —At Kilburn House, Thirsk, on June 18, 
1942, to Mollie (née Hartley), the wife of Dr. 
Kelly Swanston, twin daughters $ 
MARRIAGE 
THomMas—Frencn —On June 17, 1942, at Hammer- 
smith, Ronaki Lionel Thomas to Kathleen Mary 
French, MB, BS. 
e EATH 


D 
FurGUsoN —On June 20, 1942, R. L Ferguson, 
M.D (Manch ), of Lynton, Upper Lloyd „Street, 
Manchester. 


B.M.A.: 











Chan, £1 Os 10d., Dr. V. Charles, - 
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GENERAL MEDICAL COUNCIL 
' DISCIPLINARY CASES’ (concluded) 


Drag Addiction 

The Council considered the case: of 
BRENDAN O'’CARROLL, registered as of 
_ Castlereagh Road, Belfast; who was sum- 
moned on the tharge that in March last 
he was convicted (after having pleaded 
guilty) of being in charge of a- motor-car 
while under the influence of a drug, and 
was sentenced to 28 days’ imprisonment. 
Evidence was given as to purchases of 
cocaine solution by Dr. O’Carroll at 
about the time of the offence in the. dis- 
trict in which he was acting as locum- 
tenent. Dr. O’Carroll, who was not 
present, wrote stating that he considered 
it in his own interests that his name 


should be removed from the Medical . 


Register. He said that he had been a 
drug addict, and it was now his inten- 
tion to cure himself 6f that disease by fol- 
lowing a@-non-medical occupation. The 
Council ordered’ the erasure of the name. 


The case was heard of ALEXANDER 
Gorpon BONNYMAN, registered as of 
Barking Reis, Cam Torm.. who 
appeared on the charge that in February 
last he was convicted at the Central 
Criminal Court, of unlawfully killing 


Elizabeth-Galloway Bonnyman, his wife, , 


and sentenced to_ twelve months’ im- 
prisonment.* The evidence as outlined 
by the Council’s solicitor was that both 
Dr. Bonnyman and his wife were long- 
standing morphine addicts. When taken 
to hospital just before her death Mrs. 
Bonnyman’s condition was found to be 
absolutely appalling: her-arms and legs 
were distorted through disuse, and she 
weighed only 3 st. 10 lb. She was suffer- 
ing from abscesses which oo area to be 
due`to the use of dirty needles. A post- 
mortem examination showed death to be 
due to heart failure owing to poisoning 
from the abscesses, starvation,. and 
bronchopneumonia brought on by her 
low powers of resistance. 
` Dr Bonnyman madé a Jong statement to 
the Council. He said that his wife had been 
a confirmed morphine addict for- sèven or 
eight years continuously, during which time 
her phbysicial condition was undergoing 


gradual decay. He did all in his: power to . 


bring about her treatment in hospital, but his 
arguments were unavailing. . He also did 
what he could tc maintain at the maximum 
his wife’s diminished strength until such time 
as he could safely effect the withdrawal of the 
drug. It was her addiction to morphine-which 
brought about her weakened condition. 


f 

“During most of .my struggle and my 
anxiety for the well-being of my wife,” he 
went on, “ I myself was a victim of the drug. 
I could appreciate the suffering, both: mental 
and physical, which even the dread of with- 
drawal would. occasion, and this apprecia- 
tion it was which led me into the error of 
a too kindly approach to my wife's problem. 
You cannot appreciate the problem of drug 
addiction from the addict’s point of view. 
One loses one’s strength of will, and, 
although one wants to beat one’s enemy, 
when the effects of the previous @ose have 
worn off this fine edifice of self-defence and 


~ 


strong will to survive crumbles. When that 
dreadful gnawing, that suffering, that feeling 
of sickness which assails one is at its most 
acute, then all good intentions are scattered 


to the winds. Itis that black outlook which, 


influences the addict. That was the feeling 
which I.am sure was, in my--wife’s breast 
when she was so adamant in her refusal, to 


have hospital treatment and to have another’ 


doctor to see her.” 

He had erred towards leniency whereby 
the speed of withdrawal until the last five 
or six weeks of her life was checked’ The 
drug would have.:been withdrawn more 
quickly but for his appreciation of the 
dreadful suffering which a rapid withdrawal 
entailed. His wife's daily consumption for 
a number of months until September, 1941, 
was 9 grains. He gradually reduced this to 
14 to 2 grains just before her death. During 
the actual process of withdrawal he had on 
occasion' for therapeutic reasons to increase 
the dose, and on this point he complained 
that the judge, in directing the jury, described 
what he had done as a wanton pandering 
to the whims and wishes of his wife. 
Medical ‘men with experience in the treat- 
-ment of morphinism ‘would appreciate the 
likelihood of collapse owing ‘to too rapid 
withdrawal of a patient already physically 
weakened and dependent on the stimilus 
which morphine alone could give. This 
collapse was very sudden and seVere, with 
sudden: fall ın the pulse rate and blood 
pressure, deathly pallor, cold, clammy skin 
—a picture calculated to make’ the most ex- 
perienced clinician quail. When he increased 
the drug it was because of “ withdrawal 
collapse,” the pulse, rate falling as. low as 
43. Judge and jury could not rid themselves 
of the idea that the problem was a standard 
one, to be solved by standard means, like a 
sum in algebra. No such convenient 
method presented itself to the physician in 
his struggle with a drug addict. It was a 
battle of wits, and the nearer the relation- 
ship between the patient and himself the less 
was the physician’s influence, until, in the 
case of the husband and wife, the scales were 
heavily weighted against him. 

Dr. Bonnyman ended by saying that surely 
he was not to be,held responsible for his 
wife being a morphine addict. In no way 
did he force hér to become such: in fact 
she had been an addict for many years. He 
himself had previously been addicted to 
morphine, but was cured in 1934, with no 
relapse until August, 1941, but in the interval 
untilahis wife’s death morphine took its toll 
upon his own physical and mental life so 


~ that fe did not with a rational mind 


approach the problem which-his wife’s case 
presented. He also pointed out that if 
morphine was sold in ‘solution, 0.2% or 
under, and was mixed with some other active 
constituent, it was exempt from the regula- 
tions of the Dangerous Drugs: Act. “A 
man in the street, if he knew how to write 
a prescription, could take it to any chemist, 
and any chemist is quite within his legal 
rights in dispensing that.prescription.” His 
wife, by means of such prescriptions, which 


she could make oùt for herself, obtained’ 


such 0.2% solution and boiled and con- 
centrated it. r 


The Countil ordered the erasure of Dr. 
Bonnyman’s name from the Register. 


sin the 


Conviction of Receiving Stolen Property 


The Council considered the case of 
ERICH HOHENBERG, registered as of 
Beverley Court, W.4, who appeared on 
the charge that in April, 1942, he was 
convicted at Marlborough Street police 
*court of receiving a book, value £1 15s., 
knowing the same to have been stolen, 
and sentenced to four mo * imprison- 
mènt with hard labour. It was stated 
that Dr. Hohenberg was 32 years of age 
agd an M.D. of Vienna. He was one of 
a family of 7 well-known Austrian 
medical men. In 1938 he left Austria for 
political reasons, and in 1940 he ob- 
tained the Scottish qualifications and 
was egistered. He obtained work 
Cancer Research Depart- 
ment of Middlesex Hospital. His 
wife obtained a position in a library. 
Both she and her husband were inter- 
ested ın books and she used to bring 
books home. It bad been brought out 
in the proceedings—a fact previously 
unknown to the husband—that as a 
young gurl she had had a tendency to 
steal, and her parents, who were wealthy 
People in Viena, decided that the best 
method of treatment was to place every- 
thing at her disposal so that sbe would 
have no wish to steal. The wife admitted 
the larceny, but the husband disputed 
that he knew the books had been stolen. 
The magistrate, however, having con- 
victed both, decided, said defending 
counsel, that Dr. Hohenberg, being the 
elder person and the husband, should 
bear the major penalty. 

Evidence as to character was given by 
Dr. Eugene Felix, Dr. F. Silverstein, and 
Prof. Ernest Freund, all formerly of 
Vienna, but the Council found the con- 
viction proved and directed erasure of 


. the name. 


Convictions for Illegal Operation 


The Council considered the case of 
WILLIAM SPENCER LEWIS, registered as 
of Redcliffe Gardens, South Kensington. 
who was summoned on ¢he charge that 
at Surrey Assizes in February, 1942, he 
was convicted of unlawfully using an 
instrument with intent to procure mis- 
carriage in the case of four women and 
of conspiring with two other persons to 
procure the miscarriage of a fifth, and 
was sentenced to three years’ penal servi- 
tude on the fifst four counts and eighteen 
months’ imprisonment on the fifth (aH 
concurrent) and ordered to pay the costs 
of the prosecution. 

Dr. Lewis did not appear nor was he 
represented. 

It was stated by the solicitor to the 
Council that Dr. Lewis had surgeries 
in South Kensington and Shaftesbury 
Avenue and a house at Staines. In the 
first case the woman, after seeing her own 
doctor, got_the name of Dr. Lewis from 
some othef. source and went to see him 
at South Kensington. She told him she 
was pregnant and said that she thought 
he could help her. He told her to come’ 
and see him at his house at Staines and 
that his fee would be £35. This was 
fixed without any medical examination. 
She went to his house and from there 
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, whilst in fact they were 


j r x 
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„to a “bungalow, where she was treated ~ After deliberation in camera the Coun- 
cil did not see fit to direct the Registrar ` 


for eighteen days. In the second case in 
similar circumstances‘ £30 was. paid,’ in 
the third ease’ £45, in the. fourth case 60 
guifieas, and in the fifth ‘case £65.' The 
defence which Dr. Lewis put in was that 
the women were inevitably goigg on to 
miscarriage and that he did not use any 
instrument, but treated ‘them in an anti- 
septic way and allowed them to miscarry 
in ‘his house. vs : i A 
The Council directed the Registrar to 
erase Dr. Lewiss name from the 
Register. : f 
The case of SEWERYN KAMINSKI, e 
registered as of Renfrew Street, Glasgow,, 
was heard. 'We had been convicted at 
Glasgow in-March, 1942, of procurirtg 
abortion and sentenced to: eighteen 
months’ imprisonment. Dr. Kaminski 
did not, attend. It was stated that he was’ 
M.D. of the University of: Warsaw and 
had been admitted temporarily to the? 
Foreign List of, the Medical Register: 
Dr. Kaminski had charged £2 for the 
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to erase Dr. Leitch’s name. ‘> 

‘Two or three other casés of charges 
against practitioners were postponed 
until the next session. 
the entire hearing was in tamera and 
lasted more than two days. `- At the còn- 
clusion, the facts alleged against the prac- 
titioner were found not tò have been 
proved to the Council’s satisfaction. The 
charge was not read in open Council. 








BRITISH MEDICAL ASSOCIATION 
ANNUAL, REPRESENTATIVE MEETING, ' 

‘ LONDON, 1942 _, ` l 

The Annual Representative, Meeting of, 
the -British Medical Association wi 

subject ;to war conditions, be held at 

B.M.A. House, Tavistock Square, Lon- , 

don,, W.C.1, on Tuesday; Wednesday, and 


Thursday, September 8, 9, and 10, 1942.~ 
f 


RESOLUTIONS ON MATTERS OF WHICH 


examination of the woman, and £19 was „ TWO,MONTHS’ NOTICE MUST-BE GIVEN 


paid him later; his total fee was £28, 


‘£7 remaining owing: 


case also the name was erased. 


Charge of Interfering with Persons ` in 


` oe H.M. Servicé 
- The Council heard the case `of JoHN 


‘Knox THOMPSON, registered as of Princes 


Road, Liverpool, who was convicted at 
Liverpool’ Assizes in October, 1941, ‚of 
interfering with persons in H.M. Service ° 
and attempted false pretences, and was 
sentenced to four years’ penal servitude 
and to pay the costs of the prosecution: 
Dr. Thompson was not present non was 


‘he represented. 


The Council’s solicitor said that under 
King's Regulations soldiers on furlough 
.who: required medical”aid should apply 


.to the nearest Service hospital, .or, if that 
‘was not possible, to, a civilian medical 


practitioner. ' This case arose out of an 
application by soldiers on furlough to 
Dr. Thompson.” He was charged on nine 
counts with issuing untrue medical certi- 


ficates to: soldiers purporting to show that . 


they were unfit ror daly and to travel, 

t. The evidence - 
was to the effect that soldiers on léave 
in Liverpool went to. the doctor when 
their leave expired and on payment were, 
without any examination, issued with 
medical certificdtes that they were suffer- 


ing from gastric influenza. .In one in-: , 


stance a soldier on leave was'ill and went 
‘to ‘the doctor, but refused to pay, the 
money asked and received a certificate 
that he was fit for duty and to ‘travel, 
but when-he left the surgery he collapsed 
in the street, and, on examination by an 
Army doctor was ordered to bed and 


- was detained for ten'days with a highly: 


infected and septic throat. The written . 

defence was a denial of the allegations. 
After déliberation in camera the Coun- 

cil directed the Registrar tò erase the 


name. ee I 
Other . Cases 
Jonn Ne Lerrcu, registered as of 
Great Cumberland Place, London, ap- 
peared before the Council on a charge 
of, having been convicted in. March last 
of obtaining credit of over £10 while an 
undischarged upt, and was sen- 
tenced to three months’ imprisonment in 
pect of each of three charges, the 
sentences to run concurrently. Dr. Leitch 
attended and, gave an explanation’ of 
the circumstances in which credit! was 
obtained. , 


$ a y 


Mode of Election of Council ‘by Groups 
in Great Britain or Northern Ireland 


MOTION by GriMsBy: That By-law 
55 (3) be amended to read-as follows: 


The said voting papers shall be sent to. 
the Association at the Head Office within 
such time as the Council may from time to 
time V idglobicy by notice given as aforesai 
and the particulars which shall be includ 
in ‘the voting papers shall be confined to 
the candidate’s address. j 


Election of members of Council by (a), 
Isle of Man, Lancashire and Cheshire 
Branches (Group C); (b) Derbyshire, 


Leicester and Rutland, Lincolnshire, and 


Nottingham Branches (Group D); (©) - 


Metropolitan Counties Branch (Group 
I); (d) Dorset and West Hants, South- 
Western, and Wiltshire Branches (Group 
K): the following is the result of the: 
voting in these elections. ' 


Group C : 
F M. Rose oe PN 254 Elected 
B. I Claxton `. 213 
Barbara M L.'Abercromby ‘ 167 
R. Baring Davidson ae 134° 
R. L. Newell #4 ore 429 Elected 
D. R ‘Owen wee 97 
i Group D 
F Joselin Jauch os 144. 
E. Lew Lilley oo 259 Elected , 

omp I ., r s 
H H D. Sutherland. ~ 312 
A Philips 407 
Dame Louise Mcllroy va. 371 7 
P Inwald is . © . 517 Elected 
E A.. Gregg ' 319 ` 
V Zachary J. 418 Elected 
F. Gray. 268 
H. Vickers. sere ià SAR FA 
W. W. For °.. FF - 432 Elected 
M. F. Moloney .. oe 5 451 Elected 
George de Swiet .. ae A 281 
i Group K 

O C. Carter F sà sxo 167 
D Stanley-Jones . “ 17 j 
F. A Roper ` A 266 Elected 


l G. C. ANDERSON, 








SCOTTISH LOCAL MEDICAL i 

CONFERENCE OF REPRESENTATIVES 
A meeting of representatives of Local: 
Medical War Committees and members, 
of the Scottish Central ~Medical -War 
Committee ` was held in the Scottish 
House of the B.M.A. on June 12, Mr. 
Thomas Johnston, Secretary of State for: 
Scotland, presiding. After ‘welcoming the 
representatives and thanking Local Medi- 


+ 


aoe 


In’ another case ' 


t . Secretary. ` 


War Committees for ‘their. work, Mr. | 


_ a 
Johnston referred fo the Clydesi 
ment for‘ the care of the | 
industrial : workers, and said 


‘Government was- watching the 
‘ment of this scheme with grea 


He then introduced Lieut.-Ge 
Director-General, Army Medice 
who also thanked the Scottis] 
Medical War Committee and 


' Committees in, Scotland for the, 


with which. they were dischargi 
difficult task, and made a comy 
statement on the organizatio1 
medical services for the fightin 
Dr. G. C. Anderson, ‘Secretar 
Central Medical War Commit 
some information to the confi 
the futures demands for med 
sonnel. aa i 
An opportunity was then aff 
uestions,. which! were replie 
ieut.-Gen. H Dr. G. C.. 
Dr. - Davidson, `. Chief Medica 
Department -of Health, and D 
Craig, Secretary of the Scottis 
Medical War Committee. 





H.M . Forces Appoint 
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ait ROYAL NAVY 

Surg Lieat.Cmdr. A Long to be Sı 
f ARMY í 

Major-Gen. C. M Finny, O B.E, late 


(ret), has reverted to the rank of Col. 


request whibt é¢mployed dunng the p 


gency. 

Major C. E. W. S. Fawcett, retire 
R.A.M.C., on ceasmg to be re-em 
resumed ‘the rank ‘of Lieut -Col . ' 

ROYAL ARMY MEDICAL CO 


SUPPLEMENTARY RESERVE OF OFFICERS ; 
War Subs. Capt C. M. Isherwooc 
qushed his commission on account of ıl 
retams his rank.’ + a 
TERRITORIAL ARMY, R.A M 
War Subs. Capt.. F. C. Durbin has 
his commission on account of ill-het 
granted the rank of Major. 





. WEEKLY POSTGRADUATE 


FELLOWSHIP OF Mapicing, 1, Wimpole ! 
Royal Cancer Hospital: Revision 
anaesthetics. Lectures 430 to 6 pr 
work daily, at various London hospits 


: Hospual for Dueases of the' Hean 


s Wed, 10 a m., Out-panent clinics. ~ 
-DIARY OF SOCIETIES & LE 
MepIcaL SocteTy oF Lonpon, 11, Cha 

W.—Mon, 5pm. First Lettsomimo 


Epilepsy by Dr. Anthony Feiling 





B.M.A.:- Branch ' and Division 
3 _ ‘| to be held | 
Cry Drviston—At Metropolitan 


' Kingsland Road, E., Tues., July 14, 


Meeting to consider the report of 
Planning Committee \ 7 


KENSINGTON DIVISION —At British | 
Medical School, Ducane Road, W', Mi 
8.30 pm. General Meeting to continue 
Interum Report of Medical Planning C 


i 
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BIRTHS, MARRIAGES, & 1 
The charge for inserting announcement 
head ts 10s. 6d. This amount should Ł 





‘with, the notice, authenticated with th 


address of the, sender, and should reach 
dsement Manager not later than first p 


: morrung fo enste insertion in the cun 


BIRTH . 
Rae —On Jyne 23, 1942, at Birmingha: 
(nde Walker), wife- of W K. Rae 


LRCP, a son (Bruce George Wilh 


g 
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’ SUPPLEMENT: TO THE 


BRITISH MEDICAL JOURNAL 
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THE G:P.-AS-THE BASIS OF THE 
MEDICAL SERVICE OF THE 


FUTURE 
aa BY G 
7 A. STAVELEY GOUGH, M.B, 
F.R.C.S. so 4 
S AND > e 


A. A. DUFFUS, M.B., ChB., D.P.H. 


In the concluding paragraph of an article 
on national health policy that appeared 
m the Supplement of March 7 the ques- 
tion whether a State Medical Service 
should be based on the practitioner or 
the Hospital was considered. It was 
there stated that, according to some, “a 
scheme based on the hospital would give 
a false -conception of medicine. ... 
The hospital deals, generally, with the 
-abno ; -the general ` practitioner, 
generally, with 
deviations from the nórmal. The hospital 
is a curative service, and the very need 
for it proclaims the failure of other ser- 
_ vices. . . . If the position of the general 
practitioner were stréngthened it would 
revent much unnecessary“ resort “to 
ospitals- A service’ based on the 
hospital might even deter people seekin 
the preventive and advisory side of 
general practitioner service.” > 
‘The inherent logic of this position 
becomes’ more apparent when the situa- 
tion is carefully analysed.’ Jt will be 
generall 
-usual ailments suffered by the popula- 
tion are of such a nature that specialist 
treatment is unnecessary; it may even 
be harmful, since the specialist outlook 
is inclined to miss treatment of the 
patient as a whole, and therefore fails 
to give full consideration to the environ- 
mental and economic surroundings. 
Environmental circumstances are (< re- 
sponsible for a high proportion of illness, 
and .can be understood only by those 
working in direct contact with the patient 
or, more particularly, with the family. 
Many relatively minor illnesses will de- 
velop and form the basis of more serious 
disability if the. patient is not constantly 
advised as ‘to the planning of his future 
actions from both a therapeutic and -a 
hygienic point of view. The advice~thus 


iven may well -be the most efféctive - 


orm: of preventive medicine, and it is 
undoubtedly best given by the family 
doctor, who usually understands the 
difficulties and limitations under which 
his patients may act and, live. . 


The, Early Recognition of ‘ness 

In any form of medical: service the 
majority of illnesses must be treated by 
the general practitioner, and it follows, 
therefore, that the better'the service the 
less the incapacity and future mortality 
that are likély to result.~ It is also 
obvious that 
to be able to discover the signs of serious 
ulness, and few authorities will deny that 
the incapacity or mortality arising from 
such illnesses depends in the main on 
their ‘early recognition and. immediate 
handljng: thus it is well. known in the 


` 


- increase it. 


slight and temporary - 


agreed that over 75% of the’ 


e G.P. must be the first ` 


fidlds of medicine that the mortality rate 


in pneumonia largely rests on the recogni- 
tion’ of the earliest signs and symptoms, 
with the immediate institution of the 
appropriate treatment. ‘The application 
-of such treatment by a specialist later 
may not improve the mortality rate; 
indeed, the delay will almost certainly 


In surgery, too, it is becoming |in- 
creasingly obvious that the general 
mortality rate of the usual acute- emer- 
gencies is influenced much more by 


early diagnosis and hospitalization of the. 


patient than by, the individuality of -the 
surgeon who may operate. Here again 
the time factor is all-important. 

the aboye statements be generally 
accepted’ it becomes obvious that any 


marked improvement in the prevention . 


of incapacity and the lowering of 
mortality arising from illness -must 
primarily depend upon ‘the formation 
and maintenance of the highest type of 
G.P: service and the recognition that this 
service forms: the key to the practical 
application of all further medical and 
surgical advance. It is, therefore, im- 
portant that this service should form the 
basis of future policy. - 

For the furtherance of these ideas we 
propose’ that the G.P. service shall be 
given such a position that it will not fail 
to attract men of a calibre reasonably 


- equal to that of the specialist. (To-day 


it would ead that a large proportion 
of our students are attempting to become 
very sectionalized specialists, often with- 


. out any good basis of, general training 
other. t that obtained at the teaching 
hospital.) `` 


` The G.P. Hospital Unit 

The maintenance of the efficiency of a 
G.P. service is of. paramount importance, 
and we suggest that. this could“ best be 
attained by the formation of G.P. ‘hos- 
pital units. At present it can be said 
that, in general, the best G.P.s are those 
who have hospital appointments or have 
access to hospital work. In view of the 
opinions that have been expressed about 
the staffing of all hospitals by con- 


-sultants and of health’ centres or com- 


munal surgeries by G.P.s, there seems to 
be a real danger that the Jatter may have 
to pass on to specialists all cases except. 
those of minor illness; this will lead to 
deterioration in G.P. service, not im: 
provement. ~ - 
It is now very evident that domiciliary 
treatment is becoming more limited, not 
only through the desire of the doctor and 
patient for up-to-date treatment but also 


because of social and domestic difficul-, 


ties. Domestic and home nursing 
“help,” which has been such an aid in 
the past, is now’ more than ever difficult 
to obtain. » The well-to-do can enter 
nursing homes or engage private nurses, 
but the poorer classes often have no 
choice but to go to-hospital, mostly 
through domestic and not medical neces- 


sity. There they occupy a hospital bed , 


‘which should properly be devoted to a 
case iring investigation or real hos- 
pital-type treatment. It is suggested, 


therefore, that appropriate hospital ac- 
commodation’ could and should be pro- 
_ vided by the formation of special hospital 
wards set aside for the treatment of such 
¿cases by G.P.s. Such accommodation 
“Might be-of a standard somewhat below 
that necessary in the sp@gpial-treatment 
wards of the hospital. It is important 
that these wards should be part of a 
general hospital unit and that they 
sliould be under the directron of the 
medical superintendent or other hospital 
authority. General practitioners would 
treat their own cases, and under any 
proposed extension of the National 
Health Insurance scheme ıt could be- 
come a statutory obligation for them to 
do-so; they should also be able to call 
upon the services of the hospital special- 
ist’s department when they considered 
that the occasion arose, or on the advice 
of the medical superintendent, so that 
cases requiring specialist treatment could 
be immediately transferred to the appro- 
priate ward. General practitioners thus 
closely bound up with the hospital would 
undoubtedly have a higher standing with 
the public, would have a far more 
intimate contact with other genera! 
practitioners and specialists, and would 
have an incentive to keep their work up 
to the average standard. They would be 
encouraged to act as clinical assistants 
‘by rota in special departments, unless 
they were hoping to proceed to some 
specialist degree, when they might prefer 
to remain attached to one department. 
Objections may be raised that it will 
be impossible for the nursing staff to deal 
with the large numbers of doctors coming 
into the wards. Under present arrange- 
ments there may be some truth in this, 
_but it must be realized that these wards 
will have to be specially organized and 
staffed, and we believe that the difficulty 
can be got over. The nursing homes 
have been dealing with the problem 
successfully for years. 


Conclusion’ 

We feel that attachment of the G.P. 
to hospital would be more likely to ım- 
prove the standard of medical efficiency 
than would his attachment to an outside 
diagnostic health clinic alone. For con- 
venience in scattered or rural districts, 
the health centre or communal surgery 
could be combined with these general- 
practitioner beds’in the same building, and 
such beds would be under the administra- 
tion of the parent district hospital. 

In: short, we are of the opinion that 
any practical advance in medicine must 
depend ‘upon a higher grade of GP. 
whose ability and interest are maintained 
by lnk with a hospital. The present- 
day tendency to sectional specialization 
and the gradual disappearance of the 
former consultant make it necessary that 
the G.E. should be well qualified with an 
all-round knowledge, so that he may best 
serve his patient and the specialist by 
intelligent reference to the right depart- 
ment. ” is cannot be achieved if, 
throughout his career, he is not in a 
position to obtain first-hand knowledge 
of the handling of the more serious, cases. 

1964 
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Future of Medical Practice 


—Those of us who have been 
studying the future of medicine with 
varying degrees of instruction and wit 
appear to have divided into two bodies 
of opinion. One body advocates an 
evolutionary change, meaning a slow 
progress to better conditions and wider- 
service ; the other believes that a radical 
upheaval of our whole health service ise 
a matter of urgency., . 

It is alwa% pleasanter and easier to 
take one’s time, to plan one’s route ‘to 
the ultimate goal, and errors of judgment 
and topography can in this way be largely 
avoided. But this is not the way .of the 
world. Evolution is not a gradual pro- 
cess unless recorded from a great dis- 
tance and over a long period of time. It 
consists essentially of prolonged periods 
of little change punctuated by sudden 
steps forward. Consider the habits of 
birds, insect life, the world’s diet, or what 
you will. The main factors in their 
evolutionary changes are such dramatic 
events as drought, famine, pestilence, the 
industrial revolution, the invention of 
steamships, wars, and -so on. In the 
evolution of medicine we find similar 
events—anaesthetics, wars, sulphona- 
mides, the National Health Insurance 
Act, and so on—bringing about evolu- 
tionary change by revolutions. 

We seem to be on the brink of another 
‘medical revolution. The value of health 
to the community has appeared as an 
asset whose worth has not hitherto been 
appreciated, and the efforts of the com- 
munity to promote and safeguard it are 
considered *“ inadequate. Mr. ‘Samuel 
Courtauld, the well-known artificial silk 
industrialist, recently said that “the 
haunting fear of illness and old age is 
the deepest-seated cause of industrial dis- 
content.” Such words from such a man 
are worth remembering. ‘To-day, medi- 
cine is seen to be only a part of the great 
problem of health, and is found to be 
inseparable from its companion problems 
of nutrition, housing, clothing, education, 
employment, recreation, and so on. 

Much attention has of late been paid 
to the organization of the hospital 
system. Important as this is, it is not 
one of the great events which will be 
regarded by future students of the his- 
tory of medicine. The outstanding 
impending change in medicine is the 
adoption of the clinic system for the 
whole country, where doctors will work 
in groups instead of either alone or with 
one or two partners. For, once this 
change is effected, the results will be far- 
reaching and revolutionary. The general 
practitioner of the future will then have 
an expectation of life approaching that 
of the other professions, instead of one 
even below that of the miner. He will 
have time and opportunity to do much 
more thorough and efficient work than 
he could possibly do at present. The 
fact of having adequate room and access 
to immediate ancillary work, the help of 
nurses and clerks, the presence and co- 
Operation of other practitioners of his 
group, suitable off-duty periods and 
regular holidays, that spirit of emulation 
ever present in the human species which 
will make one clinic endeavour to out- 
shine its neighbour—will all promote a 
service, far superior to anything ever 
before offered to the community. 


g 

Pensions for doctors and their widows, 
steady income capable of increase by de- 
served promotion, homes removed from 
surgeries and noisy street corners will 
appeal to all the younger and most of 
the older members of the profession, and 
certainly to the great majority of: their 
wives. Although the gross income in 
some cases will be decreased, the net in- 
come will be greater for the younger 
men, and probably little lower for the 
zolder men.. The expenses of large 
premises and the resultant extra domestic 
assistance will disappear; „life in a 
smaller house or flat will lower the cost 
of rates and rent; the money set aside 
for life insurance and, purchase of a 
practice will not be needed; bills for 
drugs and instruments and all those 
smaller items connected with the running 
of a practice will no longer arrive ; free- 
dom from financial worry or embarrass- 
ment will lighten our lives. ; 

The cost of running this scheme will 
be no greater than the cost of the present 
medical ‘services. The cost to set it in 
motion will be far outweighed by the 
benefits which will accrue to the com- 
munity. ‘Fhe administration must be in 
the hands of those most capable.of work- 
ing it. , Local, regional, and divisional 
councils will be needed. These must be 
staffed by active members of the profes- 
sion, assisted by democratically elected 
Tepresentatives of the lay. public.and a 
representative of the Government. 

To lead the community in a search for 
optimum health there must be developed 
a means of doing so. When doctors work 
singly such long hours as they do at 
present, it is too much to expect them 
to meet and discuss their work and the 
possibilities of improvement. They will 
only meet if things go seriously wrong. 
The clinic system, however, will get men 
together, and’ when men work. together 
as a body they get things done. They 
can produce integrated work and can 

ive the community the result of com- 

ined service. On the other hand, if we 
as a profession adopt a passive, waiting 
attitude we shall soon find, ourselves the 
slaves of a bureaucracy more interested 
in statistics than personalities. Then the 
fundamental core of British medicine— 
the family and the family doctor—will 
die, smothered in formless forms,- certifi- 
cated to death.—I am, etc. 

Leeds R. A. Murray Scott. 


Serving Officer Views State Medicine 


Sm,—I have been perusing such copies 
of the Journal as I have-with me—all, 
_with the exception of 3 or 4 numbers, 
from June 28, 1941, to May 9, 1942— 
and I find there are approximately 75 
articles, letters, etc., on the subject of 
State medicine, planning for the future, 
and so on. I have been able to find 3 
only among all these which are signed 
as being from medical men at present 
with the armed Forces This is due, I 
am sure—in fact I know—not to lack 
of interest in the future but to a-feeling 
of hopelessness, a feeling of being 
“tucked away” in the “Services unable 
to do anything while one’s future and all 
that one is fighting for are being debated 
and settled by others who are able to 
express their opinions more freely and 
more often. 

I would lke to draw attention to a 
letter in the Supplement of August 
30, 1941,~from a Squadron Leader, 
R.A.F.V.R., who states: “But when it 
is all over I hope to retum to a life like 
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that which I was called upon to leave 
for a while: trust, friendship, willingness, 
and an absence of rigid regulations and 
formality; and meantime, while I (as 
well as hundreds ef others like myse. 

am absent, the future of medical practice 
is being discussed and -planned and 
plotted.” Later om he suggests that the 
return of absent practitioners be awaited 
before anything is decided upon: “If 
State medicine must come, then those 
already in a State service should be given 


‘the chance of assessing what- their life 
_will be like in an alternative service.” 


I give my whole-hearted support to the 
points expressed in that letter. Generally 
speaking, the majority of the letters and 
articles published during the last 10 
months either support- a State Medical 
Service or suggest various schemes for 
medical practice.after the war, presum- 
ably taking for granted that State control 
will be in. For example, in the earliest 
number I have with me, June 28, 1941, 
there is an article headed “ Medical 
Planning Research: Manifesto by the 
‘Younger Half’.” It is, granted, a wide 
and comprehensive survey of the many 
problems to be tackled, but it assumes 
that the State will have a large measure 
of control, and apparently the 48 signa-' 
tories to that letter are willing to have 
such control. I would like to know how 
many of them at the time of writing that 
letter were in the armed Forces, and how 
many of them had had experience of 
State control as it can be. In the Supple- 
ment of January 3, 1942, there is a letter 
from the Secretary of the B.M.A. which 
was sent to the honorary secretaries of 
Divisions throughout England, Scotland, 
Wales, and Northern Ireland, suggesting 
that Divisions organize themselves into 

oups for the consideration of the 
uture .of medicine. Here again the 
medical man who is at present with 
the Forces was sort of “ missed out.” 

I have had many talks with medical 
officers about State control, and I know 
that among the “ hostilities only ” medica! 
men even the possibility is regarded 
with some ap ension. An R.A.M.C. 
friend of mine writing from abroad said: 
“ No financial security, no regulaf hours, 
nothing is worth the sacrifice of soul 
which would be entailed. We should all 
have to be ‘ Yes-men’ to administrators, 
lay people, senior officers in the State 
service, and the most affirmative ‘ Yes- 
men’ would get the jobs.” I put for- 
ward a plea, which I am sure will be 
echoed by the great majority of doctors 
who, like me, are temporarily with the 
Forces, to put on the brake, strongly, 
and stop this precipitous rush towards 
State medicine. - 

The medical profession must thinx 
well and deeply, especially the younger 
members, before plunging into a State 
service. Could any financial security, 
regular hours of work, etc., compensate 
for being a “junior officer” in the State 
service, with its resultant loss of initia- 
tive, continual referring upwards for 
approval, perhaps not even to other 
medical men, having to account for every 
halfpenny. spent on drugs, etc., being in 
such a position that the disapproval of 
an immediate superior could spoil one’s 
chances of getting some particular 
appointment that one wants, having to 
take holidays after others have had the 
pick of the season, because one is the 
“junior officer,” and not arranged by 
mutual ill as at present in the firms 
as we know them? Are the “pros” of 
State medicine worth the sacrifice of 
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‘liberty, the freedom to ‘resign from a job 
one does not like, the choice of where 
one Works, the. choice of under whom 
one works, and of the type of medical 
work one does? Areethey worth having 
the knowledge hanging over one like a 
cloud that every so often a report on 
one’s work is sent up to some central 
administrative body or other by an 
immediate superior, and on that report 
promotion may depend? wos 

I am, convinced that those upholders 
of State medicine will refuse to believe 
that such disadvantages could possibly 
arise, but arise they would as inevitably 
as the coming of the. triplicate form, the 
“leave-chit" for holidays, the expenses 
and allowances forms, and endless other 
forms and amendments which any county 
M.O.H. can tell you about: all this cul- 
minating in the slow, steady, soul-destroy- 
ing progress upwards if one was “a good 


I would lke to, finish by reminding 
the medical profession that for the dura- 
tion of the war they hold the future of 
medical men in the Services ‘in their 
hands. It would be grossly unfair if any 
radical changes came in before we were 
out and able to give all our attention to 
the very great problems confronting the 
profession, which will affect us for many 
more years to come than the majority of 
.those at present in civilian life—I am, 
etc., 


PETER: WALTON, . 
Surg. Lieut., R.N V.R 


National Eye Service 


SiR, —The recent letter from the secre- 
tary of the National Ophthalmic Treat- 
ment Board announcing the postpone- 
ment of the application of the new scale 
of charges which, would have been oper- 
ated on July 1 will, I am afraid, cause 
much heart-burning among all ophthal- 
mic medical practitioners, including 
ophthalmic surgeons. However, they 
must not be discouraged, for the threat 
of lay organizations to withdraw their 
support from the National Eye Service 
could not have come at a more oppor- 
tune moment, for the following reasons: 


-I> The ophthalmic medical profession- 
is probably more united to-day than ever 
before, thanks to the recent generous 
action of the B.M.A. in granting to the 
Association of British Ophthalmologists 
the privilege of having two observers on 
the Ophthalmic Group Committee, and 
it is also significant that one A.B.O. 
member is on the National Ophthalmic 
Treatment Board. ` 

2. The proposed new scale of charges 
was well supported by ophthalmologists 
and was so reasonable that it was ap- 
proved by the B.M.A. Council. 

‘ 35^ The reasons for the postponement 
are “so unconvincing that those who meet 
the representatives of the dissatisfied 
parties should have no difficulty in 
making them realize the justice of our 
claims, although the unwillingness of 
approved societies to part with their 
accumulated funds may result in our 
having to collect the extra 10s. 6d. from 
those in the new insured group ourselves, 
most of whom, it must be remembered, 
previously paid full fees or at least a 
guinea fee, and in any case will not 
qualify for ophthalmic benefit for some 
time. E í 
4. Itis inconceivable that the Govern- 
ment will- it approved ieties to 
delete the N tional Eye Service from the 
methods whereby their members entitled , 
to ophthalmic benefit obtain it. 


- 


. 5. The present prosperity of the 
workers and almost complete absence of 
unemployment will result in a greater 
demand for the service. . 

- 6. Thanks to’ the foresight of .our 
leaders in infjroducing the National Eye 
Sefvice at a time when few appreciated 
the necessity for meeting the needs of 
the less fortunate members of the com- 
munity, we are now dealing with a 
greater proportion of the population than 
ever before, for school children, mem- 
bers of the Services, those called up 


. under the Registration for Employment 


Order, and not a few members of the 
Civil Defence, are being referred to us. 


Many will agree that the National Eye 
Service can be improved to meet the 
changes which are rapidly taking place, 
but its present popularity has more than 
proved that it.can be made the basis of 
a truly national eye service. Indeed, a 
step has been taken- recently which will 
meet an old-standing objection on the 
part of approved societies, which should 
encourage those with grievances to sub- 
mit them for consideration—I am, etc., 


Liverpool H. -RICHARD BICKERTON. 
` 


Ophthalmic Medical Service 


Sin,—May I draw the attention of our 
colleagues to the following points. It 


` has been so often stated, both in public 


and in private talks, that there are not 
enough medical men trained to do eye 
work in the country to meet- the needs 
even of the insured public that some of 
us have almost begun to believe it. I 
venture to submit that it is not so on the 
following grounds. 

To save the effort of unnecessary cal- 
culations for anyone who is interested I 
use round figures and also make the 
maximum allowance for views other 
than our own. The total population of 
the country may be taken to be fifty 
millions, and we can exclude from our 
calculations all school children—say, ten 
millions—because they are cared for by 
the local authorities., It could also be 
accepted that most of the school medical 
officers are not on the B.M.A. list of 
approved ophthalmic medical practi- 
tioners. Thus we have to provide 
ophthalmic ‘medical, service for forty 
millions. Incidence of errors of refrac- 
tion is about 10% at the most of the 
adult population. Hence four millions 
out oF forty have to be catered for 
for defective sight. It is not. unreason- 


able to suggest that on an average each - 


one’ of these four millions will require 
change of lenses once every four years. 
Thus, at the maximum, even if the whole 
adult population of ‘Great Britain were 
provided with specialist ophthalmic ser- 
vice ‘every year, a million patients will 
have to be dealt with. Though there are 
about 1,000 ophthalmic medical practi- 
tioners on the, B.M.A. list, taking into 
consideration wartime conditions and 
other objections I will count for my argu- 
ment that only 500 are available to pro- 
ide this service, and by a simple cal- 
culation we arrive at the figure of 2,000 
to be seen by each in the course of a 
year. If we take 300 working days out 
of the 365, each ophthalmic medical 
practitioner will have to attend to about 
7 to 8 patients per day. Hardly anyone 
would argue that this’ would be working 


him too hard, and he would be left with 


enough time to attend to patients suffer- 
ing from diseases of the eye and to 
operative work. . 

Therefore, I request my colleagues not 
to allow the statement on the number of 


y 


ophthalmic medical practitioners to pass 
unchallenged. The real problem is poor 
distribution of practitioners and. dis- 
pensers, which can only be remediéd by 
deliberate and systematic planning and 
not by laissez faire—I am, etc., 


Doncaster. M. D. THAKORE. 


Free Choice and Goodwill 

Sir,—Many will agree with the views 
of Dr. Cockshut (Supplement, June 27, 

- p. 98) that free choice is incompatible 
with a salaried State service and with his 

*pessimism concerning compensation for 
loss of - goodwill: A post-war general 
practitioner service will prObably be an 
extension of the present system, as recom- 
mended by the majority of the Medicat 
Planning Commission. There are many 
good reasons for having it so, but as 
health schemes will continue to be 
limited -by financial considerations dur- 
ing the period of national poverty which 
lies ahead, cheapness is likely to be the 
deciding factor with politicians. The 
panel system, or some modification of it, 
will provide the greatest health of the 
greatest number combined with the 
greatest economy. 

In the unlikely event of medicine as & 
business being completely replaced by 
medicine as a social service, one must 
be sceptical about compensation being 
granted for loss of capital. A claim for 
such would meet with the greatest resis- 
tance. Socialization in the form of free 
clinics of various kinds has progressed 
insidiously during the past 20 years with- 
out any compensation whatsoever. 

The amount invested in goodwill is a 
capital sum which doctors for genera- 
tions have calculated on realizing om 
retirement as they realize a capital sum 
on the maturity of a life policy. When 
goodwill is bought by instalments out of 

rofits over a number of years, doctors 
fave hitherto been right in believing that 
they are thus investing money. A prac- 
tice built up ab initio also has a capital 
value, the sum realized on transfer com- 
pensating for the lean early years and 
the outlay on education. Pensions, if 
granted, might not suffice in many cases 
to compensate for loss of capital. They 
should rather be regarded as part of 
remuneration for work done. In no 

Government service d pension ever 
- represent return of capital. 

It would be grossly unfair if the busi- 
ness side of medicine were selected as 
being suitable for a process of even 
partial confiscation, while other capitalist 
enterprises were left in statu quo The 
subject is of sufficient importance for the 
B.M.A. to have its views formulated wel? 
in advance.—I am, etc., 


Glasgow. J. N. JAMIESON. 


War Damage Insurance 


Sir,—It is easy to be wise after the 
“ blitz,” especially when one has learnt 
one’s lesson at some cost. To my sur- 
prise I found that I and nearly all my 
colleagues in Bath had committed the 
same errors of either inaccurately or 
inadequately insuring our effects against 
war damage. Medical men are notor- 
iously bad at business, but ıt seems to me 
that there- must be some fundamental 
confusion as to what the War Damage 
Act, 1941, means for the medical pro- 
fession. There was an editorial in the 
Supplement of Jan. 17, 1942 (p. 10), 
iving details of war damage insurance, 
ut even that I submit was not sufficiently 
lucid. Moreover, and this is important, 


, 
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-imposed for non-compliance. 
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the insurance companies, usually so 
helpful in effecting other types of insur- 
ance, are not interested in a damagé 
insufance. \ 

- Under..- the business_ Scene which 
affects every’ ‘medical man other than 


“salaried officials, there are thrte groups. 


The first-concerns those whose equip- 
ment, motor car, etc., do not exceed £100 
in value. That group, which must be very 
few in number, may insure voluntarily 
under the private chattels scheme. The 
second group concerns those whose equip- 
zment, motor, etc., exceed £1,000 in value. 
Such a group will include radiologist? 
and~. other similar consultants. They 
must insure “under the business scheme, 
and to the full market-value: not to do 
so is an offence and penalties may be 
The- third 
group, which- concerns the” majority of 
medical men, -comprises those whose, 
equipment, motor car, etc., are between 
£100 and £1,000.in value, ‘The Act states 
that insurance for this.group is voluntary. 
. This is misleading because,-in fact, unless 
insurance to the full value of all the 
above-mentioned articles ‘is, effected, and.’ 
any one of them be. damaged; the, Board 
of Trade will apply “average.” To 
illustrate this point I give two examples: 


“xX” insured his car for £100, its value, 
but not his surgery furniture or drugs,- 
value £400. The car was a“total loss, 
whereas the surgery furniture and dru N 
were undamaged., The Board. of Trade 
“applied “ average,” and inštead of paying 
£100 for the loss of the car settled the 
claim for only = 


of £100=£20 Sie 


a ” 1004+400 


“YY” insured his car for £100 when its ' 
value was £200. and his surgery furniture 
ahd drugs for £400, half their value. All- 
- were lost. The Board applied “ oreo ” 
and he will receive o 
£500., 

“Thus, for insurance to be ssiipleialy 
‘effective, the business equipment, includ- 





market value less depreciation. It is im- 
portant to note this.“ market value.” A 
desk which cost £25 ten years ago may 
now have*a market value of £50 owing 
- to the increased cost of furniture. There- 
-fore the desk should be insured for £50 
Jess such am@unt as it has depreciated 
in ten years of use. Incidentally, wait- 

ing-room furniture must be included 
under the business scheme. Where the 
“waiting-room, however, is used ‘as a 


-dining-room a piece of furniture such as -' 


- a sideboard might be included among 


the private chattels, and a canteen of 
silver should certainly be so included.— 
I am, etc., 

G< R. P. ALDRED-BROWN. ~ 


A 
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Married Women Doctors A 


It has recently been reported to the 
Central’ Medical War Committee that 
there are a number of married women” 
doctors who are at present fully occupied 
with houséhold duties and who could, if 
the necessary domestic help were avail- . 
able, be freed for medical duties. The 
committee will be prepared. to take up 
with the Ministry of Labour the case of 
any married woman practitioner 


= 
situated, and particulars should be sen 


to the "Secretary, Central Medical War _ tinued to ‘be employed- on the active 


“Committee, B.M.A. House, Tavistock 
Square; W.C.1. 


ee 
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ROYAL NAVÝ . 
Surg. ‘Lients. P. O'Brien, G. T „Holroyd, W` V. 


- Owen, R W. Duncan, J. Robertson, P. J. O'Meara, 
K. J. O'Connor, and E. B. Marun have been 
transferred to the Permanent List - 


- RoYaL NAVAL VOLUNTEER RESERVE : 

Sarg. “Lieut. B. Laldlaw-Thomson, SSRNVR, 
has been transferred to R N V.R., in rank of Temp 
Sarg. Lieut. (Substituted for the notification in the 


_London Gazette dated May 15, 1942.) 


Prob. Temp. Surg Lieuts. W.-J. J. Breakey, 
W. J. Knowles, R. R. Dickson, W. B. Dawson, 
AJA W Beach, J. M. McAlpin, and W. G Rees 
to be Temp. Surg Lieuts- 


-LAND FORCES: EMERGËNCY COMMISSIOÑS 


RoyaL Army MEDICAL Corps - 


D S Stevenson, M.B.E., to be Lieut., and i 
- granted the acting rank of Col. 
Wer Subs. Capt, E. A. T. Philips has resigned 
his commission and 1s granted the rank of Major 
War Subs Capt. O. H. Mavor’ hag relinquished 
hos commission and is granted the rank of Major. 
nar Subs. Capts I. G; Briggs and J. D Benja- 
field have relinquished ther commrmsions on 
account of ill-health and are’ granted the rank of 


ajor. 

War Subs Capts C.'M. Wells, A. M. Coondoo, 
B. D. Merrin, and R E. G Smith have relinquished 

their commissions on account of ill-health and are 
granted’ the rank of Capt. 

War Subs. Capts. J. Laughlin, J. R. Winter, 
F. H. McKenna, and J. D Philp have relinquished 
ther commussions on account of Ml-health and 
retain their rank, 

War Subs Capt W. S. Ormiston has relinquished 
his commission on crags. to Ut employed. ` 

War Subs. Capt T. C’Sato has relinduished his 
commission on oa of ilFhealth and is granted 
the rank of Capt (Substituted for the notification 
m a Supplement to the London Gazette dated 
June 12, 1942.) 

Lieuts;C J. B Anderson, J Scott, J. Vme, S R ` 
Adlington, and J Tobin have relinquished ther com- 

p misions on „account of ill-health and retain their 


Mien C. H. Smith mas reingushed his coni- 


The surnames of Liens. S. K Squires and W. 
Phillips are as now described and not as stated in 
Supplements to the London Gazette dated Jani- 27, 
ee ee 1, 1942, respectively. 


Greenbury, M W 
Hark, C R. Hams, R. 


D. W. M. James, V. Jones, J. W. Litchfield, 


, ing car; should be insured for their full P. E. McKernan, I. McPherson, T T. Mar, W: 


Malone, D M L.G J. Pitt-Payne, R. K. 
Price, D Rooney, R. G. W Southern, H. E. 
Sengry, M R Thompson, A B Unwn, T. de L 
Walker, B. E. Welton, A. Wood, P. Wiles, E. D. 
Lindow, R. Collins, P. G. Roberts, Rip W Annear, 
W. Barrie, C. C. Beresford, K. Bingham, 
L. Bal, C H Brown, J. Komia WwW. P 
Clothier, J. H. Colhoun, D G. Davies, R. I. 

an, J. H. Haldane, h A. V. Hamilton, E. 


Isaacson, J. S Jeffrey, G. Jelinek, G Johnstone, . 
Lees, 


C. Jones, E. H. Jones, N. B. Jones, J. M 

H. Levin, -W. B. Lipschitz, J. Littlewóod, . 
Mackenzie, A. G Mcleod,: N. F- McLeod,” 
McUwruth, -J. H Molloy, S. H. Martin, G E 
Waddington; I. T. F. Wilcy, N. F Winder, W W. 


G B. Gibson, T. E. Hall, J. Hamilton, G. J 
Harrison, R. N Herson, W R- C. Lang, D. Mac- 
donald, HL Mathers, J. Mcl. Megaw, A G. 

Miller, H H. Miller, J. E. Mihe, 


ROYAL AIR FORCE . 


Air Vice-Mshl.,(T¢mp Arx Msh) Sr .H. E. 
ungham, KBE, K.HP, to be Arr Mshi. 


= 
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Squad Ldr S. B'S Smnh tobe Wing Cmdr. 


- (Temp ). 
To be Medical Oflicers' (Emergency) with the rela- 
tve rank of Flying Officer for employment with the - 
R.A. : The Hon. L. F i agra 
Miss Alison B. Cru 
Mrs. Phyllys P P 
" jScott, Miss Winifred T. ‘Symington, re Miss Kanne 
-leen E: A:'Smith (promoted to the relatrve rank of . 
War Subs FL Lieut). a 
RESERVE oF Am FORCE OFFICERS ; 
` Squad Ldr F. I G Tweede to be Wing Cmdr: 
(Temp ).. 
Fl. Licuts -E A. Mayston and J H. L Newn- 
- him to be Squad. Ldrs (Temp ). 
RoyaL Am FORCE VOLUNTEER RESERVE 
Squad Ldr. J Wingate to be, Wing Cmdr. 
(Temp ) 
FL.Lieats K F Caird, W. A. S Falla, H. A. 
Tracey, R G. H Cuni W.. 
Wilson, C, R. Jenkins, E B Rarer, G.-P 
Arden, J McC Browne, W. H. Gosp, 


Ts- 


Courtney, ' L. 

Temp.) ` 
“A Bowen-Davies to be Squad. “Lar (Emergency) ' 
Fi Lieut. A K Thomas has resigned his-com-_ 

mission and retams the rank of Squad. Ldr. 


Anderson - to be Squad ` Tars. 


To be FI Lieuts (Emergency). P. M `Kdly, 
R © Browne, H A. Mackenzie-Wintle, CE. Price, 
-S Stanford. 

-Flying Oficer- I L.` w. -Clancey, P Citron, 
.G YW. Hutt, J” Ke Swanston,.1 W. H R. Cran, 
nD S Giant, S . Duff, G. O Rosenvinge, R. W. 
Grayburn, I -D` Maclntyre; H A Rowley, D. W. 
R. Ashby, y Cookson, W. Somerville,-S M _ 
Rigg, ' Piti-Payne, Eo. E. Mitchell," E. F ` 


Ber cue R A Trevethick to, be War Subs 
cuts ' i 


, _ To be Flying, Officers (Emergency): S. G. 
Bartlett, 1 G. Meiklejohn, J w 
- Nemon. H. ; 
A C Warn G J. 
Kaufman, 


lock, J” c.i W Somerville, G 
L. G MacLachlan, F F. Sligo. 


WEEKLY POSTGRADUATE DIARY ’ 
BRITISH POSTGRADUATE MEDICAL SCHOOL,- Ducane 
Road, W.—Daily, 10 a m.’ to 4 pm, Medical 
Clinics, Surgical Clinics and Operations; Obstetrics 
-and Gynaecological Clinics and Operations | 
/ Daly, 130 pm, Post-mortems Taes., 10 a.p., 
/Pacdiatric Climc ; 11 a.m., Gynaecological Cume. 
‘Wed./ 1130am, Cimico-pathological Conference 
(Medical) ; Pathology of Diseases of the Breast, ` 
Prof. J. H Dible Thurs, 2 p.m , Dermatological 
Clune. Fri., ae ie , Clinteo-pathological Con-', 
thological ' 


ference (SurgicaD ; 
Conference (Gypaccologicad ; 2 p.m, Sterility 
Clinic. 
RoyaL NATIONAL THROAT, Nose AND Ear Hos- 
PITAL.—Fri, 4 pm. Mr. F C Ormerod: 


Bronchoscopy for Neoplastic and: Inflammatory 
Diseases of the Chest™ - 


DIARY OF SOCIETIES & LECTURES 
RoyaL Soctery oF Tropica. MEDICINE AND 


Paper by Col 
Treatment of Malarm and Some Foin about the 
Drugs in Use against this Disease. A discusmon 
will follow. i j a 


Branch and Division Meetings 
to beheld: -~ 
KENSINGTON Drvision.—At British Postgradaate _ 
Medical School, Ducane Road, W, Mon, July 20, 
y 8.30 pm General meeting to continue discusnon 
of- Interm Report of Medical Planning Commis- 
sion. Ped 
SHROPSHIRE AND MID-WALES- Brancu.—At Royal 
`Salop Infirmary, Tues, July 21, 330 p.m. General 
-meeting. Agenda; Report of Branch Study Group 


- Group Capt H L- Burton, KHP., to be Air ~ and consideration of Medical Planning Commission's 
Cadre. 


The following Consultants have: been promoted to 
the acting rank of Ar Commodore. Group ar 
Bete Rook, Oa esd Conybears, Me. Cc. P’ 
Symonds, G. L. Keynes, P. A. Hall, P. oe 
ston, O B.E., AFC., E. D. D. Dikon, R. R. 


Macintosh, and Wing. Cmdr. 8. Cade. 


Group Capt. D'A. Power, MLC., forbear 
Cdre. (Temp ) 

The following Group Capts (ret.) who have con- 
lst m their 
present rank now that rank at their own 
request and assume that of Wing Comdr.: R. A. G. 
Elliott, R. J Aherne, M.C., T. Montgomery. 


Report All practitioners in the area of the 
Branch are myvrted. > 

SOUTH-EASTERN- COUNTIES- DIVISIÓN —At _Royal 
Hotel, Galashiels, Sun., July 19, 2.30 p m.~ Com 
mderation of Report of Medical Planning Com- 
' mrssion, 2 i 


BIRTHS; MARRIAGES, & DEATHS — 


MAHER.—. Hi “Birmmgham, on 
July 9, 2, to Venc (née Howie, M.B., Ch.B. 
Glas), wife of Dr. John P. es a daughter 
(Elizabeth Ann). 
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‘ 
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trative superiors. It‘ is interesting and - 
„relevant to note that the Soviet Union, 


- disfavour. 


‘put-it that, beyond a certain 


the outward and visible si 
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PLANNING FOR- GENERAL 
PRACTICE — 
Re ae i 
. F. W. GRANT, L.R.C.P.&S.Ed. 


Planning the post-war world is the fashion 
of the moment.” It is perhaps only 
natural that those of us whose duties 
leave us enough energy and leisure should 
devote some SBE th to the soft of world 
that ought. to the outcome of those 
ideas for Senne we are fighting. In doing 
so it is very necessary to remember cer- 
tain important conditions. 

The crusading spirit engendered by war 
gives the ideologist and the faddist an- 
opportunity for persuading-us to accept 


` 


ae N 


` criticisms of ourselves and ideas for our 


reformation which: in ordinary times ‘we 
would view with. suspicion if not with 
(The prohibition laws of the 
United States dre~-the classic example.) - 
In addition.those of us who are engaged 
in planning are doing so while. the 
majority of the profession are, too busy - 
to do anything but live from day-to day, 
and: the time come when . that 
majority will claim the right to plan the- 
world they have won. My only excuse 
for discussing the subject is that J am a 
general practitioner in 4 poor community 
and have a first-hand knowledge of the 
typo - of „pragtige that has been _ most 


' The Standard , of Practice 2 

It is a fair àssumption -that the. poor 
and the near-poor do not get the same 
quality or quantity of medical attention 
as those who are better off, and that the 
standard of practice tends to be less good“ 
in proportion to the poverty of the com> 


At this point -it is necessary to con- 
sider- what we want to achieve -in our 
ideal service. It would provide every 
citizen with that quantity and quality of 
medical service which is necessary for 
his welfare, quite irrespective of his 
ability to pay for it, and would provide 
that service in the form most acceptable 
to him. In discussing these matters we 
have lately been prone to think of our 
patients collectively as “the public ™' or 

“the nation,” and have been apt’ to’for-, 
get that clinical medicine is concerned 
with persons and not with communities. 

The patient wants a doctor in, whase 
personal skill he has faith, and who will 
‘not only treat him to the best of his 
ability but will be a sort of medical tutor 
or mentor who will give him unbiased 
advice, ‘based on a first-hand knowledge 
of the patient himself’and- of his en- , 
vironment, on health matters~and on all © 
sorts of things that have only a remote 
bearing:on health. Particularly in poorer 
~ districts, he wants to feel- that he has 
access to someone who will interpret and, 
if necessary, censor the advice given „by 
clinics, hospitals, and consultants or 
through’ propagandist channels. I think 
he also wants to be the doctor’s em- 
ployer, to have the right to criticize him 
and to give effect to that criticism by 
transferring his custom elsewhere. For 

all this’ he is willing to pay, so ‘far as 
this means allow, by any method which 
does not ental Jarge and unexpected calls 
on his purse. 

General practice differs from the other 
branches of medicine. ` It is much less 
of an objective science, and more of an 


art that is in large part subjective in so ~ 


far as it depends for its success in’ con- 


‘method, retains what seems to be good 
as a foundation for the future. Both 
these schools of thought are represented 
in medical planning by, two main 
„schemes. i 


e The Salaried State Service Scheme 


The first scheme is to abolish private 
Practice and to put in its pfàce a salaried 
service conducted by the State. Such a 
scheme has much to commend it. To the 
administrator it offers an organization 
which by reason of its compactness 
would be easy to control provided it was 
possible to obtain and maintam an 
adequate staff: to the patient it offers 
an adequate service from the scientific 
-point of view (not necessarily betler 
than or even as good as he could 
from the alternative scheme) while taking 
away, in large part, his present advan- 
tages of privacy and free choice: to the 
doctor it offers a safe job with a settled 
income and a ion for his old age. 
It is alleged the sponsor. of this 
method that the Y atient no longer values 
‘the privilege of free choice; but the 
evidence for this is mainly presumptive, 
while the evidence to the contrary is not 
only more abundant but is, moreover, 
factual. No system can reduce night 
work and other non-routine calls on the 
doctor's time, nor is it possible to avoid 
the necessity for arranging consulting 
hours to suit the working hours of the 
patient, The total amount of work 
cannot be reduced, and if the number 
of doctors remains the same the average 
amount of work per doctor will not 
dimini 

The terms of service suggested are not 
unreasonable, although they have the 


munity: ‘ This beneralization is equally tributing to~ the welfare of the -patient- disadvantage that the maximum would 
- true of feeding, housing, or of anything 


else that costs’ money. I would prefer to 
pont the 
quality of a doctor’s work tends to vary 
inversely, with the quantity of work he 
has to do to earn a reasonable livelihood. 
It is only fair to point out that the ser- 
vice given to nearly one-half of the work- 
ing classes is provided under the National . 
Health Insurance Act and that the 
standard of pay which, it-is alleged, 
determines the standard ‘of work is’ that 
deemed adequate not by the profession 
but by the State. 
a ‘has been asserted that a doétor 
t not to have to compete with his 
colleagues for income, for patients, for 
advancement, or for appointments. Com- 
petition—which is, after all, the execu- 
tive manifestation of ambition, with the 
prize, whether it be patients, money, a 
university chair, or a. laurel wreath, as 
ao achieve- 
ment—cannot be. altoge evil pro- 
vided it: be honest. To 'compête for 


patients by. trying, to-do better work than 


one’s neighbours 'is surely less undesir- 
able than to compete for promotion by 
the patronage of one’s adminis- 


_ in spite of its basic philosophy, has been 


compelled to foster the competifive spirit _ 
and reward*merit and diligence. 


aS 


. 


upon a ‘pro er_ doctor-patient relation- 
ship that is best promoted by continuity ~ 
~of service and by a close knowledge of 
all the environmental influences on the. 
patient’s life. The good general practi- 
tioner desires_that nothing should be 
done to disturb that relationship. - 

Nobody ever takes up general. practice - 
either to have an easy life or to make a 
fortune. Ali the doctor wants is a com- 
petence that will include provjsion for 
his old age or will be sufficient D enable 
him to make that provision for himself. 
He, quite rightly, wants his remunera- 
tion to bear a definite relation to his 
industry, skill, and experience. He would 
- much prefer to have the opportunity of 
working in a well-equipped clinic where 
he would have the benefit of constant 
association with his colleagues. Lastly, 
he would value any opportunity of post- 
graduate study, which at present must 
take the place of part, of -his scanty 
leisure. 

The administrator, whose function: it 


is to direct, co-ordinate, ‘and supervise, . 


requires that the service should be 


` efficient and that he should ‘have the , À . d 
~ The school medical ‘service gives all the 


machinery to maintain that efficiency.. 
There are, in general, two methods of! 


. conducting a reformation—the totali- 


tarian and the democratic. The former 
-sweeps -away. the past completely and 
št tarts afresh ; the latter, the usual British 


a 


Hot be’reached until after the practitioner 
had passed the peak of his earning power 
and the’ period. of maximum personal 
expenditure. There is no guarantee that 
these terms would be obtained or main- 
‘tained. In arriving at a proper remunera- 
tion any Government myst to a certain 
extent be guided by precedent, and the 
precedents’ should be examined. 

At national health insurance rates a 
practitioner can earn a net income of 
£1,000 a year (by 1938 standards) by 
making an average of 50 attendances a 
day throughout the year, with a peak 
load of over a hundred in busy times 
Is this a reasonable amount of work? 
Would any Government pay a salaried 
service at any higher rate than this, or 
would this be the basis of the salary 
scale without any private and Pia prac- 
tice to, subsidize it? 

-The fighting Services ‘offer a career 
almost on a parallel, with a salaried 
general practitioner service, and yet they 
have ‘difficulty in filling vacancies in 
peacetime. How many officers surrender 
their pension and other rights and enter 
‘private practice with all its drawbacks? 


advantages of the proposed scheme ; but 
still school doctors leave to buy a prac- 
ter often with borrowed money. 

ition of the medical profession 
in a a salaried service -would be analogous 
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to that of the teaching profession. 
Teachers should have the most liberal 
of educations and should be paid for 
their learning ; but the State in order to 
ggt theap labour catches them young, 
gives them a narrow education im mass- 
production colleges, and pays them, m 
default of any competition for their ser- 
vices, a wage that would be scorned -by 
many a day labourer. As a result, after 
half å century of State control’ teaching, 
which should be one of the highest of 
the arts, has become the scullion of the 
professions. 


A Scheme Embedying N.H.. + 


Features 

The second method of reform iseto 
embody the better features of national 
health insurance practice, with 30 years 
of experience behind it; ın a scheme eto 
provide a good service either for the 
whole population or for that section of 
the community which cannot afford to 
pay for it in the present way. The 
advantages to the patient are that he may 
choose his own doctor, that he is assured 
of continuity of interest and of treatment 
by the same doctor, and that he is the 
doctor’s employer. The weakness of the 
present system, from the patient’s point 
of view, is that transfer from one doctor 
to another -is unnecessarily complicated 
by regulations which spread out the pro- 
cess to a period of from one to four 
months and which were not made in the 
interest of the patient or of the doctor. 
To the doctor the scheme offers the 
advantages of being free to practise 
where he pleases, of choosing the 
patients he will attend, of being able to 
concentrate his attention on the patient 
without being distracted by the adminis- 
tration, and of having a definite incen- 
tive to foster a proper doctor-patient 
relationship. ' is 

The weakness of national health in- 
surance practice lies in its financial 
Provisions. The value put on our ser- 
vices is too low, and tends to force us 
to’ reduce our standards of practice to 
enable us to earn a livelihood. This 
weakness cannot be compensated by the 
provision of pensions, because it has -to 
be remembered that pensions would have 
to be earned and paid for by a‘reduction 


‘in income during our earning years. 


There is no essential difference between 
subscribing to®a superannuation scheme 
and paying premiums to an insurance 
company. The system has another defect 
in that it makes no provision for any 
financial recognition of skill and ex- 
perience. 

_., The administrative mind is inclined to 
jib at this solution because of that bug- 
bear of democratic reform. administra- 
tive difficulties. This argument should 
carry very little weight, as it is time we 
learnt that administration, while its func- 
tion is to direct and supervise, should 
always be the servant of the organiza- 
tion and never its master, and that to 
put up with the second -best because the 
best cannot be administered is not’an 
evidence of wisdom but an admission 
of incompetence. 


General Considerations , 
Before coming to a decision as to the 
best method of planning the profession 


. there are several more general considera- 


tions to be remembered. In a letter in 
the Supplement of Nov. 1, 1941 (p. 87), 
Sir Henry Bashford called attention `to 
the fact that where a perfectly: good free 
service*was provided a certain number of 


‘PLANNING FOR “GENERAL PRACTICE 


those concernetl were always dissatisfied 
and, at their own expense, made their 
own arrangements. ~ What would happen 
to these if there was a complete State 
service with no free doctors to whom 
they could- go? Is it possible that they 
might be so misguided as tq express their 
freedom by seeking advice from quacks 
and -patent-medicine vendors, some of 
whom are.considered naw, even by well- 
educated people, to be_more skilful in 
certain respects than orthodox practi- 
tionèrs? We can be sure that the char- 
latan would do his best to exploit such 
a revolutionary change’in our status.. 
Can the average medical man be a 
good Civil Servant and at the same time 
a good practitioner? In an organization 
employing forty or fifty thousand people 
It is necessary that, so~far as possible, 
every occasion should be governed by 
rule or by precedent and that a new pre- 
cedent should be established. only with 
the consent of higher authority. How 
can that be squared with the fundamental 
axioms of medicine—that the patient is 


the pmme consideration and that the. 


tule must be conditioned by the occa- 
sion? In this connexion it ıs interesting 
to note the leading article in the Journal 
of March 7, 1942 (p. 330), in which, in 
dealing with war neuroses treated by the 
E.M.S., it is stated: “ If we cannot wholly 
exclude psychoneurotic and psychopathic 
individuals from the-Services, we can at 


least avoid manufacturing neuroses or ` 


making them worse. . is a 
habit... 
sarily long by the modern tendency to 
rely less and less on ‘clinical sense and 
clinical science’ and more and more on 
laboratory techniques. This seems to be 
a liability of the bureaucratic type of 
organization. From fear of committing 
himself to a diagnosis . . . the medical 
officer asks for more and more tests and 
tries to pass the responsibility on to 
someone else.” Anyone who treated. the 
neurotics of the last war will remember 
how treatment was hampered by the 
tenacious clinging of the patient to his 
Service label of “ shell-shock,” “ neur- 
asthenia,” etc., and how he was obsessed 
by the ritual compilation of his dossier 
to the exclusion of his common sense. 
If this is. an inherent defect of State 
medicine it ought to be a factor in arnv- 
mg at the solution of our problem. 

As our planning is to be for the future 
we should consider what would be the 
likely results of a complete change on 
the. manning of the profession. It is 
quite certain that many of us, and these 
not by any means the least efficient, 
would never have chosen a career which 
promised nothing better than a safe job 
with a “wage-for-age eight-hour-day 
double-pay-on-Sundays ” outlook. How 
many of the giants of the past or present 
would, or could, have worked as doctors 
in a State service ; and, if they had, how 
many wöuld have`been dismissed for in- 


. . There 


subordination or for taking unjustifiable - 


tisks? The pioneer of medical progress 
must begin by being a sceptic and a 
heretic. Is there a place for the heretic 
in a State service? Will the prospect of 
a safe job, in which security is paid for 
by a definite limitation of opportunity, 
attract the type of mind that is necessary 
to the first-class doctor? Even if it does, 
will not a life governed by convention, 
rule, and precedent, with their stifling 
influence on initiative and intelligence, so 
alter the outlook as to turn-a good doctor 
into a merely average one or an averagé 
one into a poor one? 


' 


‘dictments of~the whole system. 


of delaying diagnosis unneces- - 
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It is not so very long, -4 time goes 
since as karber-surgeons, leeches, and - 
apothecaries we were mere lackeys. By 
our own ,exertions we have gained a 
place in society. Our opinions on 
medical and socta® matters are respected, 
largely because of our political indepen- 
dence. :We take our full share in public 
affairs, both national and local. We pro-, 
vide more than our roportion of, 
Members of Parliament, Besides serving 
on local authorities, education commit- 
tees, health committees, and other social 
bodies. If we accept or have imposed 
upon us a salaried service we will 
virtually be disfranchized. We shall only 
be able to express our opinions when 
they are not at variance with those of 
our Depaftment, which in turn must take 
them from the party in power. ~ 

Self-criticism is a salutary exercise, but 
we must avoid adopting a self-depreca- 
tory and pseudo-objective outlook which 
will lead us to understate ‘our achieve- 
ments, to underrate our value to- the 
community, and to- exaggerate local and 
individual weaknesses jinto general an 

e 
should refuse to accept without a struggle 
any plan by which our profession be- 
comes a ‘political instrument, our ad- 
vances an item in election addresses, and 
our failures a whip wherewith statesmen 
may scourge one another, while we our- 
selves are relegated to the obscure 
mediocrity of anonymous cogs in a State 
machine. 2 





POSTGRADUATE NEWS 

A senes of postgraduate lectures in ophthalmology 
bas been arranged by the Department of Ophthal- 
mology of the University of Glasgow and will be 
given on Wednesdays, Sept 9, 16, 23, and 30, 
and Thursday and Friday, Oct. 1 and 2 Details 
will be published in the postgraduate diary column 
of the Supplement week by weck. 


WEEKLY POSTGRADUATE DIARY 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Dycane 
Road, W—Daly, 10 am to 4 pm, Medical 
Chaics, Surgical Clinics and Ope-atrons. Obstetrics 
and Gynaecological Clinics and Operations Daly 
` 130 pm. Post-mortems Mon, Course on 


Spécial Problems in Wartme commences 
Tues, 10 am, Paediatric Chnic; 11 am, . 
Gynaecological Clinic. Wed, 1130 am, 


Clinico-pathological Conference (Medica) ; 2pm, 
Bactertology of Pneumonia, Dr Mary Barber 
Thurs, 2pm, Dermatological Cline Fr., 1215 


-7 pm, Clinico-pathological Conference (Surgical) ; 


2pm, Clinico-pathological Conference (Gynacco- 
~ loga; 2 pm, Stenlity Clinic. a j 
EDINBURGH POSTGRADUATE LECTURES —At Edinburgh 
Royal Infirmary, Thurs, 430 pm “Dr Andrew 
Davidson. The Contribution of the EMS 
Medicine and Surgery in Scotland 


DIARY OF SOCIETIES & LECTURES 

British DENTAL ASSOCIATION, 13, Hill Street, W.— 
Tues, 3 pm Mr C. Bowdler Henry Compli- 
cations and Treatment of Impacted Wisdom _ 
Teeth. P A 

MEDICAL SocrETy oF LONDON, 11, Chandos Stréct, 
W—Mon, Spm Third Lettsomian Lecture by 
Dr Anthony Feiing: Epilepsy. 


_ Branch and Division Meetings 

z to be Held 
“Kensincton Drviston—At Britsh Postgraduate 
Medical School, Ducane Road, W, Mon., July 27. 
830 pm General Meeting to continue discussion 
‘of Inter Report of Medical Planning Commrssion 

RocupaLe DIVISION —At Rochdale Infirmary, 
Sunday, July 26 Meeting of all practitioners in 
area of -Division to consider Interim Report of 
Medical Planning Commission. ' 


i 


to 








BIRTHS, MARRIAGES, & DEATHS 
BIRTH 

Lerga —On July 10, 1942, at Sevenoaks, to Pamela 
(née Pansh), wife of Capt. A D Leigh, 
RAMC, a son. 

: DEATH è 

Foster —Accidentally drowned on March 26, 1942, 
-whilst serving with the R.A,M.C., Middle East 
Forces, fieut. Eric Mace Foster, only son of 
Mr. and Mrs. S. M Foster, 9, Grange Road, 
Went Broniwich . 
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‘THE B.M.A. AT WORK 
EXECUTIVE DECISIONS- 


- A meeting of the Executive Committee 
of the Association was held on July 15 
under the chairmanship of Mr. H. S 
Souttar. In addition to the members of 
the Executive, the chairmefi of four 
standing committees whose ‘business came 
forward were invited to attend. A satis- 
factory account of the finances of the 
Association for the first four months of 

X this year was given by the Treasurer (Dr. 
J W. Bone). Subscription revenue shows 
-a large increase over the corresponding 
period of last year. 

A request was considered from several 
members of the Ophthalmic Group that 


a re-election of the Group Committee - 


should be held. The Executive decided 
that re-elections of all Group Committees 
shall take place as soon as the Annual 
Representative Meeting is over. The 
Groups, of which there are nine, held 
their last elections mostly in 1938. Some 
fresh nominations were, made to the com- 
mittee recently set-up to consider Associa- 
tion machinery, certain of those first 
nominated finding themselves unable to 
serve. On the request of a member of 
the Association, the Executive considered 
again the Council’s decision that alien 
doctors who have been admitted to 
restricted regi:tration are not entitled ‘to 
membership of the Association, though 
„they may obtain the Journal at a reduced 
subscription rate. After discussion, how- 
ever, the Council's decision was re- 


affirmed 
The Medical Schools 
A committee was recently appointed 
by the Minister of Health and the Secre- 
tary of State for Scotland to inquire into 
the organization of medical schools, par- 


ticularly their facilities for clinical teach- , 


ing and research. This committee has 
forwarded an invitation to the Associa- 
tion to give evidence, especially as to 
the desirability and method of linking 
voluntary and local authority hospitals 
for the purpose of medical education, the 
selection, appointment, and payment of 
the medical staff of hospitals so linked, 
the’ extent to which teachers in the 
clinical ‘period should be appointed on a 

_ Salaried basis, the assistance of general 
practitioners in the training of students, 
the facilities desirable for house appoint- 
ments for recently qualified practitioners 
and for refresher courses for general 
practitioners and courses for postgraduate 
students specializing in a particular 
branch of medicine, and, finally, the 
number of practitioners who may be 
needed after the war. The Executive set 
up a representative committee to consider 
the evidence to be tendered, the com- 
mittee including a number of members 
prominently 
teaching outside as well as inside the 
councils of the Association. 

A request was also received from 
medical students. ` Hitherto | 
students have been represented by a 
subcommittee of the National °Union of 
Students; this has not been very satis- 
factory in practice, and the British 

À : 
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identified with medical , 


medical’ 


Medical Students’ Association has now 
been set up to include all the students in 
the London and provincial ‘medical 
schools. From this new body a letter 
was yeceived expressing eagerness for 
close co-operation with the British 
Medical Association in matters of com- 
mon interest and the hope that the latter 
would recognize the value of ,an inde- 
pendent representative organization which 
would present the students’ point of view. 
It also appealed for a contribution to 
cover initial expenses, not exceeding £100 
in the first year. e Executive wel- 
comed the formation of the new body: 
and cordially acceded to its request, 
also agreeing to the use of the House for 
its meetings and the part-time services of 
a clerk when necessary. 


5 “` Prisoners of War 
- Through the hon. secretary of the 
Preston Division a letter was received 
from a captain R.A.M.C. who is a 
prisoner of war in Germany. Inciden- 
tally the letter stated that the writer had 
received the Journal, and as he was the 
only one of 12 medical men in his camp 
who did receive it there was a good deal 
of competition for its use, and the, articles 
on State medicine in particular aroused 
great interest and discussion. The letter 
went on to suggest that the Association 
might do something to help prisoners of 
war, particularly by sending out to them 
necessary reference books and recent 
publications. The Executive on receipt 
of this request instructed the Secretary 
to endeavour to discover exactly “what 


was wanted, and empowered him to take_ 


whatever steps were possible to meet the 
need. It made available a sum of money 
for the purchase of books for prisoners 
of war. 

It was also agreed to take such further 
opportunity as offered for making the 
hospitality of the Association House 
available to medical officers of the 
American and other Allied forces in 
London. nen 

The Executive adopted a recommenda- 
tion from the Charities Committee to 
allocate contributions received “by the 
Charities Trust Fund, unearmarked, 
during the first half of the present year. 
as to £1,000 to the Royal Medical 
Benevolent Fund and as to £1,000 to the 
Royal Medical Foundation of Epsom 
College, the balance, some £15, being 
passed to the Sir Charles Hastings Fund. 


Diploma in Physical Medicine 

Dr. C. B. Heald attended on behalf of 
the Physical Medicine Group of the 
Association to present a resolution passed 
by the Group Committee calling for the 
provision of postgraduate education in 
physical medicme, and pointing out the 
desirability of taking steps forthwith to 
establish a diploma in the subject. The 
D.M.R.E. will be discontinued as from 
next October, and the existing diplomas 
in radiology do not include anything in 
the nature of electrotherapeutics. Dr. 
Heald said that his Group Committee 
was anxious to eliminate any pseudo- 
scientific approach to this subject which 


c, 


might remain and to place it upon a 
genuine scientific basis. The Executive 
Committee endorsed the opinion of the 
e Group on the desirability of the scientific 
basis, and it was decided to reconstitute 
an earlier committee whi¢h had sat on 
tĦis subject, so that the matter of the 
diploma might be brought to such a stage 
that active steps could be taken immedi- 
ately after the end of the war. 
Other business, of a routine or private 
nature, was transacted. 


MEDICAL WAR RELIEF FUND 


THIRTY-FIFTH LIST 


Amount previously acknowledged, £44,377 123 \d. 
and £100 34% Conversion Stock, and 
` £40 3% Defence Bonds 
Individual Subscriptions 
£10 16s.—Surg. Lieut. S M Musgrave, RN VR. 
£5.—Dr H M Boston, Salisbury 
R. L Lamming, R A.M C 
‘ £1 2s—Dr J. H Wright, Glasgow 
£1 1s.—Major W a IMS, and Mrs 
Happer (10th donauo 
£250.—Mufulra War Funds Commuttee, Northern 
Rhodesia 
£138 0s. 9d.—Harrow Division Unaccompanied 
Evacuated Children Fund—per Dr Jewell. 
£50.—Bournemouth Medical Society 
£41 4s.—Newcastle-upon-Tyne Division—per Mr. 
Weldon Watts (amount already sent, £428 16s. 6d) . 
Dr M. L. Anderson (2nd donation), Mr J S. 
Arkle (2nd donation); Dr R B W. Cole (2nd 
donation), Dr. T. Craig (2nd donation), Dr G 
Davison (2nd donation), Dr E. F Dawson- 
Walker (2nd donation); Dr J. Familton (2nd 
donation); Mr W A Hewitson (2nd donation), 
Dr. G. Hickling Qnod donation); Dr D. Hopkinson 
(nd donation); Dr. J Hudson (2nd donation) , Dr 
E L. Hughes (2nd donation); Dr. G Hurrell (2nd 
donation); Dr A E W. McLachlan, Mr A 
MacRae (2nd donation); Dr. J A Sacco, Mr J 
Kenneth Stanger (2nd donation). 
£10 10s.—Plymouth Divison—per Dr Mabe! 
Ramsay (amount already sent, £312 178 6d.) Mr. 
H F. Vellacott (4th donation). 
£10.— Medical Seta Newquay and Distnct Hos- 
{tat—per Dr. Hardwick. 
$ £6 68.—Lincoln Divmon—per Mr G A B. 
Walters (amount already sent, £206 15s 6d)' Mr 
J Lyons £4 4s.; Mr. A H Briggs £2 2 
£5 5s.—Assocration of Clinical Pathologists—per 
Dr E. N Davey. 
£1 1Is.—West Sussex Divinon—per Dr C W 
Elson (amount already sent, £55): Dr A R 
Adderley 
S. Staffs LM W C—per Dr H. Campbell Oir 
(amount already sent, £73 Ss). Dr E H Coleman 
(2nd donation) 
10s. 6d.—Torquay Division—per Dr Lattey 
(amount already sent, £180 11s 6d)* Dr G H. 
Menzies (2nd donation) 
Local Medical and Panel Committees 
£44 9s. 1d.—County of Ayr (6th donation) 
£32 7s. 10d.—Midlothian County (8th donation) 
£41 2s. 6d.—Newcastle-upon-Tyne (4th donation). 
£17 15s, 9d.—Dunbarton County (6th donation) 


Total—£45.045 Os. 6d., and £100 34% Conversion 
- Stock, and £40 3% Defence Bonds 


Cheques, payable to the Medical War Relief 
Fund, should be sent to Dr. G C erson, 
Honorary Treasurer of the Fund, British Medical 
Association House, Tavistock Square, London. 


W.C.1. -~ 








The Minister of Heaith, having eon- 
sidered the report of an inquiry committee 
and the recommendation of the Advisory 
-Committee to which that report was referred, 
has decided to remove Dr Stanley Gasson’s 
name from the medical list of the Ports- 
mouth Insurance Committee as from,July 20, 
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War Damage Insurance 
Sm,—Dr. Aldred-Brown’s courage in 


setting out his difficulties over war dam- ~ 


age insurance is much to be admired, and 
may be of great service to his fellow 
practitioners. But he is a little less than 
just if he thinks that he was insufficiently 
informed and warned in the Supplement 
on the matter. Not only was there the* 
note of Jan. 17, 1942, to which he refers 


as “insufficiéntly lucid ’—though if ge . Col 


reads it carefully he may be inclined-to 
withdraw that criticism—but long before 
that there were completely full exposi- 
tions by myself on behalf of the Medical 
Insurance’ Agency on Jan. 25, 1941, and 
by Prof. R. J. A. Berry on Feb. 1, 1941. 
Dr. Aldred-Brown’s "plight, and that of 
his friends in Bath, is-mainly due to his 
failure to heed the constant advice ten- 
dered to him and to the profession to do 
all their insurance of every kind solely 
through the M.I.A., the raison d'être of 
which is to protect their interests. 


Only recently I was explaining this 
principle to an intelligent young 
physician, qualified 8 or 9 years ; he said, 
when I had finished, “ Why have I never 
been told_all this before?” I had to 
point out`that he had received a circular 
after his registration, another with every 
annual subscription notice from the 
B.M.A., a monthly whole-page advertise- 
ment (until the recent paper shortage) in 
the B.M.J., and other forms of publicity 
as well; he simply had taken no notice 
in which he followed the example of 
about two-thirds of the profession. 


Incidentally, Dr. Aldred-Brown is not 
quite accurate in his illustration of the 
application of “avérage” in case “Y.” 
The official ruling on this point reads as 
follows: “If the total value of the 
interest of the insured in the property 
insured at the time any loss is incurred 
shall exceed the sum hereby insured, the 
insured shall be considered to be his own 
insurer for-the excess and shall bear a 


rateable share of the loss accordingly."-— 


I am, ‘etc., 


MENRY Rosinson, M.D., ’ 
Hon. Secretary, M.I.A. 


- _ Sm,—I regret to see from Dr. Aldred- 
Brown’s letter in the Supplement of July 
18 that he and some of his colleagues in 
Bath “ have committed the error of either 
inaccurately or inadequately insuring our 
effects against war age.” Warning 
that, given war damage, such financial loss 
might be suffered in the way indicated 
by Dr. Aldred-Brown was published`in 
the Supplements of Jan. 25 and Feb. 1, 
1941, by Dr. Henry Robinson and myself 
and the steps to be taken were indicated 
in my letter. I need hardly say that I do 
not write now in any spirit of “I told 
you so,” but rather to support Dr. 
Aldred-Brown in his plea to all medical 
men to take, if they: have not already 
done so, the appropriate steps now.— 
I am, etc., y 


Bristol, 9. RICHARD J. A. BERRY. 








The Home Secretary announces that Dr. 


Gerald Patrick McCarthy .of Belfast is no 
longer huthorized to be in poégsession of or 
to supply any dangerous drugs. 

N 


is ROYAL NAVAL VOLUNTEER RESERVE 
Acting Surg. Lfeut..Cmdr. J. A. Shepherd to be 
Sarg -Lieut -Cmdr. a 
Surg Lieut G A. Hart-to be Surg Lieut -Cmdr_ 
Prob Temp Surg. Lieuts J. H. Hazeldene, 
R -St J. R Johnston, G J W. Ollerenshaw, and 
C A. Cheatle to be Temp. Surg. Licuts. 


ARMY > 


Col. S. J. Barry, late RA.MC, has retired on 
retired pay. = 


ROYAL ARMY MEDICAL CORPS 
Lieut -Col (temp. Col.) W. Foot, M.C:, to be 


Major (acting Col.) G. D. Gripper to be Lieut: 
I E Pa 


Lieut -Col W. Bruce, O.B.E., baving attained the 
age for retrement, fs retained on the Active List, 
supernumerary to the establishment. 

Major (temp. Lieut-Col.) C L Emmerson to be 
Lieut.-Col. š 

Major (temp Licut.-Col) F A. 
Lieut -Col. 

Lieut -Col G W. G Hughes,-D S.O., R.A M C., 
Tet, has reverted to the rank of Major at hrs own 
request, whilst employed daring the present emer- 
gency. i 


R Hacker to bo 


REGULAR ARMY RESERVE OF OFFICERS _ 


Roya ARMY MEDICAL Corps 
Majors W W Pratt and J R S Mackay, having 
attained the age hmit of lability to recall, have 
ceased to belong to the Reserve of Officers . 
War Subs Capt M. Edwards ‘has ceased to 
belong to the Reserve of Officers on account of il- 
health and is granted the rank of Major. 


TERRITORIAL ARMY, R AMC. 


Lieut Col. R C. Clarke, O.B.E., T.D., having 
attained the age limit, bas relinqurshed his commis- 
sion and retains his rank. - 

Supern for Service wuh Aberdeen Umy. Senior 
Training Corps (Med. Unif).—L. Schwartz to be 


t r 
Supern. for Service with Birmingham Univ. Senior 
Traing Corps (Med. Umf).—J. A. Barclay to be 


ON. 
LAND FORCES: EMERGENCY COMMISSIONS 
ROYAL ARMY MEDICAL -CORPS 
Capt. T. S. Eddy has 


G 


G. 


WOMEN’S FORCES k 
EMPLOYED WITH THE R.A M.C. 


The folowing M.O s have been granted commis- 
jae fn the rank of Lieut.: Esme G. Shipp, Mary 


as ` ROYAL AIR FORCE 


tad 
yë 
; 


mission on account of ibhealth-and retains 
rank of Squad + ` 

rn an Lieuts. (Emergency): F. S. A. Doran, 
Flying £ F. J. S. Chapman, C. G. Fagg, 
T. A. H. Adkins, H. E. Walker, F 8. Shepherd, 
C E. Thomas, J. E. S Frazer, M. T. 


. Wilson, 
Gallagher, R. G. P. Heard, T. Hepburd, K. Har- 
mson, E. O. C Parsons, P.-B. Willan, T. F. 
Stewart to be War Subs. FL Lieuts. 


te E ` se io 


Johnston, G F. Magopran, . BE, McFall, E. R. 
Moorhouse, P: S Robi M. F.M Ryan, J. W. 
Smith, R. W_ Stevenson, M Adams, C. H. D. 
Bartley, M. Donnelly, R. S Henderson, P. R. 
Henson, R. C. Howard, W E. Luhman, W C. 
Moonie, G. B. S. Pimbiett, F. S. F 
Sta: 


RAF.VR.: DENTAL BRANCH 
G_M. Woolford, M R.C.S., L.R.C.P., L.D S., to 
ı be Flying Officer (Emergency). 
INDIAN MEDICAL SERVICE 
Lieut -Col. K. S. Thakur has retired. 
Majors M Taylor, O.B.E, F. R W. K. ‘Allen, - 
and W. Lawie to be Lieut -Cols 
Capts. C. F. Gami, F. W. Whiteman, W. 
Mackie, S. Ahmud, T. F. O'Domet, H. B. Wnght 
to be Majors - 
A MERGENCY COMMISSIONS 
. To be Licutss: A Gray, Igabei D. Patterson, 
D. A. K. Carnegie, Mary A. C. MacHugh. 


ARMY IN INDIA RESERVE OF OFFICERS 


Lieut R. M. Hawes bas ceased tp belong to the 
Reserve on account of ill-health 


COLONIAL MEDICAL SERVICE 


The following appointments are announced: J, 
“Crabb, MRCS, LR.CP., and K. E A. U. 
Ground, M.R.C.S., L.R.C.P, Medical -Officers, 
Nigeria, C C. H B_ Sparrow, MB., Ch.B., 
Medical Officer, British Honduras. 
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BRITISH MEDICAL ASSOCIATION 


ELECTION OF 22 MEMBERS OF COUNCIL BY 
GROUPED BRANCHES IN THE 
BRITISH ISLES 


As a result of the nominations received 
for Group H and°Group O, the followin 
have been elected Members of Coun 
for the session 1942-3: H. R. Frederick 
(Port Talbot, Glam.); P. Martin Brodie 
(Edinburgh). 


Branch and Division Meetings to be Held 
“KENSINGTON Drvision.—At British Postgraduate 
Medical School, Ducane Road, W., Tues., August 
4, 8.30 p.m. Gencral mecting to conclude dis- 
cussion, on Interim. Report of Medical Planning 
Commussion. 


yt a 


‘ - POSTGRADUATE NEWS | 

A series of special postgraduate lectures,’ arranged 
under the auspices of the Honyman Gillesple 
Trast to take place in the West Medical] Theatre 
of Edinburgh Royal Infirmary,’ began on July 23. 
Other’ lectures will be on Thursdays, 
Aug. 27, and Sept 10, 17, and 24, at 4.30 p.m. 


the Supplement week 


WEEKLY POSTGRADUATE DIARY 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W.—-Daily, 10 am. to 4 pm., Medical 

Surgical Clinics 


Thurs., 2 p.m., Dermatological Cime. Fn, 
12.15 p.m, Conference (Surmcal) ; 2 p m., Con- 
ference (Gynaecological) ; 2 p.m., Sterility Cimic. 
ROTAL NATIONAL THROAT, NOSE, AND EAR HOSPITAL. 
—Fri., 4 p.m. (Mr. J. C. Hogg: Nasal Obstruction. 


APPOINTMENTS _ 
Horper, Mary C.,°M.B., B.S,~Deputy Medical 
Superintendent, South Middlesex Fever and Emer- 
gency Hospital. - A 





BIRTHS, MARRIAGES, & DEATHS 
The charge for inserting ents under thig 
ead 1s 10s. 6d This amount should be forwarded 
wuh the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tlsement Manager not later than first post Monda) 
morming to ensure insertion in the current issue. 





-MARRIAGE = 
NzL'īGAN—BELL.—On July 18, 1942, at Oxford, 
Gerald Anthony Neligan, M.B., B.Ch.(Oxon), to 
Mariey Constance Bell. -. 

DEATH 

HaAMILtTon.—Florence May, dearly beloved and 
courageous wife of Lieut.-Col. W R. D. Hamil- 
ton, RAMC, died as a result of enemy action 

in Malta on July 13° i 
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INSURANCE ACTS COMMITTEE 
OF THE B.M.A. 
PROCEDURE ON MINISTRY’S REFUSAL 


A meeting of the Insurance Acts Com- 
mittee, which was fully attended, was 
held under the chairmanship of Dr. E. A. 
Gregg on July 16, when the principal 
matter considered was the reply of the 
‘Minister of Health that he was unable 
to accede to the Commuttee’s request for 
a further increase in the capitation fee 
to compensate insurance practitioners for 
the increase which has taken place in 
the cost of living. This was but one 
of the grounds put forward by the 
Committee. in support of the case. 
It was mentioned that the *memoran- 
dum putting forward the case for an 
increase had, following upon its con- 
sideration by the Committee, been sub- 
mitted through the solicitors to eminent 
counsel, whose suggestions had been 
embodied before it was submitted to the 
Ministry. -In a lengthy and candid dis- 
cussion the Committee considered what 
should be the next step to be taken. The 
general feeling, as expressed by the chair- 
man* at the close, was that a request 
should be made to the Ministry—and 
later to the Minister—to receive a depu- 
tation in order that the case might 
be elaborated orally, the argument re- 
inforced, and an effort made to elicit 
and answer the considerations which had 
moved the Minister to a partial reply and 
refusal. It was felt that the Minister 
should be made aware of the unrest and 
sense of frustration iñ the profession at 
this official unwillingness suitably to 
recompense the insurance practitioner for 
the work that he is doing. If the reply 
of the Minister showed him to .be 
adamant, it would be necessary for-the 
Committee to go to their constituents to 
place the situation before them with a 
view ‘to a decision as to the future course 
of action. 

It was agreed that the Executive of the 
Insurance Acts Committee should act as 
the deputation, with the addition of Dr. 
H. G. Dain and Dr, John.Hallam. ` 


-Organization of Insurance Practitioners 

A booklet entitled “ The Capitation Fee 
—A Comprehensive Survey of the Present 
Position with Some Suggestions for a 
Remedy,” emanating from Group G 
(Staffordshire and Shropshire), to which 
Dr. Hallam, the representative of the 
Group on the Insurance Acts Committee, 
had written a foreword, was discussed. It 
followed upon a resolution of the Stoke- 
on-Trent Panel Committee calling upon 
the Insurance Acts Committee to formu- 
late. and put into action a definite and 
‘vigorous plan of campaign designed to 
place the insurance practitioner in a 
strong position with regard to further 
negotiations over the capitation fee and 
other matters. One. noteworthy feature 
of it, specially significant in view of the 
present attitude of the Ministry, was the 
well-displayed contrast between 
tation fee of 7s. 3d. in 1912, when the 


1 


“Rose, to investigate and the 
- machinery for maintaining contact be- + 


ae 
e capi-. 


1 


income limit for insured persons was 
£130 and the cost of living was less than 
half of. what ıt is at present, and the 
canes fee of 9s. (plas a temporary 
|.) 30 years later, with the income limit > 
raised to £420 and the work of the 
practitioner increased very considerably. 
The .booklet accused the Ministry of 
breach of faith, and the Insurance Acts 
Committee itself of a certain lack of sym- 
pathy towards its constituents, and the 


-procedure adopted at Panel Conferences 


was the subject of some adverse com- 
ments. 


Although the booklet was criticized in ` 


certain respects, Dr. Hallam and his col- 
leagues were warmly congratulated upon 
a spirited production. The chairman, in 
summing up the discussion, 
thought it was the general feeling of the 
Committee that the organization, partly 
through lack of effective propaganda, 
was not functioning to the full extent 
that they would all desire, and that the 
Committee was thereby hindered in what 
it sought to do for the profession. The 
actual machinery might be improved, 
added to, or altered in some way. He 
suggested that the matter be investigated 
by a subcommittee, which should include 
as large a number of members as 
possible who would bring a fresh mind 
to the task. rah fae 

It was agreed, with three dissentients, 
to set up an ad hoc subcommittee, con- 
sisting of the chairman (ex officio) and 
Drs. H. G. Dain, J. Hallam, I. G. es, 
G. H. Pearce, A. T.' Rogers, and F. M. 
advise on the 


tween the Insurance Acts Committee and 
the individual ‘practitioner, and to have 
before it the booklét issued by the “ G ” 
Group. ; 
Industrial Medical Officers 

The Committee devoted a good deal 
of attention to the question of the rela- - 
tions between the industrial’ medical 
officer and the worker’s own doctor. It 
was evident from the experiences related 
in the discussion that in some parts. of 
the country at all events there is a feel- 
ing that it is necessary to make clear to 
industrial medical officers that only such 
treatment as is necessary during working 
hours should be undertaken at the fac- 
tory. It was recognized that there are 
acute and urgent cases, covered by the 
ethical rules, for which the factory doctor 
can properly give treatment, referring 
them back to the patient’s private doctor, 
but one member of the Cémmittee from 
an industrial area mentioned cases in 
which factory medical officers are hold- 
ing surgeries in factories, where the 
workers have to wait as long to see the. 
doctor as in the ordinary surgery outside. 
More important, however, is the question 
of dual responsibility, the patient no 
longer relying on the doctor of his choice 
but on the doctor of his employer's 
choice. The Committee was urged not 
to alter the ethical rules, which sufficiently 
delimit the respective spheres of industrial 
medical officer and private practitioner. 


said he . 


This matter arose again on a com- 
munication from the Leeds Division, 
where letters have been received from 
industrial medical officers suggesting that 
turing the ensuing winter months they 
should, acting on behalf of. the patient's 
insyrance doctor, be alloWed to issue 
insurance prescriptions to workers un- 
able, in the present industrial pressure, 
toeattend at their doctors’ surgeries The 
Committee, after a review of all the cir- 
cumstances, was unable to approve of 
such a suggestion. 


Other Business 

Much other business occupied the 5 
hours of the Committee’s meeting One 
of several matters relating to certification 
was the question of the utilization of 
national health insurance certificates for 
members of civil defence services. Atten- 
tion was called to a statement in the 
Home Security Circular 41/1942 on pay 
during sickness for persons in such ser- 
vices, in which reference is made to the 
admissibility of certificates given for 
national health insurance purposes for 
production during absence from duty on 
account of sickness. It was agreed to 
request the withdrawal of the reference 
to national health insurance certification. 

Other matters touched upon concerned 
the National Formulary, the provision of 
specially expensive drugs, medical benefit 
for juveniles, a possible anomaly in the 
distribution of the Central Practitioners’ 
Fund, and questions affecting the range 
of. service. e minutes of a meeting of 
the Scottish Subcommittee were con- 
sidered and approved, and, finally, sitting 
as the National Insurance Defence Trust, 
the members heard a satisfactory state- 
ment from the Treasurer. 








Correspondence 
e 
Plannjng for General Practice 
Sm—We do not blame Dr. F. W. 
Grant (Supplement, July 25, p. 9) for dis- 





liking the type of State Medical Service 


which he envisages; it is a nightmare! 
To him we shall be disenfranchized. 
unable to~express opinions at variance 
with our department, lose all initiative 
fear to take risks in the performance of 
our work, and have a definite limitation 
of opportunity. This, however, 1s far 
from being a true picture. 

He commends those of us who devote 
time in striving for ideas engendered by 
the war, arid then lumps ideologists and 
faddists together as wanting to make the 

rofession ‘accept criticisms and reforms 
it-would view with suspicion in peace- 


.time. War by its upheaval does tend to 


remind us, and rightly so, that the world 
is not static and that ideas are not immu- 


_ table, and that progress is the summa- 


tion of small evolutionary changes which 

manifest themselves, however, by sudden 

and very often marked mutations. The 

24-hour working day for doctors is a 
f 1967 
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normal accompaniment of their life. . In- 
~ war it is only accentuated. The majority 

under these circumstances never will have 

the opportunity to plan if we take his 
ppimt of view. . > 
Competition is an honest and healthy 
ambition provided it serves the com- 
munity with an ever-progréssive and 
advancing service. The reward of ability 
should be increased status and remunera- 
tion, and this, in our opinion, is a more 
desirable one than an ever-growing prac- 
. tice, which, by the very increase in the 
number of patients, must detract from 
the ability of the doctor to maintain high 
standards. In passing we might point oué 
that the writer’s remarks on the Soviét 
Union are is founded, for the competi- 
tive spirit and reward for diligence &nd 
merit have always been a corner-stone 
of Soviet economy—e.g. the Stakhanoyite 
movement. an 
The people ought to be able to, and 
should, take an intelligent interest in the 
medical services as against the writer’s 
eulogy of the “ faith attitude ” which has 
been thrust on them and has its roots 
in mysticism—the cloak of medical 
ignorance. 
The assumption that in a State Medical 
Service a clean sweep would have to. be 
made of the present service is unwar- 
ranted and illogical. Have we not now 
many aspects of health: administered to 
a greater or lesser-extent by the State— 
e.g... N.H.I, public health, venereal 
disease, tuberculosis, and mental de- 
ficiency? A new State Medical Service- 
will have, therefore, to utilize the best 
in the present and use this as a basis to 
build on. Dr. Va bee admitting 
that a_ State Medical Service has much 
to commend it, proceeds to criticize it in 
that privacy and free choice will not be 
obtained for the patients, and there will 
be no reduction in night work, in the 
total hours of work, and in non-routine 
s for doctors. “ As regards “free 
choice,” the consensus of opinion seems 
_to be that this will be very little different 
.' for the vast majority of the people from 
what it 1s-at present. The assumption 

~ that in a State Medical Service privac 
would be lost and the hours of wor 
retained is not correct. In such a ser- 
vice patients could be seen by appoint- 
ment, thus ensuring the first. ‘As regards 
working hours, etc., it must follow that 
doctors co-operating in clinics as teams 
must be able to cope more effectively 
with the day’s work, and so distribute 
doctors to an all-round 24-hours service 
on rota. 

Those among medical men who ravour 

a State Medical Service demand that it 

should be an improvement from the 

-point of view of both the public and the 

doctor. It depends on the sọlidarity 

with which the-medical profession nego- 
tiates a State service whether our re- 
muneration will be commensurate with 
the importance of the work -we are 
` rendering the community. It is precisely 
because of this lack of cohesion among 
us that N.H.L remuneration has stood at 
such a low level, and 1s, in fact, an 
important contributory cause of the 
demand for an improved service. Those 
to whom a State Medical Service does, 
not appeal would be at liberty to set up 
in private practice and carry on as at 
present. ~ a. : 

The fact that practically all writers on 

the subject stress the desire for co-opera- 
tion between medical men, and between 
these and hospitals, institutions, special- 

ists, and consultants, surely indicates a 

dissatisfaction with our present modus 


operqndi_and*an implied, if not always 
openly expressed, desire for change. The 
fears that a State Medical Service would 
be run bureaucratically surely depend on 


-whether medical men take the initiative 


in instituting progressive changes and 
participating through their, organizations 
in their own administrative machinery. 
It is only through apathy on our part 
that a service-can be- brought im which 
will not have enough representative 
practitioners on its councils. - 
Tt is now axiomatic that for efficiency 
and the prevention of waste of effort 
modern methods must depend on co- 
operative and large-scale work. This has , 
been acknowledged in modern industry 
by the ever-growing trusts and cartels in 
all countries, which, by virtue .of a` 
planned division of labour, obtain maxi- 
mum production. This; whether we like 
it or not, is the inevitable outcome of 
modern methods, and medicine cannot be - 
excluded from this trend. But here we 
have to remember that medicine is as 
much a public utility as’ sanitation and 
the water supply, and cannot be allowed 
to fall into the hands of a company or 
corporation. The Government, in taking 
over such a servic¢, must not be allowed 
to set up a dictatorial Department, but 
must be guided in its administration by 
representatives of the profession. Force 
of public opinion and the unity with 
which medical men can approach pro- 
gressive changes will be our greatest safe- 
guards in protecting our interests. We 
are a necessary and key service in the 
nation’s economy, workers in the nation’s 
health. Let us see to it that we give 
them- the best possible under optimum 
conditions.—We are, etc., 7, ales 
P. INWALD. 


London, N 19 W. W.-Fox. > 


The G.M.C: and Medical Certification 


Sm,—The remarks. of the General’ 
Medical Council. in dealing with the case 
of Dr. Molloy (misleading certification), 
as reported in the Supplement of June 
27, must have caused some uneasiness 
among -hard-working practitioners. To 
imply, as the G.M.C. seems to do, that 
we must read and reread the innumer- 
able forms of medical certificates we are 
called upon to sign so-as to have their 
details alwavs at our finger ends demon- 
strates a complete ignorance of present- 
day conditions. Many of the official cer- 
tificates are so overloaded with small tvpe 
that thev -call for honourable mention 
when placed alongside a page: from 
Bradshaw's Railway Guide. No-two are 
alike. and, clearly, if we are to be tied to 
the letter of these certificates, as the 
G.M.C. appears to think we should be, 
then the position calls for immediate 
review. 2 i 

There are many occasions when. it is 


- most impfacticable to issue certificates 


strictly in accordance with their wording. 
Thus in the case of the chronic invalid 
who at regular stated times to meet the 
requirements of the agent of his society 
sends for a monthly certificate, it is my 
practice to enter only one date against 
date of examination and date of signing, 
whether I have actually seen the patient 
on that date or not. The certificate as 
read is not strictly in order, but no in- 
justice is done, and it meets the require- 
ments of all parties “concerned, though: 
the practice would apparently give the“ 
G.M.C. a “tummy ”-ache. 

I suggest that where there is clearly no 
intention to mislead and no injustice is 


s 
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done such practjces must ®by a gentle- 
man’s agreement be overlooked. Alter- 
natively, the form of th certificates 
should be altered to meet the case. In 
particular, if we are to be held respon- 
sible for having read the text of all cer- 
tificates, then a standard form should be 
adopted which should be in reasonably 
bold. type and be limited to not more 
than 20 words—I am, etc., 


Chesterfield. - JAMES P. Dave, M.D. 





LONDON DISTRICT MEDICAL 
OFFICERS 


In the Supplements of April 11 and 
May 9 «eference was made to a decision 
of the L.C.C. to reduce from September, 


71941, the salaries of many of its district 


medical officers. It will be recalled that 
a Ministry of Health inquiry was held in 
March of this year following the county 
council’s appeal against the Minister’s 
refusal to consent to the proposed reduc- 
tion of the salaries of a-number of its 

rmanent district medical officers. The 

inister subsequently adhered to his 


‘decision not to consent to. the proposed 


cuts. There remained a number of 
temporary or assistant district medical 
officers in whose cases the Minister's 
consent was not necessary to any prc- 
posal for a reduction in remuneration. 
The L.C.C. has now decided to withdraw 
the cuts imposed on these last-named’ 
officers It'is to be congratulated upon 
this recent decision. The net effect is 
that all the cuts imposed by the council 
in September, 1941, on the. salariés of 
both permanent and temporary district 
medical officers are now restored. The 
London District Medical Officers Com- 


mittee of the Metropolitan Counties 


Branch of the B.M.A. has acted on 
behalf of Londor district medical officers 
throughout. 








POSTGRADUATE NEWS 


The Fellowship of Medicine announces: M.R.C P. 
course in neurology, West End Hospital for Ner- 
vous Diserscs, Sept. 1 to 25, 3 p.m ; M R C.P. 
course in cardiology, Royal Chest Hospital, Weds., 
Sept 2 tó 23, 330 pm ; Fmal F R.C S. clinical 
course, Weds , Sept 9, 16, and 30, St. Mary Isting- 

and y 


pital, 2 pm.; -end 

chnical surgery (including pathology), Hillingdon 
County Hospital, Uxbridge, Sat. and Sun, Aug. 
29 and 30, 10 am. to 4.15 pm 





B.M.A.: Branch and Division Meetings 


to ‘be held 


Reports of Division Study Group, etc. 





BIRTHS, MARRIAGES, & DEATHS 


.The charge for inserting announcements under this 


head is 10s. 6d. This amount should be forwarded, 
with, the notice, authenticated with the mame and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
morning to ensure Insertion in the current issue. 


BIRTHS 
ELUS Jones.—On July 27, 1942, at Ashwood 
Maternty Home, Woking, to Rosemary (née Case 
Morris), wife of Surg. Lieut. E Ellis Jones, 
R N.V R., a daughter. 


EvaNs.—On June 20, 1942, at Liverpool Matermty 


. Hospital, to Mary Evans, MD (née Kane), wife 


of Flying Officer T. J. 
R.A F.V.R., a daughter. 


Evans, F.R.CS, 


5 


between 
R.A M.C., and 
Bryn Hyfryd, Abergele, N. Wales. 


BRITISH 


A 
THE B.M.A. AT WORK 
Control of High-frequency Apparatus 
With the valuable help of the Parlia- 
mentary Medical Committee, the B.M.A: 
has succeeded in securing af important 
modification of the Control of High 
Frequency - Apparatus Order, 1940. 
Some months ago a deputation from 
the Association and the committee was 
received by*the Postmaster-General, and 
represented to him the hardship ‘suffered 
by many patients and many private 
medical practitioners owing to the 
restrictions imposed by the Order on 
electrotherapy. ‘The Postmaster-General 
has discussed the matter with the other 
authorities concerned, and the following 


announcement has now been issued by - 


the Home Office. 

A relaxation has been made in the 
Control of High Frequency. Appara- 
tus Order, 1940, which prohibited the 
possession or`use by~ any person in 
the United Kingdom of apparatus having 
a high-frequency output of over ten watts 


except under permit from the Post- : 


master-General. Under that Order it 
was not possible for permits~to be issued 
except to certain classes of hospitals and 
similar institutions or to certain manu- 
facturers and’ dealers and persons in 
charge of laboratories. This restriction 
has now been removed, and any person 
may apply to the Postmaster-General for 
a permit under the Order. A permit will 
not be issued until the applicant has 
installed .a screen and mains filter in 
accordance with Post Office -specifica- 
tions. Any applications for a permit or 
for particulars of screening should be 
addressed, _to_ the 
Radio Branch (W.2/8), General Post 
Office, Harrogate. Yorkshire. 

. The Secretary of State has also revoked 
the Aliens (High Frequency Apparatus 
Restriction) Order, 11940, which pro- 
hibited any enemy alien Arom ‘having 
high-frequency -appatatus wi 

Office permission. It will still, of course, 
be necessary for any enemy alien who 
wishes to use or gouas suçh apparatus 
to apply to the General Post Office for 
a permit. ' 





PLACE OF PHARMACY. IN 

' MEDICAL PLANNING 

DISPENSING BY DOCTORS THOUGHT 
UNDESIRABLE 


The Pharmaceutical “Society of Great 
Britain and-the National Pharmaceutical 
Union have submitted a joint memoran- 
dum to the Committee on Social Insur- 
ance and Allied Services on the position 
of pharmacy in the future health services 
of the coun Various proposals are 
made with a-view to the general reorgani- 
zation of services which may be expected 
after the war, but it is pointed out that 


they are capable of immediate application | 


even in present conditions. 

_ First, with re to hospitaletreatment, 
it is held that in. any public service the 
supply of medicines in and from a hos- 


N 


-must stock ; (3) the 


Engineer-in-Chief, - 


out Home , 
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pital should be undertaken by a phar- 
maceutical department staffed by one or. 
more pharmacists, or, in the case of amall 
institutions, by a local pharmacist in 
private practice. ‘The local pharmacist 
in private practice-also might advan- 
tageously dispense prescriptions given to, 
hospital out-patients. For those special 
services such as infant welfare, school 
medical care, and treatment of tubercu- 
losis, which fall between the institutional 
and domiciliary field, a member of -the 
harmaceutical staff employed by the 
ocal authority should act, as pharma- 
ceutical supplies officer. 

For domicili 
the National Health Insurance scheme is 
concerned, provision is already made for 
medicines to be supplied by pharmacists, 
and it is urged in the memorandum that 
a similar arrangement should apply in all - 
other domiciliary schemes of treatment, 
as, for example, public medical services. 
It'is considered undesirable for a doctor 
to supply medicines. The reasons for 
this are, very shortly: (1) The’ trainihg 
of the doctor in pharmacy is progres- 
siyely smaller as the scope of the medical 


. curriculum widens; (2) the practitioner 


supplying his own medicines is not: likely 
to have ‘available the wide range of 
medicaments which the pharmacist, serv- 
ing the patients of many practitioners, 
ractitioner'¢an sup- 
ply his medicines only when he is at bis 
surgery (unless, of course, he is able to 
employ a dispenser), which limits the 
opportunity of his patients to obtain 
them; ‘(4) there is no inspection of 
doctor’s dispensaries, and tests of drugs 
or of the accuracy of the dispensing are 
not applicable. 
rural conditions in which it may be easier 
for the patient to obtain his medicines 
from the practitioner than from a 
pharmacist. ae 

The memorandum goes on to,state that 
there are 15,000 pharmacists in Great 
Britain with facilities for supplying an 
excellent pharmaceutical service already 
utilized by the State for some 18 million 
insured persons. The uncontrolled ex- 
tension of pharmacies offering a public 
service is not considered desirable, and 
it is held that new pharmacies should ‘be 
opened only on proof of public need, 
and that no lower standard of staffing or 
service- than that which obtains in 


\National Health Insurance dispensing 


should be tolerated. Complaint is made 
of the system of remuneration under 
National Health - Insurance, on the 
ground that the payment assumes that 
the pharmacist’s business is already estab- 
lished on a profitable basis, and that the 
supply of medicines to insured persons is 
an addition or side-line. 

Finally, the memorandum urges the 
importance of the advisory aspect of the 
pharmacist’s work. Modern conditions 
are said to have enhanced the importance 
of the pharmacist as an adviser to the 
doctor. The latter frequently needs in- 
formation about the properties of medi- 
cinal substances ad guidance in the 


“treatment, so far as — 


Nothing is said about , 


Fa 


choice of such substances and the form 
in which they should be prescribed. 
Without such ‘information and guidance 
it is suggested that prescribing is likely to 
take on a stereotyped character or to 
reflect an undue influence of propaganda 
designed to promote the use of proprietary 
products. Consultation between doctor 
ahd pharmacist should be encouraged. 
It is considered that failure to recognize 
the position of pharmacy and to utilize 
fully the knowledge and service of phar- 
macists means lack of efficiency and 
uneconomic use of medical supplies. 








Correspondence 








What the Patient Wants 

Sır, —The interesting and thought-pro- 
Voking letter from Surg. Lieut. Walton 
(Supplement, July 18, p. 7), giving the 
views of a serying officer on State medi- 
cine, stimulates me to tell a true story 
,which illustrates the views of a serving 
private on the same subject. 

During the last war I was on an 
official visit to the North of England, and 
I called to see a family of former patients 
of mine, convinced Socialists with whom 
I had often discussed the pros and cons 
of a State Medical Service. It so hap- 
pened that the elder son, then in the 
Army, was home on leave, and I said 
to him, “Well, my lad, what do you 
think of a State Medical Service now 
that you have had some of it?” He 
was rather at a loss until I pointed out 
that in the Army he had all the advan- 
tages for which he had formerly con- 
tended—doctors paid a salary, free 
access of patients to every form of at- 
tendance required, no financial nexus or 
obstruction. “ Well,” said he, “my ex- 
perience is that if you are really ill it is 
a grand service, with the best of treat- 
ment by first-class men in hospital. But 
if you are not feeling up to the mark— 
a belly-ache, for example—and you 
report sick you find that the doctor. is 
not your-doctor as he would be in civil 
life. He is a servant whose business it 
is to get you back to duty as soon as 
possible and there is no sentiment about 
yọur relationship with him. That is all 
very well in wartime, but it would not 
suit me in peacetime, and I am certain 
my wife would hate it. We should want 
-to have a doctor who realized that we 
had chosen him because we liked and 
trusted him and who would be a real 
family doctor.” 

There is a`moral in this which I need . 
not stress here except so far as to say, as 
a potential patient myself, “ Them’s my 
sentiments.” When I am the patient | 
want my doctor to feel that I have sent 
for him not because he happens to be the 
officially appointed doctor for my area, 
but because I feel he is the man for me 
in my hour of'need. And I have the 
temerity to believe that in so thinking I 
represent the man in the street—not, per- 
haps, when he is under the mia of 
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politics, but when‘ he or one of his 
tamily is ill—and that is what mainly 
matterg to us as a profession. In our 
planning let us keep the man in the street 
in mind, and remember that he is not. an. 
automaton or a pawn in a political game 
but a human being with a mind and feel- 
ings (prejudices, if you like) of his own. 

we as a profession, who ought to 
know men and women in their time of ill- 
ness better than anybody, don’t make our 
plans accordingly we shall be letting the 
public down, and the fact that inciden- 
tally we had obtained for ourselves a 
softet time and were now real civil ser- 
vants would be regarded as epee 
an offence.—I am, etc., 


London, W.2. ALFRED Cox.” 


Civilian Medical Services . 
Sm,—At a meeting of local practi- 
tioners called to consider the proposed 
limitation of areas of practice, ‘it was Te- 
solved that in order to dispel from the` 
public mind certain misconćeptions which 
have arisen regarding this and other war- 
time medical economies, the following 
information should be furnished throu 
the medium of the local press: (1) 
restriction of civilian medical services is 
general and distributed evenly through- 
out the country, the calling-up of doctors 
being controlled by an impartial central 
medical committee. (2) It is not the in- 
téntion of any competent authority, once 
the war is over, to bar the way to a 
restitution of the public title to free 
choice of doctor. nfident that similar 
steps with a view to reassuring the public 
are berig taken in other parts of the 
country the meeting desired that Stock- 
port’s share in this common endeavour 
should be recorded in the B.M.J—I am, 
etc., f i 


F. DALLIMORE,: 
Hon Secretary, Stockport Division, B.M A. 


The G.P. and the Future Medical 
Service 

Sm,—G.P.s as a body will resent the 

imputation contained in the article in the 

Supplement for July 18, that the cause 


` 


of much that is amiss in the practice of . 


medicine to-day “is the -incompetence of 
the G.P. The further implication that 
what is needed is bigger and better 
examinations for students destined to be 
G.P.s should be resisted, for by now no 
one should be obsessed by the fallacy 
of: thinking that examinations are a test 
of all that is desirable in the doctor, how- 
ever much they may be a test of a certain 
form of specialized knowledge. We 
want more humanists in medicine, not 
professional ‘knife and coin swallowers 
of much useless mental lumber that is 
forgotten as soon as learned, and for 
which some brains more than others have 
greater aptitude. 

That the new G.P. arising from the 
ashes of the old ‘is to be better fitted to 
make “an intelligent reference to the 
right department” is an ambition that 
is as futile as it is fatuous. Tf that is all 
that hospital staffs require of the G.P. 
why trouble to educate him medically 
any further than the stage of ward clerk, 
for any ward clerk knows that it is not 
customary to refer a hammer-toe, say, 
to the gynaecologist. It was said a few 
years ago that the G.P.’s surgery was 
rapidly be becoming merely a kind of sort- 
ng o Soon, perhaps, with the kind 

super- -GP. envisaged in this article, 
instead of his surgery being only a sort 
of local P.O. it will perhaps become 
exalted to a species of GP. O. 


r E 
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The picture, too, of G.P.s tripping up 
over each other in the wards of their 
local hospital has a charm all its own; 
but the average G.P. will be content to 
leave it at that. To him the day is 
generally too short and tow strenuous ; 
and when he often has, even in these days 
of increased wages, to make a hving 
partly out of people who pay him 14d. a 
week for attendance (including medicine) 


and not a sum reckoned in guineas for ‘ 


some brief and perfunctory examination, 
all he wants is to get on and be doné 
e with it, and perhaps have an hour to 
* spare before bed: -time for the benefit of 
his immortal soul 

Let the cobbler stick to his last; and, 
leave the G.P. alone to his general prac- 
tice.—I am, ete, > 

Hove Ġ. LLEWELLYN DAVIES. 


H.M. Forces Appointments 











ROYAL NAVY 1 
Surg. Lieut W H E. McKee to be Surg. Lieut - 
Cmdr. j 
ROYAL NAVAL VOLUNTHER RESERVE 
Surg. Cmdr H M Petty has been placed on the 
Retred List. 
J G. Sandrey to be Temp Surg. Cmdr. 
Prob Temp Surg. Lieuts J. P „Sparks and J 
Burke to be Temp. Surg Lieuts. 
: A ARMY 7 
The following consultants have been granted the 
local rank of Bng.. Col. (acting) D S Stevenson, 
-MBE., RAM.C.; Col. (temp) F. A E. Crew, 
“TD. RAMC. 


LAND FORCES: EMERGENCY COMMISSIONS , 
ROYAL ARMY MEDICAL Cosps 
War Subs Capt. J A Simclatr bes relinquished 
tus commission on account of ill-health and 
granted the rank of Major. 
War Subs. Capts C. M. Steven and G L. St A. 
McClosky have relinquished ther commussons on 


oath of ifl-health and are granted the of 

pt Z 
Lieuts Webster and W. H Murray have reln- 

quished commissions on account of ill-health - 


and retam ther rank 

To be Lieuts : A.D Abdulla, W. Barr, J L Bla, 
W. R. Brown, C H Burndge, W. F Caldwell, G S. 
Clouston L. E. S Coghlan, C. L. Davidson, W A. 
Dewar, R È Fletcher, W. Gantley, G F. 
Gibberd, W. J. Gray, A R, Gray, R. L. Mill, 
C E. W Hoar, A. S Hunter, D. B Irwin, C, I 
Irvine-Jones, N. Levy, S L. Lucas, R. I McAliey, 
H MacL. T. MacDonald, A. MacKinnon, C. G. 
Millman, M. J. Morton, J. C. Nicholson, L G: M 
Page, A R. V Patel, G D. R. Patten, R J W. 
Rees, J. C. Robertson, M. S. Robertson, A. W. 
Spence, A R G. Watson, J Wyllie, W. T. Agar, 
E, Alar-Akwcı, S Alstead, W. I. Bain, S. V. 


Lamb, J. D Laune, J. H 
McInroy, T. B. McMurray, I. P. Munto, G. T 
Newton, G. D Pine, A K. Price, R F Roberts, 
C. R. Salkeld, M Sheehan, M. L Slotover, B 
Solomons, T. T Stamm, J. M M. Steven, R R S 
Strang, P H Taylor, F. E. Wheeler, M. E Winters, 
J L. Wormald, H A. Worthy, M M Wright, C 
Bard, G F. G Batchelor, R M Bolam, D. 
Cameron, J Crowther, S R Das-Gupta, J Dawson, 
H. Doberman, G. Houseman, M E MacDowall 
Jago, J A. James, G. Johnston, A Katz, A. M 
Langwill, P. M. McAllen, I F. MacMath, A I S 
Macpherson, J. O'Hara, R. Mcl. Paton, A S. 
Patterson, G. C. Prce, R. L Rees, G. H Sander- 
son, E M Sewell. K. Smith, S Suzman, -E. J 
Young-Thompson, H F. West 
ROYAL AIR FORCE 

Miss C D. Middleton, MO, with the relative 
rank of Flying Officer, has resigned her commission 
on account of ill-health 

Muss Edith Scott to be M O (Emergency) with the 


relative rank of Flying Officer for employment with 
the RAF 


ROYAL Am Force VOLUNTEER RESERVE 
FI. Lieut. E L. Ellis has resigned hus commission 
Sna remna his rank 
euts G E. B. Scott and H J Simmons 
bave resigned their commissions 


To be Fl Lteuts (Emergency); J C. Davidson 
and R. T. V. Clarke 


Flying Officer F T. P. Bergin hás resigned his 
commussion 
‘a ES commission of Fiying Officer S P. Abraham 
is 

Flying Officers D. A. Osborn, A Robertson, 
E A. Walls, F.K Matheson, A. W. D. Marun, 


i 
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‘D F. Mungal,, D. Salmon, J J. Black, J. 


E-G. 
YVYıncenzi, C. Eppel, A L. Ross, W. I. Leslie, A. J. 
Chiappa-Sinclair, R Boggon, J F. S. McKee to be 
War Subs. Fl. Lieuts 


D. H Wright, C L. Barron, R. D.C 
Brackenndge, aa K. M Deas, E. E. Doyle, A. 
Everard, P. F Fletcher, W. P. Hedgecock We 
Menara, D. K W Picken, D Robertson; A 

aut, 


BRITISH MEDICAL ASSOCIATION 
ANNUAL GENERAL MEETING 


Notice is ereby given that the Annual 
General ting of the British Medical 
Association “wil be held, in the Great 


Hall, British Medical Association House, 
Tavistock Square, London, ‘W.C.1, on 
Wednesday, ptember 9 at, 12.30 p.m. 
Business: (1) Minutes of the last meet- 
ing; (2) appointment of auditors; (3) 
report of election of President for 


1942-3. 
G. C. ANDERSON, 
Secretary. 


Branch. and Division Meetings to be Held 

Crry DIVISION.—At Metropolitan Hospital, Kings- 
land Road, E, Tues, August 18, 830 pm. 
General meeting Agenda: To Annual 
Report of Council, etc 

WESTMINSTER AND HOLBORN DIVISION — At 
BM.A. House, Tavistock Square, WC, Wed, 
August 19, 5 p.m. Meeting Agenda: To consider 
, Report of Divisional Study Group on “ The Future 
“of Medicine’? and various aspects of Interim 
Report of Medical Planning Commission, etc All 
medical practitioners in area of Division are invited 
to attend. 








POSTGRADUATE NEWS 


The Fellowship of Medicine announces: M R.C.P. 


course in neurology, West End Hospital for Ner- 


FRCS clinical course, Wed , 
30, St Mary Ishogton Hospital, and Tues, Sept 
22, Archway Hospital, 2 pm ; Week-end course 
in advanced clmical surgery (ncluding paroles). 
Hidingdon County Hospital, Uxbridge, Sat. and 
‘Sun, Aug. 29 and 30, 10 am to 415, pm.; 
Theory of phystology, eight lectures on Mon and 
Thurs, 8 pm, at 1, Wimpole Street, W, from 
Oct 5 to 29, surtable for M.R.C.P, F.RCS. 
(pnmary and final, and D.A candidates 


WEEKLY POSTGRADUATE DIARY 

BRITISH POSTGRADUATE MEDICAL ScHoor —Datly, 
10am to4 pm., Medical ; Surmical Cins 
and „Operations ; Obstetrics and Gynaecological 
Chimes and Operations. Daily, 130 p.m’, , Post- 
mortems Tues, 10 am., Paediatric Clic; 11 
am, Gynaecological Clinic. Thurs., 2pm, Der- 
matological Chn. Eia 1215 p.m., Conference 
(Surgical ; 2 Dm. ey erence (Gynaecological ; n 
2pm, Sterility Ch 





BIRTHS, MARRIAGES, & DEATHS 
The charge for inserting announcements under this 
head ıs 10s bd. Tins amount should be forwarded 
with the notice, authenncated wih the name and 
address of the sender, and should reach the Adver- 
tusement Manager not later than first post Monday 
morning to ensure insertion in the current issue 


BIRTHS x 

Ferauson.—On June 29, 1942, at Altrincham, to 
Frances Thornton Ferguson, MB, ChB. (née 
Wnight), wife of Capt J H Ferguson, RAMC, 
a daughter (Frances Jane). 

Fyvig.—On August 1, 1942, at Norwich, to Curtis 
(née Clark), wife of Capt H M Fyvie, R.A M.C., 
of Pietermaritzburg, South Africa, a daughter. 

KELLY.—On July 28, 1942, to Ella Mary, wife of Dr. | 
W P Kelly, Cowes, I.W”, a son Can Luister) 

KYNASTON —On August 3, 1942, to Joan, wife of 
Dr. Roger Kynaston, Kirkby-in-Furness, N. Lancs, 
a daughter (Georgina) 

MacLeop —At Lochmaddy, Isle of North Uist, on 
July 30, 1942, to Dr. and Mrs A. J. Macleod, a 


son. 
DEATHS a 
ASHE —At the Dower House Ombersiey, Worcs, 
on Auguy 7, 1942, Henry Park Ashe, MRCS, 
L.R.C.P, after a short illness, aged 58 
Wi.txs.—On August 4, 1942, Stephen Lo 


Wilks,’ MD (Lond), aged 75, at 
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i BRITISH 
. MEDICAL. ASSOCIATION 


ANNUAL REPRESENTATIVE MEETING, 1942 . 


The Annual Représentative Meeting of 
the B.M.A. will be „held at B.M.A. 
House, Tavistock Square, ‘ London, 
W.C.1, on -Tuesday, Wednegday, and 
Thursday, Sept. 8, 9, and 10, 1942. 
‘RESOLUTIONS BY DIVISIONS AND 
BRANCHES 
Medical Planning ‘Commission 
Motion by WanpswortH: 
That no decision for or against any form 


of change of medical practice should’ be 
expected until victory has been achieved. 


Question 1 
Motion by GUILDFORD, CARDIFF, DORSET, 
DUDLEY, SWANSEA, Iste or ELY, Lan- 


CASTER, ISLE. oF WIGHT, TROWBRIDGE, 


BELFAST, LANARK, LINCOLN, , PERTH, 
LEIGH, LOTHIANS, CHESTERFIELD, GREEN- 
WICH, HARROGATE, SOUTH-EASTERN Coun- 
TES, and West NORFOLK : 


That the following broad definition of the 
objects of medical service be accepted : 

(a) to provide a system -of medical 
service directed: towards the achievement 
of positive health, ‘the prevention of 
disease, and’ the relief of sickness ; 

(b) to: rende? available ' to every “indi- 
vidual all necessary’ medical services, both 
general and specialist, and both domi- 
ciliary and institutional, 


‘ Question 2 ' 

Motion by, GUILDFORD, -LANCASTER,, ISLE oF 
Wiacxr. Isie oF ELY, TROWBRIDGE, BEL- 
FAST, DORSET, LANARKS, LINCOLN, LEIGH, 
HARROGATE. ’SouTH- EASTERN Counts, 
‘and West NorfoLK: ' 

That free choice of doctor and patient be 
an essential feature of any future service. 
Amendment by’ BARNET: ` 

That free choice. of doctor and patient 
should be an essential feature in any future 
service, provided certain regulations exist to 
prevent the will-o’-the-wisp tactics at present 
employed by certain patients. 


Amendment’ by CARDIFF, PERTH, Lorans, 
CHESTERFIELD, and GREENWICH: 


That in any reorganization of general 
practice as full a measure as possible of free 
choice of doctor ‘and patient, should bas 
preserved. 


Question 3 


Motion by GYILDFORD, CARDIFF, ,SWANSEA, , 


, LANCASTER, BARNET, TROWBRIDGE, BEL- 

FAST, Dorset, LANARKS, PERTH, LEIGH, 

"LOTHIANS, CHESTERFIELD, and GREEN- 
- WICH: , 

“That group practice should be, a feature of 
any future medical service. 


Amendment by HARROGATE: 


That the words “but not an essential, 


feature ” be inserted after “ feature.” 
Amendment by SOUTH-EASTERN COUNTIES, 


Lincoin,, Isle oF ELy,. and ISLE OF. 


WIGHT: | 

That in any future medicat service p group 
practice should be encouraged $n - 
where it i is suited to local conditions. 


' ` 


Amendment by Wsasr NORFOLK : 

That the following words -be inserted at 
the end of the motion: “ doctors retaining 
their private practice and domiciliary work.” 


Question 4 
Motion by GUILDFORD, CARDIFF, DUDLEY, 

SWANSEA, LANARKS, LINCOLN, LEIGH, 

LOTHIANS, and CHESTERFIELD : at 

That provision, of whatever character, 
should be made by the Government for the 
“| whole community. 

Amendment by Berrast, Dorset, PERTH, 
and SOUTH-EASTERN COUNTIES: 

That provision, of whatever character, 
should be made by the Government for a 
section of the community only. A 
Amendment by Isie oF ELY and LAN- 

CASTER : > 

That provision, of whatever character, 
should be made by the Government for that 
section of the community already covered 
by National Health Insurance and those 
persons of a similar economic status. 


Amendment by HARROGATE : ros 
Tat provision, of whatever character, 
made by the ‘Government, should be limited 
to the present insured population. 
Amendment by GREENWICH and DEPTFORD : 
‘That provision ‘for complete services 
should be made by the Government for the 
whple community, if the costs are borne by 
the taxation of the whole community, but 
that if the costs are borne by a contributory 
scheme, then some upper’ lmit of income 


` should be made, provided there is some pro- 
. vision for those just above the income limit 


to contract in if desirous of so doing. 


Amendment by West NORFOLK: . 

That treatment other than hospital treat- 
ment should be provided by the Government 
to, the dependants: of insured persons and 
those of like economic status: hospital 
accommodation should be made available 
for the whole community. 

Question 5 (a) 
Motion -by TROWBRIDGE, 
+ WICH AND DEPTFORD, HARROGATE, ISLE 

‘OF ELY, LINCOLN, SOUTIL EASTERN, Coun- 

TIES, and West NORFOLK :. 

“That the basis of the ec-ordiiatoh and in- 
tegration of health services should be exten- 
sion of the type of medical benefit available 
under National Health Insurance to the 
dependants of wage-earners and others of 
like economic status, coupled with the en- 
largement of its scope by the inclusion of 
, consultant and specialist’ services. 


" Amendment by BARNET: 

That while the Representative Body is in 
agreement in principle with the extension of 
the type of medical benefit available under 
National Health Insurance to dependants of 
wage-earners and others of. like economic 
status, coupled with the enlargement of its 
scope by the inclusion of consultant, 
pacing We and ancillary services, the .con- 
ripe should be guarded against 


tracti 
aah Mari s patient by some statu- 
tory or. financial’ rotection. e 1 


Amendment by LANARKS: . 
That after “status.” the words į dend 
voluntary contributors ” be inserted. .. + 


BELFAST, GREEN-' 


r 


Amendment by DuDLey: 

That the following words be added to the 
motion: “ and with considerable additional 
remuneration to practitioners.” 


Question 5 (b) 
Motion by SWANSEA, LEIGH, and CHESTER- 

FIELD: 

That the basis for the co-ordination and 
integration of health services should be the 
establishment of a whole-time salaried 
government medical service. 


Motion by Leeps: 

That any future medical service for the 
community should be completely freed from 
all financial competition and personal 
financial motives, and that this could only 
be brought about by a graded salaried 
service which should apply to hospital staffs 
and those engaged in consulting and general 
practice. 

Question 5 (c) 

Motion by GUILDFORD, CARDIFF, DORSET, 
LANCASTER, ISLB OF WIGHT, PERTH, 
and LOTHIANS: 

That the basis for the co-ordination and 
integration of health services should be 
some method other than the extension of the 
type of medical benefit available under 
National Health Insurance or a whole-time 
service. 

Question 6 

Motion by Guimprorp, Isie oF WIGHT, 
LANARKS, PERTH, and LOTHIANS: 

That the plan set out in broad outline in 
the draft report ‘of the Medical Planning 
Commission be adopted. 


Amendment by LANCASTER: 

That the plan as outlincd in the draft 
report be adopted, provided that the com- 
plete indemnification of every gencral prac- 
titoner for the loss of his practice be 
arranged. 

Motion by GUILDFORD, CARDIFF, 

Dorser: R 

That the central machinery iù the future 
medical service should, take, the form of a 
corporate body. a 
Motion by MAcctesFIELD 

ae i 1 

That this meetińg favours the establish- 
ment of a corporate body with proportionate 
representation of general practitioners, 
Motion by GUILDFORD, CARDIFF, 

LANARKS : 

’ That the local machinery in the future 
medical service should take the form of 
regional councils, representative of the local 
authority or authorities, the voluntary hos- 
pitals, and the medical profession. 


Motion by LOTHIANS: 

That. in addition to regional councils, 
there should be district and-area committees. 
Motion by GUILDFORD: 

That any scheme involving the abolition 
of capital value of practices shall provide 
for compensation in the form of cash or 
negotiable security, as alternative to com 
pensation by pension. 

Motion by Dorser ° 
That the Representative Body considers 


that agreement to any new scheme for the 
$969 


and 


and East 


and 


a 
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regulation of medical practice is subject to 
equitable remuneration being obtained, and 
also to an adequate and agreed compensa- 
tion þeg given for the capital value of 
prifctices. 

Motion by DupLey: j 


That, with reference to para. %9 of the 
report, it shall be an essential of any scheme 
in which the profession are required to par- 
ticipate that adequate capital sums shall be 
allotted tò every entrant to compensate for 
loss of goodwill, and that this meeting con- 
siders that this matter has not received atten- 
tion at the hands’ of the Commission, as is 


‘evidenced by the summary manner in whiche 


this is dealt with .in " Entry to Service,” 
Journal, June @0, p. 749. 


Motion by CARDIFF: 3 
That a special compensation scheme 
should be devised for men in the Serviees 


and for those who have suffered loss of 
capital under varied war conditions. 
Motion by GUILDFORD: ° 

That provision should be made for closer 
association of general practitioners with the 
work of hospitals, and that arrangements 
for accommodation be provided for general 
practitioners to attend in hospital those of 
their patients whose entry is dictated by the 
need for nursing, etc., and not by the need 
for specialist medical treatment. ` 


Moton by CARDIFF: 


That a proportion of consultants should 
be remunerated on a salaried basis. 


Motion by Lanarks: 


That the medical advisory machinery 
should contain adequate general practitioner 
representation. 


Motion by Isie oF WicHr: 


portion of the administrative posts should 
be held by medical practitioners of wide 
experience. 

Motion by LOTHIANS: 


That the'central machinery of the medical 
service should be a government department. 
“Motion by Loruians:: R 

That remuneration of general practitioners 
should be increased in respect of length of 
service, special skill, and additional qualifi- 
cations. 

Question 7 

Motion by GumnpFrForDd, CARDIFF, DUDLEY, 

SWANSEA, ISLE oF WIGHT, Isie oF ELY, 

TROWBRIDGE, e LANARKS, LINCOLN, PERTH, 

LEIGH, LOTHIANS, CHESTERFIELD, GREEN 

wicH, and DEPTFORD: 

That, in yiew of the fact that the full 
adoption ofthe plan may be delayed for 
various reasons, some interim changes 
should be made. 


Motion by LANCASTER: 


That no changes be made until a complete 
scheme can be introduced. 


Motion by BELFAST: 5; : 
That no change be made until the war is 


over and practitioners in the Services have 
returned | 
Motion by WILLESDEN: 

That the Representative Meeting is of 
opinion that there should be no radical 
changes in the present medical services so 
far as the work of doctors is concerned until 
after the war, and until those doctors who 
are on service with the Forces have returned 
ant -have had ample time to consider pro; 
posals made and to express their views 
thereon, and that the Representative Meeting 
pledges itself to oppose by every means in 
its power any changes except those of a 
temporary naturé which may be necessary 
to win*the war. 

i] 


That ın the regional councils a large pro- f 


\ 
Motion by Dorset: 

That the Representative Body considers 
that no major steps affecting the future 
conduct of medical practice should be taken 
untl .the returu of the majority of practi- 
tioneis from the Forces. 


Motion by HARROGATE : 

That no changes be made until 6 months 
after the termination of the war. 
Motion by SouTH-EASTERN COUNTIES: 


That no changes be made until the war is 
over. $ 


Question 7 D` 
Motion by GUILDFORD, CARDIFF, DUDLEY, 

Ist—E oF WIGHT, ISLE OF ELy, Trow- 

BRIDGE, LANARKS, LINCOLN, LOTHIANS, 

CHESTERFIELD, and GREENWICH : 

That proposals for immediate post-war 
application should include the two-way ex- 
tension of National Health Insurance to 
include: (a) the dependants of wage- 
earners and others of like economic status 
within the current National Health Insurance 
income limits, and (b) the piovision of con- 
sultant and specialist services. 


Amendment by DONCASTER : 


That the following be added to the 
motion: (c) the transfer of the National 


Health Insurance functions. of Approved - 


Societies to the Government. 
Amendment by SWANSEA: 

That proposals for immediate post-war 
application should include the extension of 
National Health Insurance to the. whole 
community without income limit. 


Amendment by PERTH: 
That the words “ post-war ” be omitted. 


Question 7 (i) 

Motion by GuLDFoRrD, CARDIFF, LINCOLN, 
Iste OF WIGHT, PERTH, LoTHIANS, and 
CHESTERFIELD : 

That the proposals for immediate post- 
war application should include, the estab- 
lishment of experimental co-operative prac- 
tice in some areas. 


Question 7 (iii) -~ 
Motion by DupLEY, LEIGH, LINCOLN, 

LOTHIANS, and CHESTERFIELD : 

That the prdposals for immediate oat: 
war application should include the creation 
of Regional Hospital Councils with execu- 
tive or advisory functions 


Amendment by GUILDFORD, CARDIFF, ISLE 
oF WIGHT, and PERTH: 
That the words -*“ executive 
omitted. ` i 
Amendment by LANARKS AND SWANSEA : 
That the words “ or advisory ” be omitted. 
Amendment by TROWBRIDGE: 


That the words “with adequate medical 
representation ” be inserted after “ Coun- 
cils,” and that the remainder of the sentence 
be deleted. 


or” be 


Health Legislation 
Motion by BouRNBMOUTH: 

That, with reference to the Draft Interim 
Report of the Medical Planning Commission, 
this meeting is of the opinion that further 
consideration and criticism be given to the 


machinery for introducing health legislation. ~ 


Remuneration - 
Motion by WANDSWORTH : . 
That this meeting, being already dissatis- 


‘fied with the present capitation fee of the 


National Health Insurance, is not willing to 
accept any smaller fee for dependants 
brought in by temporary or permanent ex- 
tension of the scheme than that in force 
for already insured persons. 


El 2 


Ld 
Consultatioh with Profession 

Motion by Torquay: 3 

That the final draft of the Interim Report 
of the Medical Planning Commission should 
be referred to the®profession before it is 
submitted to the Government, and that an 
assurance should be obtained from the 
Government that no action will be taken 
until the men now serving in the Forces can 
be consulted. 


Motion by CARDIFF, MACCLESFIELD, 
East CHESHIRE: 


and 


That the findings of the Medical Planning’ 


Commission should not be considered as 
final until the medical men now on active 
service have had an opportunity of consider- 
ing them. e_ 

Conditions of Service 


Motion by CARDIFF: 


` 


That the conditions of service should be _ 


the same for men and women *and that both 
should have equal opportunity of promotion 
and of gaining eaperience. 


Motion by CARDIFF: 

That any resolutions agreed to are subject 
to the conditions of service and system of 
management being satisfactory to the medical 
profession. 


Motion by DONCASTER: . 

That any salaned medical service should 
provide adequately for illness among its 
members, for pensions, and for care of a 
doctor’s dependants in the event of his 
decease. 


Administration 
Motion by DONCASTER : 
That in the event of a full-time salaried 
medical service the local and regional 


administration of the scheme should be pre- 
dominantly in the hands of medical men. 


Membership of Local Authorities 


Motion by GREENWICH and DEPTFORD : 
That, with reference té paragraph 60 of 
the Draft Interim Report of the ‘Medical 
Planning Commission, it is essential that 
the existing law be amended to permit 
medical practitioners to acf as members of 
local authorities while participating in 
medical services before the: full plan as out- 
lined in the report of the Medical Planning 
Commission can be implemented. 


Hospital Staff Committees 

Motion by BIRMINGHAM CENTRAL: 
That, with reference to para. 89 of the 
Interim Report, this meeting is in agreement 
_in principle that committees of the senior 
medical staff should be set up in all hospi- 
tals. The medical .superintendent, however, 
should be the chairman of this committee, 
and the resolutions of the committee shall 
be transmitted to the hospital management 


committee through him, otherwise it will be" 


impossible for the medical superintendent to 
carry out his duties as chief administrative 
officer. It is also desirable that’ committees 
of other members of the hospital staff should 
be appointed and their: resolutions con- 
veyed to the committee of managemen} ina 
similar way. 
Publicity 

Motion by BIRMINGHAM CENTRAL: 

That, in view of the inadequate way in 
which publicity’ was given in the Press and 
radio to the Report of the Medical Planning 
Commission, it is the opinion of this meeting 
that some responsible member óf the Medi- 
cal Secretariat should be appointed to ensure 
that the views of the Association are put 
forward in a proper manner. . 


{ 


Motion by ‘Coventry : 


Pose ` 
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be 
© General Practice,’ . 
Ps Pay of Fire Service M.O.5 , 
Motion by.CARDIFF : X 
That (with reference to the paragraphs of 


the Annual and Supplementary Reports of 
Council under the above heading, Doc. 


A.R.M. 2, p. 1, and Doc. A.R.M. 3) the fees | 


for the Fire Service should be referred 
to the, Council for reconsideration and 
report. at. - 
Motion by STRATFORD : a : 

That the paragraphs of the Annual and 
Supplementary Reports relating to-the pay 


of Fire Service M:O.s' be referred back to” 


the Council. for reconsideration: on the’ 


grounds: 


(a) That the system wheregy post office ` 


medical officers are given the extra duties 


specified to eperform, solely in light of. 
their Post-Office appointment, is incorrect: reservation 


it makes for an ‘inequitable distribution of 


work and, must tend to take away the pre- _ 


Togative of the Local Medical War Com- ` 


Mittees tó arrange for and control the 
distribution of medical man-power’: i 
. (b) the capitation fee accepted in the 


-case of certain members of the National ~ 


Fire’ Service (12s. with dispénsing) is 
absurdly low: while the numbers affected 
may, be low, to accept such a capitation 


for National Health Insurance work is 

being applied for, may dangerously affect 

negotiations in the latter case. . 
Motion by Istz oF WIGHT: . ? 

(1) That a capitation fee of 12s. for the 


, medical treatment of ex-regular firemen to 


cover treatment and the supply of, ordinary 
drugs and dressings is inadequate ; 
: (2) that~a capitation feé of not less than 
9s. 9d. (exclusive of drugs and 
should be payable. - - 
(3) that it should not be obligatory upon 
the medical officer to supply drugs and 
dressings where he does not ordinarily dis- 
pense, and the payment,,if he does supply 


drugs and dressings, should’ not be‘less-than , 


“that paid under the N.H.L; ae 
(4) that -provision for mileage should~-be -- - 


payable above '2 miles as in 


the case of 
N,H.I. patients. i 


Certificates ao 


we 


That (with reference to the paragraph of 


Motion by Loruuns: ° y 


That the Council 'be requésted to ask the 
Government to extend medical benefit to the 
dependants ,of men serving. with H.M. 
Forces. 

Motion by Lzicu:., i 

That the benefits of National Health’ In- 
surance be made available immediately to 
the dependants of men serving with H.M 
Forces on a non-contributory basis and 


‘without any means test. 


Reservation of Maidservants and Dispensers 
Motion by -BIRMINGHAM : : ° 
That (with reference to ‘the paragraph of’ 


the Annual Report of Council under the 
above heading, Doc. A.R.M. 2. p. 2) the 
Council be asked to persist in its efforts to 
safeguard doctors’ interests by securing the 
of (a) at least one maid in each 
doctor’s house; (b) doctors’ dispensers. 


Finance 
Expenses of Central Medical War Committee 
Motion by BIRMINGHAM CENTRAL: 
That this meeting regards the payment by 


the Government towards the expenses of the 
Central Medical War Committee as being 


' very inadequate. ` é 
fee, at a time when an increase of the fee , 


National Health Insurance 
Constitution of Insurance Acts Coinmittee 


‘ Motion by Counci: 


dressings) 


` 


That .the fifth, column of the schedule 
to the By-laws relating to the Insurance 
Acts Committee (otherwise appointed) be 
amended : ae 

, (1) By the substitution of “36” for 

“30” in line 17; 7 

(2) by the addition of the following 

words after line 28: ‘6 to be elected by 

* the Annual Conference of Representatives 

of Local Medical and Panel Commit- 
tees”; i 

(3) by the substitution, in lne 21, of 
“a7” for "26"; b È $ 

(4) by the deletion of the- following 
words: “ 1'to be nominated by the Asso- 


ciation of Local Government:-Medical .- 


Officers of England and Wales.” 
(Note : The effect of these amendments 


ts 


_ on the fifth column of the Schedule to the 


By-laws is indicated by the underlining in 


the Annual Report of Council under the the’copy quoted below: 


above heading, Doc. A.R.M. 2, p. 1) the 
Association , should take energetic steps to 
reduce the present time-wasting multiplicity 


`of ‘special certificates’ and forms which add 


so-much to the burden of the general prac- 
titioner. P ` 
Dependants of Serving Men 
Motion by BRISTOL: g 
That (with reference to ‘the - paragraph 
of the Annual Report of Council under the 
above heading, Doc. A.R.M. 2, p. 2) this 
meeting expresses its dissatisfaction with the 


reply received’ from the Government in - 


respect of provision of adequate medical 
attention for the dependants of those serv- 


ing in the Forces; and instructs the Council, 


to press again on the Departments concerned 
the urgent needs of Service dependants.. ‘ 


Motion by CITY OF EDINBURGH: 

That, being fully conscious of the difficul- 
ties of many dependants of men and women 
‘serving in H.M. Forces in meeting’ their 
ordinary household needs, ‘the Association 
make the strongest recommendations to the 
Government to include the dependants of 
serving men and women in a scheme of 
insurance’ covering medical attéhtion and 
treatment. Pas : 


l 


“ Registered medical practitioners ap- 
pointed as follows : 

6 such practitioners (being members of 
the Association) elected (in the manner 
prescribed by the Representative Body) by 
the elected Representatives of the Con- 
stituencies formed for Great Britain and 
Northern Ireland under By-law 39, 
namely, 4 by all the elected Representa- 
tives (acting together) of the Constituen- 
cies so formed for England and Wales, 
1 by all the elected Representatives 
(acting together) of the Constituencies so 
formed for Northern Ireland, and 1 by 
all the elected Representatives (acting 
together) of the Constituencies so formed 
for Scotland together with (36) practi- 
tioners (whether members of the Associa- 


tion or not) to be nominated or qualified . 


as under, viz.: ei 


. 27) to be selected so’far as possible 
onat 
tioners nominated by the Local Medical 
Committees and 'Pansl Committees 
formed in Great Britain and the Local 
Insurance ‘Practitioners’ Committees of 
Northern Ireland under the National 
Health Insurance Acts; 


+ kd 
` 





- fined to the candidate’s address. 


itorial basis from among practi- - 


SUPPLEMENT 10 THE J9 
BRITISH 


MEDICAL JOURNAL 


~ (6 to be elected by the Annual Con- 
ference o epresentatives of Local 
Medical “and Panel Committees) ; 


1 (being a member of the sfaffeof a 
voluntary hospital) to be nominated by 
the Hospitals Committee of the Asso- 
ciaflon ; 

1 to be nominated by the Medical 
Women’s Federation ; 

1 to be nominated by the Society of 
Medical Officers of Health: 


with power for the members of the Com- 

mittee appointed as above provided to 

co-opt as additional members such num- 

ber (if any) of non-panel practitioners as 

shall. be required to sequre that 4 such 
e practitioners shall be members of the Com- 
mittee, 1 of: whom shall be in general 
practice in an industrial area.” 





Public Health 
Compensation for Personal Injuries 


' Motion by CARDIFF: 


That (with reference to the paragraph of 


. the ‘Annual Report of Council under the 


above heading, Doc. A.R.M. 2, p. 3) if the 


.Council is unable to obtain a satisfactory 


solution to the question of compensation 
for medical officers injured in air raids the 
alternative procedure of medical officers, 
being enrolled as volunteers under the Local 
Authority for National Service, using Form 
E.D. 60, should be investigated. 


Scotland 
Chairman of Scottish Committee and 
Membership of Council 
Motion by LorHians: 
That the chairman of the Scottigh Com- 
mittee should be, ex officio, a membe: of 
the Council during his tenure of office. 


Central Medical War Committee 
Medical Services of Defence Forces 
Motion by NorTH-East Essex: 

That this meeting notes with concern the 
present wastage of medical personnel and 
suggests that the Council should approach 
‘H:M.-Government with a view to correlating 
the medical services of the Navy, Army, Air, 
Force, and Civil Defence under one head. 


Other. Motions 


_ Election of Council by Groups in Great 


Britain or Northern Ireland 
Motion by GRIMSBY : 


That By-law 55 (3) be amended to read 
as follows: The said voting papers shall be 


‘sent to the Association at the Head Office 
‘within such time as the Council may from 


time to time prescribe by notice given as 


“aforesaid, and the particulars which shall be 


included in the voting papers shall be con- 
(Supple- 
ment, July 11, 1942.) 

By-law 55 is as follows: 

(1) The election of twenty-two members 
of Council by the Branches or Groups of 
Branches and Divisions in Great Britain 
or Northern Ireland shall be by means of 
voting papers sent by post by the Asso- 
ciation from the Head Office to each 
member of every Branch comprised ın the 
Group. 

(2) The said voting papers shall contain 
the names of those candidates who have 

- been nominated either -(a)-by a Division 
or (b) in writing signed by not less than 
three members of any such Branch and 
sent to the Association at the Head 
Office on or before an appomted day, of 
which not less than 14 days’ notice has 
been given in the Journal. A 
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(3) The said voting papers shall contain 
such other particulars (if any), and shall 
be sent to the Association at the Head 
Officewithin such time as the Council may 

_ from time to time , prescribe by notice 
given as aforesaid. \ 

(4) The expenses of the said *clection 
shall be borne by the Association. 

(5) Not later than the second week in 
the succeeding month of June a notice of 
the result of the election shall De pub- 
lished in the Journal. ; 


Amendment by LINCOLN : j 

That the words “ and age ” be added 
after the word “ address ” in the foregoing 
motion by Grimgby. 


Hospital Service Plan for London 
Motion by BARNET: 

That the Representative Body,' whilé 
approying in general of the Hospital Service 
Plan for ‘London, emphatically protests at 
the fees payable under the proposed scheme 
to the patient’s own doctor and deplores the 
fact {nat the B.M.A. should have, agreed to 
such totally inadequate professional fees. 


Medical Profession in Parliament 
Motion by Nortu-East Essex: 
That the Council be asked to consider 


greater representation of the medical pro- 
fession in Parliament ' 


Legal Advice in Negotiations with ` 
ı Government Departments 
Motion by SHEFFIELD: 

That the Council be instructed to engage 
the whole-time services of a barrister of 
repute to make a close study of medical law 
and economics so as to be prepared to give 
advice and direction in ithe preparation and 


presentation ‘of the Association’s case in any ~ 


future negotiations with government depart- 
ments and if and when necessary to take 
part in such negotiations on béhalf of the 
Associaticn. 
Fees for Part-time Work 

Motion by Wzsr NorroLK : 

That d new scale of minimum fees be laid 
down for all part-ttfme work for public 


`~ 


authorities, government departments, and ~ 


societies, and that they should be negotiated 
by the B.M.A. on a national basis. 


Supply of Oxygen to Medical Profession 
Motion by LIVERPOOL: 

That the Representative Body condemns 
_ the practice whereby manufacturers of 
oxygen withhold the supply of commercial 
oxygen at retail commercial prices to the 
medical profession. 


Medical” Records of Services Personnel 
Motion by GUILDFORD: 

That the Council be asked to take steps 
to make available to civilian practitioners 
the medical history, including results of any 
special investigations, of men or women 
discharged from the Services for medical 
reasons. 


The position of absentee or of " distant ” 
practitioners—i.e., the patient lives beyond a 
defined distance from the doctor’s surgery— 
under the terms of service for insurance 
practitioners is the subject of the latest 
amendment of the Medical Benefit Regu- 
lations. This provides that the absentee! or 
“ distant” practitioner is relieved for, the 
time being of his obligation to attend an 
insured person otherwise than by deputy, 
and the latter, notwithstanding that he is 
acting as deputy, assumes the obligations of 
the absentee doctor just, as if the patient 
were on, bis panel. 


` National «Service Officer 


ort 


A.R.M. : RESOLUTIONS BY DIVISIONS AND. BRANCHES _ 


SUPPLEMENT to 
BRITISH MEDICAL J 
BON ees 





9 pene 
B1 HOSPITAL APPOINTMENTS 
The Minister of Health announces 


(Circular 2679) that it has been found 
necessary to restrict the freedom ‘of 
holders of B1 posts to trapsfer from 
one hospital to another. ,With the 
recruitment of B2 practitioners on com- 
pleting 6 months in their posts, it will 
no longer bé possible to appoint them 
to BI posts, and difficulties will arise if 
holders of the latter are free to transfer 
to another hospital without regard to the 
needs of the one at which t ey are at 
epresent employed. The Central Medical 
War Committee has suggested that the 
powers of Defence Regulation 58A 
should be invoked to immobilize holders 
of B1 posts, a suggestion which the 
Minister of Health, after congultation 
with the Minister’ of ' Labour, has 
accepted. 


The effect of this is that if a holder 
of a B1 post wants to leave his hospital 
(except on transfer to another under the 
same authority) and the hospital con- 
siders him essential, the ‘Ministry of 
Health’s Senior Regional Officer (or, in 
the case of a London hospital, the 
Ministry of Health) must, be informed. 
The - case will then be investigated 
in consultation with the Central Medical 
War Committee, and unless it is one in 
which the doctor might reasonably be 
allowed to move, the appropriate 
will direct 
him to remain~in his post. It is 
hoped that Holders of B1 posts will 
recognize the difficult position in Which 
hospitals are’ placed, and by willing 
acceptance of the temporary restriction, 
which will operate in the first instance 
for 3 months from August 8, obviate 


the need for a formal direction by the 


National Service Officer. 


` 





' BRANCHES AND DIVISIONS 


The grouping together of Branches of the 
B.M.A for the purpose of electing 22 mem, 
bers of Council is a necessary procedure so 
far as the machinery of:the Association is 
concerned, but it does mean that in some 
instances the elected member of. Council 
represents a very wide area, and for that 
reason opportunities for him to’ get to know 
the views of his constituents do not occur 
as often as they might. Group K (or to 
those who are not familiar with the grouping 
—the Dorset and West Hants, the South- 
Western, and the Wiltshire Branches) has 
overcome this in a way which, it is hoped, 
will be followed by other Grouped Branches. 
Early this year Dr. J. A. Pridham of 
Weymouth suggested to the secretaries of the 
Divisions within the area that each should 
send- a representative to a conference held 
for the purpose of meeting the Council 
member, Dr. F. A. Roper. The suggestion 
was evidently approved, for on July 1, 27 
representatives (16 from Exeter and the re- 
mainder from Plymouth, Dorset, Bourne- 
mouth, Weymouth, Blandford, Dorchester, 
Torquay, Beaminster) met at the Royal 
Devon and Exeter Hospital, Exeter, under 
the chairmanship of Dr. J. A. Murray of 
Exmouth. Although the chief subject for 
discussion was the interim report of the 
Medical Planning Commission (the wiews 
of the conference will in due ‘course be 
placed before the Commission), other health 
matters of general interest to the area were 
discussed. It is hoped io hold a similar 
conference in a year’s time. 


Correspondence 





Fi 


Remuneration under a State Medical 
Service ' 

Sm, —The Wembley Study Group has 
been fortunate in stimulating deep | interest 
among the local practitioners, and at a 
large and representative meeting held on 
June 23 it was decided to request you to 
bring the following matter fo the atten-. 
tion of the profession: 


“ Having regard to the discontent’ in the 
past over the question of remuneration, the 
_meeting strongly affirmed that no concrete 
~gcheme co be given ‘approval until an 
opportunity had been afforded of giving 
adequate consideration to the question of 
remuneration. Too often in the past has the 
profession had agreed schemes and fees 
_ thrust upon it, and while this group is 
“willing to give its whole-hearted co-operation 
to any system which will improve the 
medical service of the country, it cannot lose 
sight of the fact that adequate’ payment, 


~ pensions, and compensation must be a sine 


1 


` BoDKIN.—At 


qua non.” 


—We are, etc., 


J. SHIRLEY’ Cutan (Chairman). 
M. Barnet STUNGO (Hon. Secretary). 








WEEKLY POSTGRADUATE DIARY 
BRITISH POSTGRADUATE MEDICAL SCHOOL.—Datly, 
10 am. to 4 p.m., Medical Clnics, Surgical 
uncs ‘and Operations, Obstetrics and Gynaeco- 
logical Clinics and Operations. Day, 1.30 p m., 
Operauve War Surgery 


Chnic; 11 am, Gynaecological Clinic. Thurs 
2pm, Dermatological Clinic. Fri, 12.15 pm., 
Surgxal Conference; 2 pm, Gynaecological 
Conference ; 2 pm, Sterility Clinic. 

EDINBURGH POSTGRADUATE LECTURES-—At Edin- 
burgh Royal Infirmary, Thurs, 4.30 p.m. Prof. 
T J Mackie: The Question of Air-borne Infec- 
ton. . 


‘B.M.A.: Diary. of Central Meetings 
SEPTEMBER . 
Journal Board, 1 45 pim. $ 


B.M.A.: Meetings of Branches and 
Divislons 


East YORKSHIRE BRANCH.—At Quern House, Park 
Street, Hull, Wed., Aug. 26, 7.45 pm Drscussion 
on Interm Report of Medial Planning Commis- 
sion Al medical practitioners in area of Division 
are invited to attend 

REIGATE DIVISION —At East Surrey "Hospital, 
Redhill, Tues, Aug 25, 830 p.m Dr. Geoffrey 
Evans: The War Diet and {ts Effect on Health 


3 Thurs. 


APPOINTMENTS 


Sın. A. H D. M.C, T.D.. MB., ŒB, 
Honorary Consulting Surgeon, Llaney and 
Drstrict General Hospital, 





_ BIRTHS, MARRIAGES, & DEATHS 


` The charge for inserting announcements under this 
head is 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
„address of the sender, and should reach the Adver- 
“tisement Manager nol later than first post Monday 
morning to ensure insertion in the current issue. 


DEATH 


his home, Hangersley, Ringwood, 
AA on August 14, 1942, Herbert Alfred 
_ Bodkin, F R.C.S.Ed., D.O Oxon., M R C.S.Eng., 
' L-R.C.P Lond, aged 61. 








i 
The personnel of tbe special subcommittee 
of the'J.A C. announced in the Supplement of Aug. 
8 (p. 14, colgmn 2) included the, name of Dr G H. 
Pearce ‘This was a misprint for Dr. J. C. Pearce 


(of Diss, Norfolk). . 
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GENERAL. PRACTICE: THE 
GATEWAY TO: NATIONAL 
HEALTH 
BY ; 
A. WILFRID ADAMS, MS, F.R.C.S. 


In our post-war planning the weightiest , 
consideration naturally is given to 
general practice, for besides having 
great numerical preponderance general 
practitioners are the ‘spearhead of- the 
attack against disease. The family doc- 
tor’s services to the public may be use- 
fully grouped under three headings: 

the teaching of abundant health, implied ' 
in which is preventive medicine ;, earl 

diagnosis ; effective treatment. The cult 
of health should be given first place, but 
owing to the prevalence of illness the 
doctor’s time is fully engaged in “ rescue. 
work” to the, exclusion of the far 
greater didactic role. Preaching preven- 
tion is no comfort to victims seeking 
relief from present suffering. Moreover, 
teaching is prosaic and apt to fall on 
deaf ears, whereas curing is a dramatic’ 
and impressive role for the doctor. In. 
the vision of the future treatment comes, 


‘last for it will be least needed. For the 


present, however, disease does make first 
claim on the doctor's time. i 
Certain improvements in general prac- 
tice, though quite attainable, are yet 
lacking ; they are (1) adequate time per 
patient ; (2) decent quarters and equip- 
ment; and (3) formal association with a 
teaching centre—a regional Alma 
Mater. The natural solution. is to be 
found in compound practices, although 
isolation seems the inevitable lot of 
doctors in remote rural regions. A doc- 
tor’must unite in partnership with three 
or four colleagues. ‘Sharing the same 


-premises, they can afford ‘a suite of 


. rooms well warmed and lit, cleaning staff, 


and a nurse on the premises to dress 


~wounds and deal with telephone calls. 


Such a favourable setting would give the 
doctor the requisite time for questioning. 
diagnosis, and treatment. In addition to 
his general interests, each of the part- 


`, ners ,would devote himself specially to 


some main branch—e:g., ductless glands,- 
nervous system, etc. Because of the. 
prodigious growth of medical knowledge 
it is only “firms” that can now cover 
the whole range of diseases. Each mem- 
ber of the' firm ‘could be familiar with 
the problems of the others, and they 
could be mutually available during 
absence on holiday or ‘through illness. 
Continuity of interest results. This is a 
boon to: the doctor and a tremendous 
asset to the patient. When, occasionally, 
a specialist's opinion was needed the 
general practitioner would attend the 
consultation. This would be stimulating 
to him and give the doctor a formal link 


' with the hospital and a share in the 


treatment. All consultations, other than 
those required at the patient’s home, 
would, in the traditional way, take place 
at the regular hospital clinic or private 


rooms. If he travelled round between 


4 i 
widespread family practices, a consul- 
tant’s time would be wastefully con- 


‘sumed. 


‘ The Family Doctor Relationship É 

‘The size of the ‘partnerships’is impor- 
tant. Small voluntary combinations G 
to 6 doctors) are already, working well, 


‘N 


and it is but evolution to standardize ° general 


them for all towns. Yet although inde- 
pendent practice is unequal to the greatly 
increa demands ‘imposed by modern 
medicine the general practitioner must 
maintain his traditional attributes as a 
family doctor. As he draws his patients 
from the neighbourhood in which he 
dwells he is endowed with a knowledge 
not only of their vocations but of their 
social setting. In his professional life he 
may, be acquainted with two or three 
generations of a family. Such associa- . 
tions breed respect among younger and ' 
inspire confidence and trust in older folk. 
Patients often consult their doctor about 
matters which are not medical in the 
ordinary . sense. It is this readiness to 
impart personal. and confidential matters 
that the profession should do everything 
in_its power to foster; for it is only in 
such an atmosphere that the patient over- 
conies-a natural timidity to divulge early 
some suspected horror like a lump in the 
breast or other sinister symptoms. Treat- 
ment relatively so efficacious in the early 
stages of disease is apt to be little more. 
than palliative when applied late. There- 
fore we must always strive’for early diag- 
nosis, and this can never become routine 
until patients consult their doctor when 
anything appears amiss as readily as they 
ring the fire station or police in an 
emergency. 

The yital influence of the small size of ~ 
partnerships has been' fully considered, 
because a scheme of a more revolution- 


-ary kind was outlined in the Supplement > 


of February 21 this year. In this doctors 
would congregate at “health centres” to 
the number of 10 to 20 with a corre- 
spondingly great total of patients. . This 
may, have alluring ' features, such as 
cheaper costs, but in my view would' 
prove disastrous to the status of “ family 
doctor.” Doctors would lack the im- 
petus and zest engendered by the “team 
spirit,” for this does not flourish in 
larger groups, even though they adopt 
formal alliance. Only in a small group’ 
is it possible to be familiar with each 


, other’s patients and professional prob- 


Jems, and to deputize with’ tolerable 
satisfaction. In larger ‘groups accessi- 
bility would be impaired because the 
patients would be derived from a greater 
radius. This hinders early resort to the 
doctor ; it consumes extra time on visits, 
and accentuates those peculiar trials of’ 
medical practice—epidemics and night 
calls. Few experienced persons deny 
that distance tells against the patient. 
Another. but, I believe, spurious, ad- 
vantage offered by the scheme is. the 
means of special investigation and treat- 
ment at the doctor’s premises. «Those 
who in, towns seek to enrich their 


1 


; special gadgets. 


establishments by elaborate equipment, 
pathological and minor operating factli- 
ties, may glory in the sense of proprietor- 
ship in a “ privaté hospital,’ 
mistake their mission. They séek to 
especialize while their patients pay for 

eir services as general practitioners. 
' They ċannot do both jobs well. The 
ractitioner ranges widely over 
the body. He must mainly rely on 
his native wits,’ listening, observing, 
mapping out tenderness or swelling, 
testing reflexes, using the stethoscope, 
torch, tape-measure, throat swab, finger 

r rectum, sampling urine, and observ- 
ing faeces. These incur time but no 
Such means of en- 
jightenment’ are still neglected, and 
avoidable mistakes occur. Until simple 
aids are well used doctors can scarcely 
demand special and elaborate appliances. 
` [gravely suspect a move for developing 
medical practice on the lines of a shop- 
ping emporium, although this has proved 
so successful in commercial spheres. The 
doctor with his patients is akin to the 
priest shepherding his flock, not to a 
salesman and his customers. As a corol- 


_ lary, the size for family practice corre- 


sponds to the parish. The atmosphere of 
intimacy is apt to be absent from consult- 
ing rooms arranged like rows of offices. 
Patients know little of their doctor as a 
social figure, and he: is comparatively 
ignorant of the background of their lives. 
Thus both miss essential factors in hand- 
ling a problem containing psychological 
as well as physical components. 


Preventive Medicine and Hygiene 


The infant welfare, school, and other. 


public medical services now largely pro- 
vide for the population up to the age of 
18 years. This lessens the influence and 
prestige of the doctor and deprives him 
of experience of the young and of 
adolescents. Inevitably this will lead to 
a deterioration in his skill and com- 
petence. and entail loss of continuity in 
the medical‘ care of -the patients. If the 
Government deems average doctors de- 
linavent in regard to infant and child 
health, the remedy is not to ignore them 
and enrol a riva ; 

public health service, but to ordain that 
due regard is paid during medical train- 
ing to this vital subiect—the medical needs 
of young life. Not only every workman 
but every family must have its doctor, 
and at the small medical centre accom- 
modating a partnership of 3 to 6 doctors 
the care of the rising generation should 
be included. : 

` We exult over our curative devices, but 
prevention of diseases would be a greater 
trumph First, the practical avplications 
of the principle “ prevention is better than 
cure” must be given due prominence in 
students’ textbooks. Its implications 


. must be faced in industry. The public 


needs to be taught the rudiments of 
, health in diet. respiration, footwear, cloth- 
ing, oral and bowel ‘hygiene, recreation, 
etc.—all of which are at present griev- 
ously ignored, and not by the be 


but they‘ 


set of doctors in the, 


r 
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cated only. Disease will then become the 
exception and abundant health the rule. 
But whg among us is to assume the role 
of teacher ? It is an immense enterprise, 
for human weakness has to be overcome, 
and while suffering man will' often co- 
operate gladly over ‘an austere regime. 
yet “when the devil is well the devil a 
saint is he.” In this vast educational 
problem the public is most likely to heed 
the words of one who has hel them in 
the past and responded to their summons 
at all hours of the day and night, Sundays 
and bank holidays included. It will need 
not the efforts of a few hundred health 
officials but, the missionary powers of a 
100,000 doctors.” Without the great body.. 
of general practitioners the Government 
will but touch the fringe of it. More 
than this, before students are enrolled« 
their “ vocational ” aptitude for doctoring 
should be proved at a preliminary test. 
As his contribution to the public health 
service the family doctor will, besides 
coping with such procedures as inocula- 
tions, give talks at his professional pre- 
mises on infant welfare, feet, diet, air, 
exercise, environment, and all that con- 
tributes to glowing health. There would 
be instruction on wider topics such as 
tuberculosis, cancer, drugs, patent foods, 
and specious claims of remedies that are 
fostered by present ignorance and credu- 
lity. He must be remunerated accordingly, 
and in this work might be under. the 
jurisdiction of the M.O.H., though al- 
lowed as much freedom of expression in 
teaching.as possible. With medical prac- 
tice thus organized the family doctor 
resumes his status as sole confidant and 
guardian in, health matters. This fact 
mobilizes fully the healing influences de- 
rived frorn whole-hearted faith and belief 
on the part of the patiént and complete 
responsibility by the doctor. Thus would 
growing duplication and rival 
to unity and concord in one of 
callings. f 


give place 
the highest 








MEDICAL WAR RELIEF FUND , 
THIRTY-SIXTH LIST 


Amount previously acknowledged, 
£45,045 Os. 6d., and £100 34% Conversion 
Stock and £40 3% Defence Bonds. 


Individual Subscriptions 


Bap a C Cordeaux, RN 
„—Dr regory, Manchester (2nd donation) , 
Lt.-Col. R. H Lee, IMS, (2nd donation) ` i 

#2 2s.—Dr G O Airey, Wilmslow, Ch-s: Dr 
S. H. Faulkner, Wilmslow, Ches; Lt-Col T 
Hunter, Ludlow (2nd donation) 

£1 11s. 6d.—Dr T. Benson Evans, Prestatyn (13th 
donation). 

il Is—Dr Florence M E Davies, Corwen (2nd 
donation), Major W Happer, I.M.S, and Mrs 
Happer (lith donanon); Dr W. R E Harnson, 
Stornngton (2nd donatton) 
eee Brenda H Alexander, Washmgton, 

£198 14s.—Shropshire and Mid:Wales Branch— 
per Dr Mackie (amount already sent £200 12s ) 
Dr. C W Eames £5 (2nd donation); Dr J D O 
Poole £1 1s; Dr. W. B Ballenden £10 „Dr C H 
Flory £5 5s; Dr E. C Abraham £10, Dr G H H 
Booth £5; Dr E L N Rhodes £5 (2nd donation) , 


Mackenzie‘ £5 5s (2nd donauon), Dr. T 
Gittins £2 28 (2nd donauon); Dr D. M. Hunter 
£2 2s (2nd donation); Dr L E Dickson £5 Qod 
donatien); Dr J A McClintock £10 10s th 
donation), Dr J. G C. Spencer £5-(2nd donation) i 
Dr. Mabe] Blake £3 3s (2nd donation); Dr. F H 
Edwards £12 12s (3rd donauon); Dr G. H M. 
Franklin £5 5s (2nd donation); Dr G W Thomp- 
son £3 3s. (2nd donation); Dr A. R McClure 
£3 3s (nd donation), Dr. G Wedd £3 3s. (2nd 
donation); Dr J Prentice £3 3s (2nd donation); 
Dr. W ReH. Pooler £3 3s (2nd donation); Dr. 
G. Pollock £3 3s. °Qnd donation); Dr. H. W. 
Bambridge £3 3s, (2nd donation); Dr. W King 
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Hay £5 5s (2nd donation); Dr. F W. Melvm 
£5 5g (2nd donation) 3 


£121.—Tanganyika Branch—per Dr N Chilton: ` 


Dr. T_A Ausun, Dr F Ball, Dr. H J. O'D. 
Burke-Gaffney, Dr. L. H Cane, DÊ N Chilton, 
Dr. J M. Clark, Dr J. B. Davey (2nd donation) ; 


Dr H. Fawbairn, Dr. E. J. Foley, Dr. S Forrest, Í 


Dr. M. Harvey, Dr. R H. C Higgs, Dr J. F 
Jarvis, Dr. A. J. Keevill, Dr G. A Macgregor, 
Col. G Maclean, Dr. R Nixon, Dr G. S P. Noble 
(2nd , donation), Dr. R. R Scott, Dr. H M 
Shelley, Dr T H. Suffem, Dr B O. Wikan, 
Dr G A Willams, Dr. G A Wilson. 

£77.—Maxdstone Divwmun—per Dr. D H. Mills: 
Dr G. H. Adam £5 5s; Dr K B_ Alexander 
£5°Ss, Dr A M Amsler £10, Dr J. V. Bates 
£1 1s; Dr F. R Cosgrave £5 58; Dr A. F. Digby- 
Smith £5 58; Dr. E P. Edmunds £3 3s.; Dr. Henry 
Gray £2 23, Dr D R. C Gray £2 28; Dr. B 
Halfpenny £1 1a; Dr. G. E. R Hamilton £2 28; 
Dr R H. Hardwick £1 1s; Dr K Ingall £2 2s; 
Dr R. F Jarrett £2 23; Dr E R., Jones £2 2s; 
Dr R. H. Jonés £2 2s., Dr E L M. Lobb £2 28; 
Dr J J McEnery £2 28; Dr’ T. Martin £3; Dr 
F Newman £5 5s,; Dr. C. P. Oliver, yun, £3 3s; 
Dr F. Paine £2 28, Dr. J. N Robins £1 1s, 
Dr E. L Sandiland £1; Dr. L H Taylor £5 5s. 

£38 12s.—Lancaster L M.W C —per Dr. George 
(amount already sent £265 8s) Dr J. S Robson 
£2 28, Dr B J. Acheson £2 2s (2nd donaton), 
Dr H. Thuistlethwaite £2 2s (2nd donation), Dr 
C Goukt £2 28 (2nd donation); Mr H Abernethy 
£5 5s.’ (2nd donation); Dr J Aspin £5 5s, Dr 
C. J. Henderson £5 (nd donation); Dr J A. 
Tomb £2 2s (2nd donaton); Dr P J Daly £2 2s 
(2nd donation); Dr. J. D Silverston £5 5s (2nd 
donation); Dr. A M Clarkson £2 2s.; Dr. P J 
Murphy £3 3s (2nd donation) 

£23 10s.—Blackpoo! Division (amount 
sent £150 14s. 6d.) - 

£11 1ls—Per Col J. S Dunne (East Herts) 
(amount already, sent £187 12s id) Dr T H 
Gardener £3 33. Mr H H Dummere £5 5s; 
Dr. L Burvill-Holmes £3 38 7 

£10.—Fm Branch x 

£5 Ss—Dudiey LM W C—per Dr G Dudley 


already 


(amount already sent £23 28)* Dr J. D W 
Shedden (2nd donation) 
£5.—Newcastletupon-Tyne Division — per 


Mr 
Weldon Watts (amount already sent £470 0s 6d)° 
Dr. H. A Wilson (2nd donation) 


Local Medical and Panel Committees 


£274.—Surrey (Sth donation). 
£10 10s.—Huntungdonshure (2nd donation) 


Total—£45,942 3s. Od, and £100 34% 
foe Stock and £40 3% Defence 
Donas 


Cheques, payable to the Medical War 
Relief Fund, should be sent to Dr. G. C 
Anderson Honorary Treasurer of the Fund, 
British Medical Association House, Tavis- 
tock Square, London, W.C.1. 





H.M. Forces Appointments 








ROYAL NAVY 
Surg Cam K H. Hok, OBE, has been placed 
on the Retired Lat. 
Surg Licut J. F Meynell to be Surg Lieut.- 


- Cmdr 


Royal NAVAL VOLUNTEER RESERVE 

Surg Lieut R. E C. Copithorne to be Surg. 
Lieut -Cmdr : 

Acting Surg Lieut -Cmdr J. K Sargentson to be 
Surg Lieut -Cmdr 

Prob. Temp Surg Lieuts G H Blennerhassett, 
J Dickie, DSC, and D. J Hoskinson to be Temp. 
Surg Lieuts 

ARMY 


Lieut -Col A N Fraser, DSO, 'retrred pay, 
late RAMC, on ceasing to be employed, is re- 
stored to the rank of Col 


ROYAL ARMY MEDICAL CORPS 

Lreut-Col (acung Col) H A Rowell, MC, 
Nhaving attajned the age for retirement, has been 
retained on the Active List, supernumerary to the 
establishment. 

Lieut.-Col A L Robb having attained the age 
for retirement, has been retained on the Active List 
supemumerary to the establishment 

Capts. (War Subs Majors and Temp Lieut.-Cols.) 
A.D Bourne and G W Cnmmin to be Majors 

The following War Subs Capts (Temp. Majors) 
from temporary commissions to be War Subs Captus 
and Temp Mayors, retaining their present seniority ` 
R N. Hunter, S C H Lane, P. Reid 

War Subs. Capt D. W. Woodruff bas relinquished 
his commission and 1s granted the rank of Capt 

Short Service Commission —Capt, C. W. A. 


Hughes has been placed on the half-pay lm on 


account of 1ll-health 


x 
REGULAR ARMY RESERVE OF OFFICERS 


Col. A N Fraser, D S.O, having, attained the 
age lmt of lability to recall, has ceased to belong 
to-the. Reserve -of Officers- 


Royal ARMY MEDICAL Corps I 
The following to be Brevet Majors under the pro- 
visions of Article 168, Royal Warrant for Pay and 
Promotion, 1940: Capt. (Temp. Lieut -Col. and 


War Subs. Major) J, S. Sloper, O.BE ; Caps. 


(Temp Majora) R. J. Claf&en, M.C., T.A J.M 
Dodd, and H J Davndson, MC. 


TERRITORIAL ARMY, R A M.C. 


Col J F O'Grady, TD, has relinquished his 
commission on account of ill-health and retains his 
rank. . ‘ 

Capt. J D W. McCracken has relmquisbed his 
coj on on account of ill-health’ and is granted 
the rank of Major. 

Capt. J H. Wilding has relinquished his com- 
mussion on account of ill-health and retains his rank. 








POSTGRADUATE NEWS 
The Fellowship of Medicine a neces‘ 
FR.CS Clinical Course, St. Mary Islington and 
Archway Hosfitats, Wed., Sept. 9 to 30, 2 pm 
Theory of Physiology, ght lectures on Mon and 
Thors, 8 pm., at Wimpole Sarect, W., from 
October 5 to 29—surtable for primary and final 
MRCP,F.R.CS and DA candidates Anacs- 
thetic course, lectures at 3 pm. and 430 pm at 
Royal Cancer Hospital, clintcal demanstrations at 
various London hospitals, daily from October 
5 to 17. 


The Faculty of Medicine of the University of 
Burmingham has arranged a course of post- 
graduate lectures on nutntion and nutmtronal 
diseases, to be delivered at the Medical School, 
Hospitals Centre, Birmingham, as follows’ Tues 
and Wed, Sept 8 and 9, at 4pm, Dr. H` E. 
Magee (Ministry of Health), * Principles of 
Nutrition’, Tues and Wed, Sept 15 and 16, 
at 4pm, Prof V. P. Sydenstricker (professor of 
medicine in the University of Georma, US A), 
“ Nutritional Deficiencies and their Clinical Mani- 
festauons ” ; Tues., Sept. 22,at 4pm, Dr J H. 
Sheldon (lecturer in clinical medicine, University 
of am), “ Special Aspect of Nutriuon and 
Nutritional Deficiencies in Relation to Industry " 
AU members of the medical profession are invited 
to attend the lectures. 


WEEKLY POSTGRADUATE DIARY 

BRITISH POSTGRADUATE MEDICAL SCHOOL,’ Ducane 
Road, W.—Daily, 10 am to 4 pm, Medical 
Clinics, Surgical Clinics and Operations, Obstetrics 
and Gynaccologxal Clinics and Operations, 
Daily, 130 pm, Post-mo:tems Tues., 10 am, 
Paediatnc Clinic, 11 a m., Gynaecologica] Chic. 
Wed, 1130 am, Medical Conference Thurs, 
2pm, Dermatological Cluc Fr, 1215 pm, 
Surgical Conference , 2 p m , Gynaecological Con- 
ference , 2 pm, Sterility Clinic 


FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W 
Royal Chest Hospital: Wed. 330 pm. M.R C.P. 
course in heart diseases West End Hospital for 
Nervous Diseases: Tues and Fn., 30 p.m. 
Royal National Orthopaedic Hospital: Sat. 
(Sept 5), 215 pm, Final FR.CS. coume in 
orthopaedics, 


ROYAL NATIONAL THroat, NOSE AND Ear HOSPITAL 
—Fri, 4pm Mr. S E Brrdsall: Sinusits in 
Children. 7 x 

B.M.A.: Diary of Central Meetings 
SFPTEMBER 
8 Tues. Annnal Representative Meeting, 2 p.m. 
9 Wed Annual Representative Meeting, 9.30 a.m. 
10 Thurs. Annwal Representative Mecting, 9.30 a.m. 
Council, 2 p.m. , 


Branch and Division Meeti 


to be held ` 
BIRKENHEAD AND WIRRAL DIVISION —At Arrowe 
Park Hotel, Arrowe, Birkenhead, Sun, Aug 30, 
$15 pm  Duscussion“of Inter Report of Medi- 
cal Planning Commision and other important 
business All medical practitioners in the arca are 
Invited to attend the mecung 


B.M.A.: 





t 


BIRTHS, MARRIAGES, & DEATHS 
The charge for msernng announcements under this 
head ts 10s 6d This amount should be forwarded 
with the notice, authenhcated with the name and 
address of the sender, and should reach the Adver- 
tsement Manager not later than first post Monday. 
mormng to ensure insertion in the current issue. 


MARRIAGE 
BaDENOCH—BRUNTON —On August 19, 1942, at 
St Marun’s Church, Ancaster, Wing Commander 
Alec W. Badenoch, MA. MD, FRCS, 
R.AF VR, son of the late J A. Badenoch 
and Mrs. Badenoch, Banff, to Jean McKuinnell 
Brunton, MB, Ch.B, daughter of the late 
Alexander Brunton and Mrs Brunton of Lever- 
ball, Musselburgh. 
DEATH 


CLARKE —On June 23, 1942, in a POW Hospital, 
Italy, fron® heart failure, Lieut.Col. A H 
Clarke, M.C, RAMCG,, dearly loved husband 
of Cicely (née Blunt), Maryville, Banchory, 
Scotland, and youngest son of the Rev H S. 
Clarke of Weybridge z 


-<  SÚPPLEMENT' TO THE 


BRITISH MEDICAL JOURNAL 
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Correspondence 








Pianning for General Practice 
Sir,—My admiration for the masterly 
skill-of Dr. F. W. Grant's article (Supple- 
ment, July 25,°p. 9) is not diminished 
by my disagreement with ‚some of his 
opinions. The parallel he draws. be- 
tween the careers of doctors in the Ser- 
vicés and in a salaried State service, does 
not appeal to me as a close one. Difficulty 
in filling vacancies may well be because 
the prospect of ‘opportunity to practise 
the art for which the ‘doctor has been 
trained is necessarily véry poor in normal 
,times among bodies of fit Service’ men. 
Do not. some Service and also school 
medical officers transfer to private prac- 
tice in the hope of better financial 

-rewards? ` : : ` 
A high standard of efficiency is attained 
by many general practitioners in examin- 
ation, diagnosis, and treatment, but 
many doctors would probably admit that 
in, -dealing with ‘such conditions as 
anaemia, asthma, arthritis, diabetes, frac- 
tures, skin affections, -and the injection 
treatment of`varicose veins and piles, 
their work falls short of what they would 
wish and ‘what they might reasonably 
expect to attain in more favourable cir- 
cumstances ; these latter would welcome 
any.system which promised improvement 
in this direction without serious counter- 
vailing factors. There are some men who 
do their best work as individualists, but it 
may also be held-~that there-are many 
more whose best: work would be done 
in a feam, and that were team work intro- 
duced the general standard. of treatment 

would be raised. - 
Two defects stand out in the present 
system: the field of general practice -is 
too large, and co-operation and co-ordina- 
tion are largely absent when the work is 
viewed as a whole. The subject of 
medicine is a very large one and in its 
entirety beyond the capacity of any one 
individual. Can a, doctor who. attends 


10 confinements a year be considered to’ 


be the most suitable person to undertake 
such work? Is a man who sees one case 
of rodent ulcer in 3 years likely to spot 
the condition at once and start the appro- 
priate treatment as' quickly as the man 
whose work brings him into contact with 
mahy more such cases?- So long as a 
system exists under which each doctor 
attempts to méet all the medical needs 
of his patients (with, it is true, the con- 
sultant and the hospital to fall back on) 
maximum Salsas of medical man- 
power will not be obtained. The number 
of clinics administered by local authorities 
increases because of the efficiency of the 
system, and the G.P. grumbles that in- 
roads are made into his sphere of action. 
Other developments apart, a survey -of 
the last few ‘years would indicate a 
further increase in clinics with further 


inroads, and some narrowing ofthe field - 


of action of the G.P., but this should not 
in- the long run give rise to anxiety, for 
i int 


s 


A = 


its effect in the future would be to divert 
some fs entrants to private practice 
into the public health services. 

A sickness’ service must be a 24-hour 
service. The G.P. is potentially on call 
all the time, with the result that irksome 
and irritating demands interrupt such 
leisure as might be his in a service in 
which times of duty are planned. Effec- 
tive planning should be possible under 
a State system to meet the needs of a 
general practice service based on a 
“health centre” .or “district -clinic.” 
The total amount of work would not be ` 
less, but organization would increase 
efficiency and save time. I believe that 
some of the opposition to a State service 
would disdppear if it were possible to 
promise that there would be adequate 
medical representation on the bodies 
administering the scheme. 

.The amount of money paid to the 
panel doctor depends on the size of his 
panel, and so long as that method of pay 
remains in force and with it the competi: . 


tion among doctors for patients so long 


will it-be impossible to provide ʻa service 
of co-operation and co-ordination such 
as a salaried State service appears to 
offer. Were the N.H.I. system extended 
to include dependants, with the provision 
of health centres, there would still be this 
fundamental obstacle:to the ideal national 
medical service.—I am, etc., . 
Worthing. z C. GIBSON. 


“ If ” 

" SR,—Surg. Lieut. Peter Walton (Sup- 
plement, July 18, p. 6) raises points of 
the utmost importance to the medical 
officer at present in the Forces and to the 
whole of the medical profession. Some 
of his fears are, I contend, based on mis- 
conceptions’ of what a medical service 
co-ordinated under the State need be if 
we are sufficiently -aware of, and 
sufficiently determined to be satisfied 
only with, the best possible health service 
for the public and the best possible. con- 
ditions for all who practise medicine and 
surgery. We cannot have one without the 
other. I agree that we are the trustees 
for those in the Forces, and that we 
should fight any attempt at radical altera- 
tion without their full discussion and 
approval, provided always that in the 
meantime no ‘cataclysmic changes occur 
in the social structure of the country. 

If a:State Medical Service realized the 
gloomy forebodings of “loss of initia- 
tiv€; dependence on a superior or soul- 
less bureaucracy for our choice of work, 
treatment,- promotion, good behaviour 
reports, and holidays, etc.,” then no sane 
doctor would, for a moment ‘entertain it. 
That changes are desirable and will come 
whether we like them or not is inescap- 
able. To prepare for or against this con- 
tingency is not defeatism but is just 
common sense. The- structure “of any~ 
State Medical Service must be built on 
the foundation of the needs of the. 
public. It must provide the best and 
most complete health machinery to pro- 
mote . their well-being, prevent where 


a 
D 
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possible their illnesses, and treat their ill- 


nesses when they do occur. The type, 
*the quality, and the use of that machinery 
are the province of the medical profes- 


siop, for we know most aout it. 

Surg. Lieut. Walton and all of us are 
trained with a entive as well as cura- 
tive outlook; if we attend our patients, 
limited in number, in consulting rooms at 
health centres that provide the necessary 
equipment, and the ready means of 
obtaining athological investigation 
specialist, advice and treatment, and 
access to hospitals ; if we decide the type 
of work we'will do and have freedom in 
treatment; if our hours of work and 
days of holidays, our discipline, and our 
medical procedure are decided not by 
an ogre of a superior or superintendent 
but by- ourselves in committee with our 
colleagues at the-centre ; if we live away 
from our surgeries in any part we like of 
‘a particular district; if we do not have 
to buy a practice; if we get reasonable 
compensation for the practices we have ; 
if we get a good and reasonable 
salary with pension, taking into account 
our years of service and attainments, 
and recognizing the fact that we can 
never so organize medicine ta eliminate 
completely the casualties, the emer- 
gencies, and the night work; if we can 
treat all or nearly all our hospital 
patients under the direction of a special- 


~ ist, either at a local district hospital 


attached to, or a general practitioners’ 
wing in, a larger general hospital, where 
we may attend our maternity cases, do 
minor operations, assist at major ones, 
give anaesthetics, become clinical assis- 
tants, attend refresher courses, take part 
in research, and specialize ourselves 
according to our bent; if we are mem- 
bers of the local hospital medical com- 
mittee and have adequate representation 
on the management co ittee; if we 
‘have a central medi board, with 
advisory and stanitory powers under the 
Minister of Health ; if that board is truly 
representative of all medicine and its 
personnel partly, appointed and partly 
elected so that while continuity is main- 
tained there is periodic retirement of 
members (provided that the board have 
-powers to co-opt a member of out- 
standing ability who would otherwise 
retire—the number of such geniuses to be 
limited) ; if that board and all committees 
are divorced from party and local poli- 
tics ; if machinery is set up for receiving 
suggestions for improvements from be- 
low as well as directing from above ; if 
„periodic review of the state of medicine 
1g compulsory every ten years or so, 50 
that committees do not become stale ; if 
all these things can be accomplished— 
and they can if we demand them— 
would not Surg. Lieut. Walton and many 
others view the prospect of State medi- 
cine in a more favourable light ? 

We must not sit back and say that 
these things will never be allowed or we 
shall be given a service that satisfies 
neither the public nor ourselves. We 
must first consider what is best oe t 
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patients and ourselves; then we must 
enlighten the public as to our ideals for 
them and ourselves ; and finally we must 
orgatize ourselves -in order to achieve 
Sur aims.—I am, etc., 
G. W. M. MACKAY, MB., 
Co-secretary, 


Pracutioners’ Co-ordinatmng Committee 
London, N 2. 


Serving Officer Views State Medicine 
Sm,—Like Surg. Lieut. P. Walton (Sup- 
lement, July. 18, p. 6), I have tried to 

beep pace with the spate, of correspon- 
dence. about the future of medicine. 
What he writes -is, in my opinion, largely 
true. None of us will deny that changes 
are necessary in the-medical world ,at 
home, but the idea of an all-embracing 
State Medical Service with all the accom- 
paniments of a soul-destroying bureau- 
cracy appals me. The many admitted 
advantages of State medicine would be 
completely outweighed by the lack of 
freedom. This eedom, which one 
willingly relinquishes in time of war, is 
what many of us hope to return to when 
we come back to civil hfe. The State 
has already shown its hand by taking 
many thousands of patients out of the 
private practitioner’s care, without con- 
sulting the profession. 

The Medical Planning Commission, to 
which we should be grateful, has under- 
taken a great task. It is hoped that the 

opinions of the many ‘Service medical 

cers will be taken into consideration 
and that no hurrjed decisions will be 
made.—I am, etc., 


V. H. BOOBBYER, < ’ 
Surg Lreut.-Commanter, R.N V R. 


“Unpaid Medicine ” 

Str,—I have been much interested in the 
correspondence covering State medicine. 
I think we are suffering in these parts 
from “unpaid” medicine. Recently I 
journeyed 15° miles on two occasions to 
give gas at the nearest dentist’s for an 
insured person, and received the sum of, 
5s. for the two administrations, yet 1 
helieve.for private patients the official fee 
must not be less than-10s. 6d 

I should be glad if you would publish 
this experience, which is but one of many 
such instances in connexion with adminis- 
tration of gas to insured persons in these 
parts.—] am, etc., j 

Kintbury, nr Newbury. N. J. BOULTON 








STATE MEDICAL SCHEME FOR SOUTHERN 
RHODESIA 


Two Southern Rhodesian Ministers have 
discussed a State medica] scheme in recent 
speeches The Prime Minister (Sir Godfrey 
Huggins), himself a doctor, said the Govern- 
ment would appoint a commission of inquiry 
after the receipt of a report by a similar 
commission to be set up by the Government 
of the Union of South Africa. He saw no 
objection to a contributory scheme for 
Europeans, but tho scheme must not 
exclude Africans However, it was an 
urgent question and would be considered as 
soon as possible. The Munister of Internal 
Affairs emphasized the need for the scheme, 
and suggested that doctors should be salaried 
employees of the Government. The essential 
thing was to secure efficiency and a high 
standard of service. The Minister also 
stressed the importance of hospital service 
being available to all 








At a meeting called by the Edinburgh . 


Division of the B M.A. local doctors agreed 
to accept service under the domiciliary 
matermty service scheme arranged by the 
city corporation. 
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BRITISH MEDICAL ASSOCIATION 
ANNUAL GENERAL MEETING 


Notice 1s hereby given thąt the Annual 
General Meeting of the British Medical 
Association will be ' held the Great 
Hall, British Medical Association House, 
Tavistock Square, London, W.C.1, on 
Wednesday, September 9, at 12.30 p.m. 
Business: (1) Minutes of the last meet- 
ing; (2) appointment of auditors; (3) 
report of election of President for 
1942-3. 
G. C. ANDERSON, 
- . Secretary. 


Diary of Central Meetings 
2 SEPTEMBER 


8 Tues Anneal Representative Meeting, 2 p.m. 
9 Wed Amaal Representative Meettac, 9.30 a.m. 
Annual General Meeting, 12.30 p.m. 
10 Thurs. Amnual Representative Meeting, 9.30 2.m. 
Council, 2 p.m. 








B.M.A. LIBRARY 
The following books were added to the 
Library during April and May, 1942: 
agiz, M.: The Unwersal Constant m 


1939. 


logie clinique de Tapa Circulatoire 1939. 
Elton, C + Voles, Mice and.Lemmings 1942, 
Guillain, G : Etudes Neurologiques 1939 
Had A- J.: Les Paradentoses et leur Traitement 
Jona.. F. W ' The Principles of Anatomy as- seen 

e Hand Second editon 1941. 


schaft Geburt und Wochenbett. 


King, Sw F Truby: Feeding and Care of Baby. 


evised edition. 1940. “ 
Stent, D H: Law for the Medical Practitioner. 


94 

Langfeldt, G > The Schtrophreniform States 1939 

Leriche, R : Physiologie et Pathologie du Tissu 
Osseux 1939 

Lewin, P + Foot and Ankle. Second edition. 1941 

Mermtt. A H.- Periodontal Diseases: and 
Treatment. 1939 

Mihon, P.: Le Temps de Réaction Techniques, 
Applications Clintques. 1939 

Muir, Sm Robert: Textbook of Pathology Fifth 


edition 1941 
Pardee, H B- Chinical Aspects of the Electro- 
cardiogram. including the Cardiac Arrhythmias 


Fourth edition 1942 

Pardo-Castello V : Diseases of the Nails. Second 
edition 1941 

Pearson, R B.’ Pasteur, Plamarist, Impostor: the 
Germ-Theory Exploded. 1942 

Piney, A ‘ Synopsis of Blood Diseases 1942. 

Rowbotham, G. F.: Acute Injuries of the Head 

Reéntgendiagnostik der Wirbetsaule. 

Smecton, M. A Practical Microbiology Fifth 
edition, of Bacteriology for’Nurses. 1939. 

Sebo, J . Kliniske Undersokelser over Hereditere 
progressive Hotnhinredegeneragjoner 1939 

Sommer, K : Die Gonorrhoe der Frau ein Leitfaden 
fur die Praxs 1939 

Tidy, N M Massage and Remedial Exercises in 

- Medical and Surgical Conditons 1941 

White, I C, and Smithwick, R H > Autonomic 
Nervous System Second edition. 1942. 

Williams, L > Aids to Obstetrics Eleventh edition 
1942 

bate E.: Diseases of the Eye. Second edition 

2 


Woodworth, R. S - Psychology Twelfth edition 
1940 ao 
Woolmer, R * Anaesthetics Afloat 1942. 





H.M. Forces Appointmeñńts 





LAND FORCES: EMERGENCY COMMISSIONS 
RoyaL Army MEDICAL, Coxps 

Temp Col (local Major-Gen) H. L. Tidy has 
relinquished hs commission, and ıs granted the 
honorary rank of Major-Gen 

Temp. Col (ocal Brig.) Sır J. Walton, KCVO, 
has relinqusshed his commission, and ıs granted the 
honorary rank of Brig. 

War Subs. Capt D Guthrie has resigned his 
commission, and ıs granted the rank of Major. 

War Subs Capt J. A. Robson has ed 
bus commussion on account of ill-health, and 1s 
granted the rank of Major 

War Subs Capt W. R. G Atkins, OBE, has 
ou his commission and retains the rank 
o pt. 


(J 
Lieuts J McB Thémson and R. D Gray have 


relmquished therm commsssions on account of 1l- 
health and retain thelr rank. 


To be Lieuts.: C. C. Ross, E A. Kahn, C.J. A. 


Gnffiths, J B. Harman, R J Harvey, I. H. Hewa- 
son, S. J. Seymour-Hughes, D P Kennedy, K. E. 
Lane, J. W. Leith, A. F McCoubrey, J. L. 
MacDougall, W A. Mil, D B Morhan, a Moor- 
house, B E. T. Mosse, J. F. Riches, C. B. Robin- 


Dowling, A T. G. Evans, s. J. pea 
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N Shepperd, I. A. Tumarkin, C. 
R. S Wathes, J. P. Wess, ©. L. Worthington, 
A. E. Ward 

The notification regarding Lieut J C.R Buchanan 
in a Supplement to the London Gazette dated Octo- 
ber 28, 1941, ıs cancelled. 








POSTGRADUATE NEWS 

The Fellowship of Medicine announces the follow- 
ing courses; Anaesthetic Course, lectures 3 p.m 
and 430 pm, at Royal Cancer Hospital, clinical 
demonstrations at various London hospitals, daity 
from Oct 5 to 17; Theory of Phymology, eight 
lectures on Mons. and Thurs, at 8 pm., at 1, 
Wimpole Street, W, from Oct. 5 to-29, suitable 
for M RCP., FR.CS., and D.A. candidates. 


WEEKLY POSTGRADUATE DIARY 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
10 am. to 4 pm, Medical 

Operations, 


stetrics and Gynaecological Operations. 
Daly, 1.30 pm., Post-mortems. Mon., War 
Medicine Course begms. Tues., 


Wed, 1130 a m., Medical Co 
2 pm., tological Clinic. Fri., 12.15 p.m., 
Surgical! Conference; 2pm, Gynaecological Con- 
ference; 2 p.m, Cline, 

FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W.— 
Royal Chest Hospital, City Road EC.: Wed., 
330 pm, MRC.P. Course in Heart Diseases. 
West End Hospital fer Nervous Diseases, Glouces- 
ter Gate, N W : Tues. and Fri, 3 p m., M.R.C P. 
Course in Neurology. Royal National Orthopaedic 
Hospital, Stanmore: Sat’ (Sept 12), 215 p.m., 
Final FRCS Orthopaedic Course. St. Mary 
Istngton Hospital, Highgate, N : Wed., 2 p.m., 
Final FRCS Climecal Course Radchiffe In 
firmary, Oxford. Daily, Revision Course in Anacs- 
thetics. National Hospital for Diseases of the 
Heart, Westmoreland Street, W.: Tues. and 
Wed, 10 am, Out-patient Clinics 

BIRMINGHAM UNIVERSITY.—At Medical School, Hos- 
pitals Centre, Tues. and Wed, 4pm Dr.H. E 
Magee. Principles of Nutrition 

EpinsurcH POSTGRÂDUATE LECTURES —At Edin 
burgh Royal Infirmary, Thurs, 4.30 pm. Mr. 
T M'W Millar: The Problem of Penrectal 
Suppuration 

GLASGOW UNIVERSITY: DEPARTMENT OF OPHTHAL- 
moLocy —Wed Prof W J.B Riddell: Certain 
Aspects of Retmal Function 


Branch and Division Meetings 
to be held 
NORTH NoaTHUMBSERLAND DIVISION —At Blue Bell 
Hotel, Belford, Sun, Sept. 6, 3 pm _ Agenda: 
Consderation of (1) Annual Report of Council, (2) 
Interim Report of Medical Planning Commason, 
etc. 


B.M.A.: 


APPOINTMENTS 
G F. Warem, MD, MRCP. Medical 
intendent and physicran at the Peterborough and 
District Memona! Hospital 


Ee 


BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head ıs 10s 6d This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday, 
morning to ensure insertion tn the current issue 


BIRTHS 

ALEXANDER.—On July 23, 1942, at Washington, 
DC, USA, to Brenda Alexander, M.B, ChB. 
(née Miles), wife of Enc R. Alexander, British 
Ar Commnsmon, Washington, D.C., USA, a 
‘son, W: Miles. i 

Kersnaw.—On August 28, 1942, at Adlington Hall, 
Cheshire, to Mary Cowell, M D., DMR., the 
wife of Surg. Lieut. W. E. Kershaw, R.N V.R 


a son. t 
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THE BM.A. AT WORK 
MEDICAL CERTIFICATION 


For many months the British Medical 
has been pressing -the 
Government Departments concerned to 
ease the burden and to clarify the 
arrangements in regard- to medical certi- 
ficates. It is now able to announce im- 
portant developments in’ connexion with 
two groups of certificates. The first 
consists of those certificates sought by 
workers as evidence that they are unfit 
to take a ‘particular employment to 
„which it is proposed to direct them, or 
`as evidence in support of an application 


for permission to leave scheduled em-' 


ployment. The second‘ group consists of 
those certificates sought in support of 


applications for exemption from fire-' 


watching duties. 

‘Agreement has now been reached with 
the Ministry of Labour ‘and the Ministry 
of Home Security as to the procedure to 
be followed in relatión to such medical 
certificates. The doctor to whom appli- 


cation is made should give oné of oe: 


forms of certificates: 

(a) A certificate describing the medical 
condition and including a recommendation 
on the in dustrial or prevention issue 
involved. 

(b) A certificate describing the medical 
condition, making ’no recommendation on 
the industrial or prevention issue. 


Alternatively, a doctor for one reason 
or another can decline to give a certi- 
ficate, informing the person either that 
he cannot give a certificate or that an 
official doctor has been appointed for 
the purpose, and the person should apply 
to the Employment Exchange to be 
examined by the official doctor. 

If, however, the doctor issues a certi- 
ficate which sets out a specific illness or 
gisability, clearly recommending the per- 
son t for the employment in ques- 
tion, the certificate. “will be accepted. 
Where the certificate is not of this kind, 
or the doctor has not given a “certificate, 
the applicant will be referred for examina- 
tion to a Medical Referee. Certificates 
for such vague conditions as muscle 
strain, headache, cough, dyspepsia, nerves, 
and debility will be referred to the 
Medical Referee, who will undertake a 
second exammation. 

Steps are being taken to appoint Medi- 
cal Referees on the nomination of Local 


` Medical War Committees. Local Medi- 


cal War Committees have been asked, in 
deciding upon their nominations, to- bear 
in mind the very important Issues in- 
volved, and to select practitioners, whether 
men or women, with special knowledge 
of this kind of work. In a number of 
‘Local Medical War Committee areas 


more than one ‘Medical Referee will be 


“appointed. 


The fee ‘to be paid to the Medical, 


Referee. is 10s. 6d. per examination and 
report, or two guineas per session of two 
hours -involving, as a general rule, the 
examination of six to eight persons. 
These same Medical Referges will be 
oe to determine the fitness or other- 
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wise of certain men who have already 
made applications against fire prevention 
duties and as a result there is likely to 
be a considerable amount of work at the 
outset. Fresh applications ve men anf 
women for exemption from fire preven- 
tion duties will fall to be dealt with in 
accordance with the general arrange- 
ments set out above. 

It will be noted that these new arrange- 
ments will enable doctors, where they so 
desire, to inform applicants for certi- 
ficates that there is' an official machinery 
for the purpose. The result will, it is 
hoped, be that the profession will be re- 
lieved from pressure in cases in which 


the doctor.does not desire to give such 


a. certificate or where the doctor is not 
certain a certificate is justified. 

In other directions the Association is 
also busy, and it is hoped soon to secure 
agreement to proposals to relieve the 
burden caused by some certification ‘1n- 
sisted on by employers, particularly~ 
certification for short periods’ of absence. 
In short, the Association is seeking to 
relieve the profession from all unneces-, 
sary medical certification, recognizing at 
the same time that there is much certi- 
fication which must fall on ‘the doctor 
because he is the only person who can 
make the necessary testimony. The pro- 
fession desires 
-standard of certification, and these new 
arrangements should heip in this direc- 
tion. 

—__ 


REPORTING OF DEATHS TO 
CORONER 


Recently the medical superintendent of 
a hospital in one of the .Home 
Counties was asked by the coroner to 
report to him certajn deaths, among 
them: (a) deaths occurring either 
within 24 hours of an anaesthetic 
(general, spinal, local) or operation, 
or before consciousness is fully re- 
gained ; and (b) deaths within 24 hours 
of admission to hospital. The General 
Practice Executive Committee of the 
B.M.A. at its last meeting considered 
this matter, and had before it Coun- 
sel’s opinion on the validity of the 
coroner’s request in these two in- 
stances. For the convenience of 


readers, Counsel has himself summar-.’ 


ized as follows the opinion laid before 
the committee. 


OPINION OF COUNSEL 


From the earliest times the common 
law has obliged every citizen to assist the 


coroner by reporting to him any death ' 


into which he ought to inquire. The law 
is well stated by Jervis on Coroners as 
follows: 

“In all cases of sudden death or death 
‘under-any circumstances of suspicion, where 
the duty of informing the coroner is not by 
statute imposed upon any particular person, 


i 


to “maintain a high- 
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it is the duty of those who are about the 
deceased to give immediate notice to the 
coroner or his officer, or to the nearest officer 
of police, who then communicates with the 
coroner.” 


There is plenty of judicial authority 
for this statement, and none to suggest 
that the medical practitioner is in a dif- 
ferent position from any other citizen. 
A common-law right or duty is not modi- 
fied or abrogated by a statutory provision 
except in explicit terms. Therefore, un- 
less a statutory provision can be found 
which expressly, not implicitly, overrides 
this hartenlar duty, nthe duty ıs still 
binding on a medical practitioner. In the 
circumstances with which I am now deal- 
ing a medical practitioner is not under 
any statutory duty to report a death to 


the coroner. 
é Statute Law bd 


The statute law governing the circum- 
stances is as follows. By the Births and 
Deaths Registration Act, 1926, sect. I (1), 
a body may not be disposed of without a 
certificate of the registrar or an order of 
the coroner. 

Death certification is governed by the 
Registration of Births and Deaths Act, 
1874. Sect. 20 provides for the issue of 
forms of death certificate, and lays down 
that in the case of the death of a person 


‘who had been attended during his last 


illness by a registered medical practi- 
tioner, that practitioner must sign a certi- 
ficate of the cause of death and give it 
to some person who is required by the 
Act to inform the registrar of the death. 
This person is, briefly, a relative, or some- 
one present at the death, or the occupier 
of the house. The Registrar-General has 
complete freedom to settle the form of: 
the certificate. The Births and Deaths 
Registration Act, 1926, did not affect the 
form, and I believe it was not changed 
when the Act was passed. 

The 1926 Act, however, by its sect. 6 
(2), obliges the certifythg medical practi- 
tioner to deliver the certificate to the 
registrar, and to give notice in the pre- 
scribed form of its signing to one of the 
persons who are required to inform the 
registrar of the death. Neither of the 
Acts refers to any duty of the practitioner 
to report any death to’ the coroner, and 
they have therefore not affected any 

re-existing common-law duty he may 
ave owed to report the death. 


Duties of the Registrar 


Under the 1926 Act a detailed code of 
statutory regulations was made for the 
guidance of registrars (Registration of 
ages, etc. (England) 
Consolidated Regula ions, 1927; SR.O. 
1927, No. 485, Part IX) Para. 75 of 
these regulations directs the registrar to 
report various classes of deaths to the 
coroner. These include: “(iv) Any 
death occurring after operation nécessi- 
tated by injury, or occurring under an 
operation or before recovery from the 
effects of the anaesthetic.” 
registrar has reason to believe that the 


- circumstances of a given death oblige 
1972 


When the . 
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some-other person or authority to report 
it to the coroner, he must satisfy himself 
that the duty has been carried out. 

These fegulations were carefully framed 
to create a watertight system by which 
the registrar should inform the coroner 
of any death mto which the coroner 
ought to inquire. They were drawn up 
to harmonize with the provisions of the 
Coroners (Amendment) Act, 1926, which 
sets out the powers and duties of the 
coroner. The Home Office authorities 
who drafted these regulations were evi- 
dently in no doubt that medical pract- 
tioners owed in some circumstances a 
legal duty to report a death to the 
coroner. The Home Office circular on 
the subject dated June 28, 1927, after 
emphasizing that a doctor must always 
give a death certificate if he knows the 
cause of death, and must not withhold 
the certificate merely because the death 
may call for an inquest, continues: “If 
the practitioner has any reason to believe 
that an inquest may be necessary, it is 
of course his common-law duty as one 
of those about the deceased to notify 


the coroner, or his officer, or the police ;- 


but this does not of itself relieve him of 
his other duty of: certifying the cause of 
death.” 

*The Coroners Acts, 1887-1926, lay 
down the circumstances in which a 
coroner is put on inquiry, but do not ım- 
pose a duty on any person to report a 
death to the coroner. 


The Practitioner’s Duty 


Until the passing of the Births and 
Deaths Registration Act, 1926, no 
medical man seems to have questioned 
his obligation to report to the coroner 
any death into which the coroner ought 
to inquire. Since the Act came into 
force, however. a body of opinion seems 
to have grown up that the doctor’s duty 
to report suspicious deaths to the authori- 
ties was restricted by it to the completion 
and signing of the certificate and the de- 
livery of it to the registrar. 

Assuming that the duty to report to the 


. coroner existed before the 1926 Act, I 


cannot see how it can have been in any 
way modified by the passing of the Act 
and ,the Consolidated Regulations. It is 
true that these lay down a system by 
which the registrar shall report suspicious 
deaths to the cosoner, and shall satisfy 
himself that they have been reported by 
the person who ought to report them. 
But I do not see how the imposition of 
this duty on the registrar could in any 
way relieve the certifying practitioner of 
a duty he already owed. The new system 
may work perfectly, and in practice ıt 
may be superfluous for the practitioner 
ever to report a death to the coroner. 
This fact, if it is a fact, cannot, however. 
absolve him from a legal duty, if he owes 
one, to report certain classes of deaths 
himself. The registrar may conceivably 
fail to carry out his statutory duty, and 
a death about which the coroner ought to 
know may not come to the coroner’s 
notice. If a medical practitioner knows 
of such a death and has not notified the 
coroner he is surely at fault. He cannot 
say that the 1926 Act implicitly permitted 
him to assume that the registrar would 
do his duty. 

In my opinion, ‘therefore, a medical 
practitioner who knows that a death has 
occurred in circumstances which would 
put a coroner on inquiry under the 
Coroners (Amendment) Act, 1926, owes a 
common,;law duty to report the death to 
the coroner, quite apart from his duty of 


‘certifying the death to the registrar under 
the Registration Acts. What, any, 
penalty a doctor would incur for the 
breach -of this duty is not clear. If a 
doctor were ever charged in court with 
its breach, the court would first have to 
hear prolonged legal argumerft on the 
question of whether the duty existed. 


H.M. Coroner’s Requirements 


. Assuming that the doctor owes the 
common-law duty of the ordinary citizen 
to report certain classes of deaths to the 
coroner or police, it is necessary to in- 
quire how far this duty corresponds with 
the requirements of the coroner m 
question. 

A citizen must report every death 
about which, to the best of his knowledge 
and belief, the coroner ought to: be in- 
formed. The practitioner is in a better 
position than most other citizens to know 
what deaths the coroner ought to take 
notice of, and he owes a duty to employ 
his special knowledge. A court might 
reasonably expect a practitioner to know 
what constitutes a violent 'or unnatural 
death, or a ‘sudden death of which the 
cause is unknown—the kind of death, in 
fact, into which the coroner is obliged 
by statute to inquire. Hence a .coroner 
may fairly send a practitioner a standing 
request to inform him, of all deaths 
that come under these headings; nor 
is'it in my opinion unreasonable for 
such a request to cover, the classes 
of deaths which, by the Consol- 
dated Regulations, 
1eport to the coroner. i 

The first of the coroner’s requirements 
about which I am asked to advise seems 
on: this footing to be reasonable. When 
a patient dies within such a tıme after the 


administration of an anaesthetic or the- 


performance of an operation that one of 
these may have caused or contributed to 
the death, then it is a death into which 
the coroner is bound to inquire, for it is 
obviously: not a natural death. I there- 
fore think the practitioner in attendance 
owes a duty to report it. Twenty-four 
hours is, as the coroner says, purely .a 
convenient and minimum period. 

On the other hand, a medical practi- 
tioner is prima facie enabled by his pro- 
fessional training to decide whether a 
given death, ‘not occurring-in circum- 
‘stances which of themselves put the 
coroner on inquiry, 1s a natural death. 
In .my opinion the common law permits 
and requires a practitioner to answer the 
question whether, in the case of'a death 
which may be natural, there is room for 
reasonable doubt concerning its cause, or 
for reasonable suspicion that it is not a 
natural death. I do not think a coroner 
is entitled to ifidicate a class of deaths 
which may include both natural and un- 
natural deaths, and in which circum- 
stances do not necessarily raise a doubt 
.or suspicion, and require the practitioner 
to notify all such to him, In doing so he 
is claiming a mght to settle a question 
which is within the province of the 
practitioner. 

I therefore do not think that the 
second class of deaths about which I am 
asked to advise is one‘ which the coroner 
may lawfully require a practitioner to 
report to him. 








The Home Secretary announces that he, 


has restored to Dr. Herbert Cecil Duckworth’ 
the authority granted by the Dangerous 
Drug Regulations to be in possession of and 
to supply drugs to which those Regulations 
apply. 


ee 


the registrar must’ 
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G.P. and Hospital Practice in Canada 


Sir,—Perhaps the enlargement of a 
few remarks I made at’ recent B.M.A. 
meetings called for the purpose of dis- 
cussing the interim report of the Medical 
Planning Commission might be of in- 
terest. These meetings have been so well 
attended, and competition to speak has 
been-so fierce, that a very obvious infer- 
ence can be drawn by all. 

During 24 years in house jobs in 
Canadian hospitals (east and west) I 
noticed the following: 


1. There are no nursing homes in Canada. 
Let the hearts of some of ouf public health 
authorities beat faster with joy on reading 
this 

2 There are a tremendous sumber of 
hospitals of all sizes dotted. all over the 
place. All these hospitals have laboratories, 
x-ray apparatus, and other modern. diag- 
nostic means. 

3. All doctors have access to hospitals. 
They admit and treat their own cases, order 
and read the results of laboratory and x-ray 
investigations, and act upon them. Those 
who wish to operate do so. They can thus 
carry on with their cases.a stage further than 
ın general practice here. These remarks 
apply to both ‘public and private wards. 

4. All hospitals take midwifery cases either 
in a ward or in a separate block. Jn towns 
and cities a confinement case in a private 
house is rare., All doctors do their 
“midder ” in hospitals ; “ midder ” goes on 
day and night, as the-house-surgeons know 
who have to give all anaesthetics and do 
many public ward cases. 

5. The steptococcus is not the inevitable 
companion of the G.P. on these occasions. 

6. The G.P. waiting an hour or more— 
perhaps at night—for a confinement to 
finish has a comfortable sitting-room at his 
disposal, with telephone und: dady paper. 
The settee has an equipment of, sheets, 
blankets, etċ., if a doze is required. There 
1s also a kitchenette with refrigerator, and 
he can make tea or coffee, etc, himself or 
have it made for him, depending on staff 
arrangements. His car is meanwhile plugged 
into an electric point outside the hospital 
and the radiator does not freeze When it 
is 20° below zero these are all useful 
arrangements. 

7. Exceptions to all foregoing remarks are 
the large teaching (University) hospitals, of 
which there are only 3 or 4 in Canada— 
e.g, the Toronto General—which like ours 
here do not admit the G.P. to their public 
wards. But they all have luxurious private 
blocks. i 

8. There is no panel system, and what the 
GP. charges his poor patients in public 
wards is nobody’s business. 

9. Specialists can be called in at any stage 
of the case, and it ıs usual to call in a 
specialist on the staff of that particular 
hospital. No particular fuss is made if an 
outside man 1s called in. Specialists also 
have their own cases in hospital ; the G.P. 
does not cram the wards with his patients, 
as the reader might‘think by now. , 

10. There is no confusion over several 
doctors coming into one ward. All orders, 
from one tab. ac. acetylsal. *to an intra- 
venous injection of a sulphonamide,. are 
written and signed for in sister’s order book 
open on the desk for all to see ; by all I 
mean’ nurses and house staff and visiting 
doctors. > 

11. Simpte pathology—such as cell counts, 
microscopical examination of urine, and 
staining for the more obvious bacteria+—is 
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done by Hbuse-surgeans. More complicated 
work is done by a pathologist and radiolo- 


` gist who visit every day, or twice a week 


z 


accoiding to the size of the hospital. 
12. The above remarks apply equally to 


_ doctors single-hande@ in practice or. working 
as members of a group in the local Medical ' 


Arts Building. As Dr. Harry Boyde points 
out, these often call themselves “ clinics ’; 


even so they have to send some patients to 


hospital. ` 
I am, etc., 
Ilford. f Frances E. SMITH. 


Aid .for the Overworked G.P. 

Sır —For a considerable time I have 
been watching for news that the B.M.A. 
had achiev some simpjjfication and 
reduction of the certificates required of 
those of us evho remain to carry on the 
practice of medicine. So far I have 
looked in vain.’ On the other hand the 
approved, societies are to press for more 
care in the issue of certificates (vide the 
report of their National Association). 
Are we to receive a circular stressing the 
need for more care, with the penalties 
involved, of are the approved societies 
to be told very, firmly that while all care 
is exercised they must be less exacting in 
their demands and that certain modifica- 
tions must be introduced? Suggested 
modifications are: (1) the replacement of 
monthly certificates by six-monthly ones 
where feasible; (2) the reduction of 
weekly certificates to one at the begin- 
ning and end of the incapacity; (3) the 
reintroduction in some form of the 
Regional Medical Officer purely for 
reference by doctors of ‘those patients 
whom they suspect of “ putting it on” 
but to whom for various reasons they 
have to give the benefit of the doubt. 

It would further assist the decreasing 
remnant of: civilian practitioners if the 
B.M.A. secured: (1) the autharization of 
prescriptions for quantities of drugs that 
are to be taken regularly or of prescrip- 
tions “to be repeated. three times ” ; (2) 
the official recognition that it is adequate 
only to indicate on N.H.I. records the 
major maladies and the duration ; (3) the 
issue of standard private certificates so 
that employers would be left in no doubt 
at all, especially in the case of patients 
who are off a day or two before they 
attend the doctor; (4) the removal of 
doctors from the lists of authorized per- 
sons for the duration of the war where 


_ justices of the peace: and ministers of 


religion can just as well do the certify- 
ing. Many of these amendments would 
go far in peace to save the doctor’s time 
and energy for clinical work. In war 
they are plain common sense, beyond 


any quibble. Emergency conditions need , 


emergency sanctions and immediately, 
for the war is now three years old. 
Propaganda planned psychologically 


‘and carried out Tepeatedly could save 


much time and irritation. A notice such 
as the following in the leading papers 


once a month and displaved adeauately , 


in all waiting-rooms would gradually im- 
press a public that does not want to 
cause extra trouble but so often does: 


“Now that so many doctors are in the 


Forces and the work of those remaining is _ 


so heavy: 

“ 1. Do not send for or telephone your 
doctor if you can go to him. 

“2. Do not send for him after he has 
gone out ; this may need a special journey 
and waste time and petrol. - 

“3. If you are insured, make sure you 
have your medical card and thoroughly 

‘understand it. i 
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“4, If you are an Rnxuous relative wait 
till the doctor calls to talk to’ him. 

“5. When you do go to your doctor 
make sure you are not going out of hours. 

“6. Don’t ask for certificates to cover 
absence from work for the period before 
your attendance at the surgery.~ i 

“7. Kindly pay. your account on the 
first application ; this will save time, 
paper, and postage. 

“8. Jf your usual' doctor is in the 
Forces please state this openly at your 
first attendance ; your own doctor will 
not then suffer because he is away.” 


Someone may be able to improve 
this, but sometdue of its kind where it 
cannot be missed, and repeated often, 
would achieve much.—I am, etc., 
Timperky. JAMES A. KINNEAR BROWN. 
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One point, however, does emerge, from 
which it appears that the doctor is being 
put in a false position. There are a 


. Dumber of cases in which a werker has 


Future of Medical Practice . 


Sm,—Articles and letters in the Journal 
on the future of medicine assume that 
doctors will be free to practise in the 


future as they have been doing in the - 


past. That assumption is dangerous and 
untrue, for the Government by the hands 
of its local authority agents will soon, 
have control of all practice. Read Prof. 
Picken's recent articles in the Supple- 
ment; study the steady encroachment on 
our work even in the past 10 years; 
listen to the declared aims of those 
authorities regarding their intended con- 
trol of all hospitals and the remains of 
private practice, and realize how very 
soon we shall be disinherited without 
consultation, compensation, or thanks. 
Personally, I think we have talked too 
long, and it 1s now too late to avert our 
ate. 

I would ask my fellow-members of the 
B.M.A. to consider these points: Do you 
think that an optional association like 
the B.M.A., armed only with powers of 
persuasion and commanding a member- 
ship which does not embrace all medical 
men, can battle successfully for us with 
our adversaries? Is it not true that any 
gain we might obtain would depend on 
the generosity of such opponent, and is 
it not true that on the whole we have 
little else to show.for our negotiations 
in the past but the contempt of our 
opponent? Is it not true that the B.M.A. 
membership embraces both the local 
authority and private doctor-: that the 
local authority doctors make the balls 
that the civilian doctors fire, and guide 
and direct the encroachments we suffer 
from? The B.M.A. smiles equally on 
the slayer and the slain. It provides a 
nominated sanhedrim whose members 
plan a nebulous future which for ever 
will be a mirage and a dream. whose only 
use is to bemuse us until the State axe 
falls on the now emaciated neck of 
private practice. 

The remedy js a compulsorv all-in 
union with disciplinary powers to include 
dentists, nurses. and doctors. This would 
make us masters in our own house. able 
to face the future, none making us afraid 


This alone can save us. Tt is needed 
badlv. It is needed now.—I am, etc., 
Glasgow 


JAMES COOK. 


Industrial Certificates ' 

Sir,—I still notice from time to time 
in your columns grumblings by the laity 
on the subiect of, doctors’ certificates 
issued for use in factories either claiming 
release from work or advising transfer 
I have recently kept very full records of 
these certificates and patients, and if 
appears quite certain that there is ‘very 
little wrong with the certification. 


already applied for release ‘or for*trans- 
fer through the normal channels at work, 
and the reasons given for this applica- 
tion are purely domestic. For instance, 
if a woman has a home to run she ma 

not be able to combine shift work wit 

the efficient running of a house and the 
care of husband and children. When 
these negotiations fail the worker either 
is told to apply to her doctor for medical 
evidence in support of her plea or applies 
on her own account. In order to make 
out a better case for the issue of a 
certificate all sorts of symptoms .are 
alleged and the previous history of a 
failure of negotiations is suppressed. 

It 1s quite understandable that a doctor 
in his consulting room will recognize that 
there is some underlying cause for the 
application to him for a certificate, But 
will be at a loss in these cases to find 
suitable words in which to express a 
medical opinion. The resultant certi- 
ficate, therefore, sinks to the level of an 
allegation of nervous debility or anaemia 
or some attempt.is made to explain the 
domestic circumstances. It will be seen, 
of course, that when such a certificate 
is produced as a piece of evidence in the 
reopening of negotiations at the worker's 

lace of employment, it will very easily 
end itself to criticism on the grounds of 
having been issued without sufficient 
consideration. 

I do’ not for the moment suggest a 
remedy. nor even that a remedy is neces- 
sary. Such cases seem to fall, to â large 
extent, within the province of the 
National Service Officer. but I think we 
should remember that the doctor is the 
Tast remaining bastion of freedom of 
sveech and thought in these troublesome 
times of conscription. and that an appeal 
may be made to him, either bv the 
employee or by the emnloyer on the 
emplovee’s behalf. with the unconsciens 
intention of avoiding unnecessary com- 
plications—1 am. etc.. x 
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H.M: Forces Appointments 


; ROYAL NAVY 

R. Milne to be Temp Surg Rear-Admiral. 

Surg- Lieut T. A. Turnbull to be Surg. Licut - 
Cmdr. 








ROYAL NAVAL VOLUNTEER RESERVE 
Prob. Temp. Surg. Lieuts E E. Vaughan, L. R S 
Taylor, and R G G Evans to be Temp Surg. 
Lieuts 
ROYAL ARMY MEDICAL CORPS 
Lieut Col. (Temp. Col) J McP Mackinnon has 
attained the age for retirement but is retained on 
the Active List supernumerary to the establishment 


REGULAR ARMY RESERVE OF OFFICERS 
` ROYAL Army MEDICAL CORPS 

Capt (Temp Major) A A B Scott to be Brevet 
Major, under the provisions of Article 168, Royal 
Warrant for Pay and Promotion 1940 

War Subs Capts (Temp Mayors) C E Gallagher 
and D A D Kennedy, MC. from temp com- 
misions. to be War Subs Capts. and Temp Majors 

War Subs Capts. G A Campbell and R C. 
MacLennan from temp commissions to be War 
Subs. Capts , retaining their present seniority 


TERRITORIAL ARMY, RAMG 
Supern for Senuce wth Leeds Univ, Senior 
Training Corps (Medical Unit).—A. Durward to be 
Lieut. 


LAND FORCES: EMERGENCY COMMISSIONS 


RoyaL ArMY MEDICAL Corps 


War Subs Capt. R. R. Murray hag resigned his 
commission and n granted the rank of Major 


s 
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War Subs Capt. T. A Nean bas relinquished his 
commission on account of ill-health, and ıs granted 
the rank of Mayor. 

War Subs. Capts. J W. Green, G. Smith and 


T: S: Reneey have’ cee th eir commissions 
on acco A ee ee aie: Gated he tao 
of Capt 


Lteuts. E J Murphy, A. S. Sheahan and A J. 
Matheson have relinquished ther “commisamns on 
account of ill-health and retam their rank. : 

Dr (celatrve rank’ of Appoiotment as MO. 
quished her Emergency Appointment as M O. 

To be Lieuts : J T B. Harvey, D. 


H. Goldstone, 
McInroy, N. H. A MacKinnon 
K. I. Peckitt, I. E. Phelps, R. 
smith, J. T Spare A Stephen, F. 
Thomson Cc 


ust Qa 


Porchetta,’ A. G Potts, J. S ae L. 
Baker, G K C. Retue, R S. Ritson, A. I Ross, 
H Tasker, D. MacG Williamson, A.L Wyman 


WOMEN’S FORCES 
EMPLOYED WITH THE R A M C: 

Heuts) A. M. Bean and M H. Edmond have 
relinquished ther commussions and retain them rank 

The followmg M O.s have been granted com- 
mismons in the rank of Lieut: Margaret M. 
Gonurdie, Elabeth Matheson, Janet S F. Niven., 
Rosa M. Piggot, Elrzabeth L. Taylor-Jones, Enid J 
Fair, Elizabeth M Mrtchell, Bertine M Wi'l, Elza- 
beth M Rees, Esmé M Grant, Margaret M. Shep- 
herd, Eva Dolan, Thelma M. Ward. Leah Rozen- 
bloom, Emily S. O Lewis, Eveline M ‘Cumming 


8 ROYAL AIR FORCE 

To be M Os (Emergency) with the relative; rank 
of Flying Officer for employment with the R A.F : 
Winifred M. Bond, Hilda Brice, Esmé H M 
Gillieson, Kathleen M Harding, Joan S. Mullett, 
Joan M Whiteman, Doreen Davies, Olive I Nichol- 
son. Emily E E. E Hill, Jane S Weightman, 
Josephine H. Wood. Lille L. Jackson, Nora 
Thomas, Joan I. Halinan 


« ROYAL AIR FORCF VOLUNTEER RESERVE 
Squad. Ldr. J. T. Linklater bas resigned his com- 
mission and retains his rank 
- G T W. Cashel to be Squad Ldr (Emergency). 
To be Fl. Lieuts (Emergency): F B Kıernander, 
A. Ropertson, R. J. Rutherford, and J. 


D. c. 
Hodgson 4 
Fl. Lfleuts A. L. Basham and E. D E E O'Bnen 


ve reaigned their commissions 
Flying Oftcers D. E Willams, R A, Mitchell, 
J N Williams, M J Hackett, J Allen, I R. C. 
Batchelor, C. B. Grimaldı, H. S Mason, J.. Board- 
man, J, V. Brarthwarte, T J Cockb 
Fraser, A C Smerdon, I B- Fawcitt, W. G. 
Gibson, F. O Davies, A. H. Fairlamb. M. 


um, J. S 
F 
N 
G` 


. R. 
‘Rollm, T W. Robson, M. D. L. Fmlay, R H. 
Armin, A C. Camm, J W_ Jackson, A. R. Silcock, 
W. H T. Shepherd. D G. MacNeill, N. W. R. 
Lucas, R. B. Walker, R D Sloan, D G B 
Richards, L H. Mattison, N T Brown, -C. M. 
Carr, R E McLachlan, C. Bucknall, R E. Glennie, 
C A. Foreander, A Skene, J. M. Black P. A 
Dawes ' R L Markham, R. M~ Douglas, H L B 
Girvan, H. S Boyce, P. S Daves, J M Russell, 
G. H Campbell, H Jefferson, B: A. D Stocker, 
G W E Walker, G R. Bedford, H R L. Fraser, 


Bevan, D Coueslant, W.F Hall, C M Mackerzie, 
H. V. Roberts, G P. Wood, H Goulden. S. Gruber, 
H V. Reeves, H L Roxburgh, E. S. Samuels, 
' A. D. Maclean, W. E. Scott, J F Swan, W J. 

Weetch, G N evecare .R B Clayton, J. M. 
Dawson, E. N. Jenkinson, A. M P Laurent, D. U 
Macdonald, J.' J O'Callaghan. L B Scott, J A. 
Sutton, E. Sanders J K McCabe W.L Prce, and 
R G Derniss to be War Subs Fl. Lieuts 

Flying Officer M F J. Clarke has relinquished 
his commission on account of il-health 

rag Officer G. H. James has reugned his com- 
mussi 


-_ To be Flying Officers (Emergency): A C Barry, 
H. L. Joyce, R McAndrew, J. F. Bell, 

Brace, T D Fraser. W E Grice, A. G. Richards, 
N. Sher, H D. Collins, J R Healy, J. C Mellor, 
A. Pearce, W N. Rollason, M. G. Simmons, 
G C. C. Wharton: J Bal, J R. Bryson, D A. 
Davies, H. D Freeth, K. Macl Mackenne. A.R. V. 

* Moynagh, J. Posner, J M. Thomson. 


DENTAL „BRANCH ‘ 


Flying Officer W O Palid, MRCS, LRCBP.,, 
to be War Subs. FL Lieut i 
< INDIAN MEDICAL SERVICE 

< Lieut Cols .N. S. Jatar, CIE.. D.SO., zod 
M. A. Nichokon, CIE, have retired 

j i EMERGENCY COMMISSIONS 


- Capts. V. M. Albuquerque and J. G. Stonham to 
be Majors, 


dispensed 
To be Licuts- 
A. M. Kerr, J. D. C. Curre, G A. 


4 
COLONIAL MEDICAL SERVICE 

The following appoitments are announced: 
J P Guthrie, MR.CS., LRCP, and W. H. G. 
Patton, MB, ChB, Medical Officets, Kenya ; 
H S De Boer, MC, MR.CS., L R.C.P., D.P.H, 
Director of Medical Services, Uganda ; J F. Lucey, 
MB., BCh, Medical Officer, Tanganyika Teri- 
tory; C. Michie, M.B., Ch.B., Medical Officer, 
Syerra Leone ` 








B.ML.A.: Meetings of Branches and 
Divisions 
EAST YORKSHIRE Brancu 
At the annual general meeting of the East 


: e Yorkshire Branch, held at Hull on May 8, 


Dr. T. MORTON J. STEWART gave as his presi- 
dential address, entitled “ The March of 

° Time,” an amusing account of the changes 
he had seen in medical practice since leaving 
Edinburgh in 1915. The following officers 
were elected: President and Representative 
in Representative Body, Dr. N. Gebbie. 
President-Elect and Honorary Secretary and 
Treasurer, Dr. E. M. Dearn. Vice-President, 
Dr. C. Simpson. Immediate Past-President 
and Deputy Representative in epresentative 
Body, Dr. Stewart. Charities Secretary and 
Treasurer, Dr. D. M. Mackay. 


NORTH OF ENGLAND BRANCH 

At a meeting of the North of England 
Branch, held in association with the`New- 
castle-upon-Tyne and Northern Countes 
Medical Society, at Newcastle-upon-Tyne on 
May 21, with Dr. F. W. Grant in the char, 
Sir ‘CHARLES- Witson gave an address on 
“ Morale.” ‘There was a good. attendance, 
and a vote of thanks to the speaker, pro- 
posed by Dr: G. Murr,-was carried with 
enthusiasm. The lecture was preceded by a 
radiological demonstration in the radium 
department of the Royal Victoria Infirmary 
by Mr..C. J. L. Touraar, Dr. D. RAMAGE, 
‘and Dr. M. Wituams. 


At a meeting of the North of England 
Branch, held in association with ‘the New- 
castle-upon-Tyne and Northem Countes 
Medical Society, at Newcastle-upon-Tyne 
on May 28, with Dr. J. N: TurNBULL ın the 
chair, Prof. E. C.'Dopps gave-an address 
on “The Therapeutic Aspect of Endocrin- 
ology in General Practice.” He stated that 
from the time of Galen untl the 19th 

‘century glandular therapy had no rational 
basis. „The first advance in endocrinology 
was the experimental production of diabetes 
mellitus by removal of the pancreas, followed 
in 1890 by the cure of a case of myxoedema 
by Murray of Newcastle, who had ad- 
ministered thyroid gland. Later crystalline 
thyroxine was isolated, identified, and syn- 
thesized.- Insulin, being of a protean nature, 
“presented greater difficulties to the investi- 
gator. Of the sex hormones testosterone, 
oestrone, oestradiol, and progesterone had 
been identified chemically and manufactured 
on a commercial scale. ~Stilboestrol and its 
allied products had been found to be more 
potent’ than oestrone or oestradiol in 

' relieving menopausal upsets and inhibiting 
breast function. Sex hormone therapy had 
a definite use in medicine, but indiscriminate 
administration could not be approved. A 
vote of thanks to Prof. Dodds for his 
address, proposed by Dr. F. DICKENS, was 
enthusiastically supported by the meeting- 
The lecture was preceded by a physiological 
demonstration by Prof. D. Burns, and Dr. 
J. SECKER. 


, NORTH OF ENGLAND 'Branon: CLEVELAND 
DIVISION 

At the annual’ general meeting - of : the 

Cleveland Division, held at Middlesbrough 


on May 22, with Dr.H. FaLtows in the 
chair, the sum of £21 Sas voted to medical 
charities, three-quarters to the Royal Medical 
Benevolent Fund and one-quarter to Epsom 
College. It. was agreed that the county 
council should be approached concerning an 
increase „in the salaries of district medical 
officers of 20%. The following offjcers were 
elected: Chairman, Dr. W. B. Levie. Vice- 
Chairman, Dr. Fallows. Secretary und Tiea- 
surer and Representative in Representative 
Body, Dr. W. A. Kirkpatrick. Assistant 
Secretary and Deputy Representative in 
Representative Body, Dr. J. W. Ridley. 


WAKEFIELD, PONTEFRACT, AND CASTLEFORD’ 
\ DIVISION 
At the annual meeting of the Wakefield, 
Pontefract, an@ Castleford Division, held at 
Wakefield on April 26, with Dr. F. W. 
SULLIVAN in the chair, the officers were re- 
elected, with the addition of Dr. T. Walker 
as deputy representative in the Representa- 


tive Body. The Honorary secrétary’ presented - 


-a report on the work of the Local Medical 
War Committee for 1941-2, and the com- 
mittee was re-elected. Other matters before 


_ the’ meeting were the salaries of the police 


surgeon for Wakefield and the public assist- 
ance medical officers for West Riding and 


, Wakefield. ’ 











POSTGRADUATE NEWS % 

The Fellowship of Medianie announces a revision 

course in anaesthetics, lectures 3 pm and 430 

p-m., at Royal Cancer Hospital, Clinical Demon: 
atrations daily at various London hospitals, from 

Oct. 5 to 17. ‘The theory of physiology, eight 

lectures on Mon; and Thurs, at 8 pm. at 


1, Wimpole Street, W., from Oct. 5 to 29, suit- 
able for MRC.P, F.R.CS, and DA. candi- 
dates, Full particulars are avallable from the 


Fellowship of Medicine, 


WEEKLY POSTGRADUATE DIARY 


FELLOWSHIP OF MEDICINE 1, Wimnole Street. W — 
Royal Chest Hospital : Wed , 3 30 p.m, M.RCP. 
> m Heart Diseases. West End Hospital for. 
Nervous Duenses: Tues. and Fn,'3 pm., 
M R C.P` Course in Neurology Royal National 
Orthopaedic Hospital: Sat (Sept. 14), 215 pm, 
Final FRCS Course in Orthopaedics. St. Mary 
Islington Hospital: Fn., 2 pm, Final F R.C.S 
Chntcal Course. Radcliffe Infirmary: Daily, Re- 
vision Course in Anaesthetics. National Hospital 
for Diseases .of the Heart: Tues. and Wed., 10 

va.m , Qut-patient Clinics. 

Roya NATIONAL THROAT, Nose AND Ear HOSPITAL. 
—FAi, 4pm, Mr. Asherson: Acute Mas 
toidius. 

BIRMINGHAM  UNIverst¥y—At Medical School, 
Hosprtals Centre, Tues and Wed., 4pm. Prof 

V. P. Sydenstricker: Nutntional Deficiencies and 
their Clinical Manifestations. 

EDINBURGH PosTGRADUATE LECTURES —At Edinburgh 
Royal Infirmary, Thurs, 430.pm. Dr 
Cameron: Differential Diagnoers of the Gaon 
Affectons of the Lungs. 

GLASGOW UNIVERSITY: DEPARTMENT OF OPHTHAL- 
MOLOGY —Wed., Dr Paul Bacsich: Comparative 
Anatomy of the Retina. 


DIARY OF SOCIETIES & LECTURES 


| SoctALIgT MEDICAL ASSOCIATION —At Conway Hali, 


Red Lion Square, W C., Wed, 5.30 pm. Prof. 
M Greenwood. Epidemiology and War. i 








BIRTHS, MARRIAGES, & DEATHS 
The charge for inserting announcements under tins 
head 1s 10s. 6d. This amount should be forwarded 
with the nonce, authenticated with the name and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monda; 
morning to ensure insertion in the current issue. 


DEATHS 


Hr1.—On August 28, at Hawick Cottage Hospital, 
Hawick, Scotland, after a short illness, J Macvie 


Hill, B So, D.Litt, of Wunoke, Green Hill Park, - 


New Barnet, Herts, semor representative of the 
Crookes Laboratories, Park Royal, N W.10. 


JOHNSTONE —On September 1, 1942 (very suddenly), 


Lancs, George Gordon Johnstone, 
M D (Camby D.PH, beloved husban 
stance Johnstone and elder son of the late Thomas 
Johnstone, M.D., MR.CP, of Ilkley and Harro- 
gate. 
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O O British Medical Association - 


ANNUAL- REPRESENTATIVE MEETING, 


The Annual Representative Meeting, 
1942, the first to be held since 
1939, was opened in the,Great Hall, 
B.M.A. House, London, on Tuesday 
afternoon, September 8, and con- 
tinued during the following two days. 


The psincipal business was the con-' 


‘sideration of the draft Interim Report. ot 


the Medical Planning Commission (pub-.‘ 


lished in the Journal of June 20). The 


chair was occupied by Dr. H..G. Dain’ 


(Chairman of Representative Meetings), 
who was supported ‘by Mr. H. S. Souttar 


(Chairman of Council and Chairman of ' 


Medical Planning Commission), Sir Béck- 
with Whitehouse (President of thé Asso- 
ciation), Dr. T. Fraser (Past President), 
Dr. J. W. Bone (Treasurer), and Dr. P. 
Macdonald (Deputy Chairman, Repre- 
sentative Meetings): „Almost all the 
Divisions in Great Britain and Northern 
Ireland were represented, as well as the 
Oversea Branches of Otago (New Zea- 
land), „Victoria (Australia), and «the 


b, and there .were four’ Public. 


Health Service representatives. 


FIRST DAY p 
Tuesday, September 8 


In presenting the prelimi - section 
of the-Annual: Report of Council (Supple- 
ment, May 30), Mr. SOUTTAR ref to ~ 


the loss of Sir Henry Brackenbury. He 
‘reminded the meeting of the long and 
eminent services he had rendered to the 
Association in a succession of high 
offices: “ He has passed on full of years 
and honour, leaving behind him a great 
example.” ‘In a ‘further personal word 
the Chairman of Council spoke of the 
arduous work carried out at the head 


office'by Dr. Anderson ‘and his colleagues, 


and’ the- whole of the staff during the 
three years of war.’ In addition to the 
ordinary'‘work ‘of the, Association they 
had had placed upon their shoulders the 


vast amount of work connected with’ 


the Central Medical War Committee and 
the Medical Planning Commission. 
ASSOCIATION FINANCE 

- Dr. J. W. Bone presentéd the financial 
statement for 1941. The membership 
was now at its highest peak—over 41,000 
—though, in'spite of this, the revenue 
from subscriptions’ was slightly down, 
owing to the reduced subscriptions from 
serving members. The Association’s lia- 
bilities had been reduced and there were 
ample reserves to meet all contingencies. 
The value of the Association . building 
was about £750,000, and its available 
space was fully let. The amount of rent 
received last year was £12,700. As for the 
future, it appéared ‘that the financial 


position for the current year, barring- 


substanti 
credit balance. 
Dr. A. BEAUCHAMP (Birmingham), asked 
the meeting to expréss the opinion that 


1 


. 


. chronically ill, were discharged and 


-the payment by the Government towards 


the expenses of the Central Medical War 
Committee was very inadequate. He be- 
lieved that the actual expenses were 
£17,000, and the amount provided by the 
Government was £7,000. Dr. W. D. 
ANDERSON (Glasgow) and Dr. C. I. 
ScuirF (City of’ London) spoke to 
the same effect,' the latter asking why, the 


Association should bear any part of the’ 


cost of what was a Government obliga- 
tion. Dr. Bong replied that while the 
Government allocation was not generous, 
the Council regarded the Association’s 
financial contribution as a donation to 
the_war effort, also as a contribution to 
the medical profession as a whole by the 
members of the Association, and finally 
as'making possible a valuable piece of 


Association work. The Birmingham reso- 
‘lution was carried. ga 


z 


GENERAL PRACTICE , 
The National Fire Service: 


Dr. S. WAND, chairman of the General 
Practice Committee, gave a review of his 
committee’s . work during the year, 
especially, in relation to the recom- 


mended increase in medical fees, and to. 


vor 


certification. 
Dr. J. A. Moopy (Stratford) moved to 


_ Tefer back certain paragraphs of the re- 


port relating to the pay of Fire Service 
medical officers,-on the ground that the 
system whereby Post Office medical 
officers were given the specified duties, 
solely in the light of their Post Office 
appointment, was’ inequitable, and also 
that the capitation fee for certain mem- 
bers of the Fire Service (12s. with dis- 
pensing) was too low. He gave instances 
in which’ arrangements:for medical atten- 
tion for firemen, which had obtained 
satisfactorily for years, had been upset in 
favour of the new arrangement whereby 


the Post Office doctor was given the 


work. Dr. R. W. Rag (North Stafford- 
shire), spoke to the same effect. He knew 
that they ‘would be told that the firemen 


. were a selected group of people of a 


they became 
pen- 
sioned; but it was a wrong principle. 
Dr. Howe Woop (Isle of Wight) said 
that the scale, of payment for the 
National Fire Service compared un- 
favourably with the payment under 
National Health Insurance—9s. 9d., plus 
3s. 3d. for medicine. Moreover, the Fire 
Service M.O., like the Post Office M.O., 
had to visit within three milés without 
extra charge, whereas for insurance 
patients the distance’ was two miles. Dr. 
E. A. GREGG suggested that it was unwise 
to cite the capitation fee for N.H.L as a 


healthy type, who, 


- standard for anything. 


‘Dr. WAND, in reply, said that his com- 
mittee was promised that existing 
arrangements would not be interfered 
with, and every case in which such inter- 
ference had been alleged had been taken 


! 


LONDON, 1942 


up. As regards the 12s. capitation fee, 
this was a specially picked body of men, 
regular firemen befor® the war, part 
of whose .emoluments was the provision 
of medical benefit. There were no 


e “ chronics” among them, and there was 


` 


no certification ;or record-keeping as 
insurance practitioners understood it. He 
believed the 12s. fee to be equal to about 
20s. for N.H.I. patients. 

The Stratford motion was carried. 


Dependants of. Serving Men 

Several motions called on the Council 
to ask the Government to extend medical 
benefit ‘to dependants of men serving 
with the Forces. The SECRETARY (Dy. 
G. C. Anderson) said that for the past 
two, years or more representations had 
been made to the Government Depart- 
ments concegied and the same answer 
had always been made, that the Govern- 
ment was not prepared to make the pro- 
vision which was asked. 

Dr. F. H. BopMan (Bristol) moved to 
express dissatisfaction with the Govern- 
„ment reply and to instruct the Council to 
press again on whe Government the 
urgent needs of. Service dependants. 
Any general practitioner or out-patient 
physician was aware that the dependants 
of civilians had never been so well off in 
their lives. With the disappearance of 
unemployment and the existence of high 


wages, war, bonuses, and overtime pay- 


ment, these people were consulting their 
private doctors and calling in consultants 
with: the greatest ease. But the depen- 


dants of Service men told a different’ 


story. Here was the beginning of a new 
depressed class. In many cases the 
families of Service men had had to move 
out of their houses into furnished 
rooms, the’ mother hgd to supplement 
her family allowances by going out to 
work, and the health of the children 
suffered. The-Government’s reply was 
that in the t majority of cases the 
pay and allowances provided by the 
Service Department should be sufficient to 
rovide the cost of treatment ; but in fact 
it was only a small minority of these 
people who could afford it. 
i Dr. Wann, on behalf of the Council, 
accepted the ` Bristol “resolution, which 
was supported by Dr. MARGARET MARTIN 


(Edinburgh) and carried. 
Reservation of Maid-servants and Dispensers 


Dr. F. E. GouLp (Birmingham), as one 
who had been “part-time .domestic 
servant” for some months past, moved 
that the Council be asked to persist in 
its efforts to safeguard doctors’ interests 
by securing the reservation of at least 
one maid in each doctors house and 
doctors’ dispensers. By “ reservation ” he 
implied “ essential occupation.” His refer- 
ence to “at least one maid” had in 
view the case of branch surgeries. 

The SecreTary said that since the 
calling-up of women began to be a oan 


wort 
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matter for the employer at the beginning 
of this year, inquiries on this subject had 
been received from perhaps 200 members. 
During ¢he past three months the matter 
had “been actively pursued with the 
Ministry of Labour and National Ser- 
vice, and the Ministry had conserted to 
give special copsideration to any case 
where the doctor was experiencing diffi- 
culty owing to the absence of domestic 
or secretarial assistance or where for some 
reason a dispenser had been called up 
when he should not have been. Fifty 
cases had been referred, with im many 
Instances satisfactory results. Here or 
there a cate had not been made out. A 
doctor, for example. could hardly claim 
to retain a maid if there were in his housee 
two or three daughters not otherwise em- 
ployed. The Ministry was “playing 
fair ” and was prepared to investigate any ° 
cases brought forward. The local inter- 
viewing boards had been instructed by 
the Ministry not to withdraw dispensers 
from the doctor’s service. As far as sec- 
retaries were concerned, each case must 
be considered on its merits. The Birming- 
ham motion was carried. 

Dr. Mona MacNauGHTON (Newcastle) 
did not think the motion went far enough. 
The method Dr. Anderson had described 
was a cumbersome one, and she moved 
that the responsible authority be asked to 
give the same consideration to the ex- 
emption from military and other services 
of domestic staff employ€d by private 
doctors as was given to similar staffs in 
hospitals. The local office of the Ministry 
of Labour should have power to direct 
a maid to a doctor’s service. Dr. WAND 
said that he was prepared to accept this 
motion. He pointed out that District 
Man-power Boards could not receive 
representations regarding the deferment 
of clerks employed by bureaux associated 
with Local Medical War Committees or 
Public Medical Services unless these 
people had first satisfied some Ministry 
that they were in an essential occupation. 
This was a matter which the General 
Practice Committee would have to take 
up. The Newcastle motion was carried. 


NATIONAL HEALTH INSURANCE 


~Dr. E. A. Grecc (chairman of the 
Insurance Acts Committee) said that the 
Ministry of Health was not prepared to 
admit that practifioners had a case for 
a further increase in the capitation fee. 
This question was still being pursued with 
the Ministry, and a communication had 
just been received from them which, had 
it not been for the present meeting, would 
have been considered by the Insurance 
Acts Executive Committee that week. 
During the past year his committee had 
been concerned with matters of reorgan- 
ization. It was felt that some of the 
difficulties which insurance practitioners 
experienced were due to a failure to main- 
tain a satisfactory contact between the 
centre and the periphery. An endeavour 
was being made to strengthen the linkage. 
It was proposed that the I A.C. be en- 
larged by six additional representatives 
to be chosen by the Annual Panel Con- 
ference and by one further direct repre- 
Sentative who would be allocated to Scot- 
land so as to enable the elections in that 
country to be made on a satisfactory 
territorial basis. 

The motion amending the constitution 
of the Committee in the manner described 
was carried. Dr. A. BEAUCHAMP (Birm- 
ingham Central) urged that the additional 
six members should all be engaged in 
insurance practice. Dr Greocc replied 


that there was no suggestion that the six 
should be other than active insurance 
practitioners, and he accepted a motion 
to that effect. 

Dr. E. M. Tustin (East® Somerset) 
moved that no member of the I A.C. 
should serve for more than ‘five years 
consecutively. This would be a means 
of introducing new blood into the com- 
mittee. Dr. GREGG said that a resolution 
of this kind was likely to raise nearly 
as many difficulties as it attempted to 
cure. He did not think it would be a 
good thing for the Representative Bod 
Jo deal with a question of this kind, 
which ought to be left to the Panel Con- 
ference. There was no reason why the 
mover, if there were difficulties in his own 
group, should not endeavour to secure 
there a limiting condition of this kind 
without 1mposing it upon the whole 
country. The motion was lost. 


The Insurance Capitation Fee 


The CHAIRMAN said that a number of 
motions had been submitted relating to 
the capitation fee. He suggested that the 
Representative Body should refer these 
to the Council with a view to their con- 
sideration by the Insurance Acts Com- 
mittee and the Panel Conference. It was 
always a false step for the Representative 
Meeting to interfere in negotiations which 
a committee of the Association was at 
that moment carrying on. 

Dr. Greca said that with a slight modi- 
fication he would welcome a motion put 
down, by the City of London: 

That this meeting reaffirms the dissatısfac- 
tion expressed at the last Annual Represen- 
tative Meeting with the capitation payments 
under National Health Insurance and calls 
upon the Council to continue to press this 
question upon the Government. 


Dr. C. I. Scuff (City of London), in 
moving the resolution in these terms, 
said that it seemed to him necessary that 
the Representative Body should year by 
year, until the capitation fee was satis- 
‘actorily adjusted, continue to express 
publicly its dissatisfaction. The public 
still remained under the impression that 
the doctors were making a “ good thing ” 
out of National Health Insurance, and it 
should be made clear that in the opinion 
of the profession they had never been 
dealt with in such a manner as would 
have made the system a thoroughly effi- 
cient one. The motion was agreed to. 


MEDICAL PLANNING COMMISSION 
Statement by the Chairman 


The' meeting then turned to the discus- 
sion of the draft Interim Report of the 
Medical Planning Commisston. The mo- 
tions and amendments on the paper re- 
lating to this subject numbered about 
170, and to many of the motions the 
names of a large number of Divisions 
were attached. 

Mr. H. S. Sourrar (Chairman of Coun- 
cil and of the Commission) said that the 
Commission was set up by the Council 
after a very careful selection of its mem- 
bers. The planning which it undertook 
was of the greatest complexity and mem- 
bers were chosen for their aptitude and 
experience in dealing with these problems. 
The report, which was the result of a 
year’s hard work, had not been con- 
sidered by the Commission as a whole ; 
it would be so considered later in the 
light of what the Representative Body 
decided. The tendency of the discussions 
in the Commission had been towards an 
appreciation of the value of co-ordination 
in general practice. It was believed that 
in future individual doctors would: no 


: tion. 


longer work in isolation, they would 
work in groups, and the Commission de- 
sired advice as to how those groups 
might best be formed. One method of 
grouping, around health centres, had 
been worked out in*some detail. The 
health centre was not an entirely new 
idea ; it was developed 20 years ago by 
the Dawson Committee, but it had now 
been elaborated more fully. Some felt 
that if health centres were set up they 
might provide for general practitioners 
many of the advantages enjoyed vy con- 
sultants in relation to their hospitals. The 
discussions had also envisaged a co- 
ordination of hospitals. There was a very 
general feeling that it was absurd to con- 
tinue with several distinct types of 
hospitals wofking independently, and that 
the voluntary and municipal hospitals 
must in some way be co-ordinated, an 
ideal that had been greatly’ advanced by 
the work of the Nuffield Committee whic 
was exploring the problem of régionalizx 
Several possible solutions to the 
various problems were put forward in 
the report of the Commission. Some 
favoured a whole-time State salaried 
service and others an expansion of 
national health insurance, and there were 
lans intermediate between these two, but 
it was of the utmost importance to have 
the opinions and criticisms of a repre- 
sentative body of the profession on these 
points. . 
The CHAIRMAN said that the questions 
on which it was hoped to obtain a 
definite reply from the Representative 
Body were the following: (1) free choice, 
(2) group practice, (3) whole-time versus 
part-time service, (4) the inclusion of the 
whole community or only a section of 
it in the provisions, also methods of ad- 
ministration and conditions of service. 


Motion for Deferment until after the War 


Dr. C. J. Grosca (Wandsworth) moved : 
“That no decision for or against any 
form of change of medical practice 
should be expected until victory has been 
achieved.” Hasty action, he said, would 
probably cause division in the Associa- 
tion. Large numbers of doctors, mainly 
the younger men, had gone into the 
Services, having left their practices, some- 
times with mortgqges upon them, and 
naturally they were anxious lest, by some 
decision taken in their absence, they 
should find when they came back to civil 
life that the capital as represented by the 
goodwill of their practices had disap- 
peared. His Division was willing to 
accept any change in medical service 
which was thought necessary during the 
war so long as it did not serve as a 
precedent to their disadvantage after the 
war was over. 

Major R. Scorr STEVENSON (Maryle- 
bone) supported the Wandsworth motion. 
He said that the lips of the men in the 
Services were sealed: they were pre- 
vented from saying anything about the 
future status of their profession. He be- 
lieved that those men would resent it if 
such a meeting as that were to decide in 
their absence the structure of medical 
practice for the next generation, though 
they would resent it even more if their 
civil colleagues sat and did nothing while 
other people outside decided the structure 
for them. 

The SEcRETARY said that a few months 
ago a medical man attached to a unit in 
this country where a number of medical 
men were stationed wrote that he had 
arranged @ meeting to discuss these 
matters but had been told by his com- 
manding officer that while they might 
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hold their? discussions they must not 
transmit their findings to anyone. He 
(Dr. Anderson) immediately took up the 
matter with the Director-Gen of 
Medical Services, pointing out the vital 
necessity of obtainitfg the views of the 
men in the Services, and asked him to 
issue an instruction to the Commands 
that meetings of medical members of the 
Forces should be allowed and that any 
conclusions they came to might safely be 
transmitted 
B.M.A. Therefore Major Scott Stevenson 
was not quite correct when he said that 
officers were debarred from transmitting 
the results of their discussions. 
Major ScoTT STEVENSON: That has not 
rcolated down to the people in the 
ower ranks of the Service to which I 
belong. b 

Dr. F.. Gray (Council) pleaded for a 
fair deal for the men on active service. 

ow was it possible for such men to 

e a faif and adequate part in such 
discussions? Y&t these were the men who 
would feel the full effect of any decisions 
taken, for they would remain‘in practice 
for years after the great majority of the 
eople in that meeting, had retired. What 
Wandsworth was moving would in no 
way interfere with the considerdtion to 
be given to the report of the Commission. 
Dr. N. F. Moroney (Council) said that 
before the end of the war some scheme 
should be in existence, otherwise a 
scheme, and possibly a reactionary one, 
over which the profession had no control, 
would be prepared for them. Dr. D. V. M. 
ADAMS anark) thought that if the 
Wandsworth proposal were agreed to the 


' work so laboriously done by the Com- 


mission would come to nothing. The 
interests-of the men on service were in 
the special charge of the men at home. 
Dr. W. E. Dornan (Sheffleld) said that 
public opinion and doubtless also the 
opinion of the Government on this matter 
of health services were being moulded by 
other bodies; therefore there was the 
greater need for ‘concrete proposals.to be 
put forward by the profession. If 
nothing were done now the position after 
the war would be that thousands of youn 
men, released from the Services, woul 
find themselves unemployed, with no 
chance whatever in sych circumstances 
of striking a bargain with any Govern- 
ment that might be in power. Dr. O. C. 
CaRTER (Bournemouth), who also spoke 
against the Wandsworth proposal, pointed 
out that a very large proportion of the 
young practitioners on service had been 
without experience of civil practice, and 
those of them who were older would be 
doing their younger colleagues the great- 
est possible service by planning ahead. The 
absent men would like to know to what 
sort of practice they would presently re- 
turn, instead of having to anticipate a 
condition of chaos and uncertainty. The 
education authorities and industrial orga- 


nizations were planning for the future, . 


and the Government itself did not con- 
sider the present time inopportune for 
reconstruction. £ 

The Wandsworth motion was lost, and 
a similar motion by Halifax urging that 
there should be no change in current 
medical practice until all absentee practi- 
tioners were home again was lost also. 


Definition of Objects of “Medical Service 


The meeting proceeded to the con- 
sideration of the seven questions set out 
in Section V of the draft Interim Report 
of the Commission. The CHAIRMAN 
moved; as the answer to Question 1: 


to the Secretary of the’ 


- free choice would be an essentia 
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That the following broall definition of the 
objects of medical service be accepted: (a) 
to provide a system of medical service 
directed towards the achievement of positive 
health, of the, prevention of disease, and the 
relief of sickness ; (b) to render available to 
every individual all necessary medical ser- 
vices, both general and’ specialist, and both 
domiciliary and institutional. 

In making the formal motion, which 
was in the name of over 40 Divisions, 
the Chairman said that he hoped no 
time would be wasted in debating the 
abstract term “positive health.” Dr. 
J. B. Mier (Council) said that the 


phrase “ positive health” was a telling e 


one and to jettison it would be a psycho- 
logical error. It drew attention to a 
preliminary statement which many might 
not otherwise consider... Dr. W. V. 
Howe ts (Swansea) emphasized the value 
of providing all necessiry medical ser- 
vices for the individual. For some years 
he had endeavoured to get a pathological 
service . established for insured persons 
but had failed. An amendment by Cleve- 
land and other Divisions to delete the 
phrase “ positive health ” was lost, and 
the general motion approving the broad 
definition was accepted: x 


Free Choice 


o 
The CHAIRMAN moved, again formally, 
as the answer to Question 2 the following 
words standing in the name of 34 
Divisions : . 
That free choice of doctor and patient is 
an essential feature of any future service. 


Dr. H. W. Bowyer (Bolton) moved to 
substitute “important” for “essential” 
in the motion. It would be unwise, he 
said, for the profession to fetter itself 
with such an inelastic attribute as 
“essential” in connexion with 
choice, Circumstances might arise in 
which the scope of free choice would 
be limited. In order to provide a 24- 
hours ard 7-day service‘rotas would have 
to be set up and assistants provided, and 
under such arrangements free choice 
might become very limited. Moreover, 
if grouping of practices came into exis- 
tence the tendency would be for indi- 
vidual doctors in a group to concéntrate 
on certain aspects of medical practice, 
and it might be to the general advantage 
for a patient to receive his treatment from 
‘one specially qualified member of the 
group without much relation to free 
choice. Dr. T. Craia (Newcastle) said 
that 99% of the doctors in this country 
had been selected as the result of free 


„choice of their patients, but, of course, 


it would be recognized that free choice 
had some common-sense limits. Dr. J. C. 
ARTHUR (Gateshead) said that his Division 
wished to urge that steps be taken to 
extend free choice to any class of the 
community to whom it was not already 
available. Free choice was regarded as 
‘one of the fundamental rights of the 
individual. Dr. A. T. Rocers (Bromley) 
said that by tying themselves to the word 
“essential” their movements in any 
future service would be restricted. The 
amendment by Bolton to substitute the 
word “important ” for “ essential ” was 
lost. i 
Dr. C. M. Scorr (Barnet) urged that 

feature 
in any future Service but should be sub- 
ject to the proviso that regulations existed 
to prevent the “ will-o’-the-wisp ” tactics 
at present employed by some patients. 
He had in mind patients who, for trivial 
reasons, sought change of doctor at fre- 


_ quent intervals. 


Dr. C. W. SoMERVILLE (Lothians), on 
behalf of several Divisions, moved: That 
in any reorganization of general practice 
as full a measure as possible ef free 
choice of doctor and patient should be 
preserved. This was offered in substttu- 
tion forethe word “essential.” Dr. J. H. 
STEPHEN (Aberdeen) said that if they were 
to consider the possibilities of group 
practice in the long-term policy which 
was being planned then the question of 
free choice came ın in quite a large way, 
and he thought the amendment just 
moved by the Lothians furnished the 
necessary margin to allow for the cases 
in which free choice was not practicable. 
The Lothians amendment was carried and 
was also adopted as e substantive 
motion, so that the answer to Question 2 
was: 

° That in any reorganization of general 
practice as full a measure as possible of free 
choice of doctor and patient should be 
preserved. 

Group Practice 


The CHAIRMAN again formally moved, 
as the answer to Question 3: 


That group practice should be a feature of 
any future medical] service. 


He said that two problems were em- 
bodied in this, that of group practice, and ə 
—subsidiary but important—that of the 
nature of the health centre. Group prac- 
tice might be an extension of present 
partnerships, and might be considered 
apart from the health centre question. 
He asked representatives to discuss group 
practice first and to defer health centres 
to a later stage. ’ 

Dr. G. PRIESTMAN (Bradford) moved to 
add the words “ but not an essential fea- 
ture.” Dr. T. Craic (Newcastle) favoured 
group practice, but insisted that it be 
entirely voluntary, without departmental 
interference, and under the control of 
the doctors concerned. Dr. W. YEOMAN 
(Harrogate) feared that if group practice 
were considered as an essential of the 
service the profession would lay them- 
selves open to have it forced down their 
throats whether they wanted it or not. 
Dr. P. INwaLp (Council) asked if anyone 
was prepared to affirm that individualistic 
methods of practice were achieving re- 
sults which ought to be expected in 
modern medicine. He mentioned some 
of the effects of isolation, such as the 
waste of time and effo involved in a 
number of dectors visiting the same area, 

erhaps the sqme street. Doctors had 
become so much preoccupied with com- 
petitively making a living out of their 
practices that they tended to become 
mere dispensers of medicine and signa- 
tories of certificates, without proper op- 
portunity for leisure or for undertaking 
postgraduate or research work. Yet it 
would be possible co-operatively to 
arrange reasonable hours of duty and 
provision for night and emergency calls. 

Dr. S. Wano (Council) said that with 
doctors working together the patients got 
better advice and treatment. If a con- 
sultant found it necessary to calJ in the 
advice of another consultant, it was 
obvious that a general practitioner, de- 
siring an independent opinion, should be 
able to call in a colleague. If it was 
agreed that group practice was a desirable 
thing for the patient then it must be 
regarded as an essential feature of *the 
scheme, for, unless it were so regarded, 
independent and individual practice 
would still go on. 2 

Dr. C. F. T. Scorr (Willesden), while 
favouring voluntary group practice in the 
sense of practitioners co-operating to- 


` 


_ and somehow, an 
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gether, was sceptical of the value of any 
rigid system of groups imposed from 
outside. Dr. W. W. Fox (Council) said 
that ifeit was their opinion, that a number 
of doctors working together would, pro- 
duce better results than by working alone, 
then the principle of group «practice 
should be supported, and the subjective 
reactions of some who said that they did 
not like to work with a number of other 
doctors ought not to be regarded. 

The amendment to add the words “ but 
not an essential feature ” was lost, but a 
further amendment by Harrow was 
adopted, namely: 


That group practice should be a feature 
of any future mwedical service, provided that 
1t does not involve the introduction of supef- 
visory control in clinica] matters. 


Dr. J. E. Gaze said that the Harrow 
‘Division was greatly in favour of group 
practice, but wanted to emphasize the 
need for control by the doctor concerned 
of the'treatment of his patients and to 
establish that principle at the outset. An 
amendment by Reigate affirming that 
group practice on a voluntary basis 
should be a feature of any future medical 
service was withdrawn in favour of the 
Harrow amendment. 

e Dr. McWnan (S.-E. Counties of Scot- 


land) moved as an extension of the mo- . 
tion already carried that in any future - 


medical service group practice should be 
encouraged in areas where it was suited 
to Jocal conditions. The CHAIRMAN 
pointed out that no one would imagine 
that the Commission desired to impose 

oup practice where it was not suitable. 
n reply to a question, he said that it 
would be, to begin with, in selected areas. 
This motion was withdrawn, and a mo- 
tion that t. group practice should be tried 
in selected ard contrasting areas for a 
period of five years in order to estimate 
its strength and weakness was lost. 

Dr. J. C. ArtHur (Gateshead) moved: 


That group practice should be a feature of 
any, future medical ‘service, but the groups 
should not be formed arbitrarily by any out 
side authority; miey al should be arranged by 
the doctors themselves 


He agreed with the general principle of 
group practice, but he objected to co- 
ercion into it by any outside authority. 
The Gateshead idea was that these group 
practices should be‘run by themselves, 
possibly with saggestion and help from 

eadquarters, but financially controlled 
groups should be avoided! 

Sir Kaye Le Fremine said that on 
reading, for the first time for- several 
years, an important report under the 
auspices of the Association .in the 
preparation of which he himself had had’ 
no share, he had formed certain general 
impressions, one of which bore distinctly 
on this question of groups. To his mind 
the report as a whole drew too much 
attention to measures which were going 
to be introduced by somebody somewhen 
did not dwell enough 

on the power to effect co-operation or to 

bring about reform which existed in their 
own profession without any stimulus 
from outside. They were all agreed that 
the group ‘system was likely to he good 
for the public, but no group system could 
be really good unless those who took 
part in it were ready and willing to work 
together. A group system could not be 
forced on an area where men were not 
prepared to co- operate. A group system 
e did in fact exist, in major or minor ways, 
~in various parts of the country, and the 
sooner they got down to working together 
in a group form the sooner the public 


would derive bénefit and the less ume 
it would be necessary to wasfe on dis- 
cussions such as the present. 

The Gateshead amendmegt, that any 
groups should be a ed by the doctors 
themselves, was carried, The answer to 
Question 3, therefore, was “that group 
practice should be a feature of any future 
medical ‘service—the original proposition 
—modified by the amendments of Harrow ~ 
and Gateshead, that group practice must 
not involve the introduction of super- 
visory control in clinical matters, and that 
the groups should not be formed arbi- 
trarily by ‘any outside authority. 


The report of the debate,on Medical 
Planning will be continued in our next 
issue. 


The B.M.A. and the World Situation 


On the last day of the feeling two 
resolutions of general import were moved 
from the chair and carned unanimously 

and with acclamation. The first of them 
Tead: 

this Representative Meeting of the 
British Medical Association sends td its 
medical colleagues in ‘the U.S.S.R. its 
warmest ype and its heartfelt appre- 
ciation o part miey are e playing in 

the magnificent struggle. 

peoples against the rugels of enemy. 

It was agreed that this be conveyed to 
the Russian Ambassador, M. Maisky. 
The second resolution read: 

That the Representative Body, realizing 
that vast and urgent measures for the 
control and treatment of preventable diseases 
will be needed on the Continent on the 
cessation of hostilities, (1) pledges its full 

of organizing and 'ad- 
relief measures, 


nd. aay o 








H.M. Forces Appointments 








ROYAL NAVAL VOLUNTEER RESERVE 


Prob. Temp Surg. Lieuts A. O, John and J S. 
Law to be Temp Surg Lents. 


ARMY ‘ 
Lieut -Col. F. C K. Austin, from, R AMC, to 
Col 


ROYAL ARMY MEDICAL CORPS 


The following Majors to be Lient Cols > (Temp. 
Col) G. T Gimlette; (Temp Lieut Col) W. 


musstons, retaining ther présent seniority. 
' The notrfication regarding Capt. H N 
in the London Gazette dated Aug. 16, 1940, has 
been cancelled Capt H N Walker has retred on 
account of ill-health, receiving a gratuity 

Short Service Commussion—Camt N. F. Field 
has been placed on the half-pay list on account of 
ill-health. 2 i . 


REGULAR ARMY RESERVE OF OFFICERS 

Major-Gen. W H. S. Nickerson, V C., CB. 
CMG, hte R.AMC, having attamed the age 
kmit of lability to recall, has ceased to belong to 
the Reserve of Officers. 


ROYAL Army MEDICAL Corps 
War Subs. Capt L! Godlove; from temp com- 
misson, to be War Subs. Capt., retaining his present 
seniority. 
TERRITORIAL ARMY; RAM C, 


Supern. for Service with Burrnungham Univ, -» Senior 
Training Corps (Medical Unit)—Major R. J. S. 
McDowall has ceased to be employed 


~ WOMEN’S FORCES 
EMPLOYED WITH THE R.A.M C. 
- War Subs. Capt. F. B C Livingston has reln- 
quished her commission on account of ill-health. 


` Wed., 


sy 
a Ld 
ROYAL AIR FORCE® VOLUNTEER RESERVE 


FL Lieut. F. H. King has resigned his commission 
and retains the rank of Wing Cmdr 


To nbe Fl Lieuts (Emergency): -G. G. Lennon 
W. Tannahıli 
Pye Officers J. C. nd, A. M. Abrahams 
G. Richardson, E. L. Cook, and J. F 
Rickards to be War Subs. Fl Licuts. 
To be Flymg (Emergency): M. C. Bell, 
R. A. House, G. H. B. Roberts, 





“REMUNERATION OF SHIP SURGEONS 


As was reported in the Supplement of 
June 20, the British Medical Association 
has recommended to the Ministry of War 
Transport that, as a wartime measure, 
ship surgeons should receive a basic 
salary con®parable with that of junior 
medical officers in the Services. As this 


‘matter is under the contrd!l of the indi- 


vidual shipping companies, the Ministry 
forwarded the Association’s recommenda- 
tion to the Employers’ Association of the 
Port of Liverpool, whichehas brought it 
to the notice of its members, and to the 
Shipping Federation, which has advised 
direct' representations by the B.M.A. to 
the company concerned- in any parti- 


' cular case. ‘The Secretary of the B.M.A. 


will be glad -to hear from any ship 
surgeon whose remuneration is not in 
accordance with the recommendation 
made. 


POSTGRADUATE NEWS 


The Fellowship of Medicine announces: Final 
FRCS clinical instruction, Weds., 530 pm, 
from Sept. 30 to Oct 28, cascs will be demon- 
strated in tho wards of a centrally situated hospital, 
Sats, Oct. 3 and 24, 230 pm, clinical teaching 
will be given at the same hospital ; cases will be 
examined by postgraduates and then demonstrated 


WEEKLY POSTGRADUATE DIARY 


BRITISH POSTORADUATE MEDICAL SCHOOL, Ducane 
, 10 am to 4 pm., 


~ Surgery of the Extremrues begins Tues, 10 am., 
; 11 a.m, Gynaccol Clinic, 

11.30 a.m., Medical Conference. Thurs, 

2 pm, Dermatological Cline, Fri., 12.15 pam, 
Surgical Conference; 2pm, Gynaecological Con- 
ference; 2 pm, Stenhty Chine. 

FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W.— 
Royal Chest Hospital. Wed., 330 pm, MR C.P 
Course in Heart Diseases -West End Hospital 
for Nervous Diseases: Tues and Fri.. 3 p.m, 
MRC.P Course 13 Neurology Royal National , 
Orthopaedic Hospital: Sat (Sem 19), 215 p.m., 
Final F.R.CS Clmica) Course tn Orthopaedics 
Archway Hospital: Tues, 2pm Final FRCS 
Cimical Course. National Hospital for Diseases of 
the Heart: Tues. and Wed, 10 am, Out-patient 
Clinica. 

BramincHaM Untverstry.—At Medical School, 
Hospitals Centre, Tues, 4 pm, Dr J H. 
Sheldon: Spectal of Nutrinon and Notti- 
uonal Deficiencies in Relation to Industry. 

EDINBURGH POSTGRADUATE Lecrures.—At Edmburgh 
Royal Infirmary, Thurs., 430 pm., Mr. R. L 
Surling: “ Sciatica’ from an Orthopaedic Point 
of View 


GLASGOW UNIVERSITY: DEPARTMENT OF OPHTHAL- 


MOLOGY.—Wed., Prof. Loewenstein: Lipordal 
Changes ın the Retina. 
— 


` BIRTHS, MARRIAGES, & DEATHS 


The charge’ for inserting announcements under this 
head is 10s 6d This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
mormng to ensure insertion in the current issue. 
7 BIRTH y 
SmaTH —On September 7, to Jean, wife of Lieut 
Wm Clark Smith, R.A-M.C, Fam View, Long 
Newton, Stockton-on-Tees Co, Durham, a son. 
DEATHS 
IRELAND.—On August 30, 1942, from typhoid fever, 
m the Middle Fast, Capt Patrick G L Ireland, 
younger son of Dr. Aubrey Ireland, Shrewsbury. 
Youn —At Calcutta, suddenly, on Sept., 9, 1942, 
John Younie, Indan Cvi Service, aaron 
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NNUAL REPRESENTATIVE bered that in the municipal services 


‘MEETING 
j SECOND DAY 
Wednesday, September 9 
INTERIM: REPÒRT - OF “MEDICAL 
- PLANNING COMMISSION 
7 (Debate Resumedy `` 
The Extent of the Provision 
-On the résamption of the Annual Repre- 
sentative. Meeting on September 9, with 
‘Dr. H. G. Dain in the chair, a debate 
took place on the fourth of the questions 
set-out in Section V of the draft Interim 
Report ‘of the Medical’ Planning Com- 


mission: “ Should ‘provision, whatever its - 


character, be made by Government for 
‘the: whole community, or for a ‘part of 
it only? If-the latter, to which section 
of the community should it be limited?” 
The CHAIRMAN, following the agreed pro- 
-cedure, formally moved: “That pro- 
vision, of whatever character, should be 
made by the Government for a section 
of the community only” An amend- 
mènt stood in the name of 19 Divisions 


i 


as follows: ‘ ; 

t provision, of whatever character, 
_should be made by the Government for the 
whole community. - 


~Mr. H. J- McCurrica (Brighton), in 
moving this amendment, said that a ser- 
vice covering so wide a field was com- 
parable with the education service, which 
was open to the children. of all citizens, 
though there was no compulsion to take 
advantage of.the State service.- If exten- 
sion of National Health Insurance “came 
about only 10% of the population would 
remain- outside its Provision, and to set 


up an enormous organization for “the- 


exclusion: of the 10%_' of ineligibles 
seemed ‘unnecessary. j vi 
- Dr. A. T. Rocers (Bromley) supported 
the amendment. His Division felt that. 
there was much to be said for the in- 
clusion of the whole population in any 
form of ieee agreed upon for the 
future. the- amendment were rejected 
it meant that-the profession reserved the 
right to “exploit” the’.one-tenth who 
would be outside the scheme. Dr. P. 
INWALD: (Council) said {that -. in --New 
.Zéaland, some of the Scar 
tries, and Russia the whole population 
was included in medical benefit, with no 
disadvantage to the common Health. The 
Government must have-the right to pro- 
vide for the whole country. Dr. E. S. 
PasMoORE (Kensington) was unable to 
support either the -motion or the amend- 
ment. The view of his Division was that 
provision should be made available by 
© 
vided by the Government, for the whole 
community. Dr. S- W. ELLS 
(Grimsby) said that it would be ludicrous 
to equip clinics for-a \national ser- 
vice and then declare 10% of the 
population to be debarred. . Dr. D.. G. 
Mordan (Cardiff) thought that any 
hesitancy as to the Brighton amendment 
might disappear when it was-remem- 
aa.) 


G 
y 


dinavian coun-` 


Government, but not necessarily pro- ` 


provision was made for the whole’ com- 
munity. Dr. ARMSTRONG HARRIS’ (West- 
minster and Holborn) said that if 10% of 
the, population were ‘left out there would 
be a tendency for a number of’ doctors 
“to leave the scheme alone and undertake 
private practice. ‘ This would be regret- 
table because it might give rise.to a feel- 
` ing that it was the best doctors who had 
‘stood out. | g . 
Sir Kaye Le FLemine, who said that 
the debate ~had surprised him, asked 
Whether it was likely that any Govern: 


. Ment which undertook to -introduce a 


scheme of medical services would scrap 
all the existing machinery and begin de 
novo. The aim in view was to see that 
every member of the community got a 
full medical service at a proper economic 
cost, but that could not be done all at 
once, and in this country we moved by 
-evolution, not by revolution. It was 
clear to him that development would 
come about as a result of the State 
becoming more and more résponsible for 
different groups of the population. He 
thought the Brighton amendment imprac- 
ticable and likely to tie their hands in 
future. discussions. Dr. W. W. Fox 
- (Council) asked how it could be called 
a revolution if the provision ‘for> the 


- majority of people was already in exis- 


tence and was extended to the remaining 
10%. Dr. D, -F. WHITAKER (Guildford) 
said that exactly the same arguments 
were used against National Health In: 
surance: on its introduction in 1911. It 
was said then that no change at all was 
desired by the medical profession ; but 
the Act had now been running for 30 
years and ho responsible body of opinion 
had as yet-ask 
medical profession prepared to allow that 
there should be two services in this 
country, one for the people who had a 
lot of money,‘and the other for the rest? 
He claimed that the younger men in the 
- profession _were iri favour of pfovision 
or the whole community. Dr. S. WAND 
(Council) begged members to be realists. 
If. provision were made for 90%; there 
was no ‘need to include the remaining 
10%, who were.quité able to provide it 
for themselves. ir.’ Av PHILLIPS (City 
of London) asked what was the-reason 
for suggesting the exclusion of the 10%. 
Was it that the profession wished to con- 
tinue a certain amount of “ exploita- 
„tion ”? The profession, especially’ during 
the last 30 years, had ‘been ‘steadily 
evolving im the direction of Government 
control, and there was no reason why this 
should not continue until the whole com- 
munity was included in. Government 
provision. p ž 
Dr. J. C. ARTHUR (Gateshead) said 
that this country had been well served 
by evolutionary, methods ; it had never 
been fond of revolution, which perha 
explained why it had the most stable 


for its: repeal. Was the - 


Government in the world to-day. It had’ 


been stated that a scheme which brought 


in 100% of the population was still. 


evolutionary, but it seemed to be assumed 


+ 


en 


‘dependants’ of the 


‘that the issue had 


that 90% were already in the scheme, 
which wag far from being the case. Hf 
insured population 
were now brought in a v considerable 
sjep would have been en, and if it 
proved. satisfactory. they. could afterwards 
go further. Dr. A. LUCAS YOUNG (East~- 
bourne) said that-his Division believed 
that in any system of medicine which 
might be adopted after the: war the 
medical service provided should be avail- 
able for the. whole community,"but not 
that the actual provision or the-organiza- 
tion thereof should be carried out by 
the Government. Mr. McCorricn, reply- 
ing on the amendment, complained of 
certain bogies which had been „brought 
out. He could not see that the extension 
of the benefit to the whole community *® 
was any more of a revolution than the 
introduction of the Education 'Act, 1870 
The Brighton amendment: “ That pro- 
vision, of whatever character, should be 
made by the Government for the whole 


community,” was put to, the vote, ‘with 
the result: oa , 
Por- eaea aa 94 
Against ............ aw, 92 
The CHAIRMAN: Your’ very divided 


opinion will pass to the Commission for 
its consideration. 
Mr. ` MARK Fraser ' (Cumberland) 


moved as a rider to what had just been 


carried: “‘ That the patient should haye 
the right to contract out and the doctor 
the right to charge fees for attendance to 
patients not on his list- This ‘was 
carried. ' : 

Questions were raised from ‘the meet- . 
ing as: to whether, it had been intended 
to include hospital service fi the Govern- 
ment provision mentioned in-the Brighton 
motion. The CHAIRMAN was of opinion 
that the words “ of whatever character ” 
must be taken to include hospitals. Dr. 
N. E. WATERFIELD said that he thought 
there were many in the meetirtg who, 
like himself, did not understand the posi- 
tion. The emphasis in the debate had 
been on general practitioner setvices, and 
no one had mentioned hospitals. The 
majority in favour of the Brighton amend- 
ment was only two, and if he had under- 
stood that it was meant to include 
hospital services, he.for one would have 
voted in the opposite direction. The 
CHAIRMAN said that he could not allow 
the question to be reopened on the plea 

not been precisely 

defined. - 


Principle of Payment for Medical Services 

Dr. C. M. Scorr (Barnet) moved: 
“That whatever Government . provision 
may be made’ in agreement with the pro- 
fession, the principle of payment for 
medical services, excluding public assis- 
tance, either directly or through contribu- 
tory or nsurance schemes, should be 
maintained.” Dr. D. C. BARRON (Shef- 
field) supported the motion. 'Payment 
should be made for services rendered, 
whether in a health centre or in any 
other way. Whatever the provision, 


there would always be more ‘than one 
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class participating. There would be a 
very poor class, stich as those now on 
public, assistance ; a large class able to 
pay for their services by reason oftheir 
regular contribution to some insurance 

scheme ;` and, over and above these, a 
third class able to afford private fees. 
No scheme: should be adopted which 
made it possible to preclude the payment 
of fees by those able to pay them. 

. The CHAIRMAN said that as it had been 
decided that the services should be pro- 
vided by the Government, he did not 
see -how they could say: that it should 
be paid for by those included in the. pro- 
vision. But he would allow the motion 
to, be put. Te motion was carried. 


* Debate on Whole-time State Service 

The meeting next came to Question 5, 
„which asked whether the basis of tHe 
services should be the extension of the 
type of “benefit under National Health 
Insurance, the establishment of a whole- 
time salaried Government medical ser- 
vice, or some other-method. The CHAIR- 
MAN decided to take a straight vote on 
a motion in the name of Bromley and 
three other Divisions: 
_ That the basis for the co-ordination and 
int tion of health services should be the 
establishment of, a ' whole-time salaried 
Government service.” 


_ Dr. A. T. Rocers (Bromley), in moving 
this, admitted that his Division was not 
nearly so agreed on this motion as on 
the motion just carried. The point which 
swayed them in its favour was that if 
group practice—already agreed to by the 
meeting—came in, its success would de- 
pend on ‘amicable agreement among 
those working’it, and such agreement was 
likely to be imperilled if there was 
constant competition for payment and 
patients were earmarked for one- practi- 
tioner in the group or for another. 

. C: O. STALLYBRASS (Liverpool) 
moved to delete the word “ Government ” 
from the Bromley motion. The word 
meant either too much or too little, and 
to avoid confusion it should be left out. 
Either it meant a -whole-time service run 


.directly- from Whitehall under regula- 
tions—-which’ was the last thing they” 


wanted—or ' an organization by the 
Government of the sefvice only in its 
main basic-principles, with the adminis- 
tration in detajl left to some other body. 
Prof. R, M. F. PICKEN said that “ Govern- 
ment ” meant Government, whether cen- 
tral or local. Tf there was to be a 
salaried ‘service it must ‘be provided by 
some form of governing body. To delete 
the word." Government” would be to 
cloud rather than to clarify the issue. 
The Liverpool amendment was lost, 
and discussion continued on the Bromley 
motion.’ — i : 
“Dr. H: W. Poorer (Chesterfield) said 
that in ‘effect the*Commission’s report 
envisaged a ‘State Medical Service. One 
point of some importance was the loss 
of goodwill which the Commission’s 
“ scheme ¥ would occasion. Practitioners 
would have no voice in the- choice of 
their successor to what would probably be 
the main part of their practice—namely, 
that conducted at the health centre— 
and*there was no guarantee that the suc- 
cessor to that part of their practice would 


-~ bå willing to buy what remained of their 


private practice. He regretted that the 
Commission had missed an opportunity 
of cutting out two evils which beset them 
at the present time. One of these was 
the evil ‘of “having to decide, with con- 
siderable embarrassment,’ as tothe certi- 
fication Of the work-shy and hypo- 


chondriacal e N If practitioners were’ 
made independent of tM@s through a 
whole-time service-they would be able to 
deal with the position very much better. 
The other evil was the unfortunate 
atmosphere of suspicion. “and jealousy 
which did exist, whatever might be said 
about it, aiid seemed likely to be per- 
petuated m- some form in the health 


~centres. 


The CHAIRMAN reminded Dr. Pooler 
that the Commission had made no de- 
cisions of. any kind. It had furnished 
suggestions on- which it was open to the 
present meeting to make decisions. 

Dr.:J. A. L. VAUGHAN Jones (Leeds) 
said that-there was a steady and increas- 
ing move towards nationalization ~ or. 
socialization of essential-services, partly 
owing to the dictates of war -emergency 
but also to a-general reorientation o 
ideas. One,example was the limitation 
of profits, which might eventually lead 
to the elimination. of the -purely profit 
motive. The war had strengthened the 
tendency to place all major security bur- 
dens, including health, upon ‘the State. 
There was no need’ to elaborate the 
deficiencies of the presènt system, but it 
must not bé forgotten that the public 
also was conscious of them. There were 
three main arguments against a whole- 
time salaried service. The first was a 
supposed loss of personal ,initiative and 
incentive. A great deal of nonsense had 
been talked about-this. It had never been 
proved that whole-time teachers of medi- 
cine or medical officers of health suffered 
from a lack of initiative. The second 
argument was a supposed loss of free 
choice. But such, loss was not peculiar 
to a full-time salaried service. A recent 
analysis of the statutory social services 
made in connexion with the Beveridge 
Committee showed, that free choice of 
doctor so far as National Health Insur- 
ance was-concerned was_more apparent 
than real. When a practice changed 
hands only 10% of insured persons exer- 
cised their right to change their doctor, 
and even that 10% included those who 
had meanwhile moved to other districts. 
The third argument was the “ soul- 
destroying effect of democracy,” but this 
the speaker was prevented from demolish- 
ing by the expiration-of his time limit. 

Dr. A. PATTON (Leigh) said that in his 
Division the large majority of opinion at 
first was in favour of whole-time State 
service as against an extension of National 
Health ‘Insurance. but when the interim 
report of the Commission was published 
in June several members “rather changed 
their views and the majority in favour 
of a State service was quite small at the 
finish. What was strongly felt was that 
in any scheme medical control should be 
ensured to the fullest extent that was 
reasonable. 

Dr. C. I Scare (City of London) said 
that his Division would view with favour 
the establishment of a State Medical Ser- 
vice freely available to the whole popu- 
lation. Such a service must, however, 
function with a minimum. of bureau- 
cratic control, and there must be adequate 
remuneration for doctors, who ‘should be 
pronari with pensions on retirement, 

olidays with pay, fixed hours of work, 
facilities for postgraduate study, and 
compensation for loss of. existing prac- 
tices, A State Medical Service was bound 
to come about. Events were tending in 
that direction whether the profession 
liked it or not. Here was an opportunity 
to take Time by the forelock and to show 
that they themselves were capable of 
forming an organization which would be 


. ~ 


- greatly admired 


- Security, leisure, pensions. 


—a 


economical of enesgy, presefve profes- 
sional: dignity, and serve to the best 
advantage the people of this country. 

Dr. J. M. HUNTER, (Londonderry) sup- 
ported the. extension of the present 
system. While the®doctor might be in 
a better position under a State Medical 
Service, the patient would not be better 
off. The National 
system had many faults, but it had 
worked well under great difficulties, and 
to scrap it would’ be a great mistake. 
Free choice was bound to be interfered 
with to A greater extent under a State 
service than under an extension of 
National Health Insurance. Mr. H. J. 
McCourRICH thought that the meeting was 
in danger -of reaching’ a decision which 
would: negdtive the principle of contract- 
ing-out to which it had lready agreed. 
If doctors were in a whole-time State 
Medical Service how would contracting 
out be possible, at léast in country dis- 
tricts?” In large towns, no déubt, certain 
doctors’ would continue*to do private 
practice only. - Dr. P. INWALD ur, ed that. 
the profession must not put itself again 
in-the position of its forerunners who in 
1911 opposed National: Health Insurance 
because of the fear of the future. Such 
an attitude would leave them. unprepared 
when the Government introduced its own 
scheme, and their plight would then be 
an’ unenviable one. Dr. -F. M. ROSE 
(Preston) said that it was forgotten by 
some speakers that a long-term policy 
was being planned and that the money 
relationship between doctor and patient 
was at present’ one of the greatest difi- 
culties. -It was not tbat patients did not 
pay their bills, but that sometimes the 
doctor felt that he was not giving to his 
fee-paying patients the service they ought 
to have because he was afraid that they 
might think that by making extra visits 
he was merely running up the account 
against them. It might be argued that 
the money relationship could be ended 
by an extension of National Health In- 
surance, and so it could to a certain 
extent, but not as fully as in a State ser- 
vice, in which the question of one patient , 
more or less-would not affect the doctor 
financially. 

Dr. F. Gray (Council) said that he 
the idealism of the 
speakers who fad advocated a State 
Medical Service. but he begged the meet- 
ing to come down to ‘earth, and prefer; 
ably to earth at the lower end of White- 
hall, because that was where they would 
have, in fact, to consider the Govern- 
ment side of a salaried service. The pro- 
fession had more experience now of 
Government methods than had their pre- 
decessors thirty vears ago. National 
Health Insurance had been in existence 
for 29 years and the Ministry of Health 
for 23. What was the experiénce of them. 
from the point of view of the -patient 
and the doctor? The record of the. 
Ministry could be summed up by saying 
that it was out to secure’ the cheapest 
possible service” Some time ago Sir 
Kingsley Wood, when Minister of Health. 
talked about a “national medicinal’ 
thirst.” In a State Medical Service was 
it not likely that instructions would be 
issued to the profession to limit prescrib- 
ing along certain lines? 

Sir Kaye LE FiLemina said that for 
something like twenty years he had heard 
this problem debated, and had never 
heard but one answer. to it. What were 
the advantages it was honed to secure by 
a whote-time State Medical Service? 
Very well, 
they could: have them, but they would 
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e 
have to pay for them*and what-were they 
going to pay? What was the salary 
going to be? He ae attention to the 
way ın which Government Departments 
remunerated the mejlical services of the 
Army, the Navy, and’ so on. From this 


it would be seen to what range of. 


salaries they might aspire. They would 
lose liberty to practise as they liked, and 
they would be servants of the Govern- 
ment, which had never shown any great 
interest in the welfare of the profession. 
The public did not want such a system, 
the present meeting would show that the 
profession did not want it, and he be- 
leved the Government did not want to 
Start it if they could help doing so. 
There was a risk of State salaried ser- 
vice arising under economic pressure, 
and if as ande when the- State took re- 
sponsibility for looking after the health 
of wider sections of the public the de- 
mands whyh the profession made for 
remuneration were too-high the Govern- 
ment might say, “ Well, after all, it will 
pay us to put in the whole-time “salaried 
man, and there will always be a minority 
of the profession ready ito take these 
posts.” 

- Mr.. McApam Eccles asked whether 
hospital services were to be considered as 
included in the motion. If they were it 
would mean that the voluntary hospitals 
would have to be run by State salaried 
staffs. The CHAIRMAN replied that the 
proposals would apply to every member 
of the profession “who took part in the 
service, whether in general practice, in 
hospital, or in whatever it might be. 

Dr. T. Crara (Newcastle-upon-Tyne) 
spoke of the sacrifice of freedom which 
a whole-time service would entail. “If 
you are prepared to sacrifice all that for 
the sake of sitting pretty with a salary, 
well, it is up to you.” Dr. W. W. Fox 
said that if the profession did nothing 
about it a State Médical Service would 
eventually come about in this country ; 
and, imposed from without, it would not 
come up to the standard which a medical 
profession should demand. When the 
‘war was over there would be many 
thousands of doctors coming back to this 
country looking for practices, and these 
might form a nucleus which the Govern- 
ment might use for the introduction of 
a State service for which the -profession 
was not prepared. Dr. N. E. WATERFIELD 
said that before the war he was fortunate 
enough to visit Soviet Russia and make 
an inspection of the medical services of 
that country. It was the general ex- 
perience of the visitors that Russian 
general practitioners were very much dis- 


satisfied with the State medical service,” 


and were doing their best to get out of, 
at any'rate, a part of, it. (Cries of 
“Question” -and “Quite true.”) In 
addition, the patients themselves were 
dissatisfied with the service, and private 
practice was being allowed in order that 
they might have the opportunity of 
getting the doctor of their choice. 

The motion: “That the basis for the 
co-ordination and integration of health 
services should be the establishment of 
a whole-time salaried Government ser- 
vice” was put to the meeting and lost 
by a huge majority. There were demands 
for a count, which resulted: 


For, 


The result was greeted with loud 
cheers. i 

Dr. C. M. Scorr (Bamet) had a long 
resolytion on the agenda. which in large 
part fell to the ground on account of 


.amended form?” 


previous decisions, buf the Chairman 
allowed ‘him fo move the last clause of 
it, which read: “That the contracting 
doctor shoyld be guarded against ex- 
ploitation by his patients by some statu- 
tory or financial protection.” He said, 
that if dependants of insured persons 
were to be included there should be some 
kind of protection for the doctor against 
unnecessary work. This amendment was 
not designed to discourage seekers after 
“ positive health ” but to save the doctor 
from trivial calls. 

The motion was agreed to in the form 
of a recommendation to the Planning 
Commission for consideration. Further 
Motions on the question of the basis of 


future health services were held over for’ 


the later debate on héalth centres. 


The Plan in. Broad Outline 

The CHAIRMAN next directed: the atten- 

tion of the meeting to the sixth question 
set out in Section V of the report: 
“Should the plan set out in broad out- 
line be accepted in its present or an 
The pdints arising 
were; administration, central and peri- 
heral; health centres-; unification of 
ospitals; and appointment of practi- 
tioners to the service. He moved formally 
that the plan in. broad outline in the 
draft report be adopted, to which there 
was an -amendment by Shropshire and 
Mid-Wales: 

That the plan in broad outline in the 
draft report of the Commission be adopted 
only in so far as it relates to changes in 
central and local administrative and advisory 
machinery and to unification of hospitals 
under a regional body. 


Dr. J. A. R. IRELAND, in moving the 
above, said that his Division accepted the 
suggestions in the report under *“ Ad- 
ministration,” and with regard to hospitals 
it felt that the hospital system should be 
brought topether under a regional bod 
which would be able to get the best bo 
out of the-voluntary and out of the rate- 
aided and State-aided: hospitals. 3 

The CHAIRMAN: If this amendment is 
adopted it rules out the possibility of 
health centres. Dr. IRELAND: My Divi- 
sion is against health centres. . 

Dr. H. S. Pasmore (Kensington) said 
that his Division was prepared to give 
this motion its support for the main 
reason that it did not commit them to 
the health centres as described in the 
report. They would prefer the health 
centre to be confined to pathological and 
radiological services and the like. It 
seemed as-if the health centre as visual- 
ized in the report ‘would be a glorified 
out-patient department, and the model 
described seemed to be inconsistent with 
the close personal relation between 


- doctor and patient on which the Associa- 


tion Had always insisted. It was also 
assumed that ten or twelve doctors in 
compulsory association and in competi- 
tion for a capitation fee would co-operate 
and work -amicably together, when in 
fact it was difficult enough for three or 
four partners in a voluntary association 
to do so. 

Dr. A. BEAUCHAMP (Birmingham) 
hoped that the meeting would not pass 
the Shropshire amendment. Jn Birming- 
ham- the question of health centres had 
been gone into very thoroughly and the 
opinion by an overwhelming majority on 
a plebiscite was that health centres were 
desirable in such 4 city. There would 
be no regimentation, the centres would 
not be glorified out-patients’ departments, 
but places . where practitioners could 
carry. on their practices very much as 


now but with better facilities. © A health 
centre would be started in his area, 
probably very soon. In Birmingham the 
doctors already worked in co-operation ; 
they were very good friends, and al- 
though there was competition it was of 
a healthy kind. Dr. S. WAND endorsed 
the remarks of his Birmingham col- 
league, and asked the méeting to reject 
this amendment and.to debate health 
centres on their merits. . 

The mover of the Shropshire resolution 
consented to delete the word “only,” so 
that it no longer implied disapproval of 
health centres, and in this form it was 
carried. 

. _ Health Centres 

The discussion on health centres took 
place on.an amendment by Gateshead: 
‘That the proposals relating to the estab- 
lishment of health centres be not ap- 
proved.” Dr. J..C. ARTHUR, in moving, 
said that what was not approved was the 
arbitrary setting up of health centres as 
set out in the report. Hus Division did 
not entirely disapprove of the health 
centre idea. It felt that the idea was 
perhaps worthy of exploration, but that 

fore any definite conclusion was 
reached such centres should be tried 
out experimentally in some sélected 
areas. The. initiation of such a centre 


.should be in the hands of the doctors of 


the area. 

Dr. C. W. SOMERVILLE (Lothians) -said 
that in his country district they were 
strongly in favour of the idea. In his 
country town there were only four 
resident doctors, but the doctors in out- 
lying villages were anxious to take 
advantage of the centre for consultation 
with their colleagues, and one doctor who 
was strongly in favour of it lived twelve 
miles from his nearest medical netgh- 
bour. The centres should have labora- 
tory equipment and possibly x-ray out- 
fits. Dr. J. G. THwaites (Brighton) said 
that his Division looked upon the health 


-centre as an integral part of a future 


health service for the nation. The centres 
should not be left to experimental or 
haphazard growth, but organized effi- 
ciently and completely. He hoped also 
that auxiliary services would be attached 
to the centre—for example, nurses and 
health visitors—and that the centre might 
have provision for certain physical treat- 
ments and a theatre for minor opera- 
tions. The dental services might be use- 
fully combined with the centres. 

Dr. T. Craic, (Newcastle) supported 
the amendment. At two meetings in the 
Newcastle Division the subject had been 
considered at~great length. Those for 
whom he spoke were not in favour of 
consultations by specialists taking place 
at the centre. The ideal of a health 
centre was the idea! doctor’s surgery. Dr. 
S. WAND (Birmingham) said that he was 
asked at a meeting in his area why he 
thought health centres superior to a form 
of group practice carried out in the sur- 
geries of individual doctors. He re- 
garded them as superior on clinical, 
economic, and social grounds. As to the 
first, he reminded the meeting that they 
had been asking for years for wor 


-which as general practitioners they could 


most properly perform and which had 
been ken away from them and placed 
in other hands by the local authorities. 
But to do this work, as to do much else 
in modern medicine, required the fullest 
co-operation between general practi- 
tioners themselves and between general 
practitioners, consultants, local authority 
medical officers, and those in. ancillary 
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services; ‘each section of the profession 
with every other section. Was it not best 
to do ¿jt ïn a place where all these people 
coùld meet together? He was satisfied 
that the cost of the building was not an 
insuperable difficulty. Not only could 
the buildings be provided, but ‘the pro- 
fession could arrange for, their provision 
if necessary. As for the social advan- 
tages, he felt that if the gallery at that 
meeting were filled with their wives and 
families thé heartiest acclamation at the 
idea of health centres would come fiom 
that quarter, because it would be realized 
what a relief they would mean to the 
doctor’s household. .If the health centre 
idea were noteaccepted he could foresee 
a time when the best they could hofe 
for would’ be that the local authorities 
would take away more of their work, and 
the worst, that some other body would 
come and'say, “ You have no construc- 
tive ideas ; you must do as we say.” 

Dr. R.’W. Rag (North Staffordshire) 
said that his Division had passed a reso- 
lution that health centres were feasible 
only in a full State service, but the full 


_ State service had been turned down by 


that meeting. He thought that in their 
consulting rooms and surgeries they had 


‘enough’ equipment and accommodation 


for dealing with their patients. Radio- 
logical work should go to the hospital. 
Dr. J. G. McCuTCHEON (Glasgow) spoke 
of the domestic advantages which health 
centres would bring. They would enable 
the doctor to live in a different and much 
more private house, and his difficulties 
ın procuring, a-locumtenent, during tem- 


. porary absence would be greatly eased. 


In his ordinary work it would be of 
inestimable advantage just to be able to 
tap at a door and ask a fellow doctor. to 
step in and confirm his finding. , ” 
Dr. T. W.-Turner (Guildford) spoke 
of the advantages of group practice. He 
liked. working with ‘other people. 
had had’ more help from his fellow 
general "practitioners than ‘from the 
“ pundits.”- Indeed, such help, when 
requested, had never been withheld. Dr. 
Howie ‘Woop (sle of Wight) said that 
his Division was very much in favour of 
the health centre. One of the reasons 
which ‘weighed with many of them was 
consideration for their wives. He be- 


. lieved that ‘if a census of opinion of 


doctors’ wives. were taken it would be 
found that thére was universal support 
for the idea of practice away from home. 
The domestic’ difficulty was accentuated 
by the maid problem. Dr. S. W. 
SWINDELLS (Grimsby) said that mere 
grouping’ of doctors, unless done under 
the authority, would not be recognized 
for such purposes as infant welfare. 


He- 


Dr. F. W. Grant (South Shields) said, 


that what the Commission recommended 
was a statutory scheme of health centres. 
On the previous day the meeting had 
agreed to group practice as a feature of 
any future medical service, but the groups 
were to be ‘arranged by the doctors them- 
selves, and now they were asked to agree 
to a chain of statutory health centres in 
which the groups would not be formed, 
for the idea of setting up statutory groups 
had, been refused. Dr.. A. STAVELEY 
Govan (West Herts) said that the com- 
mittee of his Division was against the 
gêneral establishment of health centres, 
but in favour of the experimental estab- 
lishment of some centres and of further 
study of the subject. Some districts did 


- not need health centres, in others they 


would take ‘the form of diagnostic clinics, 
and in others again their chief purpose 
would be for consultation. A controlling 


body, such as L regional council, with 
a medical majority, should decide where 
and in what form health centres should 
be established in its area. , Dr. W. N. 
Leak (Mid-Cheshire) was opposed to the 


establishment -of health centres, although 


the idea was-attractive in many ways. 
What his constituents feared was that 
they .would be too governmental in 
character. There was no guarantee that 
a short while after these centres had been 
established consultants would not come 
along “and every case of stomach-ache 
would call for the gastro-enterologist.” 
The care of the patient should be in the 
hands of the general practitioner, and his 
hands should be strengthened as much 
as possible. 

Dr. F. Gray (Council) said that there 
was some danger in this discussion of the 
subject being confused by a mass of 
detail. “The scheme set out in the in- 
terim report was not the only one. 
Several speakers had expressed grave 
doubts as to that scheme, and, speaking 
as a member of the Commission, he had 


grave doubts himself. In fact the actual. 


scheme in detail was, he believed, un- 
workable. But it must not be supposed 
that any scheme was therefore unwork- 
able. 

The CHARMAN pointed out that in 
paragraph 69 of the interim report refer- 
ence was made to “... a health centre 
which would be provided by a statutory 
health authority.” He did not want to 
have the idea of a health centre turned 
down because of a difficult word like 
“ statutory ” at this stage, because there 
was no body at the moment proposing 
to set up a service of statutory health 
centres. Jt must be expected that the 
service would be tried out by some means 
or other in a number of districts, and 
he gathered that opportunities for so 
doing were likely to occur before long. 

In order to get a straight vote from 
the meeting the Gateshead amendment 
was waived in favour of a proposition 
moved by Dr.-WaAND, seconded by Dr. 
"INWALD, “That the principle of -health 
centres be approved.” and this was car- 
ried by a considerable majority. The 
CHAIRMAN said that he took it that the 
meeting would not wish to go into more 
detail at the moment. Prof. PICKEN 
suggested ‘that the Commission would 
wish to’ have the opinion of the Repre- 
sentative Body on its proposals, and 
eventually the following was proposed 
formally from the Chair— É 

That the plan in. hroad outline so far as 
it affects health centres set out in the draft 
Interim Report of the Medical Planning 
Commission be adopted— 
to which an amendment was moved by 
Dr. J. C. ARTHUR (Gateshead) that the 
words in paragraph 69 referring, to its 
statutory character be omitted. His 
object in moving this was to make sure 
that the meeting did not commit itself 
to any cut-and-dried scheme of health 
centres. They had to decide whether 
there should be erected all over the 
country a series of expensive buildings in 
which general practitioners had to work 
It might be desirable that that should 
be done, but he did not think it desir- 
able that the meeting should advocate 
such a concrete scheme, which would 
have to be paid for by some outside 
authority. No scheme of the kind should 
be approved until there had been a full 
experimental investigation. While they 
a health centres in principle they 
objected to this suggestion in the report 
that the choice should be a statutory form 
of health centre. It would be better to 


x —o 


have experimental kealth cenfres run by 
the doctors themselves. Jt was a form 
of activity which might well be under- 
taken by the B.MIA. . 

The Gateshead amendment was lost, 
and the original motion approving in 
broad outline the plan for health centres 
as set out in the report was carried. 


Gi ELECTIONS 


In the course of the meeting the results 
of elections were announced as follows: 

Chairman of Representative Body—Dr. 
Peter Macdonald. , 

“Deputy Chairman—Dr. J. B. -Miller. 
Treasurer—Dr. J. W. Bone. 

Twelve members of Council elected by 
grouped representatives :. 

Group (1) Dr. J. A. L. Vaughar. Jones, 
2) Prof. A H. Burgess, 3) Dr. H. W 
ooler, (4) Dr. J. A. Brown, (5) Dr. W. E. 
Thomas, (6) Dr. E. A. Greet Q Dr. F. 
Gray, (8) Dr. O C. Carter, 2 r. N. E. 
Waterfield, (10) Dr. J. Hunter, @1) Dr. J. G 
McCutcheon, (12) Dr. W. Lyle. j 


There were contests in Groups (6), (8), 
(9), and (11). F : 

Hight members of Council elected by 
representatives voting together: 


Mr. W. McAdam Eccles, Dr. F. M. Grant, 
Sir Kaye Le Fleming, Dame Louise McIlroy, 
Sir Ewen Maclean, Dr. J. C. Matthews, Dr. 
L. A. Parry, Major R. Scott Stevenson. 

Elected by the Annual Representative 
Meeting to represent the R.A.M.C. on the 
Council, Major-General] R. W. D. Leslie ;- 
to represent the R.A.F.M.S., Air 

Sir Victor Richárdson. - ‘(The 
Council was empowered to elect the repre- 
sentatives of the R.N.M.S. and the I.M.S.) 

[Owing to paper restrictions and tke neces- 
sary publication in our next issue of the 
annual report of the Insurance „Acis Com- 
mittee the debate on medical planning will 
be held over until Oct. 10] 


and 
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ANNUAL GENERAL MEETING ` 


The statutory annual general meeting of 
the Association was held on Wednesday, 
September 9, in the Great Hall of B.M.A. 
House in London. The chair was taken 
during the first part of the proceedings 
by the retiring President, Dr. Thomas 
Fraser of Aberdeen. . 

The SECRETARY read the notice con- 
vening the meeting. 

The minutes of the annual general 
meeting held ‘in London on September 11, 
1941, which had been published in the 
Journal, were approved and signed by the 
President. z 


Induction of New President 

Dr. Fraser then introduced his suc- 
cessor, Professor Sir Beckwith White- 
house. He mentioned the circumstances 
of the Aberdeen Meeting of 1914, when 
he was hon. secretary, which was over- 
shadowed by the outbreak of war, and 
the Aberdeen Meeting of 1939, when he 
was President, which was followed swiftly 
by the present war. His presidency, 
unduly prolonged. had not been a very 
happy period owing to the extra burden 
he had had to carry in his private prac- 
tice with the calling up of his partner, 
and to the increasing difficulty of travel, 
which made participation in the central 
affairs of the Association a very trying 
matter. He was. glad that a younger 
man, living nearer to London, was to 
follow him. He spoke of Sir Beckwith 
Whitehouse’s distinguished career and his 
popularjty in the Midlands, where he 
carried ‘on his practice. He then vacated 
the chair in his favour-and decorated him 
with the badge and chain of office. 


r 
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‘Sir Becfwirh WEJTEHOUSE, who was 


~ received with loud applause, said that he ' 


wished that this ceremony -could have 
taken place in his city of Birmingham, 
and that the Annual-Meeting might have 
been held there, as fad been anticipated 
for 1940, with the customary pageantry 
and entertainment. It would be his con- 
stant duty to uphold the dignity of ‘the 
.. Profession and to look after the interests 
‘of the Association and the public ‘iit 
served. . i 
‘The SECRETARY fead a letter which he 
had received from Sir Beckwith White- 
-house that morning stating that. as there 
was to be no entertaining at this year’s 
Annual Meeting he ‘had felt that he would 
like to send a cheque for 100 guineas to 
be credited to whatever fund” was felt to 
be most d ing of their attention at 
‘the present day. (Applause.) The Secre- 
tary added that after consultation‘ with 
the Chairman of Council and Treasurer it 
had been decided to place Sir Beckwith 
Whitehouse’s generous donation to the 
credit of the Sir Charles Hastings‘ Fund. 


` Election of Auditors - 

On the motion of Sir Beckwith White- 
house, seconded by Dr. C. F. T. Scott, 
Messrs. Price, Waterhouse and Co. were 
reappointed the Association’s auditors 
until the next annual meeting, at a fee of 
300 guineas. : 


‘Vote of Thanks to Past President 


The CHAIRMAN OF Counc (Mr. H. S. 
Souttar) proposed a hearty vote -of 
thanks to Dr. Fraser for his services to 
the. Association. - -He referred to the 
splendid reception which was given to the 
Association at-Aberdeen and to the many 
occasions since then on which the .Presi- 
dent, often with great difficulty: and even 
personal discomfort, had '`come down to 
assist their deliberations in London. 

The resolution was carried with loud 
applause, - : 


‘President's Address 


Sir Becxwrra -Warrenouse then_pro-- 


ceeded to read a short Presidential 
Address, which is printed at page 357 of 
the Journal. > : 

-The CHAIRMAN OF THE REPRESENTA- 
„Tive Boby (Dr. H. G. Dain)'proposed a 
vote of thanks to the- ident, who, he 


said, had offered many suggestions of - 


great value, which would assist them in 
the consideration of the large issues they 
were at present debating. i 
This vote of thanks was also heartily 
` accorded and the meeting terminated. 








-' St. Dunstan’s' (wartime address: Church 


“ Stretton, Sbropshire) is responsible for the - 


hospital treatment and Tehabilitation of 
members of the fighting Services, the Mer- 
chant Navy, and of the police, fire, and Civil 
Defence Services, who are blinded through 
the war. Civilians ‘who are thus blinded 
receive’ treatment in an E.M.S. hospital to 
which an ophthalmic surgeon -is attached. 
The- National Institute’ for the Blind has 
“undertaken the rehabilitation of ‘blinded 
civilians, whose welfare in general is the 
responsibility of county and county borough 
' councils.. Hospitals in the Emergency 
Hospital Scheme should thereforé notify the 
National Institute (224, Great Portland 
Street, London, W.1) before civilian blind 
are discharged; they should also notify the 
local authorities of the areas in which such 


persons propose to live (Mmistry of Health 


Circular 2630). me 
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General Practice and National Health 
_ SR,—One is always glad to find the 
importance of the work of the general 
practitioner appreciated in something other 
than vague terms by those in the position 
of Mr.’ Wilfrid Adams (Supplement, 
Aug. 29, p. 21). My object in writin: 
is to thañk him and to support some o 
his-arguments and not to criticize, except 
‘n one minor point. ' T 

When I started practice, a long time 


‘ago, the abrupt change from hospital to 


private routine presented many difficul- 
ties, such as the many extra calls on time, 
the want of someone at hand to consult, 
equipment, and, worst of all, the want of 
beds and of nurses to carry out one’s 
orders. Mr. Adams rightly says that the 
role of the general practitioner is early 
diagnosis and effective treatment. When 
the G.P. starts practice he has had no 
experience of the former, as nearly every 
patient he has-seen in hospital has been 
suffering from a more or less established 


+ disease or tye the earliest-stages of 
‘ound in the consulting” 


which have to be 
room or in the homes of thé people. 
And. how is he to give effective treatment 
in many cases without the help of the 
Hospital? He must often despair that he 
cannot, for want of bed, nurse, or equip- 
ment, give the treatment that he knows 
that his patient ought to have at times 
when it would be most effective; he 
acquires some of these requisites in time 
but he is still too often’in want.of a bi 
both for cure and for diagnosis. In many 
areas there are to-day small -local 
hospitals, though in ‘some of these too 
many of the beds are occupied by patients 
under the care of -members of the staff 
of the central hospital. 

As to early diagnosis, I dó not agree 
with Mr. A 
when he objects to means of special’ in- 
vestigation and treatment at the doctor's 
premises. one of the advantages 
of doctors working in a ‘group would be 
that one of them might carry out special 
lines of treatment, such as ultra-violet 
radiation, electrolysis, CO, ‘snow, etc. 
Another might do urine testing, blood 
counts, and various microscopical investi- 
gations, all of,which should be within the 
competence .of any doctor who might 
choose to undertake them, and which are 
not only invaluable for early diagnosis 
and treatment but add greatly to the 
interest of one’s work. 

Mr. Adams appreciates the value of the 
family doctor's talks on health to his 
patients. I believe that these, given in 
the surgery or in the homes of. the people, 
are the only ‘sort of lectures that get at 
the right people and at the right time. 
For some years now these domiciliary 
talks have been given with excellent 
results by district nurses, as those can 
testify who have practised long enough to 
see the changes in the homes of the work- 
ing classes. I believe such talks are of 
more value than all the official health 
lectures, because they “have on each 
occasion a practical application and are 
given to those ‘who cannot or will not 
attend formal lectures. If the nurse, why 
not the doctor? 


May Mr.-Adams’s hope be fulfilled— 
. that the. general. practitioner will take a 
share in the work of the M.O.H. but with- 


out too strict control; for -as Lord 
Dawson has recently written, “ Indi- 
pz wh e : s 


et 


, if I read him rightly, 


opinion. 


ae 


vidualism will not flourish easily within 
the rigid boundaries of a State service.” 
We know that authority, schools of 
medicine, and fashion all tend t? make 
progress difficult.—I am, etc., 

Bath Cuas. E. S. FLEMMING. 


“The Absentee Doctor 


Sirn,—A regular feature of the corre- 
spondence on the future of medical 
practice has been the wish’ that no 
decision be taken till after the war, 
when serving’ practitioners may have 
an ‘opportunity of expressing their 
Letters have appeared from 
doctors in the Forces deprecating any 
radical change, and looking forward to 
the time when they can return to con- 
ditions very similar to those they knew. 
@ne is tempted to think that these doctors 
have left their practices in care of part- 
ners or assistants, and that they confi- 
dently anticipate resuming contro] of 
lucrative practices after- cessation of 
hostilities. E 

It might be well, however, to consider 
the position of those doctors who, work- 
ing single-handed and trusting to the 


efficacy of the B.M.A. Protection of. 


Practices ` Scheme, have. closed their 
practices completely on enlistment. The 
scheme has prevented. the irretrievable 
transfer en bloc of a panel to neighbour- 
ing practitioners ; it has secured payment 
to an absentee doctor of a portion of his 
panel fees, though these steadily dimin- 
ish every quarter; and, judging by the 
admonishing notices received periodically 
from the bureau, it has secured payment 
of a ridiculously inadequate sum repre- 
senting private fees., tions, from 
insurance and removals from the district 
ensure a steady diminution „in the size 
of the absentee doctor’s panel, and abso- 
lutely no provision has been made to 
maintain the numbers on his list. 
Theoretically it may be possible for an 


acting doctor to accept.a new panel. 


patient on behalf of an absentee practi- 
tioner, and to treat him -provisionally, 
but I very much doubt if such accept- 
ances have ever been made. The scheme 
allows. for any patient accepted, during 
the war to change to a doctor returning 
from the Forces, after the termination 
of hostilities, but one cannot believe that 
many will exercise this privilege. Fail- 
ing any change in ‘the system, therefore, 
the returning doctor can expect to find 
himself the possessor of a fragment of a 
practice, on which he may still owe a 
large sum of money. 

This state of affairs should have been 
foreseen, and might have been prevented 
by various measures—e.g., the arbitrary 
allocation of a certain proportion of the 
new entrants or arrivals in a district to 
absentee doctors, the care of these per- 
sons being provisionally’ undertaken by 
the acting doctors. This would have 
avoided a precipitous decline in a doc- 
tor’s list, and a steady diminution in the 
value of the quarterly payments. Whether 
it is too late to amend the scheme to 
rectify this injustice is a debatable point. 
In any case these circumstances should 
be borne in mind in the event of 
compensation being paid for practices ; 
and in fairness to these men, and inci- 
dentally to those doctors who practise 
in devastated areas, the pre-war value of 
a practice should be that on which 
compensation should be paid. Such 
Teturning doctors will demand financial 
rehabilitation, and will resent being so 
handicapped in unrestricted ‘competition 
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with neighbours . who have: remained 
firmly established . during the war years. 
They will.no doubt. welcome any .scheme 
that, provides, security, from „financial 
embarrassment, and will not view with 
such distaste, as has been exhibited by 
many, a State Medical Service*-I am, 
etc., . 

London, N 15.7 | LIONEL B. LIEBSTER. 


Co-ordination or State Control ? 

Sm,—I note with interest a report in 
the Daily Telegraph of a meeting of the 
Association held:in London on Sept. 9 


from which the following sentence pur- 


ports to’ be a quotation of_one of the 
speakers—* Neigher the people of this 
country nor the bulk of the medical prot 


fession desire to become regimented 
units of .a. system of bureaucratic con- 
trol.” How. truly this sentiment is 
echoed by,all classes of the community 
can be ascertained by discussions at any 
hour of the day or night, and it is to be 
hoped that we shall now see an end to 
the supine attitude of the profession 
which has taken it for granted that a 
State Medical Service is both desirable 
and inevitable. 5 

* It.should be patent to any student of 
modern «politics (by which I mean a 
system of governing the country) and of 
modern economics (by which I mean a 


system of book-keeping) that’ there are” 


much simpler ways of providing the best 
medical -service for the community than 
by the fascist method- of Staté control. 
By all means let us have co-ordination 
which can best be carried out by the 
State, but let us remember that Great 
Britain is supposed to be a democratic 
country fighting for.democratic principles, 
and that once the shackles of obsolete 
finance and autocratic government have 
been removed-the problems which are so 
prominent to-day will disperse like’ the 
morning mist warmed. by the rising sun. 
—I am, etc.. rs 

W. SAYLE CREE 


Manchester. M Ch Orth, F.R CS. 








_ MEDICAL WAR RELIEF FUND 


i THIRTY-SEVENTH LIST 
Amount previously acknowledged, £45,942 3s., 
and £100 34% Conversion Stock, and 
- £40 3% Defence Bonds 
*Individual Subscriptions 

£2 12s. 6d.—Dr. Whyte Cassie, Glasgow 
donation) & # ‘ K = 
-£2 2s,—Capt. N Bickford, R A M.C. (5th dona- 
tron); Lieut -Col .G. Birdwood, I.MS, Walmer ; 
Dr. G. Vernon Bull, Sandhurst; Dr. -A. McK. 
Fleming, Gibraltar (2nd donauon). 

£1 11s. 6d.—Capt G. Fitzgerald O'Connor, 
RAMC (nd donation) 

£1 1s,—Major W. Happer, I.MS., and Mrs 
Happer (12th donation); Fl. Lieut H. J. Richard- 
son, RAF V.R. 

ee R S Munro, Northenden 
(amount already sent, £304) Dr. G. Geddes £5 5s 
(2nd donation); Dr L Mather £3 38 (2nd dona- 
tion); Dr R T. Rankin £2 2s (nd donation) ; 
Dr E. S Jackson £10 10s (2nd donation); Dr. W 
Graham £3 38 (2nd donation); Dr K E 
son £10 10s ; Drs’ Watterson, Hogarth, Mac- 
Fadzean, Cliff, and Hodge £20 (2nd donation); Dr 
I. D Kitchin £5 5s ; Dr R B Wilson £2 2s. (2nd 
donation); Dr. W B Boys-Stones £2 28 ; Drs 
Howat, Howson, and Stewart £3 3s (2nd donation) ; 
Drs. Schofieki/ Schofield, and Taylor £10 10s (2nd 
donation) ;-Dr. J. B. Reid £2 28.; Dr. W. W. 
Moore McKinney £5 5s (2nd donation); Drs: 
Watterson and Nicholson £5 5s (2nd donation) 

£25 48:—East Grmstead and District Medical 
Society—per 
already sent £23 
tion; Dr. W. H. Marshall (2nd donation) ; 
H B Shaw (2nd donation); Dr. C K. Thornton 
(2nd donation); Dr. A Ort-Ewmg (2nd donation) ; 
Dr..R Stanley (2nd donation); Dr J H. M 
Frobsher (2nd-donation), Dr. C R. Steel nd 


* donation); Dr E -G. Sibley (2nd donation); Dr. 


H. F Wilson (3rd donation); Dr. A. C Sommer- 

ville (2nd donation); Dr. B C. Morton Palmer. 
£23 1s —Doctors m the Ine of Man—per Dr. D. 

Panun (amount already sent, £107 158). Dr A R. 


7a.—Lancaster L M.W C.—per Dr. George- 








£1 1s _(4th donation); Drs 
£2 2s (4th donation); Dr. C 
donation) 

£14 1s.—Members of Llanelly Medical Board 
(amount already sent, £12 12s). 


Local Medical Aid and P: 
£200.—East Sussex. n 
Totał—£46.310 10s., and £1 34% Conversion 

Stock, and £40 3% Defence Bonds 


Cheques, payable to the Medical War Rellef 
Fund, should be sent to Dr] G C. Anderson, 
of the Fund, British Medical 


and K Vernon 
Pantin £2 2s (4th 
e 
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INDIAN MEDICAL SERVIOR 
Major G Nelly has retired on account of 1l- 





health 
Capt. E. C. Hicks to be Mayor. 
EMERGENCY COMMISSIONS 
L. W. A. Rose to be Lent 7 


COLONIAL MEDICAL SERVICE 


appointments are announced: 
. and G A. Mott, M.B., 


BCh, Metical Officers, Gold Coas; H. W. For- 
shaw, M B., ChB, and J A. B. Nichdison, M B., 
Ch.B., Medical Officers, Nigeria; H Reed, 


MB, BS., Medical Officer, Tanganyika Territory ; 
J. B. ON Gillespie, M D.,- Medical Officer, Trini- 
dad; G. N. Samuel, M B., Ch B, Medical Officer, 
Sierra Leone; R H Georges, LRCS, LR.CP., 
Dutrct Medical Officer, Antigua, Leewards; 
M A W Roberts, M.B,-B.Ch., Suraical Specialist, 
Nvasaland 






















been transferred 
for the noufication 
m the London Gazette dated J 7) 


E Griffiths to be Surg Lieu 


RoyaL Naval VOLI RESERVE 

Prob Temp Surg Lieuts. J| Carrick. D A. H 
McNaught, F Hutchinson, McF, Kirkpatrick, 
J W. Hannay, H Howard-Swaffield and B W. 


Lieut “Col. C. McQueen, M/C, retred pay, has 
at his own request’ 


Temp Col (local Maj f 
Gordon-Wateon, K B.E.. C V|O, has relinqmshed 
his on and is gran the honorary rank 
of Mayor-Gen pie i 

Wer Subs Capt A. F. F| Shepherd has relm- 
unt of ill-health, and 


lor, K. C S. Skene, 
relincuished their 
ill-health and are 
H Guibride, C H 


Dr. (relative rank War 
Mathews has relinquished her lappointment of M O. 
` To be Liens.: R L. T , J. Wyllie, L. Tájkef, 


EMPLOYED WITH 


ROYAL AIR [FORCE 
. Cooper has been 
Squad. 


G. K. Cooper to be FI Lieut. iA 
Officers B H O° J.J Glynn. W L. 
, F.E Masse, J H McArthur, D C. 
Rawims, R H Evans,’ K Mullard, H N G. 
Hudson, A. E McDonald, A. D Lamb, F. W. 
Launo, L. Clement. C M]! Gregory, C. A N. 
Anderson, O P . M. Peters, R. J. 
Campbell, H A. Wıhon, Sewell, G W. Bellis, 
J.-L Comor, W. D, Roden, A M Fraser and 
H. L. Ross (correction) to War Subs. Fl Lieuts 
To be Elying Officers cy): J] D_Broad- 
bent, W. A Hamer, A. E. , J F Pelmore, 


and A. W P. Stone. 


(J 
` POSTGRADUATE NEWS 

A short course of lectures on comtmon skin diseases , 
will be held at St John’s Hospital for Diseases 
of the Sion, 5, Lisle Street, WC, on Tuesdays, 
Sept 29 and Oct 6, 13, and 20, and Thurs- 
days, Oct 1 and 8 at 430 pm e The lectures 
are free and are open to medical officers of all 
the Allied Forces, graduates, afd undergraduates 
Details will be announced weekly m the pom- 
graduate diary column of the Supplement 


WEEKLY POSTGRADUATE DIARY 


British POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W—Daily, 10 am. to 4 pm, Medical 
Clinics Clinics 


. Surgical and Operations, 
Obstetrics and Gynaecological Clnics and 
Operations Daly, 130 p.m. Post-mortems 
Tues, 10 am, Pa > li am, 


_Cinic Fn., 1215 pm, Surgical Conference ; 
2 pm, Gynaecological Conference; 2 pm, 
Stenlty Clini. 


smp OF MEDICINE, 1, Wimpole Street, W.— 
St Mary Ishngton Hospital: Wed. 2 pm , Final 
FR.CS Clincal Course London Homoeopathic 
Hospital : Wed ,.5 30 p m., Final F.R C.S. Clmrcal 
Surgery Instruction. Sat (Oct 3), 
Final F.RCS Chnxal Teaching 
Hospital for Diseases of the Heart: Tues. 
Wed., 10 a.m., Out-patent Clinics 
Sr. Jonn’s HosprraL Fok DISEASES OF THE SKIN, 
5, Lisle Street, W.C —Tues, 430 pm. Dr. H 
Corsi: Scabies and Parasitic Infecuons. Thurs., 
-430 pm. Dr. W Griffith: Bullous Eruptions 


Normal Histology of the Reuna 
“Wolff: Pathological Histology of the Retina. 


DIARY OF SOCIETIES & LECTURES 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lmcoin’s 

Inn Fields, W.C —Thurs., 3.30 pm Dr. Beatrice 

D. Pullinger: Expermmental Tumours and Trauma 

—At Department of Blo- 

, South ka Road, Oxford, Sat 
(Sept. 26), 1130 a'm Communicanons. 


m —— a 
BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head ts 10s. 6d Thi amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
morning to ensure insertion in the current issue. 


: BIRTHS 


Wingham, or. 
Edgar Freshman, FRCS, a daughter. 

Lx Vay—On July 27, at Ripley, to Esther (née 
Wyndham), wife of Lt. H. Le Vay, RAMC, 2, 
son (Michael John) , 

\McLaken —On September 18, to Margaret, wife of 
“Capt. G. N. McLaren, R-A.M.C., The Poplars, 
Neasham Road, Darlington, a son 


BIOCHEMICAL 
chemistry, 








The Ministry of Health states that some 
doctors are still usmg the old National 
Formulary which was superseded on Decem- 
ber 1, 1941, by the National War Formulary. 
Since this not only causes urconvenience to 
patients and chemists, but also in many 
cases means a waste of drugs which are 
in limited supply, doctors are asked to cease 
using it, and to conform with the rule that 
no prepamation should be prescribed by. title 
‘alone unless that title appears in the B.P., 
the B.P.C.,.or the National War Formulary. 
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1. Five meetings of the full Insurance 
Acts Committee have been held during 
the past sessiop. In the interval between 
meetings the work óf the Committee has / 
been conducted by an Executive Com- 
mitee which has met on six occasions. 


,` _ Constitption -of Committee 

2. The constitution of the Committee 
has been changed by (a) an in se from 
26 to 27 direct representatives /of Local 
Medical and Pane Committees ; (b) the 
elimination of representation of the 
Association of Local Government Medi- 
cal Officers ;.and (c) the election of 6 
members by the Annual Conference of 
Local Medical and Panel Committees. 
The procedure governing the election at, 
the ual Conference is set out in a 
new Standing Order which the Confer- 
ence is being asked to approve. 


Recommehdation A.—That the following 
addition be made to the standing orders of 
the Conference: z 


s Election of six members of the Insurance 
Acts Committee: For the purpose of this 
‘ election “ Representative ” shall be defined. 
as the duly appointed representative of a 
panel committee, or, in his absence, the 
. deputy duly appointed in his stead in 
attendance at the meeting.” 
Nominations may be made only by 
‘representatives, and a representative may 
make not more than one nomination. 
Only practitioners actively engaged in 
National Health Insurance practice are 
eligible for nomination.- ` 
Nominations must be handed in, on the 
prescribed form, before noon of the first 
day of the Annual Conference, the voting, 
1f necessary, taking place during the after- 
noon session. Only appointed representa- 
tives or deputy representatives in atten- 
dance at the meeting are eligible tò vote. 
The Insurance Acts Committee shall be 
empowered to fill casual vacancies occur- 
ring among the,elected members. 


Insurance Capitation Fee ._ 
3. The various resolutions passed at 
the Special Conference on July 31, 1941, 
„were sent to the Ministry of Health, and 
have been noted for suitable action by 
the Committee at the appropriate time. 


Wartime Bonus ode 
4. Panel Committees are aware of the 
action taken by the Committee in- sub- 
mitting an application. for a wartime 
bonus for insurance practitioners. The 
memorandum which formed the applica- 
tion was submitted to Panel Committees, 
and. was subsequently revised by the 
Committee after considering -their obser- 
vations. It was then, forwarded to the 
Committee's legal advisers for their com- 
ments on the substance of the memoran- 
dum and for their suggestions in regard 
to its presentation to the Ministry. 
Ultimate , ‘the memorandum was for- 
4 
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warded to the Ministry substantially in 
the form in which it was preparèd by the 
y4 


Committee (Supplement, Ju , 1942). 
On July 14 the Ministry replied as 
follows: Z - 


“The Minister of Health has had under 
consideration your letter of June 24 asking 
for a further increase in the capitation fee 
payable to insurance practitióners in order 
to compensate them for the increase which 
has taken place in the cost of living since 
the beginning of the war. N 

“In reply I am to refer the Insurance 
Acts Committee of the British Medical 
Association to previous correspondence on 
this matter, including your letter of May 15, 
1941, in which it was stated that ‘ the Com- 
mittee is prepared to withdraw, this part of 
its claim until adjustments to meet the 
higher cost of living,are made in-the re- 
muneration of others with comparable in- 
come.’ 5 

“ It is still the policy of the Government 
that increases` in remuneration to meet the 
increase in the cost of living should not be 
gtanted to classes of persons whose incomes 
are similar in amount to those of insurance 
practitioners, and the Minister regrets there- 
fore that he is unable to accede to the Com- 
mittee’s request.” 


5. The Committee was profoundly 
dissatisfied with. the Ministry’s reply, and 
immediately asked for a meeting between 
the two parties with a view to ampli- 
fying the Committee’s application. Such 
a meeting was arranged, and subsequently 
the following letter (dated Aug. 14) was 
received from the Ministry of Health. 


Copy of Letter from Ministry 

“I have now had an opportunity of put- 
ting very fully to the Minister the views ex- 
pressed by you and your colleagues when 
you came to see-me on July 23. It may. be 
convenient 1f I set out here what I believe to 
be the chief points which you wished me to 
‘pring to his attention by way of supple- 
mentation of Dr. Anderson’s letter of June 
24. You stated very emphatically that in- 
surance practitioners were -increasingly- dis- 
satisfied with their position; that they had 
conceived themselves as partners with the 
Ministry in the promotion of a positive 
‘health policy; that instead of being treated 


` as such they had been driven by successive 


actions of, the Ministry into what was 
frankly described as an attitude of hostility 
to the Department, and that tHis deteriora- 
tion of relations dated from the proceedings 
before the Arbitration’ Tribunal of 1937. It 
was said that not only the result of that 
arbitration but also the method of presenta-~ 
tion of the Ministry’s case before the tri- 
bunal had been resented by the profession. 
That resentment had been deepened by the. 
action of the Ministry in refusing in 1941 to 
entertain an application for an increase in 
the capitation fee on the ground that it 
would require legislation. This ground of 
objection, it was alleged, was -teken at a\ 


ally being 


e 
ttme when legislation was a 
itted of the 


, drafted which not only permi 
amount of the fee being raised, ‘but intro- 
duced, without consultation with the pro- 
fession, additional classes of the population 
into insurance. 

“Tt was into this background] that you 
set the claim of the insurance practitioners 
that they were entitled to more generous 
treatment, and the case was amplitied by 
statements of the additional burdens of 
work placéd upon them without any corre- 

- sponding increase. in their uneration. 
Reference was made not only to the bonuses 
granted, with the approval of thej Minister, 
by local authorities to their officers, includ- 
ing their medical officer, but also to the 
increases of remuneration secured py the in- 
dustrial workers, including capo aie stafts, 
You agreed that there was no accurate or 
statistical measure of the increased work of 
practitioners, and suggested that such validity 
as the prescription figures-may haye had as 
an index of work no longer obtained, since 
doctors, for various good reasons, |partly of 
necessity and partly of choice, were inclined 
less and less to give prescriptions for mino 
ailments and more and more to rely on suit- 
able advice. There were more |of these 
minor ailments about, and some|of your 
colleagues stated that their er sur- 
geries ,were now as frequented ,as_ their 
winter surgeries used to be. All this, it was 
suggested, indicated a need for!a more 
gencrous approach by the Ministry to the 
capitation question than had hitherto been 
in evidence, and you made it clear |that you 
did not wish the matter to be dealt with 
merely as one relating to a cost/of-living 
bonus. 

“ As I said, I have put your supplemen- 
tary arguments, which I hope I have set out 
adequately, to the Minister, and he Has given 
the most sympathetic consideration to the 
views of the deputation. 

“In reply, I think I ought to deal first 
with certain matters which belong to the 
background of history to which lyou re- 
ferred. As I tried to explain to the| deputa- 





tion, the method of proceeding by| way of 
‘ arbitration leads insensibly to an atmosphere 
of litigation which is not in e best 


interests, or to the liking, of either party, 
and we are agreed,-I think, that this is one 
of general questions of procedure ty which 
a great deal of thought must be given in 
relation to the future. Since I saw you I 
have taken the opportunity of re-reading the 
shorthand notes of the evidence given on 
behalf of the Department, and I am bound 
to say.that I cannot find anything in the 
evidence beyond what was necessary to sup- 
port the Department’s case, which was, as 
you know, not that the insurance doctors 
were in any way deficient either in skill *or 
in zeal, but that the progress of medical 
science since the last award had not in fact 
added to the burden of general practice but 
-had had, if anything, the contrary effect. 
“Coming to nearer matters, I found it 
necessary, as you know, to rebut the sug- 
1975 
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gestion that the Ministry were unfair in their 
attitude in 1941. I think I ought to put it 

_ on recosd that at the date when the Com- 
mittet’s original application for an increase 
in the capitation fee was rejected, the ques- 
tion of immediate legislation was mot, in 
fact, under consideration, and that as soon 
as legislation was decided upon negotiations 
were at once opened. Let me also clear up 
another point which seemed to be an occa- 
sion of affront to’ the deputation—namely, 
our approval of bonuses to local authority 
officers, including the M.O.H., with salaries 
over the current Civil Service bonus limit of 
£500. I hope I convinced the deputation 
that with certain exceptions the Government 
haye no power t® interfere with the salaries 
paid by local authorities to their officers, an 
that this element of freedom from central 
control is regarded, and 1ightly regarded, bye 
local authorities as an important matter of 
principle. It is true that medical officers of 
aera are in a special position in this 
matter, but after full consideration the view 
was taken here that it would be unfair to 
single them out and use the powers of the 
Department to exclude them from the bene- 
fit of a general policy adopted by a local 
authority for dealing with its staff. As I 
pointed out, the general Government policy 
of refusing to pay direct Exchequer grants 
in respect of any bonus to an officer in re- 
ceipt of a salary over the Civil Service limit 
has been maintained. 

“ Turning now to the present claim of the 
Committee, perhaps I may put the position 
as follows. We had an award in 1937 of 
9s. per insured person. Your Committee 
found this award unsatisfactory, but none 
the less it was and remains an award made 
by a competent tribunal after a long and 
searching inquiry. The war came with all 
its consequences to everybody. Practice 
expenses increased We have met these ex- 


penses and we have met any reasonable claim- 


in respect of the new class brought into in- 
surance. I believe we are agreed on that. 
What is left? You say the award was all 
wrong—that is, that the whole basis of the 


tribunal’s consideration was wrong We do ` 


not and cannot admit that, but the Minister 
has promised a fresh basic inquiry as soon 
as conditions permit such an inquiry to be 
made, You agree, I understand, that the 
precise material for such an inquiry is not 
presently available. That way of solving 
this recurrent problem is barred. The 
* service facts’ which both of us would wish 
to present to an arbitrator on any question 
of ‘ basis’ are unobtainable at the moment. 
Records have gone overboard and we are 
left with generalities Moreover, this ab- 
sence of material on which to base a judg- 
ment does not merely negative the idea of 
an arbitration. In the absence of an arbi- 
tration the Minister in this matter is. bound 
to hold the scales fairly between the pro- 
fession and the body of contributors, em- 
ployers, employees, and taxpayers who foot 
the bill, and he, no less than an arbitrator, 
must be satisfied that a case for an alteration 
of the fee has been fairly made out 

“ On the question of bonus I do not think 
it is in dispute that the, Civil Service bonus 
is limited to those earning under £500 and 
that it is.on a diminishing scale and is not, 
as in the last war, on a percentage basis. 

“ We should be the last to deny that in- 
surance practitioners—and indeed the, medi- 
cal profession as a whole—are hard worked, 
chiefly, no doubt, owing to the demands of 
the fighting Services, but for a number of 
subsidiary reasons connected with war con- 
ditions But this is true of, many other 

e classes of the community, and the Minister 
and the Secretary of State for Scotland, 
whom he has consulted, feel it impossible 


to accept this as a ground for’again reopen- ' 


ing the‘award and going beyond the addi- 


tional 9d. granted b 1941, fwhich seems to 
them a fair return for e measurable 


additional practice costs ioned by the 
war, and a recognition of the effect of the 
recent legislation. 

“ One further point o tg me. We 


must not lose sight of the fact that large 
questions affecting the futu of the medical 
profession are now emerging. The report of 
the Medical Planning Commission set up by 
your Association, when finally settled, and 
no doubt the report to made by Sir 
William Beveridge, will bring these issues 
still more into the forefront; and the 
‘natters for discussion will! doubtless cover 
the question of the remuneration of the pro- 
fession in relation both ta generaf*and to 





that circumstances may 
compel us all to consider a new method of 
approach. This, apart m anything said 
above, seems to suggest th t in any case the 
moment is not opportune for raising the 
present issue now.” ` n 


6. Being convinced that the Ministry’s 
advisers had failed to appreciate-the full 
effect of wartime conditipns on insurance 
medical practice, an interview was sought 
and has taken place with Mr. Ernest 
Brown, the Minister of Health. The 
Minister has promised td give careful and 
sympathetic consideration to the views 
expressed to him, and asjsoon as his reply 
is received the Committee will submit to 
Panel Committees its views on the reply, 
and the course which the Annual Con- 
ference will be recommended to, follow. 


Consultation between ‘the Government and 


Prof: n 

7. Arising’ from the failure of the 
Government to consult|the medical pro- 
fession before announcing new legislation 
to introduce a new group into National 
Health Insurance, it was decided that a 
satisfactory assurance should be sought 
from the Minister off Health on the 
principle involved. Th following expres- 
sion offthe Committeejs views was con- 
veyed to the Minister of Health: 


“1, The action of the|Minister of Health 
in announcing the Government's decision to 
increase the N.H.I. income limit, after con- 
sultation with other bodies but without prior 
consultation with the body representative of 
insurance practitioners, | has been bitterly 
resented by panel committees and insurance 
practitioners throughout the country. 

“2. The Committee | seeks from the 
Minister a specific assurance that he will 
return to the precedent jestablished in 1916. 
and consult the Insurance Acts Committee 
before any change in the N.H.I. Acts or the 
Regulations thereunder is introduced, into 
Parliament ”— P Pa 
to which the following reply was 
received : 

_“ The Minister has oted the two reso- 
lutions set out in your letter of February 19 
and is prepared to give|the assurance asked 
for in so far as any proposed changes in 
the National Health Insurance Acts or Regu- 
lations thereunder affect insurance medical 
practitioners. As you no doubt aware, 
such changes are proposed from time to 
time which ın no way |affect medical prac- 


tice.” z 


as an indication 











ion of ce Practitioners 
8.- The Committ is engaged“ in 
examining the machinery for the organ- 


ization of insurance practitioners, and 
has appointed a s al - subcommittee: 
with instructions to pay particular atten- 


Ld 
tion to the machinefy for co-ordination 
between insurance practitioners and the 
Committee. The investigation will in- 
clude a reexamination of the scheme for 
collective bargaining ewhich has been in 
existence since 1917. Similar action is 
being taken in Scotland. > - 


. Group Organization 

9. Great importance is attached to the 
formation of Group Standing Commit- 
tees. Some Groups have had Standing 
Committees for many years, and have 
found them a helpful means of exchange 
of views between neighbouring Panel 
Committees. A Group Standing Commit- 
tee gives the direct representative of the 
Group on thg Insurance Acts Committee 
an opportunity of meeting representa- 
tives of his constituent cqmmittees and 
hearing their views on current matters of 
interest to insurance practitioners. The 
Insurance Acts Committee urges the 
Panel Committees in any Group in which 
a Group Standing Committte is not func- 
tioning to take immediate steps to form 
such a committee. 

Propaganda 

10. Panel Committees are aware of the 
Committee’s association with the com- 
prehensive scheme of propaganda under- 
taken by the B.M.A., which was gather- 
ing Momentum when war was declared 
gnd which had for one of its principal 
objects the enlightenment of the public 
on the work being done by insurance 
practitioners. The scheme was termin- 
ated for various reasons associated with 
the war, and while a revival of propa- 
ganda on a large scale is impracticable 
until war ceases, the Conimittee”is ex- 
ploring the possibility “of an early 
remus of -publicity on a modified 
scale. z 

Medical Planning Commission 

11. The Interim Report of the Medi- 
cal Planning Commission was referred to 
Local Medical and Panel Committees for 
their consideration and observations as 
an initial step towards the presentation 
to the Commission of the views of in- 
surance practitioners generally. The In- 
surance Acts Committee has considered 
carefully the observations of the 64 Panel 
Committees which have replied. The 
recommendations*to the Conference set 
out below: represent substantially the 
majority yiews of these Committees, and 
with these views the Insurance Acts Com- 


- mittee is in agreement. 


Recommendation B.—That the Conference 
accepts the broad definition of 'the objects of 
medical service: 

(a) To provide a system’ of medical 
service directed towards the achievement 
of positive health, the prevention of 
disease, and the relief of sickness; and 

(b) To render available to every indi- 
vidual all necessary medical services, both 
general and specialist, and both domi- 
ciliary and institutional. 
Recommendation C.—That free choice of 

doctor and patient should be an essential 
feature of any future service. 

Recommendation D-—That the Confer- 
ence is of opinion that group practice in 
some form is deserving of favourable con- 
sideration by the Medical Planning Com- 
mission. 

Recommendation E. — That provision 
should be made by the Government only 
for persons compulsorily insured under the 
NHJ. Acts, the dependants of such persons, 
and other of a like economic status. 


12. The Committee is opposed to the 
establishment of a whole-time saldried 
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Government medical service, but at the 


samo time it feels that something more | 


than the mere- exténsion of National 
Health. Insurance to the. de ts of 
wage-carners and others of like economic 


.— Status, coupled with the enlargement of 


1t8 scope by ‘the inclusion of consultant 
and specialist servi should form the 
basis of the co-ordination and irftegration 
of health services of the future. The 

” Committee has considered `the plan. in 
broad oittline set out in the Medical 
Planning Commission’s report ‘and sub- 
mits e following ‘recommendations 
thereon: 


Recommendation F.—That thè Conference 
approves the general Principle pf the estab- 
lishment of héalth centres. 
«Recommendation G —That the Conference 
considers that all registered medical practi- 
tioners should have the right to take part 
in the ice and, so far as possible, a 
choice of -the area in which they will serve. 

Recommendation H.—That the Conference 
is not in possession of sufficient information 

-to enable it to express an opinion on the 
method of remunerating general practi- 


- tioners for their services under the Com- 


mission’s plan,’ and that the Medical Plan- 
ning Commission be requested to give it 
further consideration. ` 

Recommendation I—That the Conference 
considers that the question of the method of 
remunerating consultants is a matter for the 
consultants to arrange. 

Recommendation J—That, subject to the 
foregoing decisions, the Conference is in 
favour of the co-ordination and integration 
of health services on the basis of the plan 
set out in broad ‘outline in‘ 'the draft 
interim report’ of the Medical Planning 
Commission. E 


, Recommendation K.—That in view of the 


` fact that the full adoption of the plan may 
.be delayed for various reasons, the Con- 
ference considers that some interim changes 
should be made. í 


Recommendation L.—That the Conference . 


is in favour of the proposals for immediate 
Post-war application—namely: (1) the two- 
way extension of National Health Insurance 
to include (a) the dependants of wage- 
earners and others of like economic status 
within the current N.H.Leincome limits, and 
(b) the provision of consultant ‘and specialist 
services; : (2) the establishment of experi- 
mental co-operative practice in some areas; 
(3) the creation of Regional Hospitals 
Councils with executive or advisory func- 
tions. 
~ Limitation of Doctors’ Lists 

13. The Special Conference in July, 
1941, expressed the view that in the 
event of the new -class of entrants into 
insurance bringing the number on a 
doctor’s list above the number allowed, 


such new entrants should not be taken, 


into consideration in deciding whether the 
maximum had been reached. The Ministry 
of Health has issued an instruction to 
insurance committees. which gives effect 
to the Conference’s view. > 


-— Central Mileage Fund 


14. The Central Mileage Fund is 
being increased by an amount which will ~ 


take account of the entry into insurance 


of the new group of non-manual, workers.. 


The Ministry’s first statement indicated 
that the increase would affect only the 
ordinary portion of the Fund, no men- 
tio being made of the resemed -and 
special expenses portions. Eventually, 
however, the Ministry - agreed . to. apply 
the increase to the entiie Fund: ` : 
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Dependants of shivice Men - 

15. Despite repeated representations 
by` the Association, the Government has 
ersistentlye declined to provide medical 
nefit for the dependants of men in the 
armed Forces. It is the view ‘of the Ser- 
vice Departments that the pay and allow- 
ances of serving men and their families 
are sufficient to provide medical treat- 
ment for dependants without Government 
assistance. The matter is being pressed 


. upon the Government again. 


- Medical Records of Ex-Service Men 

16. The Committee has noted for dis-* 
cussion, with the Ministry of Health the 
present unsatisfactory position in regard 
to the availability of medical records of 
men discharged from the armed Forces 
on medical grounds. 


Medical Benefit for War Workers in 
Hostels z 
17. In consultation ‘with representa- 
tives of Panel Committees in the areag 
concerned, a plan was worked out for 
the provision of medical benefit for war 


workers in hostels sitWated in districts’: 


where the normal arrangements would be 
impracticable because of the distance be- 
tween the hostel and the nearest doctors. 
The arrangements have includéd the 
appointment of a local doctor as a hostel 
Medical adviser, with supervision of the 
sick-bay as a principal duty. i 


Election of Panel Committees 
18. The Ministry of Health and De- 
partment of Health for Scotland were 
asked to make provision for the resump- 
tion of the election of the Panel Com- 
mittee in any area in which an election 
was desired by the Panel Committee, and 
gave an undertaking that sympathetic 
consideration would be given to any such 

application by a Panel Committee. 


Medical Benefit for Juveniles 

19. The Committee has raised with 
the Ministry of Health the position of 
juveniles who, while still at school, are 
employed during the school holidays and 
thus become insured as juvénile con- 
tributors and remain entitled to medical 
benefit until they are 164 years of age (if 
still at school) or until they become adult 
insured persons at 16. The Ministry 
states that legislation would be required 
to exclude them from insurance, and 
there are certain difficulties which pre- 


clude the possibility of introducing such 


legislation. It is stated that the liability 
of an employer to pay contributions in 
respect of an employee must necessarily 
be capable of being determined week by 


“week during the course of the employ- 


ment, and that it would be extremely 
difficult, if not impossible, to determine 
with precision whether a juvenile would 
in fact leave the labour market and return 


‘to school ‘at the end `of the holiday 
i The position in regard to pay- . 


period 
ments into the Central Practitioners Fund 
for these juveniles is somewhat obscure, 
and the Committee is seeking further 
information. 


~. National War Formulary 
20. The National War Formulary, 
compiled by a special committee (includ- 
ing representatives of the Insurance Acts- 
Committee) appointed by the Minister of 
Health, came into operation for National 
Health Insurance purposes on December 
1, 1941. Insurance practitioners are 
asked to use this new Formulary and to 
refrain from using the peacetime Natjonal 
Formulary. z - 


‘members of the Home 


Medical Benefit for Seamen 

, 21. A seaman on coastal service some- 
times experiences difficulty whene he re- 
quires treatment at a port of call bechuse 
it has been necessary for him to leave 
his medical card with a doctor when ob- 
taining treatment at a previous port of 
call. It has been suggested to the 
Ministry of Health that the difficulty 
would be overcome by the issue of 
“ travellers’ vouchers.” A 


Application for Medical Card 


22. It was suggested to the Ministry 
of Health that it -would be helpful to the 
clerk to an insurance committee in identi- 

g an application for®a medical card 

the form of application (Form Med 
50) contained a space for the name of 
the employer. Ultimately it was agreed 
that the Committee’s object would be 
secured by extending Note 1 at the foot 
of the form by the addition of the 
words: “ Otherwise enclose your current 
contribution card or a certificate of em- 
ployment from your employer or other 
evidence of insurable employment when 
sending this application to the insurance 
committee.” 


Pension and Insurance Scheme e 

23. In 1932 the Insurance Acts Com- 
mittee negotiated with three insurance 
companies the “Pension and Insurance 
Scheme for Insurance Practitioners.” 
The agreement with the companies, which 
was for a period of 10 years expiring 
on Decethber 8, 1942, did not exclude 
war risks. Directly after the outbreak 
of war the companies pressed for the 
insertion of a war clause in the policies 
providing that in the event of the death 
of the assured being due directly or in- 
directly to enemy action the amount 
payable would be limited to a sum repre- 
senting the surrender option of the 
policy. The companies’ proposal was 
resisted, and after prolonged negotiations 
agreement was reached on the special 
conditions to be included in the new 
policies. The conditions provide that all 
practitioners who are killed by enemy 
action while serving in H.M. Forces, ex- 
cluding members of the Home Guard as 
at present constituted, shall be excluded 
from the full benefits of the scheme: 
and that all other practitioners (including 
Guard) who are 
killed by enemy action’ in the United 
Kingdom shall be covered by the full 
benefits of the scheme. The Committee 
again draws attention to the attractive 
nature of this scheme and the exceptional 
terms available only until the present 
agreement expires on December 8, 1942. 


National Insurance Defence Trost 

24. The Balance Sheet and Statement 
of Expenditure and Income of the Trust 
for the year ending December 31, 1941, 
is being sent to every Panel Committee. 

25. Two of the five practitioners re- 
ceiving financial assistance from the Trust 
under the terms of Minute 30 of the 1938 
Annual Conference have died. The 
Trustees decided, as from January 1, 
1942, to increase by £40 per annum the 
existing grant, of £200 per annum to each 
of the remaining three annuitants, to 
meet increased costs due to wartime 


conditions. * 
SCOTLAND 

This particular section deals with 
matters which are of a purely domestic 
Scottish nature and which have not been 
referred to in thẹ preceding paragraphs, 
or upon which action in England and 
Wales differs from that fakep in Scotland 


-een my 


meets 
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Chairman and Deputy Chairman 
26. Dr. J. F. Lambie (Glasgow) and 
Dr. Æ F. Wilkie Millar (Edinburgh) 
were reappointed Chairman and Deputy 
Chairman for the session 1941-2, 


Meetings of the Subcommittee 


27. Three meetings of the Subcom- 
mittee and one meeting of the Rural 
Practitioners Subcommittee have been 
Š : 


Scottish Representation on I.A.C. 


28. It has been. agreed that direct 
representation of Scotland on the parent 
Committee shafl be on a territorial basig, 
and: that Scotland as a whole shall have 4 
direct representatives instead of 3. Scot- 
land has been divided into 4 subgroupse 
u) South-East Scotland (including Fife 
Clackmannan, and Kinross) ; (2) North o 


the Tay ; (3) City of Glasgow ; (4) South- 


West Scotland. 


Scottish Mileage Fund 

29. Agreement with the Department 
of Health for Scotland has been reached 
on an increase in the-Fund from £44,675 
to £49,366, plus an additional sum in 
respect of the new group of non-manual 
workers. The latter increase is pro- 
visionally assessed at 2%. ~ 


” Temporary Residents from Clydebank 


30. A satisfactory settlement has been 
reached in regard to the - abnormal 
enpor resident payments for Clyde- 
bank insured persons following the 
severe air raids in that area in 1941. 


Services for War Workers 


31. Following the receipt of reports 
of the value of the experimental scheme 
in the’ area of the Clyde basin, which 


affords facılitiès for the early diagnosis _ 


and treatment of illness or unfitness 
occurring in war workers; doctors are 
being advised to ensure that their patients 
receive the full benefits of the scheme. 


' 


PROCEEDINGS OF COUNCIL | 
The first meeting of the new Council of 


the British Medical Association was held 


at the conclusion of the Annual Repre- 
sentative Meeting on Sept. 10. Dr. Peter 
Macdonald proposed the re-election of 
Mr. H. S. Souttar to the chair for ‘one 
year, and this was seconded by Mr. 
{cAdam Eccles and carried unanimously 
and with acclamation. The Chairman 
thanked the members for their confidence 
and referred to the large amount of quiet 
work in the background which had been 
taking place during the past three years. 
He also. welcomed to the Council the 
new members, of whom there were an 
unusual number. 

The Council proceeded to the election 
of committees. The Secretary announced 
that conversations had taken place with 
the British Council concerning the alloca- 
tion of a certain part of the Association’s 
premises for the use of medical members 
of the Allied Forces at present in this 
cquntry. A proposal has been made that 
the Garden Court Wing, not yet com- 
pleted, should be used for this purpose. 
The Office Committee had considered 
this proposal and had made an offer to 
the British Council that if they could 
obtain authority for the wing to com- 
pleted its use would be given, free of 


charge, for the’ purpose requested. The 


. , a. 


PROCEEDINGS ‘i 


premises were id a convenient situation, 
they were attached to the House of the 
Association, and the visitors would have 
the facilities of the A ociation library 
and possibly the lounge. Before the 
plans came to fruition a meating of the 
medical heads of the Allied Forces would 
take place in order that their wishes 
might be considered. Jt was a gesture 
which the Association} would like to 
make. The Treasurer expressed his 


. agreement with the proposal, though he 


thought the ultimate cost would be about 
£5,000. The proposal was cordially 
* approved by the Council. 


Other routine busin was transacted. 





PROPOSED NORTH, 
AND SOUTH BED 
DIVISIONS 
Notice is hereby given by|the Council of the 


Association to all con ed of the following 
proposal made by the ibe of the Bed- 


EDFORDSHIRE 
RDSHIRE 


fordshire ' Branch, that |the area of the 
. Branch be divided into two Divisions to be 
known respectively as the Noith Bedford- 
shire and South Bedfordshire Divisions, 
with areas as follows: 


North Bedfordshire: unicipal Borough 
of Bedford; Urban Districts of Ampthill, 
Biggleswade, Kempston, |and Sandy; Rural 
Districts of Ampthill, Bedford, and Biggles- 
wade. 

South Bedfordshire: Municipal Boroughs 
of Dunstable and Lutong Urban District of 
Leighton Buzzard; R District of Luton. 


Any member affected by the proposal and 
objecting thereto is req to write to me 
by October ‘31, 1942, ting the objection 
and the ground therefor. 

G. 

Sept 24, 1942. 











. ANDERSON, ` 
Secretary. 


Branch and Division 


SHROPSHIRE AND MmD-W. 
Salop Infirmary, Tues., 
general meeting All m 
of Branch are invited to a 


eetings to be Held 


BraNcH —At Royal 
6, 330 pm. Annual 
peacutioners in Arca 


All “R” practitioners in “A” posts 
at Oct 1 who have held those posts for 3 
months or longer are to be recruited imme- 
diately, but no hospital is to be asked to 
give up more than 50% of its holders of 
such posts. This decisjon, which follows a 
recommendation of thp Medical Peisonnel 
(Priority) Committee, ~been conveyed to 
hospitals by the Ministry of Health in 
Circular 2692. Preliminary recruitment 
notices are being t by the Central 
Medical War Co tee to all doctors 
affected who have not/been rejected by the 








RAM.C., but if the number receiving 
notices at any one hospital exceeds 50% of 
the total “A” posts occupied then the 


hospital should notify] the Central Medical 
War Committee at once of those doctors it 
wishes to retain. In| view of the urgent 
Service demands holders of “ A” posts 
may not make representations to the Central 
Medical War Co ttee, although they 
retain their right of appeal on grounds of 
hardship or conscience. The circular also 
states that the committee will not be able to 
consider any increa: in establishment or 
any up-grading within jan establishment until 
further notice. “Ri” practitioners not 
affected by these lat arrangements will 
continue to \be recruited at the end of 6 
months in their p t posts as set out in 
Circular 2660. 






` 


H.M. Forces Appointments 








ARMY ; 

The following Consultants, Temp Cols (local 
Bngs.), have been granted the focal rank of 
Major-Gen.: A. W. Stott and C. M Page, D S.O 

Col. E B Allnut, MC, late R.A M.C , having 
attained tee age for retirement, u retamed on the 
Active List supernumerary to the establishment. 
. (Temp. Col} F. G. Flood, MC, 
from R.A.M.C., to be Col. : 

Lieut..Col T J Mitchel, DSO, RAMC, 
retired pay, 1s granted the rank of Col on ceamng 
to be employed. 


ROYAL ARMY MEDICAL CORPS 
Major T E. B Beatty to be Lieut -Col 


TERRITORIAL ARMY 
Ro@aL ARMY MEDICAL CORPS 


War Subs Capt. M. K Mellett has relinquished 
his commission on account ofell-health, and- 1s 
granted the rank of Capt 








POSTGRADUATE NEWS 


A course of lectures, open toeall medical prac- 
utoners without fee, bemns to-day (Friday. 
Oct. 2), at 4 pm, at the Royal Natronal Throat, 
Nose and Ear Hospital, Gray’s Inn Road, WC, 
when Mr. G H Howells speaks on ‘ Eth- 
modis” ‘The course will be continued at the 
same ume on Oct 16 and 30, Nov 13 and 27. 
Dec. 11, Jan 8 and 22, Feb 5 and 19, and 
March 5 and 19 - Details will appear in the post- 
graduate diary column of the Supplement of the 
appropriate weeks. 


WEEKLY POSTGRADUATE DIARY 


BRITISH POSTGRADUATE MEDICAL ScHoot, Ducane 
Road, W —Daily, 10 am to 4 pm, Medical 
Clinics, Surgical Clinics and Operations, Obstet- 
rics and Gynaecological Clinics and Operations 
Daily, 130 pm, Post-mortems. Mon, Course 
on Surgical Care of the Soldier in Training begs 
Tues, 10 am, Paediatr Chnic; 11 am, 
Gynaecological Cink. Wed, 11 30 a.m, Medical 
Conference; 2 p.m., Carbohydrate Metabolsm 
and Diabetes Thurs, 2 pm, Dermatological 
Cimcs Fr. 1215 pm, Surgical Conference ; 
2 pm, Gynaecological Conference; 2 pm, 
Sterility Clue” = 

FeLiowsmrp oF MEDICINE, 1, Wmpole Street, W — 
Roval Cancer Hospital 3 p.m. and 430 pm, 
Anaesthetic course Lectures, practical demon- 
strations at various London Hosprtals. London 
Homoeopathic Hospital: Wed, Final F.R.CS. 
Clinical Surgery Instruction. Wimpole Street, 
W. Mon and Thurs 8 pm, The Theory of 
Physiology Lectures suitable for FRCS, 
MR.C.P., and DA. candidates National 
Hospital for Diseases of the Heart. Tues and 
Wed., 10 am Out-patient clinics 

LONDON SCHOOL oF DERMATOLOGY, 5, Lisle Street, 
WC—Tues 430 pm Dr R T Brain. Ring- 
worm Infections. Thurs, 4.30 pm. Dr 
J. E M Wigley: General Principles of 
Treatment e 


DIARY OF SOCIETIES & LECTURES ` 


ROYAL COLLEGE OF SURGCONS OF ENGLAND, Lincoln's, 
Inn Fields, W C—Thurs.. 330 pm Dr R J 
Ludford. Mahgnant Growth in Tissue Cultures 

Cuapwick Trust—At 26, Portland Place, W, 
Tues, 230 pm Sir Leonard Hull, FRS’ The 
Jnterrelation of Clothing and Shortage of Fuel 
in Matters of Health 

SoctALIST MEDICAL ASSOCIATION.—At Conway Hall, 

7 Red Lion Square, WC, Wed, 530 pm 
Prof J. A. Ryle’ Soctal Medicine 


eS 


BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head is 10s 6d This amount should be forwarded 
with the notice; authenticated with the name and 
addiess of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
morning to ensure insertion in the current issue 


BIRTHS 

Morse —On Sept 19, 1942, at Pendean Nursing 
Home. Midhurst, to Hilda (née Morgan), wife of 
Dr. Phlp W Morse, MR CP., a son. 

REID —On Sept 23, 1942, at the Seabourne Nursing 
Home, Bournemouth, to Joan (nde Jefferson), wife 
of R. Hall Reid, Esq., MB, ChB, a daughter 
(stillborn) ~ 

MARRIAGE 

Hype—Cox.—On Sept. 18, 1942, at _ Milverton, 
Somerset, Ernest Wiliam Hyde, M B., B Chir., 
M.R.C.S, LR.C P., to Vera May Cox. 


* - DEATH 
McCuLLY —On Sept. 17, 1942, at 51, New North 
Road, aaa ie Andrew Lowry McCully, 
MB., -B. 
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ANNUAL REPRESENTATIVE 
MEETING ' 
Wednesday, Sept. 9 (continued) 
REPORT OF MEDICAL PLANNING 
COMMISSION ° 
Following upor the debate in which the 


Representative Body approved in broad. 


outline the proposals relating to health 
centres in the draft report of the Medical 
Planning Commission, several other mat- 


ters which came under Question 6 were ` 


briefly discussed. A motion by Fife that 
the proposals for the ification of 
hospitals under a regional body be ap- 
roved, providing unification was con- 

ed. to general hospitals and that special 
hospitals were excluded, was opposed by 
several members. Mr. H. J. MCCURRICH 
(Brighton) said that to leave the special 
hospitals in splendid isolation was against 
the whole tendency of the measures 
already approved. Dr, F. M. BODMAN 
(Bristol) said that sucha proviso would 
undo work already done. In his area a 
divisional council had been set up on 
which all Eo Din pene and special, 
were represented. e Fife motion was 
rejected. ~ 


Appointment and Pay of G.P.s 


Dr. W. YEOMAN (Harrogate) moved 
non-approval of the proposals in the 
report relating to the appointment of 
„practitioners to a national service. The 
proposals seemed to envisage some cen- 
tral body ‘which would allocate practi- 
tioners, so that all freedom of choice as 
to where he would live and work would 
be lost to the individual. This amend- 
ment was’ withdrawn in favour of a 
different form of words moved by Dr. 
O. C. CARTER (Bournerflouth): “ That al} 
registered medical practitioners should 
have the right to take part in the service, 
and as far as possible should have the 
choice of area in which they would 
serve,” and this was carried. , 

_Dr. J. C. ARTHUR (Gateshead) moved 
disapproval of the proposals relating to 
remuneration of general practitioners. 
His constituents felt that payment should 
be on a per caput basis pure and simple. 
The proposal favoured thé lazy doctor. 
At the same time he agreed that in some 
areas, such as the western islands of 
Scotland, the capitation basis would not 
be a fair one. Dr. S. WAND (Birming- 
ham) said that the practitioner would be 
required to attend at the centre quite 
apart from whether he had anyone on his 
list or not. Certain local health authority 
work to be- done by the practitioners at 
the centre was also in view. Dr. A. T. 
Rocers (Bromley) said that a purely 
‘capitation basis of payment would be 
grossly unfair to doctors in scattered 
rural areas, though the basic salary, 
he thought, should vary considerably 
throughout the coun The Gateshead 
amendment was altered to read “ . . . be 
referred back to the Commission,” in- 
stead of “be not approved,” and in this 
form it was carried. 5 


Dr. J. A. PrRipaaM (Dorset) moved 
that agreement to any scheme for the 
regulation of medical practice should be 
sübject to equitable pay being obtained 
and also to an adequate and agreed com- 
pensation being given for the capital 
value- of pretigos. He hoped that some 
such resolution as this would be put up 
every time until a satisfactory scheme 
came into existence. Prof. PICKEN sug- 
gested that thıs condition would apply to 
the whole scheme and was more properly 
covered by a later motion by Cardiff that 
any resolutions agreed to were subject 
to the conditions of service and system 
of management being satisfactory to the 
profession. The Dorset motion was 
carried. 


Remuneration of Consultants 


Dr. ARTHUR moved non-approval of 
the proposals relating to the remunera- 
tion of consultants—namely, that con- 
sultants should work on a salaried basis. 
Senior consultants, at any rate, should 
be in a position to undertake private 
work on the basis of payment for ser- 
vices. The CHAIRMAN said that the pro- 
posals in the report were arrived at by 
a committee consisting almost entirely of 
consultants. Mr. McCurrIica said that 
consulting services would be very diff- 
cult to work entirely on a capitation 
basis. A basic salary was thought to be 
an advantage ; the more senior members 
should be allowed to do _private-consult- 
ing practice. Dr. E. BERTRAM SMITH 
(Notts) said that in discussions ın his area 
the inclusion of a part-time consulting 
and specialist service had been recom- 
mended,- with payment for the domi- 
ciliary part of the service on an itemized 
basis. Dr. C. W. SOMERVILLE (Lothians) 
said that in the country consultants spent 
a long time and saw few patients. A 
man might have to travel from 10 to 50 
miles to-see one patient. A salary basis 
was therefore the more acceptable. Mr. 
Mark FRASER (Cumberland) said that it 
was generally agreed by the consultants 
in his area that a salary basis for the 
younger consultants should be allowed if 
the best type of man was to be obtained. 
Dr. H. E. OrrorpD (Reigate) said that a 
part-time salaried basis, such as many of 
them had been working on in the E.M.S. 
during the last two years, was preferable. 
The CHAMAN thought it a little early in 
the development of medical services to 
Jay down hard-and-fast lines. 

It was agreed that the proposals relat- 
ing to payment of consultants be referred 
back to the Commission. 

An amendment that complete indem- 
Nnification of every general practitioner 
for the loss of his practice should’ be 
arranged was moved by Dr. D. J. WILKIE 
(Lancaster), wha said that doctors in his 

„area felt that any loss of capital which 
had been sunk in their practice should 
be completely repaid to them and made 
available immediately. Indemnification 
was more useful on many occasions than 
the prospect of a pension either for one- 
self or one’s dependants. The amend- 


ment was carried, as was another by 
Aberdeen, that in the plan as set out in 
ethe report adequate cal provision 
should be made for research, and one by 
West Suffolk, that dental and ancillary 
sesvices should be included®in the plan. 


Character of Central Administration 


"The CHAIRMAN said that it would be 
useful to have a brief debate on the 
character of the central administration of 
the proposed services, whether it should 
be a Government Department or a cor- 
porate body, but he anticipated that at 
the end the meeting would refer back 
this part of the report to the Commission 
for further elaboration. 

Dr. J. H. STEPHEN (Aberdeen) moved: 
“That -the central machinery of the 
medical service should be a Government 
Department.” The introduction of a 
corporation would be difficult and 
seemed to entail something like a totalı- 
tarian system. Dr. C. I. Scuirr (City of 
London) said it was easy to see how, in 
the belief that democratic procedure was 
inadequate to cope with the problems 
involved, corporations might be set up to 
deal with matters medical, with matters 
legal, and indeed with various sides of 
professional and social life. Certain 
problems would be common to all these 
corporations, which would- interlink to 
form central bodies, and in a compara- 
tively short time the authority of Parlia- 
ment would be superseded. The method 
of government by corporate bodies was 
alen to the tradition of this country, 
undemocratic, and based on a weak-kneed 
imitation of Italian models. Dr. D. F. 
WHITAKER (Guildford) could see no 
reason why a corporate body should be 
undemocratic. The medical profession 
was registered by a corporate pear: 
formed by the appointment of suitable 
members. The work of co-ordinating 
the health of the natio® was a matter 
primarily for medical people, although, 
as some of the money must come from 
public sources, the Government must be 
represented. Dr. H. S. PASMORE (Ken- 
sington) said that his Division considered 
a Government Department the method of 
choice, assisted by a central medical ser- 
vices board with executive functions and 
having adequate medical representation 
The work done by various corporate 
bodies such as the BB.C. and_ the 
L.P.T.B. was recognized, but such a body 
would not be ideal for the administra- 
tion of medical services for three reasons: 
(1) the approved societies would be en- 
titled to full representation on the con- 
trolling board ; (2) the powers of such a 
board would be strictly limited by 
charter owing to the monopolistic rights 
granted to-it, and a new charter would 
be needed for any developments outside 
the scope of the omginal, a necessity 
which might hinder the development of 
medical services, particularly into the 
fields of education and housing; (3) the 

ublic would be unable to exert any® 
arge influence on the  corporation’s 
decisions. 

1976 
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Dr. F. E. Goutp (Birmingham) said 
that his Division, while not quite clear 
what it wanted, knew that it did not want 
theeMinistry of Health as at present con- 
stituted. Dr. R. W. Rae (North Staffs) 
said that the point of importance was 
not a corporate body versus Some other 

-` form, but to, ensure adequate medical 
Tepresentation in the control. Dr. R. W. 
McConneEL (Bucks) suggested that con- 
trol should be centred in a National 
Board of Health consisting of laymen 
appointed: by Parliament or the Privy 
Council and elected members who would 
be chairmen of consultative councils 
consisting of members of the medical 
profession: elgcted by their fellows for a 
term of years. ° 

Dr. ALAN WIGFIELD t Herts) said 
that his Division would welcome fhe 
establishment of a central board with 
executive functions, to which should be 
transferred the health functions now dis- 
charged. by all Government Departments. 
The board should be indirectly elected— 
i.e., by nomination of the Prime Minister 
—it should not be large, and its members 
should be appointed for a term of years. 
All policy on medical-matters must be 
long-term and pursued despite changes 
of Government. But to formulate policy 
was not enough, there must be driving 
force ; therefore a purely advisory body 
might, through lack of responsibility for 
action, become negative and cynical 
through frustration. The body must be 
better informed than any politically 
elected body could be. Its members 


should be men of the first quality ; mem- 


bership should be a comparatively rare 
distinction and therefore likely to attract 
the best people. A substantial propor- 
tion of the members should be medical 
men; this would follow from an unre- 
stricted choice of the most suitable_per- 
sons, and therefore his Division did not 
t it desirable to press for a statutory 
proportion of medical members., Dr. 
F.-M. Grant (South Shields) said that 
the Ministry of Health had not been con- 
spicuously successful in administering 
national health‘ insurance, at least from 
the point of view of the medical profes- 
sion, and to continue to work an even 
larger scheme under the same authority 
seemed to him folly. f 

The motion that the central machınery 
of the medical service should be a 
Government Départment was rejected by 
a majority of about three or four to one, 
and a further motion by Aldershot that 
the machinery should take the form of 
a corporate body was carried in about 
the same proportion. After some discus- 
sion as to procedure the following further 
motion was carried: 


r 


That this meeting, having strongly ex- 
pressed its preference for the administration 


to be carried out by a corporate body, refers - 


the matter for further consideration to the 
on. . 


On the question of local machinery a 
motion that the local machinery should 
take the form of regional councils was 
met by an amendment by Tunbridge 
Wells, which was carried, as follows: 


That whatever body is set up to deal with 
decentralized health administration should be 
required by statute to delegate the adminis- 
tration- of hospitals and other medical, 
health, and ancillary services to a com- 
mittee or committees, such committees to be 
composed of (1) non-medical members iof 

knowledge and experience in health matters 
and nomipated on a_non-party political 
basis, and 9 medical men: in adequate 
numbers, such medical men to be elected by 
and from the medical men in the area. 


“ 
; 
a a 





It was alsd agreed that the medical 
advisory machinery should contain ade- 
quate general practitioner representation, 
and that any medical scheme should be 
divorced from the control of the approved 


societies. À 2 


Interim Changes - 


The meeting then turned to discuss 
’ possible interim changes which might be 
made in view of the ltkelihood that the 
adoption of the entire plan would be 
delayed. Dr. WiLkm moved that: no 
changes be made until a complete scheme 
could be introduced. Changed conditions 
might force changes upon them, but it 
should be made clear that these must be 
part of and in accordance with the 
general plan; any which .did not har- 
monize completely with the plan should 
be resisted, and if they were required to 
submit to them they should do so only 
under protest, with a clear intimation 
that when conditions changed they would 
scrap them without hesitation if they 
hampered -the services they wanted to 
undertake. Mr. McCurricH also held 
that the whole scheme should be approved 
before_any part of it could be brought 
into operation, though he did not want 
to see purely experimental schemes 
excluded. 2 

Dr. E. C.. Dawson (Derby) said that 
the meeting would ‘be defeating its own 
objects by passing such a motion. They 
had already agreed that medical adminis- 
tration should proceed by evolution. It 
would be a pity if they’ were bound not 
to take any step forward in the right 
direction until the complete scheme was 
available. Dr. FARQUHARSON (Bucks) 
thought that experimental co-operative 
practice might be accepted in some areas 
immediately. It would afford an excel- 
lent protection to absent members. By 
amalgamation of practices their interests 
would be preserved in a much better way 
than under the Protection of Practices 
Scheme. Dr. J. B. MILLER. said that all 
that the meeting was being asked now to 
approve in the form of immediate pro- 
posals was the “ General Medical Service 
Scheme for the Nation ” which the Asso- 
ciation had reaffirmed in 1938. This 
proposed the extension of medical bene- 
fit to insured persons’ dependants and 
others of like economic status and the 
enlargement of the scope of the service 
to include consultant and specialist 
provision. 

' Prof. R. M. F. PICKEN moved as an 
amendment: 

That before it js possible to bring the 
complete plan into operation some interim 
changes may have to be made, -but these 
should be so designed as to fit into the plan 
as now evolving 

He said that it might be essential, if 
the war went on long enough, to carry 
out some rather serious reorganization of 
all forms of medical practice. before the 
end of hostilities, and his amendment 
would enable the Association in emer- 
gency to deal with the situation if it did 
arise. The amendment was carried. - 


Two-way Extension of National Health 
Insurance 


The CHAIRMAN moved formally: “ That | 


proposals for immediate post-war appli- 
cation should include the two-way exten- 
sion of National Health Insurance— 
namely, to include dependants and others 
of like economic status (within the cur- 
rent N.H.L income limits) and the pro- 
vision of consultant -and specialist -ser- 


— 


vices.” To this there was an amendment 
by Cleveland to substitute for the refer- 
ence to current income limits the words 
“within the income limit of £250 per 
annum.” The CMAIRMAN, after replying 
to questions, said he had discovered that 
the income limit of £250 was definitely 
mentioned ın the “ General Medica! Ser- 
vice fòr the Nation,” which was Associa- 
tion licy, and therefore he allowed 
Cleveland to move the amendment. 
Eventually it was agreed'to proceed to 
the next business, which meant, said the 
Chairman, that the policy of the Associa- 
tion remaimed just where it was. 


Co-operative Practice 


The next motion, in the name of 22 
Divisions, was that the proposals for 
immediate post-war application. should 
include the establishment of experimental 
co-operative practice in some areas. Dr 
W. A. KIRKPATRICK - (Cleveland) was 
anxious that the word “voluntary” 
should be inserted here. The CHARMAN 
said that the Commission had voluntary 
arrangements in mind in. framing: the 
question. ` 

Dr. R. PROSPER | LisToN (Tunbridge 
Wells) moved as an amendment: 

That the establishment of eapzrimental 
co-operative practice in some areas should 
be attempted, with certain financial safe- 
guards, for those willing to make the ex- 
periment. Such safeguards should cover 
two eventualities::(1) if any drop ia income 

as a result of the experiment, and 

if co-operative practice becomes a 

national feature, then any loss of income or 

initial expenses should be reimbursed by the 

body asking the doctors to undertake this 
experiment. 

Dr. J. A. BROWN (Birmingham) said 
that in a proposal which was taking effect 
in his city for experimental co-operative 
practice, both the safeguards mentioned 

ad been taken into account.. The Tun- 
bridge Wells amendment was carried. 

The last of the questions set out in 
Section V was answered by the passing 
of a resolution, without discussion, that 
the proposals for immediate post-war 
application should include the creation 
of regional hospital councils with: exetu- 
tive or advisory functions. The CHAR- 
MAN said that the Commission thought 
it too early to say whether .the functions 
should be the one or the other. and he 
hoped the meeting would not insist on a 
decision on that point. 


` 
Thursday, Sept. 10 
The CHAIRMAN (Dr. Dain) said that 
there remained a large number of other 
motions sent in by Divisions and relating 
“to various matters which it was desired to 
bring to the Commission’s attention. 


Health Leghkiation 


Sir Kaye Le FLemina (Bournemouth), 
before moving the first of these, said how 
much they all appreciated the labours of 
the Commission. He spoke as one who 
knew what such labours meant. He also 
commented on the excellent draughts- 
manship of the report. The Association 
should be proud of having a. staff which, 
while heavily overworked in other ways, 
was capable of producing such a docu- 
ment. (Applause.) He then went on to 
ask the. meeting to express the opinion 
that further consideration and criticism 
should be given to the machinery for 
introducing health legislation, a matter 
not mentioned in the report. The health 
legislation contemplated in these pro- 
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- posals would be introduced’ by the. 
-Minister of Health, and a new Minister - 
of Health made his appearance, on the 
average, every eighteen months or two 
years. Hé came info office knowing 
nothing whatever about health matters ; 
his appointment was: made largely on 
political grounds. Politics and medicine 
did not go very well together. elf the 
Minister. was ambitious to introduce 
health legislation he must take advice, 
probably that of the Chief Medical 
Officer of the Ministry. The Ministry 
was a very useful but overworked body, 
largely concerned with administrative 
and preventive medicine and entirely out 


of touch with medicine on its practising - 


side. Legislation then had to pass 
through the House of Commons, which 
had never shown any great fondness for 
the medical profession. There were 
medical M.P.s, but, in the nature of 
things,- they represented constituencies, 
not the membegs of their profession. The 
whole machine for health legislation was 
cumbersome and ill adapted for its pur- 


The CHARMAN OF COUNCIL (Mr. 
Souttar) said that those who had, any 
knowledge or experience of health legis- 
lation must agree with what Sir Kaye Le 
Fleming had said. The improvement of 
the position would be most carefully 
considered by the Commission when: it 
came to the point at which they wanted 
to get something done; up to now they 
had been considering what the views of 
the medical profession should be. He 
believed that the present Minister of 
Health (Mr. Ernest Brown) took a great 
personal interest in the future develop- 
- ment of medical -practice, apart altogether 
from the political, aspect, and he had 
1eason to suppose’'that he was likely to 
appoint a really important and experi- 
_ enced body of medical men to advise 

him on what should be done with the 

future report of the Commission. Dr. 

J. B. Muer said that the same applied 

to the Secretary of State for Scotland 
ag T. Johnston), who was responsible 

or health affairs north of the Tweed. 

He was carrying through by his own 

forceful personality a scheme for the 

early detection of pulmonary tuberculosis 
„among munition workérs aged 15 to 25 
in the West of Scotland. He would not 
say that Mr. Johnston was more sym- 
pathetic towards the medical profession 
than other Ministers, but he certainly 
had a knowledge of health affairs. The 
speaker also drew attention to paras. 52 
and 53 of the interim report, in which the 
suggestion was made that whatever the 
form of central administration a central 
medical advisory committee should be 
appointed on a statutory basis. Dr. 

W. S. MaCponaLp (Leeds) said that the 

problem the profession had to face was 

unity in itself. which unity was of great 
bargaining power when dealing with the 

Government. 

The meeting adopted the motion ask- 
ing the Commission to give further con- 
sideration and criticism to the machinery 
for introducing health legislation. . 


Consultation with the Profession 


The CHAIRMAN said that a number of 
motions under this heading were put for“ 
ward under a misapprehension. The re- 
port now “before the Representative Body 
was not one under which any action or 
change could take place ; it was an interim 
one which, having been @onsidered, 
would now be the subject of further con-~ 
sideration by the Commission. _ His’ per- 
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somal view was that this vgs not the time 
to say when the changes should or should 
not take place ; at the moment no changes 
were agreed. In reply to a representa- 
tive he said that he could give complete 
assurance that the opportunity would be 
given for d¢onsidering more complete 


proposals. 

the CHAIRMAN OF COUNCIL said that 
the Commission had no authority” to 
bring about any changes. Its job was to 
set out an ordered account of: what it 
thought might be accepted by the various 
sections of the-profession. The findings 
of the Representative Body and of other 
bodies connected with the Commission 
would be considered at the next meeting. 
The Commussion would then take a long 
time to formulate what he hoped would 
be a fairly complete report, which would 
again be pla before the Representa- 
tive Body. The whole object of this pro- 
cedure was that the medical profession 
should be enabled to make up its mind 
as to what it wanted. When that was 
done the Minister would probably’ask for 
the appointment of a Royal Commission 
to, investigate the whole matter. Many 
others besides medical men were con- 
cerned ; indeed, the entire public. There 
need be no fear that anything would be 
done’ without ful! consultation. 

Two representatives complained that 


extracts of the report were published in. 


the lay press on June 19 before members 
had received the Journal dated June 20 
in which the report appeared. The, CHAIR- 
MAN explained the circumstances in which 


the Journal was available for quotation- 


by the lay press immediately on its 
ublication. is country had 

Press. which the Association invited to 
its meetings, leaving to the judgment of 
the journalists the selection of matters of 
interest to their readers. - 


Conditions of Service_ 


«Motions by Cardiff insisting that the 
conditions of servicè should be the same 
for men and women, with equal oppor- 
tunity of promotion or of gaining ex- 
perience (which the Chairman said was 
already the policy of the Association), 
and that any resolutions agreed to were 
subject to the conditions of service and 
system of management being satisfactory 
to the profession, were carried, as was 
also a motion by West Suffolk, that pro- 


_ vision should be made in the scheme to 


secure that the control of practices by 
outside financial interests was impossible. 

Dr. E. H. Ricuarps (N. Staffordshire) 
had a long motion calling for the preser- 
vation of freedom in clinical medicine, 
resistance to restriction by financial inter- 
est and lay control, and the holding of 
executive posts in the Ministry of Health 
by medica] practitioners (the present 
administration of the Ministry by laymen 


“a 


was described as “i pernicious"). In the 


same resolution the friendly societies- 


were declared to have outlived their use- 
fulness, and it was stated that their 
multiplicity was wasteful and their ad- 
ministration of National Health Insurance 
funds was extravagant and not uniform. 
The mover said that his Division con- 


a free. 


were concerned, figures could be easily- 


given to show that their multiplicity was 
wasteful. There were 6,000 approved 
societies throughout the country. rwo 
of them alone (the Prudential and. the 
National Amalgamated) had almost 6 
million insured persons as members, but 
440 societies had fewer than 1,000 mem- 
bers and 34 had fewer than 100. In 
Glasgow among the societies functioning 
in the city 98-had only 1 member each. 
In a works in the South-West of England 
there were 337 employees who between 
them were administered by 36 societies. 
Was that an ideal state of affairs? The 
*administration of the societies must be 
extravagant under such conditions. More- 
ower, the administration wa not uniform. 
A few of the societies supplied all the 
optional benefits, some of them certain 
selected benefits, others again provided 
the benefits in some years and not in 
others, and certain societies did not pro- 
vide benefits at all. His Division also 
urged as a general principle that every 
medical service should be controlled and 
administered by a committee or other 
similar body containing at least a 50% 
medical membership, and that a new 
branch of medicine—namely, an ad- 
munistrative branch—should be estab- 
lished. : 
Sir Kare Le FLeMina wished to dis- 
sociate himself from the use of the word 
“ pernicious ” in relation to the present 
administration of the Ministry of Health. 
He had nothing but the highest respect 
for the Ministry and its medical officers. 
The work they were doing was excellent, 
and tbe criticism he had made earlier ın 
regard to health legislation in no way 
reflected upon the work which the officers 
of the Ministry of Health were doing. 
The motion by North Staffordshire 
seemed to him “a prime collection of 
what-nots,” and how the meeting was 
going to deal with it passed his imagina- 
tion. He suggested that the proper 
course was, to proceed to the next busi- 
ness, and this was agreed to. 
A motion from Tunbridge Wells, 
~- “That those coming within the plan must 
be eligible for equal benefits, and that 
whatever financial scheme is evolved 
must ensure that all moneys are collected 
and distributed by the State without the 
intervention of private interests (either on 
a profit or non-profit basis) in medical or 
sickness benefit,” was cagried. 


Doctors and Membership of Local 
Authorities 


Dr. H. D. McILRoy (Greenwich and 
Deptford) had a resolution declaring it 
to be essential that the existing law be 
amended to permit practitioners to act 
as members of local authorities while 
participating in medical services. | The 
CHAIRMAN asked whether it was seriously 
argued that the medical takes should 
be given a- privilege of this sort which 
was not extended to other members of 
the community. At all events such a pro- 
posal should be postponed until the later 
and more concrete report of the Commis- 
sion was before them. It was moved, 
and agreed to, that the meeting proceed 


sidered that the restriction of medical~ to the next business. 


practice by financial interests was the 
main root cause of the present troubles. 
The word “ pernicious” in regard to the 

resent administration of the Ministry of 

ealth was -ised delibérately by his 
Division, and he wondered -whether any- 
one having heard Sir Kaye Le Fleming 
that morning would qiarrel with that 
word. So far as the approved societies 


Hospital Services 7 
Dr. J. A. Brown (Birmingham) moved: 


That this meeting is in agreement in prin- 
ciple that committees of the senior medical 


staff should be set up in all hospitals. They 


medical superintendent, however, should be 
the chairman of this committes, and the 
resolutions of the committee shall be trans- 
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mitted to the Hospital Management Com- 
mittee through him, otherwise it will be im- 
Possible for the medical superintendent to 
carry out his duties as chief administrative 
offi It is also desirable that committees 
of other members of the hospital staff should 
be appointed and therr. resolutions conveyed 
to the Committee of Management in, a 
similar way if relating to matters’ that 
cannot be adjusted by internal administra- 
on. 
— The CHAIRMAN suggested that this be 
teferred to the Commission for considera- 
tion by its Hospitals Committee, and this 
course was agreed to. 


Access of G.P.s to Hospitals 

Dr. W. ARNoTT (Oxford) ‘moved: 
_ That an tial part of ahy comprehen- 
sive scheme of medical organization should 
be the provision of beds (a) for Patients who 
require cursing and medical attendance 
within the competence of the general pràc- 
titioner, but do not require specialist investi- 
gation or treatment, and (b) for normal con- 

ements. The beds under (a) and (b) 
spo bg under ge ies. charge of Ne 

ents own medical attendant—provis: 
or such beds being made either ine cottage 
hospital, orin a sick bay related tora health 
or a general practitioner hospi 
or in a general Tospitai? pital, 

He said that general practitioner beds 
were an essential part in the development 
of medical science. They were needed 
alike for the help and relef of the sick 
person and the help and relef of the 
nurses. Many cases of bronchopneumonia 
were sent into hospital on account of 
inadequacy of nursing at home. In the 
same way the maternity hospitals could 
be greatly relieved by the provision of 

for normal confinements. Finally, 
the beds would be of great help to the 
general practitioner in the pursuit of his 
eons ó y . 

- GEORGE McFeat (Lanark) said that 
health centres were unsuitable for country 
districts, Cottage hospitals would prove 
a useful substitute. Country doctors 
were isolated and unable to co-operate 
adequately so that their needs and desires 
received insufficient publicity. Their 
minority position in the profession and 
the difficulty of meeting to develop a 
common policy had prevented a much- 
needed improvement in the rural medical 
service. But in spite of their difficulties 
they maintained for the most part a high 
standard. They had to carry greater 
responsibility than their urban colleagues, 
who had hospfal and consultant facili- 
ties at hand, and therefore they de- 
veloped the initiative and self-reliance 
which had given to country doctors an 
honourable place in the-medica] service. 
To make rural practice attractive to ‘the 
best t of doctor mileage allowances 
should be increased and many other 
improvements effected, one of them in 
particular being the establishment of 
cottage hospitals in country areas. 

Dr. A. STAVELEY GoucH (W. Hertford- 
shire) said that the time had come when 
the contact between general practitioners 
and hospitals could: be implemented. 
The possibility of the unification of 
hospitals should open up extra accom- 
modation. The present economic and 
domestic position was driving into “hos- 

ital many patients who would normally 

treated at home, and there was a 
danger that the average doctor would find 
that all his interesting cases which were 
reasonably within his competence would 
pass into a hospital. Certain hospital 
accommodation should now be set aside 
efor general practitioners. so that they 
might continué to look after their cases 
while in hospital, subject only to the re- 
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quirement thag the patient might have to 
be handed over for specialist treatment. 

‘Dr. PETER MACDONALD (Deputy Chair- 
man) said that some representatives might 
be aware that he had long held the view 
that it was desirable’ for general practi- 
tioners to have, wherever possible, access 
to patients in hospital. This had not 
been achieved on account of the- acute 
shortage of hospital beds, at least in the 
voluntary hospitals, the number of beds 
being no greater than was needed by the 
consultant and specialist services.» It was 
always more important that a bed should 
be available for a perforating appendix 
than for a case of bronchitis, even acute 


bronchitis. It was a defect in the interim- 


report of ‘the Commission that it was 
nowhere stated that a greater number of 
hospital beds was needed in this country, 
especially for general practitioner cases. 
Dr. Macdonald added that he- had dis- 
cussed this matter on previous occasions, 
especially m the Hospitals Committee of 
the Association, and he had met with 
opposition, mainly from consultants. The 
burden of the opposition was that the 
difficulties of allowing “general practi- 
tioners to follow their cases into hospital 
were too great. In the report of the 
Voluntary Hospitals Commission, in 
connexion with the payment of staffs of 
such hospitals, it was stated that if the 
principle behind this arrangement was 
sound and payment should justly be 
made, the difficulties should be faced and 
in time overcome. The access of general 
practitioners to the hospitals would do 
more to advance the science and art of 
medicine in this country than anythin 
else except co-operation between gene 
practitioners themselves, a principle 
which that meeting had already approved. 

The CHAIRMAN, speaking for the 
Gepgeral Practice Committee of the Com- 
mission, stated that this subject had not 
been forgotten, but the Committee had 
not yet reached the point in its delibera- 
tions at which it was able to deal with 
this problem. It looked upon the problem 
of the admission of general practitioners 
to the hospital service as one of the first 
things to be dealt with when the present 
Meeting was over. 

Dr. A. BeaucHAMP (Birmingham) ob- 
jected to the use of the word “normal” 
in front of ‘“confinements” in the 
motion., It rather implied that general 
practitioners were not capable of attend- 
ing abnormal’ confinements. The mover 
agreed to the omission of the word 
“normal,” and the motion in this form 
was carried without. dissent. 


Selection of Hospital Staffs i 


Mr. DonaLD WATSON (Bradford) moved 
that in regionalization the university with 
its medical school would be the centre 
of education, but that in the election of 
candidates for hospital and other ap- 
pointments within the region, the in- 
fluence of the university should be 
limited in order to allow freedom of 
competition and the safeguarding of 
opportunity to candidates from outside 
the region. He thought that this was a 
very important safeguard, and that in 
order to maintain a high level of medical 
education the competitive spirit should 
be encouraged. 

The CHAIRMAN said that the interim 
report expressed this point less crudely 
when it said: - 

- The selection of consultants and specialists 
for appointment to the staff of hospitals, or 
groups of hospitals, in the region or to the 
region as a whole, should be made on the 


advice of a medjcal appoifitments panel 
specially appointed by the regional. council 
or authority. The panel should include 
Tepresentatrves of the university or universi- 
ties m the region and, for certain senior 
appointments, assessors from‘ outside the 
region. . 
The Bradford motion was carried. 


ə Vote of Congratulation 

Dr. J. A. PRmpHAM said that he did not 
think that the Representative Body should 
pass. from this part of the Agenda with- 
out expressing its congratulations to the 
Chairman of the Commission and to the 
Secretariat for this excellent interim re- 
port. It had astonished him that so 
complex and controversial a subject could 
be conde into a few pages. He read 
a letter from a Surgeon Commander on 
active service, a formeresecretary of his 
Division, who said, “I think that the 
B.M.A. has gained tremendous kudos in 
this war, both as a result of, the work of 
the Emergency Committge and the work 
of the Medical Planning Commission.” 
Dr. C. M. STEVENSON seconded the pro- 
position, which was carried by acclama- 
tion. 

The CHAIRMAN OF COUNCIL said that 
he was grateful for this compliment, 
but he added that the work was very 
thoroughly divided up among the different 
Committees, each of which put a great 
amount of time and ener into the 
investigation of the subject allotted to it. 
But without the splendid work of the 
Secretariat it could never have been 
brought to a coherent conclusion. Dr.- 

C. ANDERSON said that he could not 
let this occasion go by‘ without stating 
who was mainly responsible for drafting 
the interim report. It was his colleague, 
Dr. Charles Hill, with the assistance of 
Miss Saxby. (Applause). 

The meeting then turned to the remain- 
ing business.on-its Agenda; a report of 
which will appear next week. 


" Correction.—Dr, J. Vaughan Jones asks us 
to correct an obvious error in the report of 
his remarks at the Annual Representative 
Meeting, with reference to the Bromley 
resolution on‘ whole-time salaried service 
(Supplement, Sept. 26, p. 34, col. ii), ‘ The 
soukcdestroying effect of democracy ” should 
read, “ the soul-destroying effect of bureau- - 
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MEDICAL PENSION SCHEMES 


One of the most effective methods of 
assisting the national effort at the present 
time is some form of regular saving. 
The individual will thus be curtailing his 
spending power, which is precisely what 
the- national savings drive and the exten- 
sion of rationing are intended to secure. 
Further, such saving means that the in- 
dividual will have additional: capital or 
income to spend when the war is- over, 
and the need for it will be acute for the - 
creation of employment. Restriction of 
spending power now is imperative if in- 
flation with its devastating consequences 
is to be avoided. : 

Any national health insurance. practi- 
tioner or member of the B.M.A., provided 
he is not over 64 years of age, no matter 
what his state of health may be, has an 
opportunity in the next few months to 
assist the national effort by taking a 
savings policy under his own pension 
scheme and with very profitable results 
to himself. But the present terms are to 
be withdrawn at the efd of the year, 
after whigh time no applications for- 
entry on the same terms will be con- 
sidered. ; j 
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The financial advantage to the practi- 
tioner himself of using his own scheme 
as a' method of regular ye may~ be 
illustrated best by comparing the results 


he will obtain with those he might get. 


(at least in theory) by the alternative 
method of periodical purchase of some 
form of Government ‘loan: If it is 
assumed that he sets aside a sum of £50 
per annum in this way and could efisure 
the investment of the interest thereon 
annually (to secure the benefit of com- 
pound interest) all at a rate of 3% per 
might 


annum (though many ple 


“can ke taken separately under the schemie - 
den f hia 


without any evidence o lth. There 
is also a family provision benefit which 
can be taken separately or in combina- 
tion with the savings policy, but subject 
to somé evidence -of health. For a 
quarterly -¢ontkibution of “£3 (on which 
income tax allowance may be ‘claimed) 


at any age up to 64, a practitioner secures - 


that in the event of. his-death his bene- 
ficiaries will receive, an income of £100 
per annum fiee of tax until he would 
have reached age 65 if he had lived. An 


-income of-from £50 to £250 per annum 


regard this as too optimistic), his money . 


would, of course, actually be earning, 
after payment of income tax at 10s. in 
the £, a rate of 14% per annum net. 

The following table will show*how his 
savings made in this way would accumu- 
late as compared®with the result of in- 
vesting the same net sumi of £50 per 
annum (allowing for the income tax 
rebate to which-he would be entitled on 
his contributions) ¢n his own scheme. 





Result from an Investment of £50 ` 
per Annum i 














-If In Securities yield- | Paid as a Contr- 
With- | ing*3% per annum | bution to the Medi- 
drawal Income Tax at | cal Pension Scheme, 
at Bnd | 10s. in the £ and as- | allo for the 
of Year | suming all Interest | Income Tax Rebate 





1s Reinvested | of 3s. 6d. in the £, 


sub} 





tions 


Thus, for example, for a practitioner 
aged 50 who continued his investment till 
age 65—namely, for 15 yeare—the scheme 
sshows a net 
sinvestment of £315 (entirely free o 
«or the equivalent of over 6 years” contri- 
Mbutions. . In the case of a practitioner 
«starting at-age- 40 and-continuing until 
age 65—namely, for 25 years—the scheme 
«shows a profit of £750, of the equivalent 
of 15 years’ contributions. ~ 

The following conditions and advan- 
stages are secured by a practitioner who 
contributes for what is called the pension 
benefit under the scheme: (1) In the 
«vent of withdrawal at -any time or of 
death the whole of the contributions he 
tas made will be returned plus 3% per 
annum compound interest. As this 3% 
‘8 free of tax it is, of course, equivalent 
to 6% if earned in ordinary investments 
«with income- tax at 10s. in the £. (2) Sub- 
ct to statutory limitations he will be 
entitled to an income tax allowance on 
zach contribution he makes, and this is 
10w at the rate of 3s. 6d; in the £, and 
imounts to exactly the same thing as an 
mmediate dividend at the rate of 174% 
‘Tee of- tax. (3) If he remains in the 
scheme until he is between the a of 
55 and 65 he will then be entitled to 
ake a pension for the remainder of his 
ifetime (or a pension jointly for himself 
ind his wife) and guaranteed for a mini- 
num of 5 years on terms’ which are far 
superior to any that can now be obtained 
n the open market. SA 

Every facility has. been arranged, for 
the payment of contributions under the 
scheme direct to the ‘Medical Insurance 
Agency or automatically by the practi- 
tioney’s bank under a banker’s order 


Korm. Normally contributions will be ~ 


accepted quarterly. . ` 


So far reference has been made only 


‘o the-pension or savings policy which | 7 miles away. I put the-difficulty to the 


to Statutory -~ 


rofit over the proma A . 
tax 


` 


Cıyilian 


may be insured in this way. 
ingdom ‘are 


war risks within the United 
included. - 

As to the security of savings invested 
under ‘these schemes, ,the benefits are 
guaranteed by any one of the three life 
assurance societies which may be chosen. 
An eminent mathematician said many 
years ago: “ There is nothing in the com- 
mercial world that approaches even re- 
motely the security of a well-established 
life office.”- The Legal and General 
Assurance Society, which is one of the 
three offices issuing policies under these 
schemes, and has issued by far the largest 


- amount of the three offices concerned, 


has been established 106 years. Its 
accumulated assets exceed 0,000,000. 
It has just distributed profits to its policy- 
holders at`the full pre-war rate—a rate 
which it has now maintained for more 
than 50 years. 7 

While the urgent need for individual 
saving at-the present time may have 
made it desirable to emphasize the value 
of these schemes from a-saving fund or 
investment point of view, it should be 


borne in mind that the primary object 


for which they. were instituted was to 
enable a practitioner to secure for him- 
self, or for himself and his wife jointly, 
a pension for life on retirement. It is 
hoped that in their own and the national 
interests doctors will’ now make every 
effort to join these schemes with, what- 
ever: contribution they_can. afford, and 
secure the present exceptional terms while 
they have the opportunity-of doing so. 

to: 


_ Any inquiries should‘ be addressed 


The Medical Insurance Agency, B.M.A. 
House, Tavistock Square, W.C.J, and it 
will save time if an inquirer will state 
the date and year of birth, and the 
amount he may be prepared to invest by 
way of quarterly or annual contribution. 
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A Certification Problem 

Sm,—Owing to pressure- of work, 
shorthandedness, and the need for con- 
serving petrol and tyres, a difficulty has 
arisen in this country practice the solu- 
tion of which should of interest to 
practitioners similarly placed. 

The various villages here are visited on 


° certain days of the week. On the whole, 


both panel and private patients limit 
their requests for visits to these days ex- 
cept when the matter is urgent. The 
difficulty is best presented by a concrete 
example.’ One afternoon the mother of 
an’ insured patient rang up to say that 
her son had been sent home with mumps. 
Since I had been in' the village that 
mornin 


at all she thought that the visit could 


wait until I was next in the village.. 
` Should she cyole to the surgery and get 


a certificate? The village in question was 


and since the boy did not seem’ 


local clerk to the committee and he in 
turn put it up to the Ministry, and almost 
by return a helpful reply was received. 
I append it with the permission of the 


“I am directed by the Minister of? 


Health to refer to your letter of August 
7 and the enclosure théréto on the sub- 
ject of the insertion of the date of 
examination .on a National Health In- 
surance medical certificate and to say 
that, as the Committee are aware, the 
ante-dating. of a certificate would be a 
“breach of Rule 7 (1) and (2) of the Medi- 
cal Certification Rules, but that if the 
dector is satisfied at the time of examina- 
tion that the patient was incapacitated 
from the day preceding te date of 
exanfination the Minister thinks that the 
doctor might explain in the ‘remarks’ 
{ space on the official certificate or in a 
separate note his reason for not signing 
on the earlier date and for being satisfied 
that the patient was incapable of work 
from that date, and the Approved Socie- 
ties would then have the proper evidence 
before them to enable them to consider 
the question of the payment of benefit.” 


—TI am, etc., 
; C. M. Douctas. 
Market Deeping, Peterborough 


Aid for the ‘Overworked G.P. 


Sır,—Under the above heading ` Dr. 
Kinnear Brown (Supplement, Sept. 12, p. 
27) contributes a most interesting letter. 
A perusal of, this letter only serves to 
show how far wrong one may go, even 
with the very best of intentions. Panel 
practice is quite simple and easy. 
soon as the patient is seated, or “before if 
possible, one starts to write out for him 
a first certificate, a certificate for his 
employer, a certificate to excuse him from 
fire-watching, a certificate for extra milk, 
one for an extra supply of eggs, one for 
replacement of his truss, ditto for his 
attenuated elastic stocking, two for his 
private clubs, four signatures upon his 
mother-in-law’s pension book, and a pre- 
scription for some medicine. If anything 


~ is left out he will tell you. If there is a 


difficulty in the diagnosis he will resolve 
it for you. It then only remains to bid 
him good mornings telling him at the 
same time when he must attend again 
for a further supply of certificates ; this 
last is the essential part of the service, 
and it is a part which maffy forget, to 


their cost. What the N.H.I. needs is 
bigger, better, brighter, and bulkier 
certificates. 


Dr. Kinnear Brown has some remarks 
to make about “energy for clinical 
work.” Iam loath to interfere here. 
that can be said is that if the doctor does 
not know better at this time of day than 
to make reference, even in a small way 
to clinical medicine then he has missed 


- entirely the whole crux of the matter. 


From such wrong thinking proceed all 
our bottle-necks; upon such uncertam 
foundations are placed our cross-sections 
and blue prints, our vested interests and 
scheme-making authorities. Dr. Brown 
must pull himself together and make ‘a 
incers movement; go all solid for 
uidity: get ‘social and dig for victory. 
I must send him a copy of my book 
“The Certificate-in Peace and War: a 
Social Study of Interdynamic Prepoten’ 
tialities,” second edition, 94 x 6} in., pp. 
137+ vii, with four blue prints and seven- 
teen, cross-sections, 1939, London and 
New York: Pretty Press (15s. 6d.).—I 
am, etc., - 

Selby, Yorks. — J. C. GILLES. 


As. 
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H.M. Forces Appointments 





e 2 ARMY 

The following Consultants have been granted the 
local rank of Bng: Cols. *(acting) D E. Bedford, 
RAMC, and H..C_ Edwards, R AMC ; Lieut- 
Gol. (temp. Col) À. H Whyte, DSO, RAMC,, 

Col. A L. Stevenson, late R A M C., retired pay, 
has reverted to the rank of Major at hs own 
request whilst employed during the present emer- 
gency. 

Lieut -Col. W H S Burney, R ALM.C, reured 
pay, has reverted to the rank of Major at his 
own request whilst employed during the present 
emergency. Pare 
m ROYAL ARMY MEDICAL GORPS œ 
T PRAA R A Flood, MC., having attained 

e age for t, 3s retained on the Active 
List supermunitracy to the establishment . 

« Major (temp. Lieut.-Col) D. Crelin, M.C , _to 
be Lieut -CoL 

Temporary Commusion—War Suba Ca W 


M Hamer has relinquished his commission is 
granted the rank of Capt. 


TERRITORIAL ARMY, RAMC. 

Capt R H Barnes has bss com- 
mussion on account of ill-health and is granted the 
rank of Major. - 

Supern. for Service with Queen's Univ, Belfast, 
Semor Traumng Corps (Medical Unit).—J. W 
Millen to be Lieut. $ 


LAND FORCES EMERGENCY COMMISSIONS 
RoyaL Army MapicaL Cores _ 


War Subs. Capi R. S Nixon, “A. S. 
Hoseason, and T R Hill have relmquished ther 
comoussions on account of ill-health,- and are 
grunted the rank of Major 

War Subs. Caps A E H. Reid, G. Apthomas, 
J A. Barne, T. Gaden, M Goldmg, J B C. 
Madge, D G, Robinson, and A P. Egerton‘ have 
relinquished their commismons on account of il- 
bealth and are granted the rank of Capt 
‘Licuts G. A. W Angus and C. Exell have 
relinquished therr commons on account of Jl- 
health and retain their rank. 

To be Lieuts * R F Ashwin, W J Atkinson, 
J Boyle, W E R Branch, J. G. Craig, D O 
Davies, T. S. Donovan, E L. Edmondson. J; A 
Fernandez, J H Gifford, N M. Green, G. M. 
Greig, E S Harverson, C. Harms, J Hemphill, 
S H Kissen, M Lessnoff, N A Lewtm, L. 
“Lipetz, M Makın, S A Mason, L. W C Massey, 
R. C. McLaren, P H Nash,-C. G Patel, W. 
Paterson, C B Picken, M J. Pivawer, R. I 
Randall, J, H.” Rees, R. S Russell-Smith, S. M 
Sangster, A C J- Saudek, J T. Speidel, R. Strang, 
D. S Vellacott, C. W. Walton, E T. Manley, 
K McCollum, J. G Atherton, J. H. Bennett, 

- Carter, A. M Brown, J K Brown, 
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Lonmer, R. S Mernfield, W. R Playfair, 
Poole, A H Rea, R. B L. Ridge, C. A 
H D. Rossiter, S. R Saunders, P Thwartes, 
Turner, K. O A Vickery, D. P Walther, R. A. 
Wilmhurst, I. B. Appleby, D G. Baxt, H W. 
Booth, W. H F Boyd, S Cameron, A S 
Crockett, C. Cronin, A. Currie, S Fink, F S A 
Forbes, M C Hannon, J. Innes, J. M. E_Jewers, 
T. L. Kelly, W King, W.J G Meldrum, F J W. 
Miller, D A Milne, J. N Milnes, D. McAuliffe, 
W K Smiley, R. Stewart, G. E. Swinney, R. A. S. 
Watt, F. J. Y. Wood. 


ROYAL AIR FORCE 
Lillan G. Bullick and Jean I. Gordon to be 


M.O s (Emergency) with the relative rank of Flying 
Officer for employment with the R AF. - 


AUXILIARY AIR FORCE 


FL Lieut. T G Rennie has resigned his com- 

mission and retains the rank of Squad. Lar. 
- ROYAL Am Force VOLUNTHER RESERVE 
e J. C Scott to be Squad Ldr. (Emergency). 

To be FL. Lieuts (Emergency): H. N Bradbrooke, 
F. R. Gusterson, H A. Leggett, E A. G. Goldie, 
H E. Hobbs, and P J W Mills 

Flying Officers C_Midwinter-Jones M S Rowley, 
D. Y. Shh, E. Jones, E T O’Sullvan, W E 
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Cee .L. Bel, D H Meldrum, H B. O. 
Cardew, ©: C. Smith, R B. Wyke, J. B Lowe, 
H DÐ. G A C Summers, J] -M Wood, B 
Donelly, C. O. Ribeiro, J. Gordon, F. Riley, 
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J.-P. Dodd, J. P Seccombe, R. J. Gampbell 
(correction), A@R. Norton, and S P. Millar to be 
War Subs. FI. Lieuts 

To be Flying Officers (Emergency): H. J. S. 
Brown P. O. Leggat, R. Childs, W. G Cross, 
W. J. Dempster, W. L. Robinson, J`- McA 
Taggart, and A L. Walls 


DENTAL Br 


Flying Officer T G. Ward, 
to be War Subs. Fi Lieut. 


INDIAN MEDICAL SERVICE 
EMERGENCY COMMISSIONS 


Lieuts C_ M Bure, J_ R_“ Davidson, A 
Sutherland, H. B. T Holland, W. Donkin, W 
Anderson, R. A. Johnson, A. E Stevanas, 
Hardy, E L Lloyd, F Lake, A. D mr 


Martm, E. T Harrmgton, G D. Lehmann, E. 
Dunsby, H Flack, J H Arthur, A B. Gilroy, 
B. A Lampel, O J S Macdonald, © F. S. 
Alken, T B. M Sloan, and R. M. Vanreenan to 
be Capts - 

Luts G Henderson, J. O Gordon, and S F. 
Thomas to be Capts. (on probation). 

Lieuts. (on probation) A. D. Wilson, M B 
Klem, P A L Roberts, E L Jones, P S Clarke, 
“T D. Brown, D G Horan, R. T. Hinde, W. 
Thomson, P N. Smf, W ,N. O George, 
D S. M. E. Mooney, K J L. Scott, A D Dyson, 
W. M Jons D. C_ Logan, G. V. Faulkner, 
H R. S Harkey, A C Mackenze, J.B Davd, 
N J. MacQueen, J E. M Melville, F. A. Whitlock, 
G. E. Spear, D A Maclean, W F. J. M. Thom, 
P Jacobs, A J Smcdar, D MacAulay, E. D 
Macworth, O. Clarke, R. M. Gilchrest, E J. 
Currant, J. Cameron, J. Mockler, A. Maples, M. A. 
Fawkes, J. T Millar, N W. Gil, P. H 
Błackıston, and H Wihilams to be Capts.. (on 
probation) 

To be Lieut. Jean M. Drury-Whute. 
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_B.M.A. LIBRARY- 


The following .books were added to the 
Library during June and July: ` 


Aptekar, H. H.:- Basic Concepts tn Social Caso 
Work 1941. 
Bailey, H.: Surgery ın Modern Warfare. Vol. 1. 
2nd edinon 1942 
Bartley, S. H : Vimon: A Study of its Basis 1941 
Bosa. P: Treatment of the Patent Past Fifty. 
1 
Bowman, A K.: Life and Teachings of Sx William 
Macewen 1942 
Bramwell, C., and King, J] T : The Principles and 
P actice of Cardiology 1942 
- Browne, F J.: Antenatal and Postnatal Care- 
Four) edition. 1942 . 
Burrows, H : Surgical Instruments and Appliances 
Used in Operations Eleventh edition 1942. 
Cohen, M. B., and June, B- Your Allergy and 
What to Do About It 1942 
Crawford, A. Muir. Materia Medica for Nurses. 
Fi'th edition. 1942. 
Culbertson, J T+ Immunity Agamst Ammal Para- 
-utes 19%41. 
Dalbiez, R.: Psychoanalyncal Method and the 
‘Doctrine of Freud, 2 vols 1941 
Dampier, Sr Wm. C:A Hatory of Science Third 
edison = 1942. 
Dandy, W E.: Orbital Tumors 1942 
East. W. Norwood: The Adolescent Criminal 1942. 
Eckhoff, N L.: Aids to Osteology Fourth 
editon 1942. 2 
Ellery. R S: Schzophrema, the Cinderella of 
Peychiatry 1941. : 
Engelbreth-Holm, J.: Spontaneous and Experimental 
Leukaemia in Annals 1942 
Gregg, A : The Furtherance of Medical Research 
1941. 
Grime, C C: A Study of the Blood m Cancer. 
1942 
Hammett. J. E : Abdominal Surgery. 1941 
Harley, G W.: Nate African Medicine. 1941. 
Harvey, W. C., and Hull, H : Insect Pests. 1940 
lgenfntz, H C, and Penick, R M-< Synopsic of 
the Preparaton and Aftercare of Snurgical 
Patients. 1942 = = 
Jacobi, J : The Psychology of C. G Jung 1939. 
Jamon, E B: 
Practical Anatomy -Fifth edition 1942 
Jobastone, R. T.: Occupational Diseases. - 1941. 
Kuilduffe, R. A, and De Bakey, M : The Blood 
Bank and, the Techmque and Therapeutics of 
- _ Transfusions 1942. 
Kraines, S H : Therapy of the Neuroses and Psy- 
choses. 1941 
Lester, C. W.: Thoracic Surgery 1941 ~ 
Lewis, Sir T.: Diseases of the Heart Third 
edition 1942. 
Mackie, T J, and McCartney, J. E: Handbook 
v of Practical Bacteriology Smth edition. 1942. 
Megutan, A. S.: Surgery of the Head and Neck. 
Marmot, W. McK.: Infant Nutnton Thod 
edition 1942 ` 
Mettler, F A.:-Neuroanatomy. 1942 
Nonidez, J. F.: Histology and Embryology. 1941. 
Parsons, Sur John H :, Diseases of the Eye. Tenth: 
ediuon. _ 1942. 


Companion to Manuals of, 


*—— r 


Pulay, E : Nutntiop and Victor? 1941. 

Raven, R. W. Treatment of Shock 1942. 

Robertson, J K.: Radiology Physics. 1941. ` 

Rolleston, Sır Humphry, and Moncrieff, A.: Dis 
orders of Blood Pressure. -By Various Authors. 


1942. 
Suverman, M.: War Dacase. 1942. 
Sollmann, T.: A ual of Pharmacology and it 
Application to Therapeutics Suth edition: 1942 
Tourmer, P : Médecine de la Personne. Fifth 
edition. 1941. 
Walker, G F : Handbook of Medicine for Fina) 
Year Students. Second ediuon. 1942. 
Youmans, J. B.: Nutritional Deficiencies: Diagnosu 
and Treatment. 1941. 





PETROL FOR MEETINGS - 


Inquiries received show that there is some 
doubt as to the propriety of of travelling by 
car to attend scienti including 
meetings of local Divisions of the B.M.A 
Medical practitioners, in common witt 
other car users, are prohibited from using 
petrol for stich a purpose. The Loca 
Medical War Committees, however, are 
in a special position as titey are engagec 
in essential war work, and there is -nc 
objection to members travelling by cai 
to meetings of these committees wher 
other means of transport are not reason: 
ably practicable. 








WEEKLY POSTGRADUATE DIARY 

BartisH POSTORADUATE MepIcaL SCHOOL, Ducan 
Road, W—Daily, 10 am, to 4 pm., Medica 
Clinics, Surmcal Clinics and Operations, Obstet 
rics and Gynaecological Clinics and Operatons 
Daily, 1.30 pm, Post-mortems Tueł, 10 am 
Paedmtric Clinic; 11 a.m, Gynaecological Clinic 
Wed, 1130 am; Medical Conference; 2 pm 
Carbohydrate Metabolism and Diabetes (2), b 
Capt. E Bensley Thurs., 2 p.m, Dermatologi 
cal Clinic. Fri., 1215 pm., Surgical Conference 
2 pm, Gynaecological Conference; 2 p.m. 
Sterihty Clinic 

FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W — 
Royal Cancer Hospital: 3 p.m and 4.30 pm 
Anaesthetic course, lectures, practical demonstra 
dons at various London hospitals. Londo: 

_ Homoeopathic Hospital: Wed., Fimal FRCS 
clinical class. Wimpole Street, W1: Mon am 
Thurs, 8 p.m, Theory of Physiology. Lectures 
National Heart Hospital: Tues. and Wed., 1 
am, Out-patent clinics. - 

LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street 
W.C —Tues, 4.30 pm. Dr. A. D. Porter 
Eczema. 


DIARY OF SOCIETIES & LECTURE! 

ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’ 
Inn Fields, W C.—Mon, 4pm Amott Demon 
stration by Prof. A J E. Cave: The Olfactor 
Parts of the Brain Tues., 4p.m_ Erasmus Wilsoi 
Demonstration by Mr L E C. Norbury 
Specimens ıll ting Some Forms of Intestins 
Obstruction ed, 4 pm Arnot Demonstra 
ton by Prof. Cave: The Visual Parts of th 
Brain Thurs, 4 pm Erasmus Wilson Demon 
straton by Mr. C. E Shattock: Diseases o 
the Tests Fri, 4pm Arnott Demonstratio: 
by Prof Cave The Mid-brain and Basa) Gangl 

NUTRITION SocteTy.—At London Schoo! of Hygien 
and Tropical Medicine, Keppel Street, W., Sai 
(Oct. 17, 11 am. Discussion: “* Trace Element 
in Relation to Health ” (see p. 437 of this week’ 
Journan. 

Royat NATIONAL THROAT, NOSE AND Ear HOSPITAL 
Gray’s Inn -Road, WC—Fn, 4 p.m „Mr. IL 


Colledge: The Complicauons of Middle -Ea 
Suppuration. a 2 
B.M.A.: Branch and Division Meeting 


to be held 

NORTH OF ENGLAND BraNcH —Jomt meeting wit 
Newcastle-upon-Tyne and Northern Counties Med: 
cal Society at Royal Victorm Infirmary, Newcaugtle 
upon-Tyne, Thurs, Oct 15, 215 pm, Clinica 
demonstraton , 345 pm., Prof J'R Learmonth 
Diagnosis and Treatment of Perpheral Vascula 
Deease <All members of H.M. Forces satone 
m area are invited to attend 











BIRTHS, MARRIAGES, & DEATH: 
The charge for inserting announcements under thi 
head 1s 10s. 6d “This amount should be forwarde: 
with the notice, authenticated with the name an. 
address of the sender, and should reach the adver 
usement Manager not later than first post Monda 
morning fo ensure insertion in the current itsue. 


DEATH 
Muris@& —On Sept. 20. 1942, at Wrington, Some 
set, Cecil Charles Murison, Colonel, I.M- 
(ret.), after a long illness bravely borne. _ (Age 
68 years) =e 
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ANNUAL REPRESENTATIVE 
MEETING 
. Thursday, Sept. 10 (concluded) 


On the last day ofits meeting, with Dr. 
H. G. Dain in:the chair, the Representa- 


tive Body dealt with the remainder of the . 


Annual Report of Council (the first part 
of the report having been dealt with on 
the first day) and the mistellaneous 
motions from Divisions. Two further 
motions under “National Health In- 
surance ” were agreed to, the first, by 
North Staffordshire, asking the Council 
to exercise àll vigilance to prevent a 
repetition of events: whereby recently 
those up to an income limit of £420 were 
included within the Acts, and the other, 
by Hendon, urging that. the approved 
societies should bë compelled to accept 
all insured patients irrespective of their 
state of health. a 


PUBLIC HEALTH ` 


Prof. R. M. F. PIcKEN, on behalf of 
the Public Health Committee, accepted 
for consideration a motion by Cardiff 
that, if the Council could not obtain: a 
satisfactory solution of ‘the question of 
compensation for medical officers in- 
jured. in’ air raids,‘ the alternative pro- 
cedure of medical officers being enrolled 
as volunteers under the local authority 
for national service, using Form E.D.60, 
should be investigated. 

A motion py the City of London ex- 
pressing satisfaction at the’ campaign 
which the Minister of Health is conduct- 
ing to extend immunization against diph- 
theria, and offermg him the Associa- 
tion’s fullsupport, was agreed to, as was 
a further motion’ expressing grave con- 
cern at the increased incidence and death 
rate of pulmonary tuberculosis. This 
latter motion urged that wider powers 
should be available for providing finan- 
cial aid so that no p¢rson 
deterred from accepting a’ full course of 
treatment, and that there should be more 
adequate institutional” accommodation. 


It declared that long hours of work were | 


bound to have a deleterious effect upon 
the general health and the resistance to 
the disease among workers. Dr. J. A. 
Brown (Birmingham) said, that the in- 
sistence upon long working hours, often 
spent in bad conditions as to ventilation, 
was a cause of much minor illness and 
absenteeism. ` so 


should be: 


port under this heading on bebalf of Cél. 
R, G. Gordon, who is on foreign sefvice. 


` He complimented the editorial and busi- 
ness s of the Journal on the way in 


which they had surmounted many war-, 


ESE 
INDUSTRIAL HEALTH \. | 

Sir Kaye Lg FLEMING §intréduced’ the 
report under “Industrial Health” and 
mentioned.the useful special teport which 
‘the Industrial. Health Committee published 
in November, 1941. Dr. Mona Mac- 
‘NAUGHTON mentioned some friction be- 
tween general practitioners and industrial 
medical officers. Dr. T. CRAIG spoke to 
‘the same,effect: the main troubles arose 


time difficulties. 


* out of certification and the fact of treat- 


ment given at the works. Dr. J..W. 
Bone- said that some time ago the Asso- 
ctation established a code of rules and 
. thought at first that the service was being 
conducted in an excellent way, with care- 
ful observance of the code, but in recent 
months the code had been flouted. Dr. 
S. Wanp said that it was not the :;whole- 
time industrial medical officers who were 
responsible for the difficulty, but the 
part-time officers, who were their own 
colleagues in general practice., He sug- 
gested that the Divisions should take up 
this' matter in the same way as they too 


up any other ethical question. Mr. J. 
LIvNasTon (Barrow-in-Furness) con- 
firmed the fact of trouble arising between 


industrial medical officers and: men in 
general: practice. Dr. I. D. GRANT 
(Glasgow) said that under their terms of 
service part-time officers were not per- 
mitted in any way to treat sick persons ; 
‘they attended factory accidents and 
looked after factory welfare. 749 
* Dr. P. INWALD moved: “ That in view 


of the importance of the -health of the* 


worker in the war general practitioners 
be appointed on a part-time basis to all 


factories not employing whole-time medi- ~ 


cal officers, and further co-operation 
‘ between factory medical officers and 
general practitioners, be facilitated.” A 
tem should be devised for an inter- 
change of relevant knowledge between 
-the „patients doctor: and the factory 
~ medical officer. Dr. WAND said that this 
-matter was under the consideration of 
the Industrial Medical Service, Subcom- 
mittee. The medical man-power ques- 
tion was now acute’ in many areas,’ but 


encouragement of this interchange had _ 


` . ¿been the policy of the Association for 


THE ASSOCIATION IN SCOTLAND 

The report under “Scotland” Was 
presented by Dr. T. FRASER, chairman 
of the Scottish Committee. He mens 
tioned that schemes under the Maternity 
Services Act were now, coming along 
more favourably. A motion by the 
. asking Council to ‘consider 
„the desirability of the- chairman of the 
Scottish Committée being, ex officio, a 
member of the Council during his tenure 
of office, was carried. ; 


“BRITISH MEDICAL JOURNAL ” 


Dr. J. C. MATTHEWS, acting chairman 
of the Journal Board, presented, the re- 


ir 


some time past. The motion was adopted. 


_ OPHTHALMIC SERVICES 
Mr. BisHor HARMAN, in moving the 
‘report under this heading, said that the 
past year had been a record one for the 
National Eye Service. The number of 


-ophthalmic practitioners on the list was” 


close upon 1,000. He described the 
negotiations for an increase of fees 
which. having regard to the expenses of 
. consulting practice, were too low. The 
approved ‘societies had met his com- 
mittee and opened up the difficulties of 
their own position. They had agreed, 
- however; to a certain proposition, which 


to consider. They had pointed out that 
any distinction between insured persons 
on the basis of income—that is, between 
those with less than £250 and those 
between £250 dnd £420—would be im- 
possible for the societies to carry out 
administratively. That, again, was a 
matter for further exploration. ' 

Pr. Lucas Young (Eastbeurne) moved 
an amendment to a motion by Plymouth. 
The motion was one disapproving of the 
inalusion in the Nationa] Eye Service of 
all persons and their -dependants with 
incomes over £250 pér annum, and-to this 
he moved to add “ unless a higher fee is 
payable by this group of patients.” He 
said that the majority of, those in the 
N.O.T.B. would ‘not object to the in- 
clusion of the £250-£420 persons in the 
National Eye Service if a fee of one 
guinea was 
persons for the very nominal fee of half 
a guinea would be an unwarrantable in- 
trusion into the preserves of what was 
now private practice. Dr. C. M. STEVEN- 
son (Cambridge) urged that this proposal 


be- not adopted as it would tie the hands , 


of the Ophthalmic Committee and cause 
administrative difficulties. Dr. PETER 
.MACBONALD suggested that both motion 
and*amendment be referred to the Coun- 
cil, and this was agreed to. : 


THE ASSOCIATION OVER-SEAS 


_. The CHAIRMAN OF COUNCIL said that 
it was, customary at Annual Repre- 
sentative/Meetings to hear messages from 
oversea representatives, but on this occa- 
sion for obvious reasons this was not 
possible. He felt that the. Representative 
-Body would like to ‘send a message of 


` remembrance and sympathy to their 


the Ophthalmic Committee would meet - 


brethren in all the oversea Branches. 
-The message was’sent with the utmost 
‘cordiality. ‘ On ¿the suggestion of Dr. 
Jonn Clayre (Southampton) the Channel 
Islands were included. 7 


CENTRAL MEDICAL WAR 
COMMITTEE 


The CHAIRMAN OF COUNCIL presented 
the Annual Report under “ Central Medi- 
cal War Committee” and gave some 


‘account of the work of the committee 


and of its subcommittees. The demands 
made for medical men for the Forces 
were enormous and increasing. It had 
been hoped that by the end of September 
a certain peak would have been reached 
and they might relax their efforts. These 
hopes had been disappointed, and further 
demands would have to be made upon 
the medical profession. Practically the 
whole of the young men entering the pro- 
fession' were recruited to the Forces, and 
did not go to replace wastage in civil 
„practice. Jn addition to compulsory re- 
quirements very large numbers of medi- 
cal men had voluntarily given their 
services. It was not through the hardness 
of heart of the Central Committee that 
further demands were being made.” It 
had been suggested that the distribution 
of men as between the civil population 
and the Forces was not' fair;-and. that 
~the Forces were making too great de- 
mands. To examine 


a ; | j ` 2 te 


id, but to include these . 


at subject the ® 
1977 


ae 
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_‘had responded to their demands. 
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Minister appointed a Priority Committee 
to decide priorities, between the civil 
population and the Forces and between 
the- different components of the Forces. 
The Forces had put forward their giff- 
culties in the most open manner, giving 
information that could not be- publicly 
disclosed, and they had satisfied the 
committee that now, ‘after a certain 
amount of pressure, they had come down 
to the absolute minimum of demand. 
Members of the profession might be 
absolutely sure that the C.M.W.C. never 
asked for a medical man unless satisfied 
that his service was essential to the pro- 
gress of the war. On the other hance 
owing to the splendid work of the local 
medical war committees, it had been 
possible so far to meet the enornfous 
demands that had been placed ‘upon 
them. The profession in this cougtry 
had been gravely depleted, and. its mem- 
bers were having to work twice as hard 
as they would work in normal times. 
Many of them had to go on workin 
after they would normally have retired. 
He concluded by expressing the gratitude 
of the Central Committee to the local 
committees for the way in which they 
“u We 
work on a very solid basis. Our demands 
are on the basis of real necessity.” 


(Applause.) 
Correlation of Medical Services 


Dr. T. M. Frer (North-East Essex) 
moved: ` 
That this meeting notes with~concern the 


present wastage o 
suggests that the Council -should approach 
H.M. Government with a view to corre- 
lating the medical services of the Navy, 
Army, Air Force, and Civil-Defence under 
one head. 


He said that, as now constituted, four’ 


or five medical, services—the Navy, the 


Army, the Air Force, and the Emergency ` 


Medical Service, as well as civilian general 
practitioners—were ~in : watertight coni- 
partments, and each was practically in- 
dependent of the others. The whole of 
the medical.services should be organized 
under one-head. The supply of doctors 
was not inexhaustible, and it was better 
to look ahead and work out a plan of 


medical personnel and- 


Whether that feeling was right or wrong 
was not now 4inder discussion ; the point 
was that it should not have been possible 
for such a feeling to arise. At times a ' 
member might feel that im the matter of 
recruitment for the Forces he had not 
been treated quite fairly,e but that the 
officials of the Association to whom he - 
would ordinarily go for guidance were not 
free people, because they constituted also 
the ‘secretariat of the body which had 
decided against him. Dr. W. D. ‘H. 
, WADDINGTON (West Sussex) supported the 
motion. - - ' 

Dr. C. M. STEVENSON, as chairman of 
a local medical war committee, appealed 
to the meeting not to take away ‘the 
present secretariat. It had worked per- 
fectly. If.a new one were appointed a 
clash would be almost inevitable. Dr. 
R. W. McConnev (Bucks) also ;said that 
it would be a disaster to separate the two 
secretariats. Dr. J.-A. BROWN said that 
‘there might be some disadvantages in 
having-as the secretariat of the C.M.W.C. 
the same people as constituted: the secre- 
tariat of the B.M.A. But he was not* 
really aware what the disadvantages were, 
and he was conscious of many advantages. 
He hoped that instead of pressing this 
motion the meeting would pay a tribute 
to the magnificent work done by Dr. 
Anderson and Dr. Hill. Had it not been 
for their work the recruitment of medical 
men would have been in an “absolute 
mess.” Mr. McCurricn protested that 
he had tried to make-it plain in moving 
the resolution that this was no question 
„of -personal attack, but, purely a matter 
of‘ principle... ' a AR ve 

The motion was put to the meeting 
and was lost by a very large majority. 

Dr. ANDERSON, speaking as Sécretary 
of the C.M.W.C., made a private state- 
ment on the recruitment of medical men 
for the Army. After making the state- 
ment he said that his object was simply 
` to impress those present with the serious- 
ness of, the situation and to ask the 
members’ of local medical war com- 
mittees to revise their lists and, if short 


. of the quota, to make an effort at once 


redistribution of ' medical man-power. - 


Dr. J..A. BROWN said that this question 
had been considered by the Priority 
Committee. The suggestion ‘was an 
impracticable 8ne, but the committee was 
satisfied that a great deal of the over- 
lapping and some of the wastage that 
came into existence before the Priority 
Committee was set up had now, been 
rectified. The motion was lost. 


Secretariat of the C.M.W.C. 


Mr. H. J.’ McCurricu (Brighton) . 
moved : 
That, as one of the functions of the 


Secretariat of the B M.A. is to advise and 
assist the members of the Association, this 
meeting is of the opmion that it and the 
Secretariat of the Central: Medical War 
Committee should not consist of the same 

He was anxious to point out that this 
was not a criticism of the committee or 
of the secretariat. No one had a higher 
regard for Dr.. Anderson and his staff 


_ than he had himself. and Dr. Anderson 


hati combined the two functions more 
ably, than any man alive could have done. 
It was entirely a-matter of principle. 
There had been in many -quarters a feel- 
ing of dissatisfaction that the rank and 
file had no longer a free and independent 


Association to safeguard their interests. ‘moved a recommendation to Divisions to 


A 7 . i a 


to give the number of men they had been 
asked to give. With regard to the motion 
by West Sussex and Brighton, he fully 
understood that the intention of the 
movers was not to make any personal 
attack upon himself or his colleagues, but 
to attack the'principle whereby a double 
office was held by the same individuals. 


Medical Posts for Civil Defence 


Dr.-D. O. Twinine (Plymouth)-moved 
that the selection of medical officers for 
Civil Defence, Observer Corps, and 
similar appointments should be made only 
in Consultation with and by approval of 
local medical war committees. He said 
that certain instances had occurred in his» 
district which had led to this motion 
being framed. Such appointments must 
be made through local medical war com- 
mittees if the medical personnel in the 
various areas was to be put to the best 
use. The motion was carried. 

Dr. ANDERSON said that ¢are must be 
taken not to‘ put forward any plea that 
the’ profession should make nominations 
for routine appointments by local authori- 
ties. The motion just carried was, he 

‘thought, ‘intended to refer to wartime 
allocations in connexion with Civil De- 
fence, and in that field the meeting could 
quite well agree to it. 


Mutual Help Committees 
Dr. C. L'ScarF (City of London) 


S 


\ 
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set up ad hoc committees*f@r the purpase 
of securing mutual help among local 
practitioners—e.g., rotas for night and 
emergency work to meet the increasing 
strain as more and more doctors were 
drafted into the Services. The isolation 
in which general practitioners had worked 
would be to some extent mitigated by 
such’ a measure, and it might be found 
that fn a year or two a good many of 
the objections raised against a State 
Medical Service would be largely over- 


-come as 'a result of demonstrating that 


some such form `of co-operation was 
already in existence. - The GHAIRMAN sug- 
bested that thẹ motion should be made 
ess mandatory and Divisions should be 
left to take any necessary steps in thei 
own way® Dr. C. F. T. Scorr (Willes- 
den) said that many local medital wai 
committees had alread} moved in this 
direction. The Secretary said he be- 
lieved that the action contemplated in the 
City motion might be betttr undertaker 
by the local medical war committee thar 
by the Division, because the former wa: 
thoroughly farhiliar with the work the 
men were doing and knew the allacation 
of work among the men on the Register. 
This alteration was accepted by the 
mover, and in that form the motion was 
carried. . : 

Dr. R. W. McConneL moved that ¢ 
hearty vote of thanks be accorded to Dr 
Anderson, Dr. Hil, Dr. Macrae, Dr 
Craig, and their staffs for their work a: 
the Secretariat of the: Central Medica’ 
War Committee and the Scottish Medica. 
War Committee, and for the great help 
they give to local secretaries. - He hac 
special reason to compliment Dr. Ander: 
son and his ‘staff for their patience ir 
answering questions, the more so as many 
of the questions, while important from 
the local, point of view, must appea 
trivial when viewed centrally. The motior 
was carried by acclamation. Dr. ANDER: 
son thanked the meeting on his ‘owr 
behalf and on that of his colleagues anc 
staff. He said that none of them could 
have any idea of the work “which the 
staff had put in.. He had the most Joya’ 
staff anyone could have. 


METHOD OF ELECTION OF COUNCIL 


Dr. S. W. SWINDELLS (Grimsby) moved 
to amend the aoe relating to the elec- 
tion of Council by groups of Branches 
and Divisions, s6 that the voting papers 
should contain no particulars regarding 
the candidates other than their addresses. 
Dr. S. Wray (Lincoln) said that his voting 
group comprised five counties, and il 
was impossible for a candidate to make 
himself known to all’ the members; 
probably 70% ‘of the electors never saw 
a candidate for the Council. If the 
candidate’s age could be given on the 
voting paper it would furnish some indi- 
cation ,of his outlook, Dr. J. C. 
MATTHEWS, as chairman of tke Organiza- 
tion Committee, while expressing nc 
views on the merits of the proposal. 
pointed out the unwisdom of altering by- 
laws without the help of the solicitor. 
Dr. N. E. WATERFIELD hoped the meeting 
would not pass this motion. He agreed 
that a long list of appointments appear 
ing on the voting papers was not wortt 
the paper it was written on, but on 
qualification might appear- -Dr. D. T 
WHITAKER (Guildford) said that he ha 
never heard before of an electoral prc 
cedure in which the qualification for ele 
tion was that the constituency shoul 
know nothing about the candidate. 
any candidate ‘had done service for ti 
Association that should be mentiondd « 
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rthe voting, paper. ° Sir- KAYE, LE FLEMING | 
- said that Thére was gothing the Associa- `- 


tion needed more than-for young: men 
to come along and prove their worth.. 
There was no“desire.of the‘ Old Guard ™ 
to sit in office and keep other people out. 


The mover congtnted to amend his 


motion so as to include the, candidate's, 


age as well as his’address on the proposed 


“voting paper, but the motion: was lost, ` 


`. -` ORGANIZATION -OF GENERAL >. 
Oi ao PRACTITIONERS a 
_ Dr.. D. L: S, JoNston (Halifax) mov- 
‘ing: “That the Association shall: promote 
and recognize the organization ‘of general 


practitioners under’ the -auspices, of the- 


‘Association; and that this'.\body shall be 
controlled: by general practifionegs,” said 
> that this was 
‘the future. There were still a large num- 
ber of doctors. outside the Association, 
possibly because of ‘apathy- or from a 
sense. of ° i 
organization df general practitioners .had' 
been formed, and a unity had. been 
*, brought about among them, together with 
a tion 
only way in which their position could 


be maintained. Dr. WAND said that the - 


General Practice Committee was com- 
posed almost entirely of general’ practi-: 
tioners, and in order that it mi 
adequately represent that side of the pro- 
fession its constitution was ‘altered not 
many years ago. If some arrangement 
at the periphery was wanted he saw. no 
objection to the setting up in the Divisions ‘ 
of local general practitioner groups., -Dr. 
* J. G. McCurcHEon (Glasgow) thought it 
-would be detrimental to the Association 
, ‘to, set up another organization’ of. this’ 

kind... The SECRETARY . reminded . the 

‘meeting that the Council had set up a 

committee to go into the whole question 

ofthe organization of the Association, 


and he suggested that‘ the best plan would: , 
be to refer the motion to that comuntittee.. ` 


This course was approved. vo : 
ws MISCELLANEOUS MOTIONS,’ 
. Dr. T..Craia (Newcastle) had a long 
motion, on ‘the continued. marketing of 
propriei remedies of no proved thera- 
peutic 
be taken by the Association to protect | 
the public from such exploitation. .Such 
action would aim at the withdrawal of 
Preparations not proved ‘to be“ thera- 
peutically active, 
statements’ on the pharmacological action 
of.preparitions for the names of diseases ` 
which it was claimed that they relieved 
the’ publication of thé formulae of a 


such medicines, with the: detailed com- - 


position, including excipient, of a single 
` dose stated on every package, and‘ the 
use of the terminology of the B.P. for the 
naming of official, and of the English 
language for unofficial, ingredients. The 
motion was referred to the Council, with 
a view to consideration by the Sciense 
Committee. ae fe Se 
Dr. ‚C. 'M: Scorr (Barnet) ' moved -a' 
Tesolution of protest at ‘the fees payable 
: under the proposed Hospital Service Plan 
for London to the patient’s own doétor. - 
*While -he approved the Plan in’ general 
he deplored the fact that the Association 
~should have agreed to-such totall inade- 
quate professional fees. Dr. F, Bop- 
MAN (Bristol) said that if 
„analogous to schemes in the Provinces, , 
tlie meeting ‘should’ be -aware, that the 
fees set’ out under the 


ae IT aie X g 
Teduced fees, Radiologists and others 
Were accepting one-third or one-half their -_ 


‘with, from°£250 to £700 a 


put forward to-safeguard ` 


that the B.M.A. offered the - 
-expressed ‘his satisfa 


t more . 


‘tion `of the 


ue, recommanding ‘that action . 


the substitution’ of ' 


„and that the profession should 
, house in order. 
„General Medical Council failed to exer-: 


7 


customary scale. He felt that the Asso- 
ciation had -acted wisely in supporting 
the scheme in view of the needs of people - 
ear. e 
DEPUTY rARY said that-this' scheme 
of the gs Fund, which’ applied to 


` Greater London, was intended to provide 


on an insurance basis for persons within 
stated . incomé -limits consultant and 


‘specialist services inthe private- wards of 
- a hospital or in a nursing home. It, was 
“not intended -to, be an ingurance scheme 


7 


for general practitioner services. But it - 


‘was pointed out that in smal{ hospitals e 


without a` resident the attending ‘general 
practitioner would in fact be rendering 
service for which he should be paid, and 


‘accordingly this one general practitioner 


provision ,was made. 


But any practi- 
tioner ` who_ undertook s 


ialist work 


‘would receive the’ specialist fees. The 
J . scheme, however, had now been 
frustration” In Hàlifax an “ 


ost- 
poned until after the war and had been 
replaced by 1a scheme on a grant-in-aid 
basis in -which there were grants to 
practitioners who attended their patients, 
whether as specialists or not, in private 
wards or--nursing -homes. The mover 
i ction, and the motion 

was withdrawn. Ne 


Dr. G.C. BARRON (Sheffield) moved to 


‘instruct the Council to engage the whole- 
‘time services of a barrister of repute’ to 


make a close study of’ medical law-and 
economics so as to be prepared to give 
advice in the preparation and - presenta- 
šociation’s case in an. 
forane negotiations, - Dr. W. E. -DORNAN 
said that the idea which Sheffield, had in 
mind. was that counsel of repute might 


be employed at a salary of £5,000 a year. 
(“ Oh! °) Business. organizations in his 
part ofthe country paid as much as that. 
The í OF said that the 


motion was an entire misconception of. 
the manner in which-‘negotiations were 
carried “on. They did not approach the - 
Ministry'.of Health, for example, as a 


body attacking it by some legal process; . 
‘theyswent to\discuss matters in a spirit 


of friendly argument:: ' Moreover, the 
Association had in its.service one of'the 
ablest solicitors in the country, who was 
expert in its affairs and was backed by 


‘counsel fully alive to its requirements. 


The motion was lost by a large majority. 
A further motion by West Sussex—that 


‘in, negotiations with the Ministry of 
-Health there should bea unification of 


presentation of medical opinion, and a 


. drawing’ tegether of the several bodies 


now existing for that, purpose—was also 


‘Tost. 


Dr. J- Beck Glasgow): asked for an - 
examination of the feasibility of an “ all- 
in” compulsory Association, with discip- 
linaty powers, embracing doctors, den-- 
tists, and nurses, so that it could speak 
with a.united voice in‘ all matters affecting 
the health of the community. Dr. W. D. 
ANDERSON said that Glasgow. felt that the 
Association’s methods’ of negotiation 
were not adequate to the new situation, 
ut its 
They also felt 


cise a proper‘discipline. ' Dr. E. A. GraGG .. 
said he was very much in sympathy with 
the ideas behind the resolution, but how: 


‘was this compulsion to be exercised? 
| :The motion was lost by a large majority. 
the Plap'-was ` MARSHALL 


Dr. P. S. est Norfolk) 
moved. that a new scale of minimum fees 
be laid down for all part-time work for - 


scheme “were public authorities, Government: Depart- 
7 . rd 
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‘doctors, a 
‘ energetic supporters, are on active service, 
mat the ', 


response ef £1,079. - 
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ments, and societies, the negotiations to 
be carried out by the Association on a 
national basis. The motion was referred 
to Council. A motion by Plymouth, that 


all medical appointments made® dyring 
- the war should ‘be for the duration of 
hostilities only, was carried ; it was, said 


the CHAIRMAN, the policy of the Associa- 
Dr. BARBARA ABERCROMBIE (Liver- 
pool) asked the meeting to condemn the . 


` practice whereby manufacturers of oxy- 


gen withheld the supply of commercial 
oxygen at retail commercial prices to the 
medical- profession. It- was agreed to 
refer this matter: also to the Council. 
Dr. D. T. Warraker (Guildford) had 
down a motion asking the Council to take 
steps to make available tọ civilian practi- 
tioners the medical history of men or 
women discharged froni the Services for 
edical reasons. Dr. J. A. BROWN 
pointed out that what was desired was 
to have the reasons for the discharge 
made accessible—the machinery could 
easily be arranged—so that the informa- 
tion became available automatically to 
the 'patient’s doctor. He could not under- 
stand why the Ministry of Pensions 
placed any difficulty in the way. The 
said that he himself was in the 
process of trying to find from somebody 
the- medical record of a patient who had 


‘come under his care, and so far he had” 


failed. He thought the Council might 
try to: set up some method whereby the 
reason for a patient’s discharge from the 
Services, when the reason was a medical 
one, could reach his doctor. The motion 
was carried. ‘ 

Sheffield asked the Council to encour- 
age investigation into’ the possible danger 
from respiratory obstruction due to dis- 
placement of the epiglottis under anaes- 
thesia, and ‘also in asphyxia neonatorum. 
This was accepted for reference to the . 
Science Committee. : f 

Dr. W. E. DORNAN, in proposing a vote 
of thanks to the'Chairman,: Dr. Dain, 
said that no eulogy could be high enough 
for the way in which he had steered that 
meeting through 250 motions and amend- 


.ments.`' The motion was carried unani- 


mously and with applause. Dr. Dawn, in 
acknowledging it, “ passed the bouquet” 
on to the representatives. In two and a 
half days'not more than two or three 
speakers had wanted to exceed their time 
limit. The conduct of an extremely 
difficult meeting had only been possible 
by an occasional trespass by the Chair 
on. the rules ‘of procedure and by the 
never-failing kindness of the meeting. 
The Representative Body sat for 44 
hours on the first day, 7} hours on the 
second day, and-54 hours on the third. 








We Have received from the Hon. Secretary 
(Dr. C.-W. H. van der Post) of the Natal 
Coastal Branch, Medical Association of 


- South’ Africa (B.M.A.), a full report of the 


Branch’s activities for 1941, which reflects 
the difficulties, due to the war, with which 
oversea members have to contend. Sixty 
iding some of the Branch's most 


and this depletion meant unfortunately less 
time for Branch meetings ffor those who 
must stay *behind’‘and carry on. Neverthe- 
less the Branch Coypcil has been busy, and 
its 12 meetings, at which a wide variety of 
business was transacted, were Well atterfded. 
Four Branch meetings, one of them a 
clinical gathering, were held. The Natal 
Coastal Medical War F was started in, 
May, 1941, with the © gratifying initial 
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e 
e Medical Certification ‘ 
_ SiR —Through Government regula- 
tions, orders, circulars, etc., the bfe of a 
general practitioner has been turned into 
Insanity Fair. The English, in spite of 


constant experience to the contrary, pre- ` 


serve a touching faith in Acts of Parlia- 
ment and in departmental legislation. 
If the B.M.A. has been “ pressing the 


Government Departments concerned ” for . 


many months I have not yet observed or 
felt’ any relief from the intolerable 
burdens created by demands for certi- 
ficates for evéry conceivable reasom 


There is an old story of a medical prac- ` 


tice ın Yorkshire which was run on three 
stock mixtures, so that when any patient 
trundled in he was met with the question, 
“ What’s yours: black, white, or brown?” 
We have made progress. To-day one has 
to ask ‘each succeeding entrant, “ What 
kind of certificate do you want?” It ıs 
no eXaggeration to say that more than 
half of the committee which waits upon 
me twice daily is after some kind of 
medical certificate, Valuable time ıs 
wasted in investigating dubious claims 
*and often in furious arguments with 
applicants who have no case at all, while 
those who have need of real medical 
attention have to be rushed. í 
As each Government Department inter- 
venes with its rules and regulations it 
creates additional burdens for the medical 
profession. 
eggs, soap, pensions, clothing coupons for 
expectant-mothers ; forms for the Navy 
Army, and Air Force, the A.T.C. an 
G.T.C., medical boards, the Panel (of 
. Various ,sorts, sizes, and colours), educa- 
tional authorities, fire-guard exemption ; 
forms for glasses and teeth, compensa- 
tion, absence from work (accident and 
illness, factual or alleged), petrol allow- 
ances, and sick societies ; and, if that were 
not enough—the list is‘ by no means 
exhausted—the pharmaceutical chemists 
join in and decline to sell to their cus- 
tomers glucose, olive oul,- rubber hot- 
water bottles, Horlick’s milk, + ovaltine, 
etc., without a medical certificate. And 
the corsetitres, God bless them all, must 
have their forms for customers suffering 


from complaints not to be found un any _ 


textbook of surgery. 

To all this a new racket is added. 
Every pretext and excuse, ıs being trotted 
out to obtain an extra supply of coal in 
cases of illness, so that, when winter 
comes, we shall be inundated with appli- 
cations for certificates to satisfy the loca 
fuel officer. Meanwhile voluntary ab- 
senteeism among coal-miners is rapidl 
increasing ; output of coal per man shift 
goes down, and no one seems able to 
offer any remedy for this ap 
of affairs. The medical profession must 
bear its share of blame in this matter. 
It is now over 21 years since I came to 

ractise in this coal-mining district. 
aking them by and large, the coal- 
miners are a decent, hard-working body 
of men. There are some very fine men 
among them—none better. . But there is 
a section which uses every opportunity 
or occasion to play the absentee game. 
Tho trouble began when the Essential 
Works Order came into operation. Then 
a bonus was paid for putting in a full 
week’s work, but if there was any absence 
¢from work even for a day a medical 
certificate was demanded. The scheme 


There are forms for milk, ' 


lling state _ 


’ \ 

was a “flop.” Wages were raised, and 
then a rise has peen propounded ‘based 
on an increase in regional output. For 
every day a man is off work he must pro- 
duce a medical certificate, otherwise .he 
ıs penalized by a fine. But “the colliery 
managements are handicapped in their 
dealings with defaulters. If.they are too 
stif with them the men can transfer to 
other colliery companies, just as they can 
transfer their patronage to any other 
doctor who would perhaps. be more 
obliging to them if their own does not 
please them. - ia 

For various reasons my surgery is 
filled daily with men who are seeking 
certificates for one reason or another: 
some with accidents which are genuine 
enough, some with genuine illness, a 
good many ‘with dubious illness such as 
vague headache, “bad back,”. fatigue, 
“feeling nervous,” and diarrhoea. It is 


astonishing how common diarrhoea has- 


become and how rare it is in any other 
member of the family. In many of these 
“the plain ‘evidence of facts is superior 
to all declaration.” And then there are 
those—by no means an insignificant 
minority—who, having taken a varying 
period of absence from work, frankly 
demand a certificate to cover them for 
the back period without having in any 
way consulted the doctor. These are not 
valated instances: they are a daily occur- 
rence. I can only say in such instances 
that “I am informed” or that “A. B. 
states he has been unable to work on 
account of... .”. This sort of certificate, 


which is no certificate at all, apparently. 


satisfies the colliery manager or the, pit 
production committee. Managers profess 
themselves hopeless and helpless to put 
a stop to this*sort of-thing. : I have pro- 
tested time and again about it, but the 
abuse gathers momentum instead . of 
diminishing; meanwhile one’s clinical 
work is handicapped, temper’ is torn to 
rags and tatters, and one is tempted sorely 
to take a cynic’s Way. out—the line of 
least resistance.—I am, etc., 
Paur TURTON, M.D. 


Heanor, nr Nottingham. 


State Medical Service 

Smr,—Now that the, idea of a full-time 
State Medical Service has been rejected 
by a 90% vote and our new president 
has so well expressed the feeling of the 
profession in his address, is it not time 
to give this subject a well-earned rest? 
Such a lot of thought and energy are 
diverted from the realms of pure medi- 
cine and science where medical interest 
would be better focused. 

So many advocates, of a, State Medical 
Service adopt an attitude and use argu- 
ments more suited to Nazi swashbucklers 
than to members .of a learned profession 
in a land which is fighting for democracy. 
The recent words of Gen. Smuts to a 
youth congress could very well apply to 
us: “Cling to what you have, uphold 
the freedom which has already been won, 
and guard against new slogans which 
have dragged so many -countries in the 
old world to ruin.” The war has yet got 
to be won if we are to have .any future 
at all. For those State Medical Service 
enthusiasts there are the Services 
(RAMC., etc.) crying out for men. 

Little more remains to be said.’ We 
have had the matter discussed in your 
columns ad nauseam. The time has 
come tg drop the,.matter and use your 
valuable space for more interesting and 
erudite subjects.—I am, etc., 


London, SE 1. W. B. J. PEMBERTON. 


~ 
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_ KELLETT-SMmH.—On ` Sept 


National Hospitals Board’. 

Sir,—A meeting ef the Bofrd of the 
Westmorland County Hospital was re- 
cently held to discuss the future of the 
hospital services. The following resolu- 
tion was passed unanjmously: “ That this 
meeting is in favour of the establishment’ 
of a national board responsible to the 
Minis of ‘Health to administer all 
‘hospital services, suc’: board to be formed 
of representatives of the different sec- 
tions of -the community -and of the 
various interests involved, executive 
power being delegated to regional and 
local committees, none of them being 
under the control of local government 
bodies: the financing of such a scheme. 
to be covered -by an addition to the 
national heglth contribution rather than 
by an extension of the present voluntary 
contributory schemes.” èe ` 

The Westmorland County Hospital, 
with its affiliated maternity block, con- 
trols over 100 beds, and hag been suc- 
cessfully operating for mapy years. Such 
a resolution, coming from a board one 
would expect to.be conservative ın out- 
look, is, I think, remarkable, and worthy 
of thoughtful consideration by all ın- 
terested in future developments. I trust 
you will giveit publicity for that reason. 


—I am, etc., 
Kendal. C. M. CRAIG. 
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FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W — 
London Homoeopathic Hospital: Wed, and Sat 
(Oct 24), Final F.R.CS clinical _ classes 
Wimpole Street: Mon, and Thurs, 730 p.m 

_ Theory of Physiology Lectures National 
Hospital for Diseases of the Heart: Tues and 
Wed, 10 am. Out-patient Clinics, 

LONDON SCHOOL oF DRRMATOLOGY, 5, Lule Street, 
W.C —Tues, 430 pm Dr G “Duckworth. 
Scborrhocic Dermatins and Psormsis 


DIARY OF SOCIETIES & LECTURES 


ROYAL COLLEGE OF SURGEONS OF ENGLAND, Lincoln's 
Inn Fields, W C.—Mon., 4 p.m. Demon- 
stration by Prof. A. I E. Cave: Epidermal 
Structures 4 pm Erasmus Wilson 
Demonstration by R Daves-Colley. Bone 
Tumours. Wed, 4pm Arnott Demonstration by 

: Folds and Peritoneal 


of the Breast Fri, 4 pm. Arnott Demonstration 
by Prof. Cave: Unspecialized Mesodermal 
- Derrvatives, i 


RoyaL Socrety’ oF MEDICNE —Tues, 230 pm 
Section of Orthopaedics; 5 p.m Meet- 
ing of Fellows Wed., 230 pm. Section of 
Comparative Medicine Thurs., 345 pm, Section 
of Urology. Fri, 2.30 pm Section of Disease 
in Children. 


B.M.A.: Branch and Division Meetings 
to be held ' 


NortH oF ENGLAND Branca —Joint meetiog with 
Neweastle-upon-Tyne and Northern Counties Medi- 
cal Society at Royal Victona Infirmary, Newcastle- 
upon-Tyne, Thurs., Oct 22, 715.p.m — Clinical 
demonstration; 8.45 p.m. Farqubar 
Murray: Present-day: Attitude 
Gynaecological Problems, All members of HM 
Forces stationed in area are invited to attend 


7 

NoxtHern Ingiann Branch —Jomt meeting with 
Ulster Medical Society at Whitla Medical Insutute, 
College Square North, Thurs, Oct 22, 4.30 pm. 
Dr. R. L Kelham and Capt A R Maxwell: 
Amputation Sites and Artifical Limbs 

e 





BIRTHS, MARRIAGES, & DEATHS 


The charges for inserting announcements under this 
head ts 10s. 6d This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver-' 
fisement Manager not later than first post Monday 
morning to ensure insertion in the current issue 


, DEATH 
» at a nursing 
home, Cheltenham, Joseph Stanley Kellett-Smith, 
FRCS.Eag., DM.RE, of 1, Lypatt Terrace, 
aes after a few days’ iflness (aged 
72 yrs). 
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INSURANCE ACTS COMMITTEE 


Application for War Bonus forePractitioners 


The progress of recent endeayours to 
abtain a war Sonus for insurance practi- 
tioners was reported to a meeting of the 
Insurance Acts Committee on Sept. 24. 
The chairman (Dr.'E. A. Gregg) said 
that, following the last meeting of the 
Committee, an appointed deputation met 
representatives of the Ministry of Health, 
and later a reply was received from Sir 
John Maude, secretary to the Ministry, 
contesting the arguments which had been 
advanced. Thereupon an interview was 
sought with the Minister himself, which 
took place on- Sept. 22, two days before 
the present meeting. Mr. Emest Brown 
had replied that ~there was no money 
available in the pool for this purpose, 
and that he could take.action only in one 
of two ways—either by going to Parlia- 
ment to obtain quite fresh arrangements, 
or by a special war grant, which was 
a t general: Government policy. He 
also hesitated to commit himself in view 
of the immediate issue of the repoit of 
the Beveridge Committee, . which might 
make recommendations recasting fhe 
whole of the arrangements. At the same 
time he promised careful consideration 
of the points which the deputation had 
advanced. 

The report of the Minister's remarks 
was conveyed to the Committee, together 
with the cogent arguments advanced by 
Dr. Gregg, Dr. J. A. Brown, and other 
members of the deputation. It was agreed 
that the Committee should Hold a further 
meeting before the Panel Conference in 
order to frame its *recommendations 
following upon the receipt of the con- 
sidered reply of the Minister. ` 

(The I.A.C. is meeting on Oct. 22 to 
consider the Minister’s reply.) > 


Insurance Practitioners and Medical 
Planning 


\ 

The other principal stbject which 
occupied the Committee was thé replies 
received from Local Medical and Panel 
Committees to the questions posed in the 
interim report of the Medical Planning 
Commission. The definition of objects 
of medical service as set out in the ft 
report was generally accepted, and „the 
principle of free choice’ of doctor a 
patient as an essential feature of the ser- 
vice was agreed to almost without quali- 
fication by the committees which had 
replied. Group practice in some form 
was also favourably considered by the 
majority of the committees, and the 
_LA.C. endorsed this view. 

, Longér debate took place on the ques- 
tion whether the provision, whatever its 
character, should be made by the Govern- 
ment for the whole of the community or 
for part of it only. The question of the 
10% or 5% of, the population mmaining 
after insured persons and their depen- 
dants and others of like economic.status 


had been dealt with was variously 
answered by the committees, but the 
I.A.C., by 17 votes to 6, adopted a similar 
resolution to one carried by the County 
of Ayr Panel Committee, that provision 
should be made only for persons com- 
pulsorily insured, their dependants, and 
others of like economic status, Other 
conclusions of the Committee, after, con- 
sidering the views of Panel Committees, 
were against the establishment of a 
whole-time salaried Government medical 
service, in favour of the two-way exten- 
sion of National Health Insurance (to 
include. dependants and others and to 
bring in consultant and specialist ser- 
eA, and, by a majoritv, in favour of 
the general 
but a resolution of the Annual Repre- 
sentative Meeting was also passed by the 
Committee, that all registered practi- 
tioners should have a right to take part 
in the service. and, so far as possible, a 
choice of the area in .which they would 
serve. On the question of the method of 
remuneration of practitioners—that is, 
whether by a basic salarv plus a capita- 
tion fee or by some other method—the 
Committee expressed no opinion in the 
absence as yet of sufficient data. 


Financtal Assistance for Aged and Infirm 
ners, 

With the Committee sitting as the 
National Insurance Defence Trust a dis- 
cussion arose on the objectives of the 
allocations from the interest of the, Fund 
for the purpose of enabling aged and 
infirm insurance practitioners -to retire 
from practice. The Treasurer (Dr. Bone) 
reminded the Committee that this ar- 
rangement was instituted a few years ago 
in order to keep the service from the dis- 
repute into which it might fall if practi- 
‘tioners by reason of age or infirmity 
continued to do insurance work when no 
longer capable of properly carrying out 
their obligations. It was intended to deal 
with those cases under which action 
under the Medical Benefit Regulations 
was contemplated or was likely to arise, 
but applications were now being made 
under the assumption, apparently, that 
the end in view was purely benevolent 
or charitable. Two applications had 
come before the subcommittee that day 
and had been adjourned because they had 
been made on behalf of practitioners who 
were ill and in poor circumstances, but 
against whom there''was no suggestion 
that a cSmplaint had’ been or was likely 
to be preferred. So far as the charitable 

_Motive was concerned, the B.M.A. had 
its own Charities Fund and there was also 
the Royal Medical Benevolent Fund, 
and the proper course would be for Panel 
Committees to subscribe to those. The 
Trust gave its opinion that the matter was 
one which should be clarified, and it is 

` likely to be raised in one form or another 
at the Conference. ' 3 


ee 


principle of health centres ;, 


NATIONAL EYE „SERVICE 
flee for Ophthalmic Medical Examination 


The last meeting of the ‘Ophthalmic 
Group Committee, held on Sept. 22, 
with Mr. Bishop Harman presiding, con- 
sidered the report of a conference which 
recently took place between members of 
the National Ophthalmic Treatment 
Board and representatives of approved 
societies on the subject of the fee for 
ophthalmic medical examination. | At 
that conference the approved societies 
representatives, while not unwilling to 
discuss some increase in the fee charged 
to insured persons entitled to optical. 
benefit, were unanimous in their opposi- 
tion: to any differentiation on grounds of 
income as between different classes of 
insured persons. The proposal of the 
Group Committee had been to make no 
change in the fee payable for insured 
persons and others in receipt of an in- 
come of less than £250 a year, but to 
charge an increased fee for the persons 
with higher incomes, including those 
with incomes up to £420 newly brought 
into National Health Insurance. The 
approved societies declared that such 
discrimination or means test would be 
administratively ‘impossible, quite irre- 
spective df the financial aspect. On the 

uestion of the amount of the increase, 
the societies also said that their funds 
could not possibly allow ap increase to 
15s. 6d., the figure originally approved 
by the Group Committee; they declared 
that the amount available for additional 
treatment benefits was fixed for them, not 
by them, after their quinquennial valua- 
tions. 

The Group Committee agreed that a 
report of the conference should be circu- 
lated ‘to their constituents, together with 
a further document, prepared by their 
chairman, showing the yield in total 
amounts which would be forthcoming 
under various proposed ‘arrangements 
One member suggested that in the elec- 
tions of the new ,Group Committee. 
which are to take place immediately, 
members should seek a clear mandate on 
this issue, but as against this it was 
pointed out that members were elected 
for a number of years and on many other 
issues. ~ It was eventually agreed that a 
plebiscite should be taken forthwith, the 
position being clearly set out to the 
ophthalmic medical -practitioners of the 
country, and that any action to be taken 
on the result of the plebiscite should be 
left to the new Group’ Committee. 


»;. National Eye Service after the War 


A memorandum on a scheme far a 
National Eye Service after the war was 
submitted by a special subcommittee. It 
was considered useful to have such a 
document in existence incase at any 
‘moment in the varmous movements for 
planning and reconstruction occasion 
should arise for its presentation c in 


g 


` 
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NATIONAL EYE SERVICE 





authoritative quarters. The object of the 
scheme was described as the co-ordina- 
tion the ophthalmic services of the 
nation in order to provide the whole 
community with an efficient, economit, 
and accessible eye service, and its essen- 
tial requirements were that examination 
of the eyes and treatment of eye diseases 
and. defects should be carried’ out by 
those properly trained and experienced, 
that the scheme should be easy to 
administer and economically sound, and 
that its benefits should be accessible to 
all. The three units under the scheme 
were described as the ophthalmic medi- 
cal practitioneg—the only person com- 
petent to decide whether the case is ore 
for correction of an error of refraction 
-or other treatment—the. refractionist, and 
the dispensing optician. The position 
and status of the refractionist were con- 
sidered at length. Until some deter- 
mined date the refractionist would be 
either a medical practitioner who wished 
to do refraction work or a sight-testing 
optician whose right to practise refraction 
must be regularized by legislation. After 
the determined date the non-medical re- 
fractionist would belong 
. branch of’ the profession with a duly 
regularized training, qualification, exam- 
ination, and discipline. The part to be 
played by the refractionist and the way 
in which his work should be controlled 
were duly set out. The document was 
very critically examined by the Group 
Committee and some portions of it were 
recast. It was a that the redrafted 
document should be submitted to the 
first meeting of the new Group Com- 


mittee. ; 
Industrial Subcommittee ; 

It was announced that the N.O.T.B. 
was proposing to set up a small industrial 
subcommittee, with two-'members ap- 
pointed by thé'-Group Committee and 


two by the committee of the Guild- of 


British Dispensing Opticians, with a view 
to arranging for the “servicing” of 
factories, not only examining the eyes of 
workers but advising on lighting and 
similar matters. The two members 
appointed for this purpose by the Group 
Committee were Mr. Bishop Harman 
and Mr. E. F. Preston. ' 








Corrèspondence 2 








. ` National Eye Service - 
Sm,—Members on the B.M.A. list of 
ophthalmic - medical practitioners will 
, Shortly receive a report drawn up in 
accordance_ with the conclusions of the 
last meeting of the Ophthalmic Grou 
‘Committee, _ This report will deal wi 
the possibility of attaining agreement 
with the approved societies on the fees 
for eye service to insured.persons through 
the National Eye Service. Each member 
will be asked to put down his opinion 
on the questions set out before him. 
The summary of all these answers will 
be directions to the new Ophthalmic 
Group ‘Committee (to be elected this 
month) in their work of negotiation. 
There is one point I feel I must put 
befpre my colleagues in medical eye 
work. There can be no doubt that at 
the end of the present world crisis there 
will be changes in the arrangements’ of 
e Medical practice of all kinds, and nq 
doubt including changes in medical eye 
work, When.such changes are being con- 
sidéred by the medical profession and by 
Parliament our position as ophthalmic 


to an ancillary, 
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medical practitioners will be greatly in- . 


fluenced by the position at that time of 
the National Eye Service. it is then 
working well, as it has been in the ten 
years before the - war and „particularly 
during the war, then it ‘is certain that 
the position of ophthalmic practitioners 
will be: weighty. Therefore I suggest to 
my colleagues that in answering the 
questions of the plebiscite they should 


think of the future even more -than off 


the present. What we do now may have 
a great effect upon the future of efficient 
e medical care of precious human eyesight. 
—I am, etc., ` , , 
N. Bishop HARMAN. 








- H.M. Forces Appointments 
paler cider cl ware al aR 





ROYAL NAVY 


/ 

Surg Capt. H St C. Colson, C.B E., to be Sura. 
Rear-Aduural. 

Surg Capt G. R McCowen, OB E., has been 
placed on the Retired List. 

Surg Lieuts R McM. Latta, W. Wilson, B_ W. 
Walford, and J P T. Wellwood to be Surg 
Lieut -Cmdrs 

Surg. Lieut. R E. Lauder has been transferred to 
the Emergency t 

G G Walls to be Surg Lieut 

` ROYAL NAVAL VOLUNTEER RESERVE 

Acting Surg Lieut -Cmdr. J Ronald to be Surg 
Lieut -Cmdr. 

Prob Temp Surg Lieut, R. Wadia, D W. 
Bain, J. W. M. Humble, and S C. F. Stephenson 
to be Temp. Surg Licuts. 


ROYAL ARMY MEDICAL CORPS 
Lieut Col. R D Davy, MC. having attained 
the; age for retirement, 1 retained on ‚the Acnve 


supernumerary to the establishment. 
Major (Temp. Lieut Col.) T. P Buist to be 
Lieut Col, 


aon (Temp. Major) R. St. J. Lyburn to be 
ajor 
Short Service Comimssion —Capt A H. T F. 


Fullerton bas been placed on the half-pay hst on 
account of ill-health ‘ 


REGULAR ARMY -RESERVE OF OFFICERS 

Mayor-Gen J. W West, C.B- C M.G., CBE, 
Jate RA.M.C, having attaimed the age fimit of 
liability ,togrecall, has ceased to belong to, the 
«Reserve of Officers. 

Col. G. B. Edwards, DS.O, late RAMC, 
having attained the age limit of lability to recall, 
has ceased to belong to the Reserve of Officers. 


ROYAL ARMY MEDICAL CORPS 


Lieut -Col. L F K Way, D S.O , has reverted to 
the rank of Major at his own request whilst 
employed duning the present emergency | 

Capt (Temp Major) R. N Porritt to be Brevet 
Major under the provisions of Article 168, Royal 
Warrant for Pay and Promouon, 1940. 

Capt and Brevet Major (temp. Major) L J 
Sheil, MC, having attamed the age lmit of la- 
bility to recall,*has ceased to belong to the Reserve 
of Officers. 

War Subs. Capt (Temp Major) J B. Lloyd,’ 
from temp commissi: 
Temp. Major,‘ retaining bis present senionty. 

TERRITORIAL ARMY, RAM.C 

Lieut -Col. W C. Gunn, TD, having attained 
the age limit, has relinquished his commission and 
1s granted the rank of Col 

Capt. C. H. G. Price has relinquished hrs. com- 
mission on account of ill-health and 1s granted 
the rank of Major. 

War Subs. Capt G C. Babington has been placed 
on the half-pay list on account of ill-health. ' 

War Subs Lieut R. C Connoly from R. Sussex 
R, TA, to be Lieut, 

2nd Lieut. J. S M. Pollock from supern. for 
Service with Glasgow Uny. Contingent, Semor 
Training Corps (Artillery Unit), to be Lieut j 


LAND FORCES: EMERGENCY COMMISSIONS 
ROYAL ‘Army MEDICAL CORPS 


The Initials of War Subs. Capt.aA A F. 
Shepherd are as now shown and not as stated m a 
Supplement to the London Gazette dated Sept. 15, 
1942, = 


War Subs. Capt J. B. Murray has relimquished™ 


hus commission’ on account of ill-health and 3s 
granted the rank of Major. 

War Subs. Capts. G. R H. Wrangham and J. 
Howerd have relinquished ther commissions on 
account of ill-health and are granted the rank of 
Capt. A 

Lieuts. R Collms and B. Press have relinquished 
ther commismons ón account of ill-health and 
retain their rank 

To be Lieuts > G. P Goodwin, R. S. Lawrie, 
G C.«sAcres, E. Bacon, J. Birch, A B Biack, 


to be War Subs. Capt. and 


` AFE 

R B. Body, T. Brady, C. O. Se B. Brooke, F M. 
Brook R J. Buxton, D. Caddy. 
. B Chakavaru, A D Chisholm, G. 

P B. Counsell, T. Culloty, P. G. S Davis, D. G 
Dixon, A. P. Douglas-Jones, R I. T Dunnachic, 
A ‘H Dunnett, J. Foley, J. G. Gant, F. C. 
Garrow, J Halstead, J. Hilton, F E Hobbs. 
M. W Hutchings, S Hyman, R. J. Keatng, R. G 
Lilly, C R Lowe, L. E. Lucas, P W. McLaughlan, 
M. J. wincy, P. F. Malım, P J. Mulcahy. 
WT. orth, G Ormiston, D S Orr, A Pater- 
zon, E Peme, D. V. Phillips, D. D. L Rees. 
A C Rogers, G K T Roche, G. M Ross* 
D. W. Seth-Smith, P. E -Stecle-Perkins, F. V 


Squires, B J Stephens, W. P Stevens, S D 
Stock, J W. Tweddle, C. R. Veal, P_M. Vary, 
R. L Wynne, E. J. Wihams, J J. Liıneham, 
L H J W. Worth, A. T. Aylmer, G H 
Ball, L. C Beadle, H. J M Browne, A 
Cheyne, H Copeman, W, T. Donovan, R. H 


Dummett, R. R. Fels, J C. Gilbert, R 
Gould, W S, Gross, E. N. Halley, C J Hodson. 
G Jenkins, B Joseph, R. J 


L. A Wihon, 
Zımmerman, A. L Woolf (correction) 
pte es 








WEEKLY POSTGRADUATE DIARY, 

BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducanc. 
Road, W.—Daily, 10 am to 4 pm, Medical 
Chnics, Surgical Clinics and Operations, Obstetric 
and Gynaecological Clinics and Operations 
Daily, 130 pm, Post-mortems. Tues, 10 am, 
Paediatric Cun: ; 11 am, Gynaecological Clinic 
Wed., 1130 am, Medxal Conference; 2 pm, 
Deficrencies 


2 pm., Dermatological Chinic. 
Surgical Conference ; 2 p m., Gynaecological Con- 
ference ; 2 pm, Sterility Chuc 
DIARY OF SOCIETIES & LECTURES 
RoyaL COLLEGE OF SURGEONS OF ENGLAND, 


Lincoln's Inn Fields, W.C.—Demonstrations : 
Mon, 4 pm. Prof. A. J E. Cave: Certain 
N us Relauons. Tues, 4 pm Surg. 


‘euro-osse0 

R/A. C. P. G. Wakeley: Injuries of the Skull 
and Brain Wed., 4 pym Prof. Cave: Artcula- 
tions of the Amal Skeleton. Thurs, 4 pm. Surg 
R/A. Wakeley. Injumes of the Skull and Brain. 
4 pm. Prof. Cave: Anatomy of the 


Roya Socisty oF ,MEDICINE—Mon., 230 ‘pm 
_ Secton of Odontology Tues, 5 pm. Joint 
meeting of Sections of Medicine and of Epidemto- 


Presidential Address by Dr. A. Hope Gosse 
Health of the Doctor. 

ROYAL INSTITUTE OF PusLIC HEALTH AND HYGIENE, 
28, 
Prof. J. C. Dmmmond: Mon., 
ground to the Study of Nutnuon in Wartime. 
Tues, 3 pm Deficiency Conditions to be 
Guarded Against dn Wartime Wed., 
Measures taken to Maimtam a Good Nutrinonal 
Condition of the People in Wartune 

ROYAL NATIONAL THROAT, NOSE AND Ear HOSPITAL, 
Gray’s Inn Road, W.C—Fri, 4 pm Mr. 
F W. Watkyn-Thomas: Treatment of Deafness 





B.M.A.: Diary, of Central Meetings 


GVEMBER 
5 Thurs. Journal Board, 145 pm. ` 
B.M.A.: Branch and Division Meetings 
to be held 


BRIGHTON Drvision.—At Royal Pavilion, Bngh- 
ton, Thurs, Oct. 29, 3 p.m. Annual general meeting 

NortTH OF ENGLAND Branca —Joint meeting with 
Newcastle-upon-Tyne and Northern Counties Medi- 
cal Society at Royal Victor Infirmary, Newcastle- 
upon-Tyne, Thurs., Oct. 29, 215 pm. Cunical 
demonstration ; 3.45 pm. Dr J. A. Charles: New 
Fields in Preventive Medicine. All members of 
WM Forces m area are invited to attend. 

SWANSEA Division —At Mackworth Hotel, Swan- 
sea, Thurs, Oct. 29, 1 pm. Dr. A Amor; 
Medicine and Munitions 3 





Se t 
BIRTHS, MARRIAGES, & DEATHS 
The charge for inserting announcements under this 
head ts 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
‘address of the sender, and should reach the Adver- 
fisement Manager not later than first post Monday 
mormng to ensure insertion in the current issue. 
BIRTH 
Grapons.—On Oct. 10, 1942, at Ripley Court, 
Ripley, Ruby, wife of Leslie A. Gibbons, 
MRCS, LRCP, a daughter—Margaret Ann 


DEATH .! 
Ropertson.—On Oct. 16, 1942, William Robertson, 
M C; 'M:B„ Ch B-, of Marsh, Huddersfield. >» 
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WARTIME INCREASE IN 
CAPITATION FEES . 


REFUSAL BY MINISTRY OF INSURANCE 
PRACTITIONERS’ CLAIM’ 


A special meeting of the Inghrance Acts 
Committee was held on Oct. 22 to re- 
ceive thé reply of the Minister of Health 
to the arguments recently addressed to 
him by deputation for a wartime increase 
in the insurance capitation fee in view 
of the greatly increased work of insur- 
. ance practitioners and the steeply rising 
costs. The Minister’s reply, in a letter 
dated Oct; 17, was that, for reasons 
already set out in an earlier letter from 
the Secretary of the Ministry, he was 
not able to accede to the request. The 
Minister added that he had come to this 
conclusion with great reluctance as being 
the only one consonant with the general 
policy ‘which the Government had 
adopted in the matter of increased re- 
muneration during the war period, and 
he assured the Committee that the 
decision in no way prejudiced future dis- 
cussions which his Department might have 
to enter into on wider matters affecting 
the medical profession. 

‘Dr. E. A. Gregg, the chairman’, ‘of the 
- committee, who had led the deputation, 
said that the rejection of the practitioners’ 
just claim would cause grave dissatisfac- 
tion throughout the profession. He noted 
that the Minister said nothing about the 
merits of the case put up on behalf of 
the profession, and indeed in all the 
correspondence which had” previously 
taken place no suggestjon was ever made 
by, the Ministry that the claim was not 
well justified. The Minister took his 
stand on the impossibility, from his point 
of view, of going to Parliament for more 


money. The case for practitioners could . 


not have been put to the Ministry more 
completely or more strongly than by the 
deputation on Sept. 22, ‘and the Minister 
was fully apprised’ of the eee of 
doctors over this matter. 

The committee then discussed for more 
than two hours the form of recommenda- 
tions which it should make to the Panel 
Conference to be held on Nov. 5. Every 
member of ‘the committee present, repye- 
senting all the regions of the country, 
including Scotland, contributed his ob- 
servations. The meeting unanimously re- 
jected any idea of accepting the Minister’s 
refusal, under protest or otherwise,- and 
various suggestions were,made for future 
action, One member said that while any 
refusal of service was out of the question 
during the war, a purely wartime measure 
might be sought.in the form of some 
variation of the, terms of contract as from 
a fixed date so as to afford séme reliefs 


> 


to practitioners. National health insur- 
ance patients might be placed on much 
the same footing as members of Public 
Medical Services, 
anaesthetics, attendance at miscarriages, 
and late and night visits might be subject 
to an extra fee ; also a small charge might 
be made for all certificates issued for 
sickness benefit. 

-The likely public reaction to such a 
measure was discussed, and some objec- 
tions ‘were stated, as, for example, that 
by no means all insured persons were 
better off than before the war, and that 
the people who needed 'the services most 
might not be among those whom the war. 
had made relatively prosperous. There 
was also a general distaste for any lower- 
ing of the standard’ of service, which 
has been so painstakingly built up by 
the profession (even without very much 
official encouragement), or any limitation 
of its scope. The plan, however, was not 
ruled out as an alternative to other 
measures. Me 

Another proposal which-found a good 
deal of favour was deferred payment in 
the form of post-war credits, but it was 
pointed out that this did not meet the 
immediate difficulty, which was that large 
numbers of practitioners needed. money 
now to meet their present and increasing 
liabilities. A proposal that gertain ex- 
penses of practitioners, as, for example, 
motor-car taxation, should be the subject 
of concessions (as it was in certain cir- 
cumstances in the last war). was noted as 
a matter for separate representation, not 
related to the’ capitation fee. `The pro- 
posal whith found most favour, however, 
was to make a request for arbitration on 
the claim in the first instance. The com- 
mittee by a very large majority, almost 
unanimously, decided to recommend to 
the Confererice that a request for arbitra- 
tion be made, but with certain alternatives 
in the event of the rejection of this re- 
quest. The forthcoming Conference will 
have-a full Sporna of debating the 
whole position. 








War Damage Insurance.—Doctors should 
note in their own interests that the procedure 


* of insurance companies acting for the Board 


of Trade and their agents for the issue of 
renewal notices under the Commodity, 
Businesses, and Private Chattels Schemes is 
not identical with that to. which the public 
are accustomed under the companies’ ordin- 
ary policies. The issue of notices is not 


obligatory, and not more than one notice - 


will be sent. As that notice may go astray 
doctors should enter a: precautionary note 
on their diaries of the date on which the 
insurance expires, because no liability 
attaches under a policy if a cheque is not 
received by the company within the days of 
grace allowed 


and the giving of ° 


Correspondence 





The Absentee Doctor’s Share 


Sm,—I am an absenfee practitioner 
Who has closed his house and practice and 
left it to the care of the B:M.A. Protec- 
tion of Practices Scheme, and I entirely 
concur with statements made by Dr. L. B. 
Liebster (Supplement, Sepi 26, p. 37). 1 
would like to make the ollowing sugges- 
tions, which could easily be incorporated 
in the scheme and would help to over- 
come two of its main difficulties. 

(1) All permanent panel lists were 
closed in Sept., 1939, and all acceptances 
since; then are ‘classed as wartime accept- 
ances. If a proportion of all these war- 
time capitation fees was deducted and i 
each area pooled for distribution equally 
among absentee practitioners, that would, 
in part, offset the disadvantage of the 
absentee. The figure I had in mind-was 
3d. per quarter per head. The amount 
could. be adjusted to avoid any undue 
hardship and the matter could be dealt 
with by the local committee. 

(2) The problem of the distribution 
of private fees for the absentee is much 
more difficult, and here again I think a 
general percentage scheme would be 
more practicable. The details would 
vary naturally with the area, the number 
of absentees, and their proportion of the 
number of acting practitioners. But if 
1% per quarter of the total private fees 
per absentes,in a group of 20 was de- 
ducted. then the absentee would receive 
5% of the total of his private fees, which 
would be a fair share of the work he 
probably did. I am sure that the acting ° 

ractitioners would rather do this than 
ave the business of rendering accounts 
and details to the bureau. It would be 
much simpler and more satisfactory all 


` round. I must add that where an ab- 


sentee practitioner has dther an assistant, 
locumtenent, or partner acting on his 
behalf for the purposes of the second of 
my suggestions he need not be counted 
as an absentee. 

In view of the high level of taxation 
the cost of my schemes to the acting 
ractitioner would be negligible, and the 
help to the absentee considerable. I 
think that the problem is an important 
one and the Solutions workable—I am, 
etc., 

DALTON. Y. CARTER. 


State Medical Service 


Sm,—May I endorse most heartily the 
letter of Dr. W. B. J. Pemberton (Supple 
ment, Oct. 17, p. 52) in which he ‘pleeds 
that the subject - -of State Medical Service 

-be given a well-earned rest. Every- 
bot y recognizes that the post-war period 
will bring many problems and difficul- 
ties, but have we not become a little un- 
balanced on the subject of planning? 
One set of enthusiasts apparently desires 
to demolish most of London and to re® 
place it by what a correspondent in the 
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PLANNING COMMISSION’S 
REPORT 
A DIAGNOSTIC , RADIOLOGIST’§ OPINION 
BY 
J. V. SPARES, M.R.CS., DMRE. 


The frank discussion of the possible 
alterations iħ medical practice after the 
war prompts it to put forward the in- 
dividual opinion of a diagnostic radio- 
logist. As the development and technical 
advances of radiolo are to a large 
extent responsible Br many of the 
problems so ably outlined in the report 
of the Medical Planning Commission, I 
have no doubt that a number of radio- 
logists will be found willing to co- 
operate in any. scheme which would 
rovide an improved radiological service 
or the community, provided it helped 
also to advance the science of radiology 
and whs acceptable to the remainder of 
the profession, including those at present 
in the Forces. 5 


Limitations in Existing Services 

The medical practitioner would be the 
first to agree that an x-ray examination 
ig not only desirable but, in the large 
majority of cases, essential. to verify a 
suspected clinical lesion and, in many 
instances, to exclude disease. To-day 
such facilities are not so readily avail- 
able as envisaged in the new proposals. 
An impartial observer before the war 
would envy our methods of training 
technicians and teaching radiologists, but 


would be amazed at the unsuitable sites . 


and space allotted to departments of 
radiology and the obsolescent apparatus 
with which many of tham were equipped. 
Such faults may not have been due so 
much to lack of vision as to shortage of 
funds and space and to priority claims 
for new accommodation, for it may not 
yet have been realized to what extent 
diagnosis depends on radiographic inter- 
pretation. No closer analogy could be 
quoted than that of-the danger, impo- 
tence, and limitations of our Forces on 
land or at sea without adequate air 
protection. Radiology has truly altered 
the practice of medicine and surgery, nor 
do we lack the reconnaissance and bomb- 
ing forces which may achieve results in 
areas or diseases beyond the present-day 
reach of the physician or surgeon. 

The adequacy of radiological services 
to-day may be estimated by comparing 
the results of clinical and pathological 
observations and operative and post- 
mortem findings with the x-ray findings, 
and such a follow-up will show whether 
any shortcomings are the result of radio- 
logical technique or observation. Fifty 
years have not’ yet elapsed since the 
discovery of the Roentgen ray. Startling 
as are the advances achieved to date, it 
is idle to deny that we may have as yet 
made only a creditable beginning. Any 
scheme that restricted expendituré on 


A 


-able. 


development and research or limited the 


free choice of apparatus would be a 
calamity for the future of radiology in 
this country. 


Minimum Requirements of Small 
Department 


Now it is possible that the first x-ray 
examination demanded by the patient’s 
doctor is a most important step to guide 
him and the patient in the correct 
channel for subsequent advice and treat- 
ment. In the proposals for a Medical 
Health Centre provisidn has been made 
for “a small x-ray department.” This 
wording, which may be misleading, sug- 
gests to me either (1) that the decal: 
ment would be small, or (2) that it 
would be equipped with apparatus of 
small power. ; - 

(1) en discussing an ideal it is 
tempting to put forward more grandiose 
ideas than may be found to be practic- 
I therefore submit the minimum 
requirements of a small x-ray department 
to be a reception hall, dressing-rooms 
(including one for a sick patient), an 
x-ray room, a‘dark room, a viewing or 
consultation room, a filing room, and an 
adjacent sluice and lavatory. To what 
extent such rooms could be merged 
would depend on their size and on the 
inconvenience to be suffered in a busy 
department as a result of such mergence. 
The capacity of one x-ray roon? is limited 
and would vary considerably with the 
type of examination and the speed of the 
technician ;- it might be estimated: at 
5,000 patients a year, and if stro- 


' intestinal cases were examined daily this 


capacity would be reduced, and would 
necessitate the provision of an additional 
fluoroscopic room. The capacity would 
also be reduced by including such routine 
examinations as the setting of fractures, 
removal ot foreign bodies, *pyelographyv. 
and other cases in which contrast media 
must be employed. Provision should be 
made for such capacity to increase yearly 
by 100% for several years to come. 

2) One of the chief deficiencies’ of 
radiological services to-day is the limita- 
tions of the x-ray machine of small 
ower. , While the opinion of radio- 
ogists may be divided, and while certain 
kinds of examination are' well suited to 
this type of plant, I consider it is fair ‘to 
state that such a machine is less likely to 
permit accurate interpretation in subjects 
of heavy build, in lesions of the urinary 
tract, gall-bladder, chest, and alimentary 
tract, and in ante-natal. work. While it 
may be argued that these cases are not 
intended to be investigated in.a Health 
Centre, it is unlikely that this will be 
heeded in practice, and a journey of 5, 10, 
25, or 50 miles would mean a serious 
limitation of this service for many 
patients and practitioners. Again, it 
might be argued that the small-powered 
plant might give sufficient indication of 
the need for a further examination, but 

` ’ ` : 


this might not be true for those cases 
*where the initial findings were negative 
or presumed to be normal. Many 
éxamples could be cited ef the dangers 
of an inadequate or incomplete iutial 
x-ray examination. 


è i 
Terms and Scope of Future Services 
It is not'my intention to discuss at any 

length the remuneration of radiologists 

except to suggest that it would be unethi- 
cal for a hospital or the State to receive 

a fee from a patient for any radiological 

service rendered without transmitting a 

portion to the radiologist, whether he 

be employed whole-time or part-time. 

Neither should such service be included 

in the “cost of hospital benefit” or, 

“insurance provision of a provident 

character” without recognized payment. 

It seems, however, that some provision 
must be made to permit the remaining 
5% to 10% of the population (however 
fallacious that figure may prove to be) 
to be examined in the State centres 
should they so desire. and, in areas where 
no radiologist practised in private, this 
would appear to be the only means of 
having an x-ray examination carried out 
locally. Facilities must therefore be 
provided not only to meet such eventuali- 
ties but also for paying patients attend- 
ing the larger centres and admitted to 
their private wards. 

Jt is not necessary for me to enlarge 
on the part which miniature mass radio- 
graphy is destined to play in the future 
in industrial health. This is now being 
rapidly expanded in the Navy, Army, and 
Air Force, and will within a few months 
be. available for the examination of the 
civil population gs recently announced 
by the Minister of Health) ; it will provide 
a new means of detecting chest disease ° 
and possibly at an carljer stage. These 
examinations, which will be repeated at 
intervals, will be carried out at different 
centres or in departments separate from 
those used for other routine x-ray 
examinations. g 

I cannot conclude without referring to 
the large increase in the number of radio- 
logists which will be required to under- 
take the radiological work in the proposed 
scheme, and it is to be hoped that the 
Government will take the present oppor- 
tunity of continuing and extending their 
scheme of training radiologists for this 
essential ‘service. 





PETROL FOR DOCTORS 


The Secretary of the B.M.A, has been 
informed by the Petroleum Department 
that doctors will not be called upon to 
sustain a cut in their petrol allowances 
for the November - December- January 
period. The question of petrol for 
attendance at medical meetings of various 
kinds is being reconsidered by the De- 


artment, and it is hoped to publish a 
rther statement shortly on this subject. 
: 1980 
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Correspondence 
e 
° 
° National Eye Service 
Sm, —We who are serving unger 


present intolerable conditions are again 
to be asked to consider a reasonable 
uniform rate per case as against a two- 
scale rate (not a sliding scale). It has 
been and is a recognized principle of 
medical practice that for the same ser- 
vice a smaller fee may be asked from the 
less-well-off members of the community. 


That is all that ıs being asked for by those e 


who think a two-scale rate the better 
proposition., We do not ask the societi 

to institute any means test in their alloca- 
tions, nor do we dictate what we think 
such allocations need be. But we do 


retain the right to refuse our charity to - 


such’ as are able to pay us at an economic 
rate. 

Though this principle ‘may seem to, 
have been traversed by the N.H.I. Acts, 
this is not so, as under these Acts there 
is only-one level rate of contribution— 
taking into account certain differences 
due ‘to age and sex—and total remunera- 
tion ig fixed on the basis thereof and on 


2 known number of beneficiaries. For 


the National Eye Service benefits there 
is no rate of contribution whatever, and 
no known number of beneficiaries, hence 
we are not bound by any N.HLI. prece- 
dents. Nor are we instituting a means 
test, for in that the amount of benefit 
given—e.g., pensions—varies- according 
to the means. We are to give the same 
benefit to all beneficiaries, irrespective of 
their means. ` 

Let the societies therefore allocate 
their varied benefits as they may deter- 
mine, the beneficiaries paying the differ- 
ence, if any, as many- do’ now.: With a 
standard National -Eye Service fee of 
21s., reduced to 10s. 6d. for all who sign 
a declaration, as has been done, that their 
income is below £250, we shall feel that 
our charity is not being exploited, and we 
shall continue to give, as we have done, 
“of our best to the worst "—a not inapt 
definition of hospital services —I am, etc., 


Nottingham. A. CHRISTIE REID. - 


Sir,—In the Supplement of Oct. 17 
(p. 49) I read that a motion at the Annual 
Representative Meeting by Plymouth that 
“the National Eye Service should be 
limited to persons with an income of 
£250 or less ” was referred to the Council. 
In the Supplement of Oct. 24 (p. 53) 
there is more news óf the National Eye 
Service, which makes it clear that some- 
body is determined to bring in- people of 
a higher income limit, and, moreover, 
that the fee payable will not even be the 
15s. 6d. which was at one time suggested. 
I do hope the Council will stand firm 
and refuse to be either coerced or 
jockeyed by the approved societies, and 
that they will see that the only ‘possible 
action to take at present is to adopt the 
Plymouth resolution and instruct the 


Ophthalmic Group Committee “accord- ' 


ingly. 

_ A fee of 10s. 6d. for a careful examina- 
tion of a patient by a competent, oculist 
is quite -inadequate, and could only be 
accepted’ on the basis that it is a great 
concession to the less-well-to-do members 
of society, and 12s. 6d. or 158. 6d. to 
people with £8 a week is stretching 
charity too far. Becausé N.HJ. doctors 
have been forced to accept a new class 
on their panels is no good reason for 
foisting them on-oculists at cut rates 


N 


without even the certainty of getting 
regular paymentS whether service is given 
or not. the approved societies must 
come into the picture it would be quite 
simple for them to issue a voucher value 
10s. 6d. and allow their members to make 
their own arrangements. * 

Mr. Bishop Harman’s letter (Supple- 
ment, Oct. 24), in which he appeals for 
thought for the future, is a very strong 
argument for doing nothing at present 
which will fix the fees for a specialist or 
consultant at a ridiculously low figure. 
How do our colleagues the physicians, 
surgeons, radiologists, etc., fancy the idea 
of their consultation fees being reduced 
to 10s, 6d. or 12s. 6d.? I know thatthe 
dispensing opticians, who are partners in 
the-N.O.T.B., are making their plans for 
the future, and they envisage a time when 
their turnover will bè doubled or trebled 
by a National Eye Service which. will 
cater for everybody, and when they will 
be able to run the oculists in a really 
business-like manner. | 

J have no great personal and financial 
interest in this question, as J am coming 
to the sere and yellow leaf, ‘but I do hate 
to think of what the future of ophthal- 
mology may be and of the poor young 
oculists who will find the ground ‘cut 


away from them when they come home , 


from the war.—I am, etc., 
Plymouth ,- Cec B. F. Trvy. © 





' H.M. Forces Appointments 








. , 


ARMY 


Major G. W. G Hughes, DSO., R AMC., 


ret, has been restored to the rank of Lieut -Col. 
on ceasing to be re-employed. 


ROYAL .ARMY MEDICAL CORPS 


Licut -Cof (Temp, Col.) N. Cameron, having 


attained the age for retirement, `m retamed on’the’ 


Actrve List, sup to the establishment 


ernumerary 
Major (Temp Lieut -Col.) J. A. Crawford to be 
° 


Lieut -Col 


REGULAR ARMY RESERVE OF OFFICERS 
RoyaL ArMY MEDICAL Corps 
War Subs, Capt. C. W. Simpson, MC, has 
ceased to belong to the Reserve of Officers on 
account of ill-health, and m granted the rank of 
Major. 


LAND FORCES: EMERGENCY COMMISSIONS 
ROYAL Arty MEDICAL Corps ` 
War Subs Capt. J. I. Maran has relinquished his 
commisston on account of ill-health and is granted 
the rank of Capt. 
War Subs Capt. R. M. Wyllie has resigned his 
commrssi 


on. 
Capt. A. H. Bean, from W.AA.M-C., to be 
Lieut. _ a 
Licuts. A. Dick, B W. Smith, and T de L. 
Walker have , relinqusthed „ther commissions on 
acount of ill-health and retain their rank. 


WOMEN’S FORCES 
i EMPLOYED WITH THE R.A M C 
The following MOs have been granted com- 
mussions in the rank of Lieut.: Beatrice L. H. 
Sergeant, Marie J. McCullagh, Monica H Niblock, 
Margaret E R. 


Jean E W Ingls, Anne E E Jordon, Anne W. 


Thompson, Hilda Walker, Edith H. Wilhams.” 


ROYAL AIR FORCE VOLUNTEER RESERVE 

To be Fl Lieuts, (Emergency). J. M. Barkla and 
H. L Duncan = 

Flying Officers A. G Beattie, A T Hawthorne, 
H Zinober, and T J. Gordon to be War Subs F1 
Lieuts 

To be 
Alexander, P. H 
A. F Lang, M 
J H. Spence. 


‘INDIAN MEDICAL SERVICE 


Major J H Boultbee has retired on account of 
ill-health 


a 2 


' medical member of the 


24 d 
x 


e 

| © SUPPLEMENT TO THE 
- BRITISH MEDICAL JOURNAL 
P EENE 





B.M.A.: Meetings of Brinches and 
Divisions ¢ s 
* NORTHERN IRBLAND BRANCH 


At the annual general meeting of the 
Northern Ireland Branch, held at Belfast 
with Dr. F. P. Montcomery in the 
chair, the report of council and the state 
ment of accounts by the honorary treasure: 
were received and adopted unanimously. 

The following officers for 1942-3 were 
elected: President, Dr. R. J. Spence. Vice 
President, Mr. C. J. A. Woodside. Presi- 
dent-elect, Mr. R. J. McConnell. Honorary 
Treasurer, Dr. W. Lyle. Honorary Secre- 
tary, Dr. F. F. Kane. ' > 
, On the motion of Dr. S. B. B. CAMPBELL, 
seconded by Dr. Lyze, the following motion 
was unanimously approved; and 
tary was directed\to forward a copy to each 
orthern Ireland 
Parliament and to the Ministry of Labour: 
“ That the -Northern Ireland Branch of the 
British Medical Association views with 
great concem the number °of’ practitioners 
qualified since 1938 admitted to the Nationa! 
Health Insurance Practitioners List, and con- 
sider this is prejudicial to the interests of 
practitioners on active service in the armed 
Forces.” 

Members and visitors from the U.S.A 
Army Medical Corps and R.A.M.C. subse- 
quently had lunch in the Grand Central 
Hotel as guests of the president. There were 
79 present. Dr. G. G. LyrrLe próposed, and 
Mr. H. STEVENSON seconded, a vote of 
thanks to Dr. Monrcomsry, who replied 
expressing the pleasure of the Branch at the 
presence of so many Service guests. Col 
E. C. Brann. U.S.A., replied. 


B.M.A.: Branth and Division Meetings 
to be held 


GLASGOW AND WEST OF SCOTLAND BRANCH.—At 
Institution of Engineers and Ship ers in Scot 
land, 39, Etmbank Crescent, Glasgow! Tucs., Nov 
10, 3.30 pm Prof. J? M. Mackmtosh: The Back 
ground of Preventive Medicme. 


NorTH oF ENGLAND Branca —Joint meeting wrth 
Newcastle-upon-Tyne and Northern Counties Med) 
cal Society at Royal Victoria Infirmary, Newcastle- 
upon-Tyne, Thurs., Nov 12, 215 pm: Demonstra- 
tion; 3.45 pm Prof. J. Le F Burrow: Probleme 
of Minor Medical Illness: Diagnosis and Treatment 


All members of HM Forces stationed in the ares 
_ are invited to attend. ` * 


DIARY OF SOGETIES & LECTURES 


RoyaL COLLEGE OF SURGEONS OF ENGLAND 
Lincoln’s Inn Fields, W.C—Thurs., 315 p.m 
Bradshaw Lecture by -Mr. L. R. Braithwaite : The 
Role of Bile m Duodenal Regurgitation. 


MEDICINE.—Tues., 230 p.m 


Therapeutics and Pharmacology. Fr., 
Cinmeal Section; 2.30 p.m. Section of Ophthal- 
mology . 
~ CHADWICK Trust.—At London School of Hygiene 
Keppel: Street, W.C., Tues, 230 pm Mie 
Jocelyn Adburgham: Land Settlement—lIts Sani- 
tary and Architectural Aspects 
Possibilities 2 
ROYAL NATIONAL THROAT, NOSE AND Ear Hospiréi. 
Gray’s-Inn Road, W.C.—Fri, 4pm. Mr A. R 
Dıngley. Symptoms and Treatment of Frontal 
Sinusitzs. \ 








BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements ynder this 
head 1s 10s 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
address of the tender; and should reach the Adver- 
fusement Manager not later than first post Monday 
morning to ensure insertion in the current issue 


BIRTH 


Brown —On Oct 26, 1942, to Betty (née Matthews), 
wife of Capt. Alex L Brown, R A M.C, MEF 
a daughter 











ı Mr. Noel Waterfield, F.R.C.S., has been 
elected chairman of the Surrey Insurance 
Committe? the second medical man to 
occupy that position since the committee was 
formed. `- 


i 
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RECRUITMENT OF DOCTORS FROM 
NORTHERN IRELAND 


Compulsory recruitment to the Services 
‘does not apply in Northern Ireland, but 
notwithstanding this fact the number of 
practitioners supplied to the Services 
from Northern Ireland compares most 
favourably with the numbgr from Eng- 
land, Scotland, and Wales. Not only. has 
Northern Ireland supplied on a voluntary 
basis its quota of general practitioners 
and specia but it has also contributed 
a large number of practitioners from its 
young practifioner pool. a Pe 
Appeals are sent to Northern Ireland 
from the Central Medical War Commit- 
tee from time to time, and these appeals 
oever go unanswered. Although this is 
only what is to be expected from col- 
leagues in Northern Ireland, tribute 
should be paid to their loyal and volun- 
tary offers of service to the Central 
Medical War Committee ever since the 
outbreak of the war. A special word of 
thanks is due ‘to the secretary of the 
committee, Dr. F. M. B. Allen. 


/ 


` PATIENTS ATTENDED UNDER THE ' 
E.M.S. SCHEME. 


‘Below is’a statement by the Ministry of 
Health regarding the type of patients 
, dealt with under the Emergency Medical 

' Service scheme. This answers a question 
which some. practitioners have been 
a g. 

“ Although designed primarily for air- 
raid casualties, the scheme made provision 
from the ‘outset for such Service sick and 
casualties. as could not be conveniently 
-accommodated in Service hospitals, and for 
civil defence personnel- injured on duty, 
together with givilian patients who had to be 
transfe from hospitals in inner parts 
of large towns tọ offter hospitals because 
of the reduction of facilities at the inner 
hospitals, and unaccompanied -evacuated 
children. ' 

“When it appeared that air-raid casualties 
would not come up to expectations, much 
of the accommodation which had been 
drastically cleared of patients and reserved 
at the onset of the-emeérgency was at once 
released for normal hospital purposes, and - 
the organization’ of the scheme came to be 
utilized for various new types of war needs, 

‘ aamely: (1) Evacuees. Apart from the un- 
accompanied child,’ the scheme was ex- 


tended to all those coming under ‘any ~ 


all unofficial evacuees who made their own 
arrangements for temporary residence Away 
from evacuation areas owing to the war. (2) 
War workers, transferred from their homes 
to other areas and living in billets or 
lodgings. (3), Merchant seamen requiring 
hospital treatment away from home or in- 
jared on duty. (4) Fracture cases among 


_ war workers anywhere, whether transferred 


or in their home areas. (5) Civil defence 
whole-time workers transferred away ‘from 
their home areas—whether for: war service , 
‘injury or not. (6) Women’s Land Army, 
Home Guard, Air Training eCadets, and 
other miscellaneous groups 


` 
‘ 


a 


“In the result air-raid casnalties now form 
only a small proportion of the patients pro- 
vided for under the scheme, and’most of the 
day-to-day work is unaffected by the absence 


` of air raids.” 


FIRE PREVENTION DUTIES 
Standard of Fitness 


For the guidance of ‘all concerned the 
Ministry of Home Security ~has defined 
fire, prevention duties. It has also de- 
vised a form of certificate for use by the 
medical referees appointed the Minis- 
try of Labour and National Service. -The 
essential’ details are given here for the 
information of doctors generally. : 
Fire: prevention duties are defined as 
the duty of (a) keeping a watch for the 
fall of incendiary bombs and for any 
outbreak of fire occurring as a result of 
hostile attack ; (b) taking such steps as 
are immediately practicable to combat 
such a fire; (c) summoning such assis- 
tance as may-be necessary ; (d) being in 
readiness ‘to perform any of the above 
.duties. “To. combat such a fire a team 
of three persons is normally required, 
one of whom works a stirrup pump 
another carries water to the pumper and 
acts as a relief pumper when required, 
and the third holds the nozzle of the hose 
of the stirrup pump and directs water 
from the nozzle towards the fire. Fires 
caused by incendiary attack’ usually occur 
on the upper floor of a building and 
sometimes in the roof'and roof spaces. 
The operations of workipg a ‘stirrup 
pump, carrying water, and climbing stairs 
are those which the vast majority of per- 
sons who undertake fire prevention duties 
would be. required to perform, and the 
standard as regards these items would be 
the same for men and women. In a 
relatively small proportion of instances 
persons may be asked to operate trailer 
pumps, to climb ladders, or to clamber 
‘over. roofs; but for these more arduous 
activities volunteers from among 
persons on dutv are normally used. It 
is, of course, difficult to fix a standard,- 
but if the normal standard were that re- 
quired for the most arduous activities the 
result might be that very. large numbers + 
_of persons who were fully capable of all 
fire prevention duties normally required 
of stirrup pare teams would ‘be: totally 
exempted from these duties. j 
The certificate to be used by medical 
referees is as follows: ag 
I have to-day eximined 


that he/she O, ; 

has/has not fair siatt ; ‘ 

bas/has not fair hearing ; ti 

is fit/unft to work a sdrrop pump ; , 

is fit/unfit to carry a‘ bucket of water for 25’yards 
on! level ground ; 

is fit/unfit to climb two flights of stairs at a 
reasonable pace without distress ; 


The standards indicated ‘in this certifi- 
cate should be borne in mind by doctors 
generally when they are asked to certify 
unfitness for fire prevention duties. 


the ' 


LAID-UP CARS E 


The , B.M.A. has represented to th 
Ministry of War Transport the special 
claims of doctors in connexion with the 
roposed requisitioning of cars and tyres. 
fh partıcular, the position of doctors in 
the Forces whose cars are „temporarily 
laid-up and of doctor® in civil practice 
who keep a spare car for use in emer- 
cies has been explained. The matter 
eis being examined by the authorities con- 
cerned, and al] that can be stated at 
present is that when the requisitioning of 
private cars becomes necessary, considera- 
tion will be given to laid-up cars in the 
hands of members of the medical profes- 
sion. A fuller statement will be published 
as soon as possible. 


Correspondence 








State Medical Service 

Sm—I deplore most earnestly the 
attitudes of Dr. W. B. J. Pemberton 
. (Supplement, Oct. 17, p. 52) and Dr. 
W. N. Maple (Supplement, Oct. 31, p. 55) . 
that the subject of State Medical Service 
be given a well-deserved rest. Are they 
content to sit back while the Ministry 
foists some fantastic bureaucratic scheme 
of medical. service on to the medical pro- 
fession and the public? It is this state 
of apathetic indifference evinced by the 
medical profession in general that per- 
mits the Ministry to take an unremitting 
advantage whenever it is convenient to 
*do so. Indifference is an indefensible 
manner to assume and gives the Ministry 
greater, scope to use its power, which is 
infinitely more authoritative during stress 
of war. i 
Already we have been told that the 
medical services of the country are so 
rotten that drastic changes have to be 
made. This is` paradoxical when one 
knows that the health of the community 
has improved vastly during the past 20 
years. Any ill-health or deficiencies in 
medical services that exist are maniy due 
to economic conditions, sanitation, hous- 
ing, etc., and these are the direct concern 
of the Ministry, the public health officials, 
and the school medical service, and are 
not within the scope of the medical pro- 
fession as a whole. This is corroborated 
by the fact that, since the beginning of 
this war, tuberculosis and contagious 
diseases have shown a disturbing increase. 
One must whole-heartedly agree with 
Drs. Pemberton and Maple that the real 


poet the moment is winning this war, 


‘but, surely, meetings and discussions 
among the profession are not going to 
interfere with that. One must not forget 


that we are fighting for democracy-—I 


„am, etc., È 
Halifax, ` DONALD G. S. MACKAY. 


Future of Medical Practice 


’ SR—One wonders if some of your 
correspondents are aware of the implica- 
tions’ of the recommendations o the 


Medical Planning Commission, the Insfir- 
ance Acts Committee, and the ne 


60 Nov. 14, 1942 ` 


ASSOCIATION INTELLIGENCE 





Representative Meeting. These recom- 
mendations, ıt seems, can be sum- 
marized -simply: (1) rejection of a full- 
time sąjaried medical service; (2) the 
extension to the dependants of insured 
patients of all the benefits of the National 
Health Insurance scheme. The adoption 
of the latter would, I am informed, bring 
90% of the population within its scope. 
This means the end of private practice. 

It would seem, then, that we should 
have a State service with all the, disad- 
vantages of the ad hoc scheme and none 
of its advantages—viz., an assured in- 
come and compensation for present-day 
practice values. Much though many of 
us dislike all that a full-time State service 


implies, it wouldeseem preferable to thee: 


other. It is again the question of whether 
a bird in the hand is worth two in the 
bush. One looks to you, Sir, for a lead ° 
in such matters. Is this not the time to 
make the situation clear, not to the pro- 
fession alone but to the Government? 
Memories are short, and so one may per- 
haps be permitted to remind your readers 
that despite the fact that the profession 
turned down the original National Health 
Insurance terms of service, nevertheless 
they became law. Recent correspondence 
with the Ministry, as reported in your 
celumns, does not suggest that matters 
will be any different when the new terms 
of service are considered unless we act 
now.—I am, etc., 


Highgate, N.6 W. LEES TEMPLETON. 








BRITISH MEDICAL ASSOCIATION 


FORMATION OF NORTH 
BEDFORDSHIRE AND SOUTH 
BEDFORDSHIRE DIVISIONS 


Notice is hereby given by the Council that 
from the date of this notice the Bedford- 
shire Branch will consist of two Divisions, 
whose designations and areas are as follows: 
North Bedfordshire: Municipal Borou 

of Bedford; Urban Districts of Ampthill, 
Biggleswade, Kempston, and Sandy; Rural 
Districts of Ampthill, Bedford, and Biggles- 
wade. 

- South Bedfordshire: Municipal Boroughs 
of Dunstable and Luton ; Urban District 
of Leighton Buzzard; Rural District of 
Luton. 


. G. C. ANDERSON, 
Nov. 6, 1942. Secretary. 


e 
Meetings of Branches and Divisions 


NORTHERN IRELAND Branca: Nortu-East 
- ULSTER DIVISION 


A meeting of the North-East Ulster 
Division was held at Garvagh with 
‘Dr. T. Apams in the chair. Dr. F. P. 
Montgomery, president of the Branch, Dr. 
F. M. B. Allen, and other members ‚from 
Belfast were also present. The interim re- 
port of the Medical Planning Commission 
was discussed, and it was agreed that the 
best form of medical service for the nation 
after the war would be a very liberal exten- 
sion of the present panel system as set out 
in the report. The meeting was very 
decidedly against a complete State Medical 
Service. Dr. J. C. Lyte emphasized that 
the pensions ‘of dispensary doctors must be 
safeguarded in any future medical service. ` 


Branch, and Division Meetings to be Held 


NORTH oF ENaLanp BraNcn.—Joint meeting with 
Newcastle-upon-Tyne and Northern Counties Medi- 
cal Society at Royal Victona Infirmary. Newcastle- 
aupon-Tyne, Thurs, Nov 
demonstration: 


—_—__ 


e 
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WESTMINSTER AND HOLBORN DIVISION.—At West- 
munster City Hall, @harmg Cross Road, W.C 
Thurs, Nov. 19, 815 p.m. Lieut D. Moyer, 
U.S.A.M C.: General Pracuce m America. 
Practtioners in area of Division are invited , to 
attend. s e x 


B.M.A. LIBRARY 


The following books were added to the 
Library during August and Sept., 1942: 
Angyal, A.: Foundations for a Science of Person- 
ality. 1941. Å 
Atkins, H J. B.: After-treatment 1942 
Dey, H.: Demonstrations of Physical Signs in 
Chnical Surgery. Eighth edition 1942, 
Barber, C. H.: Tropica) and Sub-tropical Diseases 
942. 


Beaumont, G E.; Medicine. ' Fourth edition 
1942. 

Bourne, A W., and Williams, L H ' Recent Ad- 
vances in Obstetrics and Gynaecology Fifth 
edition. 1942, 

Brend, W A.: Handbook of Medical Jurisprudence 
and Toxicology Eighth edition 1941. 

Clapesattic, H. B : The Doctors Mayo 1941: 
ark, P F., and Clark, A S : Memorable Days 
in Medicine, 1942 

Clay, H H : Sanitary Inspector’s Handbook. Fifth 
edition. 1942, - 
ahiberg, G : Race, Reason and Rubbish 1942. 

De Gouveia, V.: Mussao Médica ou Profissao 

1942. 

Ford. E B : Genetica for Medical Students. 1942. 

Gokithwalt, J. E., et al.: Body Mechanics in Health 
and Disease. Eighth edition. 1942 

Hadfield, G., and Garrod, L. P : Recent Advances 
in Pathology. Fourth edifon 1942 

Haldane, J. B. S: New Paths in Genetics 1941 

Hanfmann, E. and Kasanin, J.* Conceptual Think- 
ing In Schzophrenm. 1942. 

Hinsle, L E : Visual Outline of Psychiatry. 1941, 

Hume, E.,E : Omuthologsis of the United States 
Army Mi 1 


N - Electrocardiography 1941 
Kaz, L N.: Beri in diographic 


Interpretatron. 
Kracke, R. R.: Diseases of the Blood. Second 
edition. 1941. 

Lanadals-Kelhain, R D , and Perkins, G ` Amputa- 


tions and Artificial Limbs. 1942 


Langstaff, J. B : Doctor Bard of Hyde Park 1942. 
Lewis, G G : Ophthalmic Formulary 1942. 
Maximow, A. A, and Bloom, W.: Textbook 


of Histology Fourth edition. 1942 
Piney. A, and Wyard, S.: Clinical Atlas of Blood 
Diseases Fifth edition 1942 
Read. G D.: Revelation of Childbirth. 1942. 
igerist, H. E, (Editor): Four Treatises of Theo- 
phrastus von Hohenhcim called Paracelsus 1941 
Ten Teachers: Drseases of Women. Seventh 
edition, 1942, 


Strangest of All 
Wilkinson; M. C.: Non-pulmonary Tuberculosis 


Wright, Sir A. E- Pathology and Treatment of 
War Wounds. 1942. s 
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"H.M. Forces Appointments 








ROYAL NAVY 
Surg. Lieut. B Ridgway to be Surg. Lreut.~Cmdr 
ROYAL Naval VOLUNTEER RESERVE 

Acung Surg. Licot.-Cmdr. J. L. M Wood to be 
Surg Lteut.-Cmdr, 

Prob. Temp Surg. Lieuts I D Leitch, A. M. 

gmet, T G Paxon, A. B Kennedy, J. P 

ewsbery, C C. Evans, W. J. C. Markby, H. H 
Nixon, J E. Carsley, and A. R. Wear to be Temp. 
Surg. Lfeuts. 

ARMY 

Col. F. R B Sknmshure, late R.A.MC, having 
completed 4 years in the rank, is retained on the 
Active List supernumerary to the establishment 

Lieut -Col (temp. Col) R H Alexander, M.C.. 
from R.A M.C., to be Col ` 


4, 
ROYAL ARMY MEDICAL CORPS 


Major (War Subs Lieut CoL) (temp Col) G T. 
Garraway to be Lifeut.-Col = 


TERRITORIAL ARMY, R.A.M C. 


War Subs. Capt G. C. Babıngton, from half-pay 
list, to be restored to full pay, retamıng his present 


for Service with Birmingham Univ. 
Senior Training Corps (Med. Uni) —H. P. Gilding 
to be Lieut. 


LAND FORCES: EMERGENCY COMMISSIONS 
ROYAL Army MEDICAL Cones 

War Subs. Capt J. M. Lawnie has been placed 
on the half-pay hst on account of ill-health. 

War Subs. Capts. G R Anderson and F, K. B 
Quanbronugh have relinquyhed ther commissions 
On account of ill-health ad are gyanted the rank 
of Capt. 

Licuts. N Levy and A. R. V. Patel bave reln- 
quished their commsssions on account of ill-health 
and retain ther rank, 

To be Li@its.: T_T Ferguson, P. B. De 
H. E. Thackray, R T. Campbell, 
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Lambert, J. C Leask, H. Lipman, D C. 


L. F 

` : urse Tg 
R, F. G Ormrod, G. E Parker, cC 
Percy-Hughes, R J F. H Pinsent, I. D. 
J. S Rx, M. Rosten, J O. Schofield, 
Seaton, J Slorach, J. R. Smith, L. Smulian 


Storey, D A. Vyrnwy-Jones, R. H Watson 


WOMEN’S FORCES 
EMPLOYED WITH THE R.AMC 








z 
g 
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130 pm, 


Post-nortems. Mon, 2 pm., Ear, 
Nose, 


10 am, 


Topham. Fri, 

mere; 2 pm, Gynae- 

ecological Conference; 2 pm., Sterility Clinic 

FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W — 
Brompton Hospital : Tues. and Thurs, 430 pm, 
M R.C.P. clinical course. 


DIARY OF SOCIETIES & LECTURES 


SOCIALIST MEDICAL ASSOCIATION.—At Conway Hall 
Red Llion Square, W.C., . 
230 pm. Mr. W. C. W. 


, 
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BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head is 10s 6d This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tsement Manager not later than first post Monday 
morning to ensure insertion tm the current issue 


DEATHS 

Price.—On Nov 3, 1942, after a long illness, 
Lawrence Edwin Price, M R CS., L.R.CP, aged 
63 years, dearly loved husband of Mary (née, 
Hooson), late of “ Red Roofs,” Nuneaton, and 
of “* Greenways,” Crabbs Park, Paignton. Mayor 
of Nuneaton 1928-1930. 

MarTN —On Movember 1, at Bath, Somerset. 
H Meredith Marun, F.R.C.S., folowing a short 
ulness. ve 
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ANNUAL PANEL CONFERENCE 

FOR WARTIME INCREASE IN 

a REMUNERATION 
ACTION ON, MINISTER'S “REFUSAL, 

The: Annual Conference: of Representa- 
tives of Local Medical and Panel Com- 
mittees was held in the Great Hall of the 


British Medical Association House in 


London on eThursday, .November- 12. 
Almost every insurance: area in Great 
Britain was represented, andthe attend- 
ance numbered nearly 200. The’ chair 


~ was ‘taken by Dr. D. G. GREENFIELD, 
who was supported: by Dr. E. A. GREGG, ' 


‘chairman of ‘the Insurance Acts Com- 
mittee. i i 
Tribute was 'paid at the. beginning of 
the Conference to the: memory of Sir 
Henry Brackenbury and `- Dr. E. R. 
Fothergill, who had given so many years 
of conspicuous service to insurance prac- 
titioners, and to two members of the 
{nsurance Acts Committee who had died 


i during „the year, Dr:-R. Boyd and Dr. 


J.’ C." Davies. aah 
` On a motion by the represehtative of 
` Bristol,- the following -resolution was 
i unanimously ‘carried : f 
“That this Conference, all 
* msurance: practitioners in Great Britain, 
seni a’ congratulatory message. to the 
Director of Medical Services, 8th Army, ex- 


fae are 


pressing’ profound admiration at the part 
pla: y the medical- services in the Battle 
of t and wishing him and the officers 


and men serving under him good fortune 


and continued prosperity in the future.’ 
' An alteration of standing orders to 


„admit of the election of 6 additional, 


. members of ‘the Insurance Acts Com- 
mittee by thé generalebody of*representa- 
tives was agreed to. Dr. GREGG meñ- 
tioned that-with these additions the com- 
mittee ‘would number 47 members, of 
whom 44 would be general practitioners. 


: This election of six. members took place- 


m the course of the Conference. The 
.following. were chosen: Dr. A. Beau- 
- champ - (Birmingham), Dr. Elkington 
„Shropshire), 
(Northamptonshire), Dr. I. G. Innes 
(Hull), Dr. J. A. Pridham (Dorset), and 
_ Dr. .F. M. Rose eston). A contested 
election for the chairmanship of the 


Conference resulted in the return òf Dr.~ 


J. A. Brown (Birmingham): 


ee “Grave Dissatisfaction” .'' 4°, 
Dr. GREGG next moved, on behalf of 


the Insurance Acts Committee, the first 
of several motions regarding the position 
which has arisen on the Ministér’s rejec- 
tion of the claim of insurance practi- 
tioners for’ a wartime .incréase in their 
remuneration. .He reminded the Con- 
ference that on the last occasion on which 


: it met. it was faced with the offer of the 


Minister of an additional ninepence to 


_ cover increased practice expenses. Dis- 


cussions had continued since, then. , Just 
before the war some usefyl Statistics had 
. è i ý š - 


Eis 


Dr. D. G. . Greenfield’ 


E , 


been -collected regarding the services 


rendered by insurance practitioners, and? 


ene use would have been made of these 


d thé war not broken out. It presently 


became evidént, however, that a strong 
case could be -made out for a wartime 
increase on two other grounds—namely, 
the increased -cost of living and the in- 
creased obligations to which practitioners 
were subject comer nt upon enlarge- 
ment of insurance risk. As a result of the 


It was evident that the Minister consulted 


his colleagues, but the reply when it came 
‘was a reluctant refusal. The reply was 
pne which would causes general dissatis- 
faction and confirm the feeling of resent- 
ment and frustration which those repre- 
senting insurance practitioners had felt in 
their relations with the Ministry. “ We 
have not finished with this yet, and we 
have no intention of being finished with 
it. (Applause.) We mean to pursue It 


war a very large number of healthy lives- „in such ways as we can. We may have 


had been withdrawn from their insurance 
“ lists; some of- them had returned, but 
not as healthy lives, having been broken 
and disabled by war. In addition there 
had." been admitted ‘to insurance large 


‘ numbers of women and middle-aged 


men, many of them not hitherto engaged 
in insurable employment, who were now 
undertaking unaccustomed work in con- 
ditions for which many of them were 
not properly equipped, and their health 
reflected the character of the burden they 
- were ‘carrying. ` 
These and many other facts had been 
pointed out to the Minister. ‘It was ex- 
- plained to`him that the medical profes- 
sion.was doing something for its mem- 
ı bers on service such as no other section 
of the community was doing. In Govern- 


ment and local government circles and - 


in large businesses and approved socie- 
ties the remuneration of 


the level of what they had been receiv- 
ing in civil life. But the medical profes- 
sion,- through the operation of the Pro- 
tection of Practices Scheme, had, volun- 
tarily arranged that the absent doctor 
should receive 50% of the remuneration 
which he would receive from his practice 
if he were at home. The profession had 
pe ar no help from anybody ; it was 
doing it by itself and was proud and glad 
- to doit. But if moneys 
Insùrance Fund were being used on the 
approved society side for the purpose of 
raising incomes to those received in civil 
employment, it' seemed reasonable to 
_include what doctors were doing among 
. the other items in the case. \ 
- Dr. Gregg went on:to describe the way 
in which the committee’s representations 
had: been teceived by the Ministry. After 
receiving an--unfavourabfe reply from the 
Secretary to fhe Ministry, Sir John 
Maude, a deputation ‘from the .com- 
mittee waited: on the Minister himself, 
and a verbatim report of thé interview 
was in the hands of representatives. He 
reiterated the arguments which were 
laced before the Minister. He himself 
ad had an idea that the present Minister 
of Health was more favourably, disposed 
téwards the position of insurance practi- 
tioners than his predecessors, and this 
‘seemed to be borne out by the delay 
which, ensued before his reply was re- 
ceiv 
a postponement of the Conference to a 
later date than the one originally fixed. 


z 


- Was mupported by Dr. J. P. QUINN, 


ose who had . 
gone into the Services was fnade up to: 


m the Central, 


_them content with: some lower 


delay which incidentally caused — 


to pause, but if we pause it will only be 
to go’forward again in the way that 
opportunity shapes.” He moved: 

“ That this Conference of Local Medica! 
and Panel Committees is gravely dissatisfied 
with the Minister’s rejection of the just claire 
of insurance practitioners for a wartime 10- 
crease ,in remuneration.” 


‘ Publicity 
It was. moved at this stage by Dr. A 
Owen (Lancashire) that in view of the 
serious nature of the Conference discus- 
sions the lay Press be excluded. This 


another cashire representative. Dr 
A. BEAucHame (Birmingham) said that 
this was a retrograde step. There were 
grumbles among practitioners that not 
enough publicity was given to their case, 
that they did not have sufficient “ press. 
The motion to exclude the- Press was 
decisively rejected.. , ae 

Dr. G. DE SWIET (London) said that it 
was well known that civil servants and 
school teachers and others had had in- 
creases, sanctioned, by the Government. 


According to the, interview which the' 


deputati had with him, the Minister 
was con ed about the vicious spiral. 
but that spiral received its initial impetus 
from the action of the Government itself 
in instituting various jncreases in prices 
over which it had control. 
A Plea for Further Waiting 

Dr. N. Stevens (West Suffolk) moved 
an amendment in which the Minister's 
rejection of the claim for a war bonus 
was noted and the Insurance Acts Com- 
mittee was instructed to renew its claim 
to a cost-of-living increase if and when 


such increase was given to comparable, 


sections of the community. The mover 
agreed that the capitation fee was inade- 

uate, and that the, Minister had treated 

em badly. But the Conference had 
agreed last year to let this matter rest 
until after the war, when the whole ques- 
tion of the capitation fee would be er- 
plored. He considered it doubéful 
whether they had any right to s war 
‘increase at all, but’ there was no excuse 
for going back on the resolution of last 
year. A sense of patriotism should make 
eo 
living- It was-true that there were some 
areas where a war: bonus was urgently 
needed, such as the eastern, and soutp- 
eastern ' district, where proctitiones oa 


eo 
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suffered badly through the departure of 


their patients following: upon raids, but 
to grant a war increase over the whole 
country would be inequitable because it 
would enefit practitioners who in recep- 
tion and munition areas had benefited 
already. It was most unbecoming for 
doctors to ‘keep up’ this cry, atd their 
attitude was playing into the hands of 
those who sought to turn them into a 
State Medical Service. E 

Dr. H. B. PoLLARD (Bedfordshire) 
spoke to the same effect. Like the rest 
of them, he was dissatisfied with the 
capitation fee, but he felt that at this 
time they ought not to be fighting for 
another sixpence or shilling. Dr. È M. 
STEVENSON (Cambridgeshire) said that 
that was also thé feeling in his committee? 


Counter-arguments 
. Dr. J. A. Brown (Birmingham) sup? 
ported Dr. Gregg’s resolution. They had 
asked the Minister for an increased 
premium to cover an increased risk. 
He endorsed what Dr. Gregg had 


said about the removal of healthy in-- 


sured persons and’ the substitution of 
older People, many of them in indifferent 
health, who were being subjected to long 
hours and considerable strain. : 
Dr. A. S. WINSTANLEY (Lancashire) said 
that national health insurance practice 


had never at any time been a sound busi- 
‘ness proposition except in so far as it had 


been subsidized by private practice and 
private fees of various sorts. This sub- 
sidy varied considerably according to the 
area of the practice, but even in an indus- 
trial area where private practice con- 
sisted almost entirely of the treatment of 
dependants and others of like economic 
status it had not been inconsiderable. 
But the value of the subgidy was dis- 
appearing owing to the inroads made by 
Government and local government ser- 


, Vices and by the inclusion of new groups 


of persons in insurance. He did not 
believe that-they would incur the oppro- 
brium of the public if they went further 
with their demands. The public must be 
made to understand the significance „of 
the insurance practitioner’s remuneration. 
or four years ago it was ‘worked 
out that the capitation fee was equivalent 
to 2s. 3d. for a visit ‘and 1s. 74d. for ań 
attendance. Ae 
e Dr. S. Wanp (Birmingham) declared 
that the medical profession was just as 
much responsible for armaments: as the 
people in the factories, perhaps even 
more so. If it was the policy of the 
Government to limit the remuneration of 
the people in the factories, including the 
manufacturers themselves, without regard 
to the amount of work they put in or 
the work involved in the making of a 
particular article, then they would accept 
the- position, but that was not the case at 


‘all. The Government was not taking 


that line, but quite the contrary, with 
manufacturers and employers of. labour. 
He declared the amendment of West 
Suffolk to'be defeatist. There was no 
more patriotic section of the community 
‘than the doctors, and they did. not have 


.to be told which was the right and proper 


time to apply for an increase in 
remuneration. ; P 

Dr. P. V. ANDERSON (Durham) asked 
those representatives who had not in- 
creased their private fees to non-insured 
persons to put up their hands, and a 
number did so, but he declared it to be 
an obvious minority. It seemed clear to 
bim that they should go forward in the 
endeavour to have their fees for National 
Health Insurance wérk.increased. 


their 


„there were isolated instances of 


No Breach of Faith 


Dr. GREGG sa#d that he had listened 
with interest to-the case“put by West 
Suffolk. It was suggested by the ‘pro- 
poser that the Confererce wowld be going 
back on 
adopted. That was not true.» They did 
wring from the Minister an undertaking 
that at the end of the war the whole 
question of remuneration would be gone 
into from the foundation ‘without any 
relation whatever to previous figures, and 
what was now being dealt with was not 
the basic remuneration. 
sighted view that because the remunera- 
etion was basically inadequate there was 
no sufficient reason for claiming a war- 
time increase. On the question of doctors’ 
incomes in general, the committee had 


some resolution previously’ 


It’ was a short- ` 


had voluntary statements from all parts: 


of the country regarding the decrease in 
income which doctors had sustained. It 
was true that there might be here and 
there isolated instances of people who 
were not suffering such’ decrease, just as 
people 
who were making money out of the war. 
But that was not true of the vast majority, 
and the information available showed 
that there had been a general reduction 
of the income of doctors by at ‘least 
334%. i 

The West Suffolk amendment to post- 
pone the renewal of the claim for a cost- 
of-living increase was lost. There ap- 

red to be only about half a dozen 
ands raised in its favour. The motion 
of the Insurance Acts Committee ex- 
pressing grave dissatisfaction with the 
Minister’s rejection was carried by an 
overwhelming majority. A motion by 
Somerset was also carried urging the 
Insurance Acts Committee to press the 
matter. to its utmost limits. Dr. C. R. F. 
Kick, the mover, said that the dis- 
satisfaction over the question of the war 
bonus was increased by the fact that the 
basic payment was so inadequate. Practi- 


tioners wem at call for 24 hours a day . 


and seven days a week, and for their ser- 
‘vices to insured patients they received 
just over 2d. per capita per week. He 
did not suppose that this was realized by 
the general public. 


Proposal to Ask for Arbitration 


Having expressed its grave dissatisfac- 
tion, the Conference proceeded t{o- the 
consideration of a number of motions 
and amendmefits—amounting to over 30 
—on the agenda proposing various 
courses of action. Dr. GREGG, on behalf 
of the Insurance Acts Committee, pro- 
posed that the committee be instructed to 
request the Minister to submit its claim 
for a wartime increase in the capitation 
fee to arbitration. He pointed out that 
various alternatives were mentioned in 
the resolutions. There was the alterna- 
tive of resignation from the service— 
which he did not think many would con- 
template—the alternative of a revision of 
the terms of service, and the alternative 
of the method of deferred payment. But 
it was felt by the majority of the com- 
mittee that arbitration should be the next 
step, although the associated difficulties 
were fully recognized. 

A very long debate then took placer 
An amendment by Lancashire instructing 
the committee to apply to the Minister 


-for a wartime capitation fee of 14s. per 


head per annum, and, failing satisfaction, 
to call for the giving of the reauisite 
notices of withdrawal from panel lists by 
all panel practitioners, was rejected by 
a very large majority. Eventually an 


amendment by Cumberlang einstructing 
the committee to pfess for reconsidera- 
tion by the Minister, failing which the 
committée would reserve the right ‘to take 
any action which it considered necessary, 
even to the extent of recommending 
practitioners to withdraw from the ser- 
vice, was carried by 85 wotes against 67, 
and. became the substantive motion. A 
large nufhber of other amendments were 
then: referred to the committee for con* 
sideration as possible methods of imple- 
menting the Cumberland motion. 

A summary of these discussions will 
appear in a later issue. . 
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THE B.M.A. AT WORK 
MEDICAL “ATTENDANCE ON SERVICE 
: PERSONNEL 


In view of the requests received by the 
B.M.A. from civilian practitioners for 
guidance on the regulations governing 
medical attendance on membefs of H.M. 
Forces who are taken ill When on leave, 
the following comprehensive memoran- 
dum has béen obtained from the Service 
Departments. Á : 


1. N.C.0.s, Men, and Women of the 


Army, Air Force, and' Women's 
Auxiliary Services on Leave, Furlough, 
or Pass. 


(a) When N.C.O.s, men, and women 
auxiliaries proceed on pass they have in- 
structions that should they require medical 
attention they should report, if practicable, 
to the nearest naval, military, or air force 
medical establishment. This instruction 
has been amplified to include civil hogpi- 
tals under the Emergency Medical Service ‘ 
Schemes of England, Wales, Scotland, and 
Northern Ireland in the lists of medical 
establishments to which they should re- 
port, >” 

(b) Personnel residing within 2 miles of 
a Service medical establishment and un- 
able, owing to their condition, to report in 
person, are required to notify the Service 
medical establishment, which will be re- 
sponsible for arranging medical attendance 

(c) Service personne! residing more than 
2 miles from a Service medical establish- 
ment may call in a civilian medical prac- 
titioner at the public expense if, because , 
of their condition, they ‘are unable to 
attend at*any E.M.S. hospital which may 

* be within the 2-mile radius. : 

. (d) Having called in a civilian medical 
practitioner it is incumbent on them to 
notify their commanding ‘officer at, once, 
enclosing a medical certificate from the 
civilian medical practitioner. This certifi- 
cate should state clearly whether or not 
the individual is fit to travel, as on the 
expiration of leave anyone fit to travel is 
required to return ‘to his or her unit, 
where any further treatment can be 
arranged. ' 

(e) If a civilian médical practitioner is 

, called in when it is practicable for the 
individual to apply to the medical officer 
of a Service medical establishment or to 
attend at an E.M.S. civil hospital that 
individual may, after investigation by the 
appropriate Service authorities, be held 
liable for the expenses incurred. If the 
civilian medical practitioner is aware that 
although local Service facilities are avail- 
able the man or woman has called him in, 
it will be in the best interests of all con- 
cerned if he communicates with the local 
` Service medical establishment in order that 
any necessary ‘medical attendance may be 
provided by that establishment. 

(f) Claims for payment rendered by a 
civilian medical practitioner in respect of 
medical attendance or treatment: affogded 
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established ‘that the civiHan medical prac- 


‘* , troner was required to attend in contra- 


vention of the foregoing, when the indi- 
_ vidual concerned will be informed: that 
payment is his or her Hability.: | i vi 

(g) To obtain payment a civilian medical 
practitioner must procure and fill%în Army 
Form 01667 (which is the same form as 
R.A.F. Form 1667). This form is-obtain- 
able from the’officer commanding the 
patient’s unit and from clerks to national 
health insurance committees. ‘It sets out 
clearly the instructions for completing the 
form and the scale of charges allowed, 
and it should be completed according to 
the instructions and submitted immediately 
on conclusion of attendance to the officer 

. commanding the patient's unit. 

(h) In all cases the fees payable from 
public funds to civilian medical practi- 
tioners im respect of treatment cover any 
medicines required. The practitioner is 

, therefore responsible for ensuring that the 
patient is supplied free of charge with 
such’ medicines.as he or she may require. 


2. Royal Navy and W.R.N.S- Ratings and 
Royal Marine other Ranks on Leave 

(a) All personnel have instructions to 
apply for medical aid personally, if 
possible, to the nearest Service or | civil 
‘hospital, or to a naval surgeon and agent. 
If, however, the case is extremely urgent 
‘and none of these facilities are readily 


available they should apply to the nearest ' 


medical practitioner. 
(b) The “leave -ticket ” should, be pro- 
‘duced to the doctor, and for any services 
~ which are rendered the doctor will be paid 
' ın ,accordance with, the cale shown -in 
' the claim form (Admiralty Form S.26). 
\ -The scale fees include any necessary certifi- 
cates and medicines. Payment in excess 
of the scale will’ be allowed at the dis- 
cretion of, the Admiralty if the case needs 
more than ordinary `attention. . 
(c) @ The claim form will be forwarded 
' to the doctor by the patient’s commanding 
officer on receipt from the patient of the 
first certificate, which should be forwarded 
' immediately the person falls sick. (it) 
Further certificates must be forwarded by 
' the patient weekly so long as he or she 
' remains’ sick on shore. (ii) A final certi- 
ficate’is to be taken by the patient to his 
commanding officer as-soon as he or she 
is well enough to travel. t 
(d) Itis essential that personnel should 
not remain sick at home longer -than is 
absolutely necessary. Neither should the 
individual’s residence be used as a sick 


‘© quarters unless the patient is too ill to be 


_ moved or the distance to a Service, etc., 

` hospital is too far. 

, (e) Personnel should be discharged to 
‘their -units as soon as fit to travel; 
adequate facilities exist for-further treat- 
ment on return, so they must not be kept 
under treatment on leave because they are 
unfit for duty. i 

'. (f) Payment for fees should be claimed 

" on Admiralty Form S.26, which will be 
supplied to the doctor by the patient’s' 
commanding: officer, as expldined jn para. , 
2 (c) above. Army and air force forms 

. should not be. used. SS ose 


:Other Circumstances in which a Civilian 
' Medical Practitioner may be required 
: * to give Attendance to Troops 


' 3, Men or women quartered in barracks 
or camps will normally' have no occasion to 
apply to a civilian cal practitioner for-, 
treatment as there will be a Service medical 
in medical charge of the personnel ' 


i l 


E -5 
o to Baie should Be accepted as charges 4. Mep or women who, during training or 
against .publié funds unless it has been ° 


attachment to a headquarters or formation 
in this country, are accommodated in billets 
or &t their own homes should apply, if 
medical attendance is required, to the 
medical officer attached to their unit. (Cases 
under this heading, as well as those referred 
to at para. 3, should ‘only require the 
‘services of a'civilian medical practitioner in 
emergency when the Service medical officer 
is not available. Claims for fees in respect, 
of such attendances should be submitted on 
Army' Form 01667 (R.A F. Form 1667), as‘ 
‘described at para. 1 (g) above. 


5. In certain instances a civilian medical « 


practitioner, may be asked to give! regular 
attendance on a detached body ‘of Service 
„personnel, for whom no. Service medical 
officer is available. Such attendance will be 
sarranged’ between the officer commanding 
the unit or detachment, .the appropriate 
Service, medical authority, and the civilian 
medical practitioner. Payment in such cases 
will not be on the basis of Army Form 
O1667 but at agreed rates, which are based 
on the number of personnel involved and 
the work to be done, and take into account 
distance to be travelled by the civilian 
medical practitioner and any other special 
circumstances involved. 


ı PETROL FOR MEETINGS 


As a result of further strong represen- 
tations made by' the B.M.A. to the 
Petroleum Department, it has been. de- 
cided that, when other means of trans- 
port: ‘are not reasonably ptacticable, 
petrol granted to doctors for professional 
purposes may be used for-journeys made 
to attend statutory committees (and sub- 
committees), such as panel and insurance 
committees and committees of local 
authorities ; ‘executive committees of pub- 
lic medical services ; committees adminis- 
tering the Protection of Practices Scheme ; 
and, subject to a limit ,of 20 miles, 
scientific meetings of medical societies on 
subjects directly related to wastime medi- 
cal or surgical practice. As has pre- 
viously been announced, journeys to, 
meetings of Local Medical War Com- 
mittees are permitted also. It is thought 
that doctors serving on medical com- 
mittees or management committees of 
hospitals and other medical institutions 
will not normally need to make journeys 
for the sole purpose of attending such 
committees, but, should this need occur, 
the regional petroleum officers will con- 
sider applications on. their merits, in con- 
sultation, if necessary, with the medical 
liaison officers. Finally, members of 
central committees of the B.M.A. who 
are resident in the Metropolitan Police 
area may attend meetings of these com- 
mittees by car when. other methods of 
travel are not reasonably practicable. 








The London County Council has agreed 
that the surgeon engaged to carry out pre- 
frontal leucotomy at its hospitals‘and insti- 
tutions shall be paid a fee of £6 6s. a 
session of approximately 24 hours’ duration. 
Hitherto ‘the operative work in connexion 
with this new method of treatment has been 
performed by a whole-time E.M.S. surgeon, 
whose services have been lent to the Council 
free of charge. This surgeon is now 
engaged only for part-time in the E.M.S., 
and any services rendered by him to the 
Council in respect of pre-frontal leucotomy 
will be part of his private practice, for 
which he is entitled to receive fees. It is 
desired by the Council to retain his services. 
The. number of sessions estimated to be re- 
quired is not more than 20 a year at present. 
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National Eye Service 

’ Sm,— am sorry to disagree with Mr. 
Bishop Harman regarding some of the 
statements he has‘ made,‘in his letter 
(Supplement, Oct. 24, p. 54). The 
National ,Eye Service has not been work- 
ing well. 10. years before the war. If it 
had been, the formation of the Associa- 
tion of British Ophthalmologists would 
not have been necessary.’ We are ex- 
tremely anxious about the provision now 
and in the future of an efficient eye ser- 
vice for the nation—a truly national 
medical ophthalmic service. 

. The questionary will not bring us one 
whit nearer our goal. It is useless for us 
to debate the matter with the approved 
societies until we set our own house in 
order. The contributions made by the 
approved societies together with the pay- 
ments made by their members are 
sufficient to meet the case if the re- 


_munerations for labour were justly allo- 


cated. ‘The price of glasses to the insured 
patient should be the wholesale price 
plus the ophthalmic practitioner’s fee 
plus the dispenser’s fee plus the clerica? 
fee minus the grant from the approved 
society. ` The relative value of the 
ophthalmologist’s fee and the dispenser’s 
fee should receive very careful attention. 
| When it comes to a consideration of 
insured patients whose earning power is 
above £250 per annum no doubt the 
approved societies. will exercise the means 
test and the weekly contribution will be 
increased according to the ‘worker’s earn- 
ing, power. The ophthalmic medical 
practitioner's fee and the dispenser’s fee 
should be augmented then in a similar 
fashion.—I am, etc., $ 


, London. FRANCIS E. PRESTON. 
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‘ MEDICAL WAR RELIEF FUND 
THIRTY-NINTH LIST 


‘Amount previously acknowledged £46.668 151 Id. 
and £100. 34% Conversion Stock and £40 3% 
t Defence Bonds. 


i Individual Subscriptions 
£20.—Dr D. T Daintree, Bengal (2nd donation)® 
£1 Is.—Dr. T B. Evans, Wrexham (14th dona- 
tion); Dr. G M. E Olive, Seuthall (3rd donation). 
£1.—Dr. S. Falkowicz, Wrexham ¢ 
| £394 5s. 9d. (£A494 165. 8d.).—Federal Council of 
c BMA. in Australia (amount already sent 


th 
£3,585 Sps 2d ). 
opshire and’ Mid-Wales Branch—per 


. £30; s 
Glandon Williams, £2 2s. ; Dr. T. H 
Dr M. Phillips, £10; Drs. Woolward and Burnett. 
£5 5a ; Dr. S. N Browne, £3 3s (2nd donation) : 
Dr. J A- Ireland, £10 Qnd donation), Dr R C 
Neville, £3 3s (2nd donation); Dr T. R. Hott, 
£3 3s. @nd donation); Dr C. U Whitey, 5s. 
(2nd donation), Drs Legge and Legre, £4 4s (nd 
donation): Dr G. Mackie, £5 5s. (2nd donation) ; 
Dr R. H S. Marshall, £10 (2nd donation) ; 
Mr. J. G. C Spencer, £5 Grd donation). (Cor- 
?ection. The donation of £5 credited to Dr. E L. N 
Rhodes in the Thirty-mxth List under Shropshire 
and Mxd-Wales should have been credited to 
Dr. A. J. Rhodes). i 
£5.—Doctors in the Isle of Man—per Dr D 


, Pantin (amount already sent £130 16s.). 


7 < 
Local Medical and Panel Committees 


£158.—Derbyshire (4th donation). 
' £52 10s.— Carmarthenshire. 

< $32 13,:5d.—Eamt Lothian (6th dosttion). © 
. £3 5a.—County of Forfar (2nd donation). 


Total—£47,442 1s. 3d, and £100 34% Conversion 
Stock and £40 3% Defence Bonds 


e 
to the Medical War „Relef 


W.C.1 
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BRITISH MEDICAL ASSOCIATION 
OPHTHALMIC GROUP COMMITTEE 


The folfowing have been elected members of 
the Ophthalmic Group Committee of the 
B.M.A. for the three years 1942-5: x 


REGION 1: Dr. H. R. Bickerton (Liverpool), Mr 
George W. Black, F.R.C S. (Leeds), and 
A B. Nutt (Sheffield), 

REGION 2: Mr T. Harrison Butler, F.RCS 
(Birmingham), Dr. N P. R Galloway (Notting- 


REGION 3: Dr. F. Heckford (Isk of Wight), Dr 
pion P a 

N. Bishop Harman, FRCS 
Yp, Mr. O. G. Morgan, FRCS 
W.1), and Mr. Humphrey Neame, 
FR.C.S (London, W'1). 
Dr. F. Olivér Walker (Dartford) - 
Mr. C. Duncah, Leeds, FRCS, 
), Dr. Soka Marshall (Glasgow) 


By ‚ophthalmic medical practitioners (not 
eligible for membership of the Group) for 
the time being approved for examination of 
patients under the National Eye Service: 

Dr. R. Qordon Simpson (Winchmore Hull, N 21) 

Dr. C M. Stevenson (Cambridge). 

The constitution of the committee provides 
for the appointment of one member by the 
Council and one member by the Insurance 


Acts Committee. These appointments have ` 


not yet been made. 


Meetings of Branches and Divisions 
Nsw Sourn Wares Branco _ 

The annual report of the New South Wales 
Branch for the year to March, 1942, strikes 
some familiar notes. For~example, the 
Branch Council appointed a committee to 
deal with the question of petrol supply for 
doctors; schemes for the protection of prac- 
m of doctors on active service were 

ved; and the shortage of ‘doctors was 
the subject of a deputation to the Minister- 
of Health. In spite of the fact that over a 
quarter of the members of the Branch (475 
out of 1,894) were engaged in full-time 
military duties, 10 ordinary and 8 clinical 
meetings were held during the year, 7 of the 
former taking place in conjunction with 
specialty groups. The clinical meetings, 
which were held in different hospitals, 
included 21 papers and addresses, reports of 
cases, demonstrations, etc. Members of the 
legal profession and the police force 
- attended an ordinary meeting on Oct. 30, 
1941, at which the subject for discussion 
was “ Driving under the Influence.” On 
Dec. 11 Major-General Downes, Inspector- 
General of Medical Services, spoke to an 
ordinary meeting on “ The A.A.M.C, in the 
Middle and Far Efst.” 


SOUTHERN BRANCH 

At the 68th annual general meeting of 
the Southern Branch, held at Southsea, 
the following officers’ were elected: 
President, Dr. H. H. Warren. President- 
Elect, Dr. W. A. Clayton Cox. Vice- 
Presidents, Dr. T. Beaton and Mr. P. 
Maynard Heath. ‘Honorary Secretary and 
Treasurer, Dr. John Clayre. 

In his presidential address Dr. Warren 
referred to the fact that the Southern 
Branch was the only United Kingdom 
branch which had suffered dismemberment 
~“ by enemy action. He paid tribute to the 
outgoing president, Dr. R. Arderne Wilson 
of Guernsey, and expressed the sympathy of 
the Branch with its members in the Channel 
Islands. The president said that the drain 
on man-power had nowhere been heavier 
than on the medical services, and the stage _ 
: had béen reached when only by the general 

public exercising intelligent economy in their 
demands on doctors could an efficient service 
be maintained if the needs of the Forces 
were to be met. In adjusting his mind and 
attitude to the needs of the moment the 
doctor must remodel‘ his consideration of 
personal comfort and the management of 


Dr 
` 


individual practice€ in his effort to hold .the 
balance evenly between his duty to his 
patient and his duty to the State, maintain- 
ing that individuality of'thougęt and pfac- 
tice which had always been the foundation 
of the medical profession in this country 
and the basıs of the confidence of the general 
public in its integrity and skill. ` 


UNITED ProvNcæs BRANCH 

At the annual general\meeting of the United 
Provinces Branch, held at Lucknow on Jan. 
30, with Dr. G. H. MarcHanT in the chair, 
the secretary’s report for 1941 was read and 
adopted, and the following officers were 
elected for 1942: President-Elect, Rai 
Bahadur Capt. K. S. Nigam... Vice- 
President, Dr. E.\A. Douglas. Honorary 
Secretary and Treasurer, Dr. V. S. Mangalik. 
Auditor, Dr. T. Prasad. 

Later ın the day the first clinical meeting 
of the year was held, and the following cases 
were demonstrated! by Dr. B. B. BHATIA, 
(1) congenital heart disease, probably either 
Eisenmenger’s complex or patent foramen 
ovale, (2) intracranial tumour ın the region of 
the midbrain in a boy of about 12, and (3) 
chronic abscess of the lung (right middle 
lobe); by Dr. B. N. Smaa, traumatic para- 
plegia of three years’ duration and relieved 
considerably after laminectomy ; by Dr. S. S. 
Misra, “ acute ” pellagra in a man of 35. 


At a clinical meeting of the United 
Provinces Branch, held on-Feb. 27, with Dr. 
G. H. Marchant in the chair, Major Man 
SincH showed cases-of amyotrophic lateral 
sclerosis, 4nd mutral and aortic valvular 

of theumatic origin. Dr. HAMD 
showed an interesting case of trigeminal 
neuralgia involving supra- and infra-orbital 
branches“of the trigeminal nerve with flush- 
ing and lacrimation but without tic. In 
Dr. Bhatia’s absence Dr. SHARMA demon- 
strated a case of, subacute combined de- 
generation with macrocytic anaemia, without 
glossitis or enlargement of the spleen. Dr. 
H. Samar discussed the case and suggested 
the possibiliy of its being one of vitamin B 
deficiency. 





H.M. Forces Appointments 








ROYAL NAVY 


Surg. Lients. C. J. Robarts, W J. Latham, and 
W. S. Parker to be Surg. Lieut -Cmdrs. 


Royal NAVAL VOLUNTEER RESERVE 
Prob Temp Surg. Lieuts. R. J. T. Woodland, 
G. C Milner, C J Laws and D: V. V. Bowen- 
Jones to be Temp. Surg Licnts 


ARMY 


Major B. Johnson, DSO. (ret Col, 
R A.M C.), is restored to the rank of Col. 
ceasing to be employed. 


ROYAL ARMY MEDICAL CORPS 


Cams (War Subs Majom) R T. Shmpman and 
C B. R. Pollock to be Maicrs. 


| 
TERRITORIAL ARMY, RAMC 
Capt. JT. A S Kennerley has relinquished his 
commission on account of ill-health and 1 granted 
the rank of Major 


LAND FORCES: EMERGENCY COMMISSIONS 
RoyaL Army MEDICAL Corps 
- War Subs. Capt I. B. Gartside has relinquished 
hs commusaion on account of wl-health and 1s 
granted the rank of Capt 
Lieut H Levin has relmquished his commission 


on appomtment to a commission in the S.A M.C 
N L Corkill, M.M., to be Lieut. 


WOMEN’S FORCES 
EMeLOYFD WITH THE RA M.C 


Barbara J Greenwood, M O., has been granted 
a commismon in the rank of Lieut 


ROYAL AIR FORCE 
Beryl Bolton to be MO. (Emergency) with 
the relative 1ank of Fi. Lieut. for employment with 
the RAF. 


late 
on 


2 g 
ROYAL Am Force VOLUNTIER RESERVE 


Fi. -Lieut. E. S. Brawn has fengped his com- 
mission and retams his rank Le 

To be Fi Lieuts. (Emergency) : T. R. M 
Brstow and E. T Owen.’ 

Flying Officers A. E. As Cordin, L R. Holt, J 
McMulan, J. M Duncan, J. L. Coleman, G. W E 
Suxdiey, WH. Barbour, J. G. Eadie, S. Haythorn- 
warte, L. H Moss, J B Brownlie, J. A. Elhott 
H J. Fenn, J H. B Cantley, G H. Flack, I G 
Williams, B. W G Sutton, and T. S Wilson to be 
War Subs. FI. Lieuts. 

Flying Officer G. J C. Bnittam has relinquishes 
his commisnon on account of -health and retains 
his rank. 

. Flying Officer E, G. M. Palser has relinquished 
his commrsion on account of ill-health. 


INDIAN MEDICAL SERVICE 
Lreut.-Cols, J. C. De, R. Y Mg ae: F 
Eminson have retred. 
Capts. C. H.sBrink and P. M` McSwiney to be 
Majors 
EMCRGENCY COMMISSIONS 
Licuts (on probation) L. W. Ashtort' Rose, F. B 


B. Rowlatt, and J. L. Roberts to be. .Capts. on 
probation. 

To be Lieuts (on probation): 
Georgma E Bnndiey, E R. 
Michelson, Corale L M., Drummond, and Lorna 
James. 





POSTGRADUATE NEWS 


The Fellowship of. Medicine announces: M.R.C.P 
course m neurology Tues. and Fn, 230 pm 
at West End Hospital for Nervous Diseases, In- 
patient ent, Gloucester Gate, Regent's 
Park, N W., ‘from Dec. 1 to 18: 


WEEKLY POSTGRADUATE DIARY 


FELLOWSHIP OF MEDICINE, l, Wimpole Street, W 
~- “Brompton “Hospital: Tues. andi Thun 4X 
pm, MRCP course in chest disea London 
Chest Hosputal: » 10 am., ad Fri., 2.30 
pm, MRCP. course in chest, diseases 
National Hospital for Diseases of the Heart 
Tues. and Wed, 10 a.m, Out-patent Clinics | 


DIARY OF SOCIETIES & LECTURES 


Royal Soctery oF. MEDICINE.—Mon, 430 p.m 
Section of Odontology. Tues., 5° p.m. Section 
of Medicine. Thurs., 4.30 p.m _ Jomt meetins 
of Sections of Urology and of Neurology. Pris 
230 pm Section of Disease wi Children ; 

p.m Section of Epidemiology ba State Menane 


CraDwick Trust.—At Westminster Hospital Medi- 
cal School, Horseferry Road, S.W, Tues., 230 
pm Sir Arthur MacNalty: Prevention of 
Tuberculosis in Peace and War. 


ME SotIETY oF LONDON, 11, Chandos Street, 

W—Mon.°4 p.m. ®iscussion. Surgery ın the 

Mıddle Fast To be introduced by Lieut.-Cob 
E. G Mut and A E Porritt, R.A M.C. 


ROYAL NATIONAL ‘THROAT, Nose AND Ear Hosprrar 
Gray’s Road, W C.—Fri., 4 p m. Mr. W. G 
Scott-Brown: Wartime Injunes.. 


f APPOINTMENTS 12 

Becr, Duna J. Kintocn, FR.CS., Honorary . 
Neurosurgeon, Royal Free Hospital, London 

PenrreaTH, E. U. H., MB, BS. DPM., Medicas 
Superintendent, Mickleover County Hospital 
Derbyshire 





BIRTHS, MARRIAGES, & DEATHS 


The charge~for inserting announcements under thts 
head 1s 10s 6d. This amount should be forwarded 
with? the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 


- tisement Manager not later than first post Monday 


morning to ensure insertion in the current 


MARRIAGE 
Lark>D—Pattison —On Oct 17, 1942, at All Sainte 


MB, Ch.B., daughter of Dr. and Mrs Creswell 
Lee Pattison, The Bungalow, King Edward VII 
Hospital, Rrvelm Valley Road,’ Sheffield 


DEATHS ye 
Ric —On Noy. 1942, at 7, Castle Road, Bn- 
terne Park, Southempton: Edward Rice, M.D., 
formerly of Coventry and Oxford, aged 84 years. 
Warxer.—On Nov. 3, 1942, at Trenabic H&ase, 
Westray, Orkney, Ernest Walker, M.B., ChB. , 
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ANNUAL PANEL CONFERENCE 


(continued) 


CLAIM FOR WARTIME INCREASE IN 


REMUNERATION 
The. earlier proceedings qf the Annual 


Panel Conference were reported in the ` 
- last Supplement. 


Following upon a 
motion in the name of the Insurance Acts 
Committee that the committee be in- 
structed jo request the Minister of Health 


_to submit tg arbitration the claim for a 


-wartime increase in the capitation fee. a . 


long discussion took_place. 

Dr.: A. S. WINSTANLEY (Lancashire) 
moved as an amendment to instruct the 
committee to apply for a-wartime capita- 


tion fee of 14s., and, failing satisfaction, 
-.to call upon practitioners to give the 


/ 


requisite.notices withdrawing from: panel 
lists- his action did, not imply a 
“ strike,” because the insured population 
would obtain their attendance in another 
way—namely, by “the universal applica- 
tion of the “own arrangements ” clause. 


. drawing their medical- benefit by a kind 
.of grant in aid. ' 


The amendment was opposed by Dr. 
C. M. STEVENSON (Cambridgeshire); who 


' said that it meant a, strike even if it was 
not so called, and he did not believe that 


. handed in only if arbitration failed. 


such action would enlist any adequate 


~ support; he disagreed with a statement 


that the profession had suffered a 334% 
reduction in income. Dr. H. M. GOLDING 
(Bristol) held that resignations should be 
r. 
Fraser (Cumberland) said that while no 
one wanted to go the length of resigning 


_ in wartime that step might, be necessary 
_ to convince the Minister that they did 


` -sidered that arbitration should not 


not intend to take his refusal as the: last 
word. The Minister must be made to 
realize that they weve not nferely passing 
pious resolutions or practising bluff, and 
that “ appeasement ” was ‘a thing of the 
past. His committee had little faith in 
arbitration. 2 

The amendment was supported by two 
other Lancashire representatives. Dr. A 
CAMPBELL said that to go direct to arbi- 


* tration was “sheer lunacy,” and Dr. T. J. - 
. CosTeLto said that the result of all 
‘ approaches to the Ministry had been- 


deplorable. The time had-come either to 
withdraw frém the fight or to take the 
gloves off and go. into it properly. 

Dr. A. BEAUCHAMP (Birmingham con- 
the 
first step. The Minister had said that 
there was. no more money ~avdilable. 
Practitioners therefore should ask for a 
new contract in which certain services - 


_ now included, such as late and night 


visits, anaesthetics, and attendance at mis- 
carriages, should no longer be obtainable 
as part of insurance benefit. Refusal of 
service did not mean withdrawal of clini- 


_ eal work, but only that certain services 


would be outside the contract. ' Dr. F. E. 
GouLp (Birmingham) spoke to the same 


‘effect. In the Birmingham Public Medi- 
-cal Service a fee was charged for late 


calls. It did not disadvantage patients 
ånd by discouraging trivial calls it added 


a 


a great deal to the doctor’s convenience. 
Never were insured patients better able 
than now to pay a small sum for extra 
services., - : 
The Lancashire amendment was re 


-jected by a very large majority. 


Dr. W. D. STEEL (Worcester) moved to 
instruct the committee to formulate a 
scheme for presentation to the Ministry 
to prone a war subsidy ‘for practitioners* 
suffering serious hardship from war con: 
ditions. This was supported- by Dr. F. 
Gray (London), who said that such 
action would not prevent other lines of 
procedure from being followed. Dr. 
C. M. STEVENSON (Cambridgeshire), also 
in supporting, said that he i 
East Coast practitioners who had been 
hard hit by the depopulation of their 
areas. A general war bonus would most 


advantage’ practitioners in reception and J 


munitions areas who needed it less. Dr. 
J. Beck (Glasgow) opposed the motion 
on the ground that negotiations had 
always been on a national! basis, and to 
substitute a sectional or areal one would 


damage the unity of the profession.. The . 
National Insurance Defence Fund, might 


be used to help practitioners who were 


-suffering in the way described. 


The motion was lost. ~ 


Are Funds- Available? 
Dr, J. A. Brown (Birmingham) said 
that whatever was done about arbitration 
the Ministry might contend, as it had 


1 


often done, that no' money was available.~, 


The T.A.C. in the early d&vs staked a 
claim for practitioners to a share in the 
funds accruing after all statutory benefits 


were met and adequate reserves built up. ' 


It -would have saved a_ sgreat deal of 
trouble if part of the surpluses credited 


to or in the.hands of approved societies , 


had been set-aside as-a contingency fund. 
The exhaustion of the medical- pool 
would have been avoided. A laboratory 
service might in that event long ago have 
been provided. It wa8 true, as the 


Ministry said. that there was not sufficient , 
money in the mediċal benefit /pool- as 


fixed by statute, but there was a con- 
siderable ‘amount in what should be a 
general pool, though the Minister would 
have to go to Parliament for legislation 


if the distribution of the total contribu- - 


tions was to be made more equitable. 
Money had been accumulated by the 
approved societies as surpluses, not en- 
tirely throuch the financial genius of those 
societies, but partly as a result of the 
work of the profession in reducing the 
incidence of sickness. and partly through 


the generosity of the Government actuary - 
in calculating, the amount -revuired by ' 


the anproved societies for their various 
activities. At every valuation there had 
been a substantial surplus, 


forward to meet certain” contineencies 
which had not in fact arisen. “The last 


‘valuation ‘showed a surplus of nearly 


£38 00000 in the hands of approved 
societies and a disposable surplus of 


might be disbursed on additional bene- 


+ 
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ad in mind ' 


and’ the ~ 
-amount not disposed of had been carried 


~ policy of 
£20.000.000. That was a surplus which . 


te 


' fits. The approved societies did not need 
to draw on surplus funds. They should 
have what was necessary as reserves, but 
the piling up of surpluses had gone on 
long enough. The medical benefit pool 
might be a first charge on the funds, but 
‘it had, so to speak, beeM arrived at back- 
wards, or else on the assumption that it 
was a fixed sum about which there was 
no need to wory. If it was agreed to go 
to arbitration he’ suggested that these 
considerations might be urged upon the 
Minister as a means of finding the money 
for the increased remuneration. 


Carte Blanche for the LA.C. 


The following amendment by Cumber- 
land was next taken: 

That this Conference instructs the In- 
surance Acts Committee to press for recon- 
sideration by the Minister, failing which the 

Insurance Acts Committee reserves the right 

to take any action which it considers neces- 
, sary, even to the extent of recommendin 
ractitioners to withdraw from the Nationa 
ealth Insurance ‘service. 


Dr. S. WAND (Birmingham), after point- 
‘ing out the importance of this amend- 
‘ment, suggested certain arguments which 

might~be used if it was decided again to 

‘approach the: Minister. It might be 
pointed dut to him that -production de- 
pended upon health, and that the health 
- of the insured person depended upon the 
skill and zeal of the insurance doctor. 
The Government should think again and 
take heed before refusing to grant their 
very just demands, for never had those 
demands been more just. -It should be 
pointed out to the Minister that by his 
refusal he was creating a serious situa- 
tion for the health of the community, 
Tied up with this was a later amendment 
by Cheshire, which suggested an increase 
in the capitation fee payable by bonds, 
redeemable after the war. He asked the 
Conference to pass the Cumberland reso- 
lution and make a elast appeal to the 
Minister. g 

Dr. F. Gray (London) hoped the Con- 
ference would not pass the Cumberland 
resolution. In effect it told the Minister 
that he had made a false statement, that 
the money was available, and that if 
practitioners were not given it they would 
strike. The strike question had been 
settled by the rejection of the Lancashire 
amendment, but to make threats would 
harm the position of practitioners both 
now and in-the future. The Minister 
had said that it was not the policy of the 
Government to grant such increases. 
Why press him again? Why not take 
the- alternative course suggested iy an 
amendment next to be moved by Birm- 
t ingham, for which there were sound 
arguments? g / 

The Cumberland amendmait was car- 
ried by 85 to 67. 4 

Dr.’ GREGG, chairmar® of the com- 
mittee, confessed that- he found some 
difficulty in knowing where they stood. 
» The committee had been criticized for, its 

appeasement and on , ośher 
ounds, rei sow it was given’ carte 
| blanche to take any action it ad 3 
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Proposed’ Variations of “Terms of Service 


Dr. H. G. Dan (Birmingham) moved 
to reqw&st the Minister to agree to a 
varidtion of the terms of service to pro- . 
vide that insured persons should pay for 
certificates, for late and night visits, for 
anaesthetics, and for attendance at mis- 
carriages, or to agree to a wartime in- 


. crease in remuneration in the form of a 


post-war credit. He suggested that these’ 
should be taken. as first alternatives, and 
if refused>the case should go to arbitra- 
tion. One point to bear ın mind was 
that greatly increased amounts of money 
were now coming into the insurance fund 
because the average number of weeks 
worked, taken -by"the actuary on a peace- ° 
time basis, was -being considerably ex- 
ceeded in the war effort, so that the num- à 
‘ber of stamps surrendered must be largely 
increased. Dr Gray had said that it was 
not the policy of the Góvernment to 
grant these increases. Whether policy or 
not, it was their practice. Certain types 
of people were receiving more money, via 
commercia] undertakings, if not from a 
Government Department direct. As for 
arbitration, should that be.,the final 
course, e were two unanswerable 
srpuments to lay before an arbitrator: 

e increased amount of work and the 
alteration ‘in the character of insurance 
lists, whereby the healthy, lives were re- 
moved and their. places taken by the 
older and less fit; and also the abandon- 
ment of the known rule as to optimum 
hours ‘of work in industry, so that many 
people were now working over-long 
hours, with a resulting higher incidence 
of minor ailments which had maintained 
their summer surgeries at winter levels. 

The motion was opposed by Dr. H. S. 
Howe Woop (Isle of Wight), who 
thought that despite its superficial attrac- 
tions it would prejudice their case in the 

t-war inquiry; by Dr. J. N. Hupson 
Croydon), who said that this introduced 
a new and regrettable factor into insur- 
ance practice—the acceptance of money 
for service to insured patients ; and ‘by 
Dr. D. L. S. Joanston (Halifax), -who 
thought that the first part of the motion 
was likely to alienate the sympathy of 
their patients, and to throw patients into 
the arms of the public health services, 
against whose encroachments the profes- 
sion had often protested. As for post-war 
credits, the money “was wanted now, and 
this suggestion would provoke the reply 
that the money was-required, not to meet 
a present need, but for investment. - 

r. A. T. Rocers (Kent) suggested 
that the alternatives were put in the 
wrong order. If partial withdrawal of 
service were put first, and it failed, the 
case for arbitration might be weakened. 
Dr. F. Gray (London) also opposed the 
first part of Birmingham's proposals. 
For years the profession had built up a 
good and complete service, and it was 


at proportion of the capitation fee, 
after all, 


was anything more than a war 
Measure. It put national health insur- 
ance patients inthe same Position as 
Public Medical Service patients. There 
would be no limitation of clinical ser- 
vis- ` ; 

The” Birmingham amendment was in 
two parts, onè calling for'a variation of 
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terms of service eand-the other 
increase of remuneration by way of post- 
war credit. These were put separate y to 
the Conference and both were,negativéd. 

An amendment by Ayrshire proposing 


¿certain procedure as to arbitration was 


withdrawn aftèr Dr. Greco’s request that 
this matter be left open. An amendment 
by the Isle of Wight to request -the 
Minister to provide a wartime bonus by 
increasing the’ weekly contnbutions of 
employers and insured persons was lost. 
Dr. G. DE SWET (London) moved to in- 
struct the committee to pursue vigorously 
the claim for a wartime increase and to 
Propagate it. with all publicity in the Press 
and by approach to members of Parlia- 
ment. He'‘urged the method of paid 
advertisements, posters, and leaflets, as a 
means of informing the public. 


z The First Step 


The bringing forward of ,these amend- 
ments was the subject of protest by some 
representatives, who pointed ‘out that the 
Conference, ‘by passing the Cumberland 
amendment earlier, had given the Insur- 
ance Acts Committee complete discretion 
to take any action which it considered 
necessary. x 

Dr. G. C. ANDERSON (Secretary) gug- 
gested that ıt would shorten the proceed- 
ings if, having passed the Cumberland 
amendment, the Conference signified 
whether in its opinion the first step should 
be arbitration. Then all the other resolu- 
tions on procedure could be referred to 
the- committee, «> 

The motion by the ccmmittee-to re- 
uest the Minister to submit the claim 
or a wartime increase to arbitration was 
put to the meeting and the show of 
bands was largely in its favour, but on 
the IRMAN asking whether it was 
understood that they had decided that 
the first step should be arbitration there 
were cries of “No.” Dr. GREGG pointed 
out that the Cumberland proposal, re- 
serving the right to the I.A.C. to take any 
action ıt considered necessary, had been 
already carried as an amendment to his 
motion for arbitration, and should be re- 
garded as the substantive motion before 
the Conference. 

Dr. ANDERSON said that the Cumber- 
land motion had been carried, and the 
Conference had now to consider in the 
light of that motion what_first step it 
should recommend the committee to take. 
Should it be arbitration? Again there 
were cries of “No.” The CHAIRMAN now 
ruled that the Cumberland. motion, which 
had been carried as an amendment to 
the committee’s motion for arbitration, 
was the substantive motion before the 
Meeting. = x 

Dr. A. BEAUCHAMP (Birmingham) then 
moved that ‘a large number of amend- 
ments on „the agenda proposing various 
courses of action in different circum- 
stances, including matters such as post- 
war credits, reduction of required ser- 
vices, increased weekly contributions, and 
so forth, on which the Conference had 
already expressed a divided opinion, be 
referred en bloc to the Insurance Acts 
Committee for consideration as possible 
methods of implementing the ber- 
land motion. $ 


Dr. GREGG said that he hoped the Con“ 


ference realized what it was doing. His 
own motion for arbitration had been met 
by an amendment by Cumberland in 
effect instructing the LAC. to do any- 
thing it liked (which would, of course, 1n- 
clude arbitration among other alterna- 
tives) and this had been carried. - Now it 


Re ` 


1 
` . 


for an was proposed to refer a nurgber of altér- 


native and elaborating proposals which 
the Conference bad not yet apptoved. 
His committee wanted only to make 
sense out of a very c8nfused position. 
Dr. N. B. S. STEWART (Edinburgh) said 
that his Panel Committee had met twice 
and on both occasions had opposed any 
reduction*® of services. Dr. D. L. S. 
JOHNSTON a) said that the Con- 
ferénce had got into a muddle through 
a confusion of ideas. The motion by 
Cumberland gave a free hand to the com- 
mittee to pursue the matter as vigorously 
as it could, not excluding the possibility 
of arbitration. But his committee also 
was against any reduction of services. 
Dr. L. J. Picfon (Cheshire) said that he 
also was opposed to redugțion of ser- 
vices, but he thought that the possibility 
of obtaining an increase in the capitation 
fee payable by bonds redeemable after 
the war should be in the forêfront of 
the committee's consideratiôn. It. was 
true that this method would not ease the 
situation of very poor practitioners, 
whose case should receive special con- 
sideration. With regard to arbitration, if 
the “arbitration decision were, in the 
Government’s opinion, contrary to the 
ublic interest it could not be accepted. 
en the whole question was sifted from 
the bottom and the capitation fee basis 
considered, it would be a very different 
matter, but at the present juncture he 
thought-it a doubtful expedient. Dr. F. 
Gray said that whatever else the Con- 
ference was agreed on, it was agreed on 
this—that the I.A.C. was at liberty to take 
any means likely to effect its purpose. It 
seemed to him,.therefore, that there was 
no need to go in for detailed discussion 
The Cumberland amendment: 


That this Conference instructs the I.A.C. 
to_press for reconsideration by the Minister, 
failing which the I.A.C. reserves the right to 
take any action which it considers n y 
„even to the extent of recommending praci- 
tioners to withdraw from the National 
Health Insurance service— 


which had been’carried as an amendment 
by 85 to 67, was, thus the decision of the 
Conference, and, the Birmingham rider 
having been, carried, the other motions 
and amendments off this subject were 
referred to the committee in the light of 
this decision. S 

A.motion by*Southport that in view of 
the vital importance of united action by 
the profession at -the present time the 
LAC. be instructed to endeavour to 
arrange a meeting with the committee 
of the Medical Practitioners Union 
in order to arrive at a joint plan of 
action was negatived. One: other motion 
bearing on these negotiations was from 
Stoke-on-Trent, which asked that in 
future verbatim reports of all interviews 
with the Ministry on the matter of the 
capitation fee be made available, for 
members of panel committees. Dr. 
GRECU said that he was sympathetic, but 
he felt that if this were done in all cases 
and at every stage of the negotiations it 
might hinder to some extent the freedom 
and frankness of discussion with Ministry 
officials. The motion was not pressed. 


This concluded the work of the Con- 
ference on the capitation fee issue. The 
remaining business was largely concerned 
with the interim report of the Medical 
Planning Commission ; there was also an 
important motion by Birmingham on the 
increase in minor illness. These will be 


summarized in the conclusion of the. 


report of the Conference in'alater issue. 


` 


‘ The chairman of- 


. td ; a è . 
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THE LIBERAL PARTY'S HEAL 
- oe. POLICY © ~~ 


Almost*coincident with the publication 
of the draft interim report of the Medical 


' Planning Commission, a subcommittee 
appointed by-the Liberal Party has put . 


forward proposals for “a positive and 
active health policy for the nation.” 
T e subcommittee -was 
Sir Johù Stewart-Wallace, vice-president 
of Charing Cross Hospital, and one of 
the members was Lady ys ‘Williams, 
whose name is associated with the organ- 
ization of maternity services, but no 
member of the medical profession was 
on the subcommittee, though acknow- 
-ledgment is- maderto Mr. Aleck Bourne 
for some assigtance. The report pro- 
“ceeds very much on the lines of the draft 
interim .report of the Commission, 


though it ig stated that the proposals were - 


formulated before that report was seen. 
One error into which the subcommittee 
falls—like other commentators on the 
interim report—is to assume that the re- 
port consists of definite proposals and 
recommendations rather than of ques- 
tions the answers to which by the” pro- 
fession will guide the Commission in its 
further deliberations. ` - 

~ The Liberal Party, as was only to be 
expected, is opposed to a complete State 
Medical..Service in which ‘all doctors 
~would be_inċluded on a salaried basis ; 
but it is equally against the maintenance 
of an artificial independence of State 
control. Although it was the Liberal 


- Party which brought in national health 


* insurance 30 years ago, it is now opposed 
‘to the extension of it as the basis of an 
improved’ medical service. It_ suggests 
that even if the worker were willing -to 
afford the increased deductions from his 
_ pay which would follow’ the bringing in 
of his dependants (who might include his 


great-aunts!), the employer might not’ be: 


willing to make his increased contribu- 
tions, and, if he were, there would: still 
be discrimination against a man with a 
number of dependants when applying for 
employment. - Insurance is a limitation of 
benefits to known premiums and known 
risks; an adequate medical service, on 
the other hand, means unlimited care of 
an incalculable number over incalculable 
periods. Therefore any scheme mist 
depend upon direct- State ` assistance 


’ 


' through local authorities. 


Traditionally Liberal Provisions 


- True to its traditions, the Liberal Party 
stresses the need for preserving individual 


liberty. The practitioner must have maxi-- 


from lay ‘control, the 


.mum freedom 


- opportunity of private practice must not 
k 


` ahd district hursing' will operate. 


be withdrawn, 
served, at -least so far as it operates at 
present, and voluntary hospitals must 
remain independent and to some extent 
charitably financed. The party sees no 
dissonance between the maintenance eof 
free choice and the widespread estab- 
lishment of health -cehtres, provided 
equipped, „and staffed by the local 
authority, and offering a service for all 
without any means test. Indeed, it makes 
much of the health centre as a’ place 
. where consultants will also attend, and 


from’which ophthalmic and dental ser- . 


ices, maternity services, ,health, visiting, 
jur c As-for 
general administration, the Minister of 


1 Health for the Peop'e. Proposals Jor a Positive 
and Active Health Policy for the Nation. Liberal 
Pobifations Department, London. (1s) - 

s # a 


` 


ee` choice must be pre- - 


Health, to whom the mẹdical functions 
of the Board J i 
Ministry of Labour Would be transferred, 

ca 


> would be advised by a’ statutory, medi 


advisory comittee. of five members, all 
with medical qualifications, three ap- 


‘pointed by`the Minister, and the other 


two nominated bythe, Royal Colleges 
and the British Medical Association re- 
‘spectively Statutory medical advisory 
committees would be appointed in 
all autonomous areas to advise the local 
authority; half the. membership would 
consist of doctors elected by their col- 
leagues, the other half of-councillors or 
persons appointed by councils. 


Liberal Finance ~ 3 
The financing of the scheme would be 
‘by funds provided by Parliament on the 
request of the Minister. In addition to 
the amount allocated fot medical, hos- 
pital, and auxiliary services, adequate 
sums would be’ voted for' medical re- 
search and for the support of teaching 
hospitals, and a proportion of grant 
would be retained by the Minister for 
distribution at his discretion. The re- 
smuneration of practitioners would be 
partly by salary and partly by a capita- 
tion fee, and the same arrangement is 
‘proposed for consultants, who, in addi- 
tion to an honorarium for attendance at 
the health centres, would receive a capi- 
tation fee for persons referred to them. 
Although it is assumed that only one 


million of the population will elect to 
‘remain on a fee-paying basis, private 
practice is to be permitted to both general 


‘practitioners and consultants, and the 
policy also includes provision for pay- 
ment of pensions to practitioners on 
retirement at 65. f 

- The cost of the service, in addition to 
existing public health expenditure, but 
allowing for a saving of £9,000,000 on 
the present National Health “Insurance 
grant, would be, £57,000,000 a gear. This 
includes £22,500,000 for medical capita- 
tion fees at 10s. a head (merely a token 


figure, for it is admitted by the sub-. 
‘ committee that it has not enough evidence. 


to suggest a satisfactory remuneration for 
doctors) for a population of 45,000,000. 
A further £11,000.000 is allocated to 
dental capitation fees.at 5s. ven is 
not clear on what basis dental service 1s 
ranked at ,half the cost of medical); 
medicines hnd appliances are_supposed 
_to cost £15,000,000; administration and 
pensions, £5,000.000 ; and £12,000,000 is 


~ allocated as maintenance grants to volun- 


--tary hospitals on the supposition that one- 
quarter’ of voluntary-hospital expenditure 
will still be met by charitable subscrip- 
tions. 

_The Liberal Party proposals _ are an 
interesting and challenging contribution 
to the discussion. It is to be hoped that 


their underlying assumption has some 


-~ warrant—namely, a Government gener- 
ous in its payment of .the piper and 
modest in not calling for all the tunes. 
esae 

In spite of prevailing conditions the year 
1941-2 was one of the most successful the 
Gibraltar Branch of the B.M.A. has had. 
There' was a considerable increase in mem- 
bership due to the asrival of Service per- 
sonnel, mostly attached to the R.A.M.C. 


Nine meetings were held, a record for the © 


Branch: the annual general meeting, five 
clinical demonstrations, and three medico- 


~ political discussions, the Medical Planning 


Commission’s report being one of the sub- 
‘jects debated. _ P 


of Education and the'` 
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“ ANTI-FREEZE ” FOR DOCTORS’ 
CARS 

Doctors are reminded that, as was announced 
in the Supplement last year, application for 
permission to acquire sypplies of “ añtı- 
freeze ”- must be made to the Regional 
Transpor? Commissioners. Supplies are 
available, only to persons engaged in 
essential work who, because of the nature 
of their work, cannot adopt alternative 
methods of protecting their cars against 
frost. ‘The following are the addresses of the 
Regional Transport Commissioners : 


Northern: 41-45, Gray Street, Newcastle-upon- 
Tyne, 1. 

North-Eastern : Ys. The Headrow, Leeds, 1 

North. Midland: Grosvenor House, Frar Lane, 

‘ o 


ttmgham. ° 
Sussex House, Robson” Street, Cambridge 
Romney House, Tufton Street, 


South-Western: Beacon House, Queen's Road. 


Bristol, 8 
Wales: Graham Buildings, Newport Road, Cardiff 
North Wales: “ Holmleigh,” St David’s Road, 


Caernarvon. 
Midland: York House, Gt Charles Street, Bum- 


ingham. 
North-Western: = Arkwright Parsonage 
Green, Manchester, 3. 
Scotland 44-46, Palmerston Place, Edmbureh, 12. 
4, Crown Terrace, Aber- 


House, 


Eastern Scotland: 14, 


deen 
South-Eastern: Mount Epbram House, Mount 
Ephraim, Tunbridge Wells. . 





DISCUSSIONS ON MEDICAL PLAN- 
NING BY THE FORCES 
The B.M.A. has requested the Admiralty, 
War Office, and Air Ministry to allow free 
discussions among Service medical officers 


of the Medical Planning Commission's” 


draft interim report, in view of the fact 
that the medical men and women tempor- 
arily in the Forces are the practitioners 
who will be most affected by plans now 
being -made for the future of medical 
practice. The respective Service depart- 
ments have now stated that there is no 
objection to medical officers attending 
meetings for discussions on medical 
planning and expressing their opinions 
thereon, provided their Service duties are 
not thereby affected, and that no contra- 
vention ,of King’s Regulations or depart- 
mental ‘instructions is involved. 

The Medical Planning Commission 


accordingly hopes that as many medical , 


officers as possible will take part in dis- 
cussions on the draft, interim report 
which was published in the Journal of 
June 20 last, and that they will. submit 
their criticisms and observations to the 
Secretary at B.M.A. House. The opinions 
they express will receive full considera- 
tion by the Commission. ` 


aurar] 


B1 HOSPITAL APPOINTMENTS 
The resfrictions placed on the transfer to 
another hospital of holders of'B1 appoint- 
ments (Supplement, Aug. 20, p. 20) are to 
continue until the end of January, 1943. 
The Ministry of Health states (Circular 
2730) that the question of reverting to the 
normal procedure under which class B2 aad 


-A officers are available respectively for fing 


Bi and B2 posts is under consideratios, and 

pending a decision there is no akernative - 
but to continue thé restrictions on the 

holders of B1 posts. In any event, when~ 
the supply of class A ‘and css B2 officers 

for the higher posts is resumed it’ will 

take a little time for the change tò have 

full effect: It is hoped that it will be 

possible to_issue a further circular or? 
this subject before the end of Jareary 

next. ` 


ti 
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SURGICAL CORSETS 
Because of the limited quantity of rubber 
and gteel available and the depletion of 
lahour in the corset industry, it is necessary 
both to restrict the amount of rubber and 
metal permitted in ordinary corsefs and to 
keep down the number of specially made 
surgical corsets. The quality of! ordinary 


~ corsets is not good when compared with pre- 


war standards, but it is the best that is 
possible in present circumstances, and no 
woman ought to be able to get a surgical 
corset if she could wear an ordinary utility 
corset, with some discomfort perhaps but no 
‘harm to her health. It is hoped to provide 
for a small quantity of made-to-measure 
corsets for women of difficult figures. 
Certain firms are well known to have abuséd 


+ the concessions originally given for surgical 


n 


belts ordered on a medical - prescriptiap. 
The Board of Trade is concerned to see that 
this shall not happen again, and that the 
manufacture of surgical corsets shall not in- 
crease at the, expense of ordinary utthty~ 
corsets. New regulations came into force on 
Nov. 9, in which a surgical corset is defined | 
as “one cut and made specially for the 
person to whom it is supplied in accordance 
with a prescription in* wnting given by a 
registered medical practitioner, to which 
prescription is appended a statement that the 
practitioner has examined that person and 
that the corset is necessary for that person 
by reason of a disability, deformity, or 
disease specified in the prescription, being a 
corset in_relation to which the practitioner 
has given a certificate in writing -stating that 
he has examined that person while wearing 
it and that it is satisfactory for the condition 
from which the person is suffering.” In 
short, a doctor in future must furnish two 
certificates for any patient ,requiring a sur- 
gical corset: one after examination of the 
patient, stating that the corset 1s necessary 
use of a specified condition, and a 
second after a further examination of the 
patient wearing the corset, stating that it is 
satisfactory for the condition in question. 





Correspondence 








Medical Organization ` 


—Recent letters in the Journal from 
Dr. G. G. Airey (Nov. 7) and Mr. H. J. 
McCurrich (Oct. 24) show that at last it 
is being realized that one of the primary 
preconsiderations of any medical plan- 
ning is to take into account the political 
aspect. The Lincoln Division considers 
that no organization working centrally as 
does the B.M.A. will ever have any 
chance of tackling the political side in- 
volved in this planning, nor ever be able 
to make its’ opinion carry the weight that 


“its membership entitles it to throughout 


the country. 

This Diyision’s Planning Committee 
concluded that there should be regional 
secretaries for the B.M.A., each region 
corresponding to those proposed under 
the Nuffield hospital scheme, with each 
secretary drawn exclusively from G.P.s of 
at least 15 years’ experience of- practice, 
and. not over 50 years of age on appoint- 
ment. By adopting such a scheme the 
whole of the country would be well 
covered and members well represented. 
The, B.M.A. is often wrongly called a 
trade union;~but at least there might be 
some imitation of trade union organiza- 
tion, as there is-great doubt that the 
etïado union movement would have gained 
86 nuch political strength had its organ- 


ization remained entirely in the.hands of ` 


the shop stewards, corresponding to our 


. N 
. S h 


7 


‘of the Council. 


divisional -hon. gecretaries, with a central 
headquarters only. The unions opened 
branch offices all over the country, and 
the B.M.A. should do likewise a 
limited extent. ` 

It 1s realized that something on these 
lines was started just before the war, but 


- there seemed small promise of this being - 


extended to the extent here visualized. It 
is also realized that there is not the man- 
power to do it now, but the planning of 
the organization could be put in hand 
now, ready to start as soon as possible. 
Cost is also admittedly a difficulty per- 
haps, but it.must be remembered that 
with regional offices a great deal of 
central expense ‘could be diminated, and 
it is reasonable to expect that with more 
intumate contact more members might be 
obtained.—I am, etc., 

Lrmcoln S. WRAY. 








GENERAL MEDICAL COUNCIL 
WINTER SESSION 


N 

The 156th session of the General Medical 
Council opened on November 24. The 
President, Mr. H. L. Eason, who was in 
the chair, spoke first of all in his address 
of the deep regret with which the Council 
had learned of the death of its late 
President, Sir Norman Walker.. After 
referring to the many committees on 
which Sir Norman-had served during his 
34 years’ membership of the Council, 
Mr. Eason gaid that his knowledge of 
‘the history of the Council and of its 
minutes wag unique. There was no 
problem that came before it, which he 
could not simplify by his“ familiari 

with precedent and tradition, and with all 
this long service and vast experience he 
used his >wisdom and judgment unceas- 
ingly for the benefit and the assistance 
Mr. Eason referred to 
the deaths of Prof. David Waterston, 
Prof. Edward Fawcett (a member of the 
Council from 1925-35), and Dr. Leonard 
Kidd, “ Father of the Council.” Since the 
Council last met Mr. Harold Collinson, 
representative of the University of Leeds, 
had retired, but the Council had secured 
his services as inspe¢tor of qualifying 
examinations in surgery. In Mr. Collin- 
son’s place on the Council they welcomed 
Prof. Matthew Stewart, Dean of the 
Medical Faculty, University, of Leeds. 
Dr. T. S. Mele had also retired from 
-representation of Cambridge University, 
his place being taken by Prof. H. R. Dean 
of that university. Prof. Frank Kane of 
University College, Cork, replaced Dr. 
Leonard Kidd. Mr. Eason said the 
Council would have before it reports 
from the Education and Examination 
Committees on memoranda of evidence 
to be presented to the Committee on 
Curriculum and Examinations in Schools 
and the Interdepartmental Committee on 
Medical Schools. The profession was 
warned against accepting the unverified 


„statements of other persons that they 


were qualified or registered. Recently an 
alien by false pretences obtained a 
recommendation and testimonials from 
doctors for professional purposes. Aliens 
who were on the Medical Register pos- 
sessed not only a certificate of registration 
issued by the Countil but a police regis- 
tration certificate stating the conditions 
under which they are entitled to take up 
professional work. The President could 
Not give any indication ‘of how lone the 
session would last; the penal business 
before the Council was likely to be 
difficult and possibly protracted. — 


l T ve 
H.M. Forces Appointments 








. ROYAL’ NAVY 

Surg. Lieut, W. V. Owen has been transferred to 
the Emergency List. (Substituted for the non- 
ficanon in the London Gazente 
1942.) =” 

R®YAL NAVAL VOLUNTEER RESERVE 

Prob Temp Surg. Lieuts P B Crone, R. P M 
Miles, J. G. C Murray, R. A. White, W 
McC. Scott, T. P. Storey, and A. J. Hird to 
be Temp Surg. Lieuts. 


LAND FORCES: EMERGENCY COMMISSIONS 
Royal ARMY MEDICAL. CORPS 
War Subs. Capt J. Surlmg-Gilchrist has relin- 
quished brs co n on account of ul-healt 
and ıs granted the rank of Mayor i 
Lieut A. By Cooper has relnqushed his com- 
misson on account of ill-health and retains his _ 
rank. 


I H. Evans? A, E _ Claireaux, | 
R M. 


N 








WEEKLY POSTGRADUATE DIARY. 
BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane , 
Road, W—Daly, 10 am to 4 pm., Medial 
Chutes, Surgical Clinics and Operations, Obstetric 
and Gynaecological - Clinics ami Operations. 
- Daily, 130° pm., Post-mortems Mon, 2pm, 


Ear, Nose, and Throat Chins. Tues., 10 am, 
Paediatric Chmc; 11 -a.m., Gynaccological 
Cunk; 2 pm, Genito-unnary Clmic ed, 


H Joules. Thurs, 2 

Chnic ; 25: p ana 
of Joints, by 5 

rae 15 pm., Surgical nf 

Gynaecological- Conference ; 

Clintc. 

FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W.— 
Brompton Hospital: Tues. and Thurs., 430 pm, 
MRCP. course in chest diseases London Chest 
Hospital: Mon., 10 a.m., and Fn., 230 pm, 
M R.C.P.e course yp chest diseases National 
Hospital for , Diseases of the Heart: Tucs. anù, 
Wed, 10 a.m., Out-panent clinics West End 
Hospital for Nervous Diseases: Tues and Fri., 
230 pm, M.R C.P, course m neurology. London, 
Homoeopathic Hospital: Wed afternoon, clinica), 
surgery instruction. (Limited to sx) 


DIARY OF SOCIETIES & LECTURES 
ROYAL Socrery OF MEeEDICINE.—Tues., 


tlon of Surgery Fri, 1030 a.m. Section of 
Otology; 215 pm. Section of Laryngology. 
230 pm. Section of Anacsthetucs, 





BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head is 10s 6d. This amount should be forwarded 


with the notice, authenticated with the mame and 


address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
morning to ensure insertion in the current. issue 


DEATHS 

Dacortt.—On Nov. 7, after a short illness, at the 
Red House, Kirby Hill, Boroughbridge, Yorks. 
Henry. Ingiedew Daggett, M.A.. M B., B.Ch 
Camb, MR.C.S., L.R.C P.Lond. (Camb. and St 
Mary’s), aged 78. 1 

McKenprick —On Nov. 2, 1942 (suddenly), 
William McKendrick, M B.. Ch.B., aged 46 years, 
beloved husband of Dorothy, and father of 
Wham, Ian, and David,-the Laurels, Black- 
wood, Mon. 

WortHNGTON.—On Nov. 14, at Lancaster Nursing 

Lancast 


Hariey §treet. 
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ANNUAL PANEL CONFERENCE 
(Concluded) ' 


National Insurance Defence Trost 


The earlier proceedings of®the Panel 
Conference, held on November 12, were 
reported in th® -last two issues of the 
Supplement. This concluding instalment 
covers the business remaining after the 
decisions om a wartime increase in the 
capitation fee had been taken. ` : 

r. J. W. Bone, treasurer of the 
National Insurance Defence Trust, re- 
ported that the securities valued at pur- 
chase price stood at £248,000, ‘but at 
current price levels they were' worth 
some £40,000 more than that. p 

Dr. R. C. M. Cotvin-SmrtH (Norfolk) 
moved for immediate steps to be taken 
to increase the fund to £1,000,000. Dr. 
. J. C. Pearce (Norfolk) supported the 
proposal, saying that it was necessdry to 
have a fund which would be really, in the 
eyes of ‘the Ministry, formidable. Dr. 
E. A. GREGG, as chairman of the Insur- 
ance Acts Committee, gave his support 
to the resolution, which was carried 
unanimously. Dr. Gregg also-accepted a 
motion from Glasgow calling for a more 
aei definition of the conditions under 
which grants are made from the fund to 
case the retirement from the service of 
aged or infirm doctors of straitened 
means against whom, as a result of such 
age or infirmity, a complaint has arisen 
or is likely to arise, 

Increased Incidence of Minor Illness 


Dr. J. A. BRownN (Birmingham) moved: 

That this Conference views with grave 
concern the great increase in the amount of 
minor illness among the insured population, 
and urges the Minister of Health to under- 
take an immediate inv&tigation into the 
causes of the increase, with special reference 
to conditions, hours of work, overtime, and 
night work. ` 


He said that surgeries had become in- | 


creasingly crowded, and more and more 
of the time of practitioners was occupied 
with minor illness. Yet food was ade- 
quate, and bombing, with its attendant 
anxieties and depressions, was less severe. 
The obvious cause was industrial fatigue 
due to excessive working hours. Reports 
in the last war showed conclusively that 
there was a working ‘period beyond 
which it was not safe to go if output and 
the health of the worker were to be 
maintained. Production was dependent 
upon health, of which practitioners wese 
the guardians. He drew attention to what 
he described as a most extraordinary 
passage in the report of the Chief In- 
spector of Factories: 

“In some cases Jong. hours are worked 
against the employer’s better judgment; he 
knows that they may be expected to prove 
unremunerative in the long run and to be 
associated with a ood 
absence from work; but the fact that such 
long hours are ostensibly workéd is in the 
nature of a‘congession to a section of outside 
opinion which is ‘prone to associate reason- 
able hours with personal slackn or with 


alleged waste of man-power and to the im- 
po ties of givers o contracts.’ E 


eal of enforced ' 


The last eight words seemed to the 
speaker very significant. Doctors nowa- 
days were fewer, and their work was 
immeasurably greater. It was time for 
the Minister of Health to make his voice 
heard by his colleagues in other Govern- 
ment Departments. The resolution was 


carried. k 
Group Organization 

Dr. GREGG moved a resolution urging 
Group Committees so to organize their 
areas as to ensure that views can be con- 
veyed to and obtained from every insur- 
ance practitioner in the group in the 
shortest possible time. He said that the 
question of publicity was specially diffi- 
cult at the moment,: with shortage óf 
paper and of labour, but one excellent 
way of achieving it would be by personal 
contacts at the, periphery., r. A. T. 
Rocers, chairman of the Organization 
Subcommittee, said that it was hoped to 
report very soon. The methods recom- 
mended for securing the most effective 
organization of insurance practitioners 
would vary with different parts of the 
country. A method suitable for London, 
which had one Panel Committee, would 
not be suitable for Group L, which 
stretched from Somerset to the Scilly 
Isles, or for Group K, where one mem- 
ber represented 13 different committees 
straddled across East Anglia. _ 

The resolution was carried, together 
with a further motion urging the Group 
Committees to bring into consultation not 
only their directly elected representatives 
on the Insurance Acts Committee but 
other members of the committee resident 
within the group who- are not directly 
elected—that is to say, the six members 
elected by the Conference and'the six by 
the Annual Representative Meeting.. 

Dr. A. M. McMaster (Rochdale) 
called for the creation of a special 
Nafional Health Insurance s@ction of the 
central secretariat and staff at B.M.A. 
headquarters. He paid a tribute to the 
present secretariat, but said that they 
were overworked, having to look after 
many competing interests, and unable to 
give the requisite time to protecting the 
interests of insurance practitioners. Dr. 
Greco said that this important matter 
was now under consideration by the sub- 
committee. Dr. J. HALLAM (Stoke-on- 
Trent) said that he had been one of the 
critics of the I.A.C. though he was a 
member of it, but no one must suppose 
that the faults were all on‘ one side. 
There were great faults at the periphery, 
as instanced by the relatively small pro- 
portion of replies received to the ques- 
tions in the interim report of the Medical 
Planning Commission. 

The Rochdale proposal was referred to 
the committee. 


‘Planning Commission Report 
The remainder of the Conference was 
devoted to motions and amendments 
arising out of the interim report of the 
Medical Planning Commission. Dr: T.H. 
DaRLow ‘(Boston) moved -that until the 


e Beveridge report is available it would be 
inopportune to express an opinion on the 
Commission's report. He said that this 
was not put forward obstructively. The 
Minister on the occasion of the recent 
deputation had himself su 
c8uld not do anything until the Beveridge 
report had appeared. The Chief Medical 
Officer of the Ministry, in his recent 

Harveian Oration, had said (Journal, 

Oct. 31):' “Surely we are entitled to 

read into this [interim] report a realiza- 
tion on the part of the medical profession 
that their continued existence as a series 
of isolated units is in the interests neither 

.of themselves nor of the public they 


ested that he- 


serve.” That was not a statement they A 


had agreed to. Both reports opened up 
so large a subject that the end of a con- 
ference which had been occupied with a 
more immediate matter did not seem a 
fitting occasion to embark upon it. Dr. 
J. A. Moopy (Essex) suggested that a 
special conference should be called fol; 
lowing the publication of the Beveridge 
report. 

r. F. Gray (London) said that they 
had been accused many times of being 
too late. Now they had a chance of put- 
ting their views forward in time. He 
hoped the Conference would agree that 
the work done on the Commission should 
not be put on one side until some other 
body came along and took the wind out 
of their sails. 

The motion not to proceed with the 
consideration of this subject was lost. 


Objects of Medical Service 


Dr. GREGG moved acceptance of the 
broad definition of the objects of medical 
service: 

“(a) To provide a system of medical 
service directed towards the achievement of 
positive health, the prevestion of disease, 
and the relief of sickness; and (b) to render 
available to every individual all necessary 
medical services, both general and specialist, 
and both domicihary and institutional.” 

Dr. D. L. S. JoHNston (Halifax) 
desired to insert the words “by the 
method of private practice and by an 
insurance scheme for a limited section of 
the community.” He recalled that the 
proposal to extend the provision for the 
whole community was carried by only 
two votes at the Annual Representative 
Meeting, and he thought that the present 
Conference might usefully clarify the 
position. His amendment to this effect, 
however, was lost. 

Dr. A. SmiTH Poot (Glasgow) moved 
to amend the motion in the sense that 
the State should make the _prorision. 
Many of them now believed. Ae said, 
that it was one of the duties of the State 
to provide a system of medtal service, 
and that that service should be available 
to the individual as a rigtt. Dr. GREGG 
said that this amendmest had a’ political 
implication, and the Conference, if it 
passed it, should at “ast realize whan jt 
might mean} not t/ those present, but to 
the outside publi. For his own pon he 


RY 


e was carried. ' 
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was opposed completely: to the State 
takıng possession of the medical profes- 
sion. fapplause.) He realized, of 
cofirse, that many people were poor and 
many others were thnftless, and means 
must be found whereby such people 
could” be assured of necessary medical 
services, but that was altogether different 
from handing over the profession, lock, 
stock, and barrel, to the State. 

An amendment in the sense of the 
Glasgow representative’s speech was lost 
by a very large majority. 

Dr. Gorpon Warp (Kent) moved to 
amend the definition of objects so that it 
would read: “ To provide an organization 


directed towafds the preservation ‘of 


health, the prevendon of disease, and the 
„relief of sickness, and to render available 
to- every individual all necessary medical 
services.” The definition of objects of 
medical service or of health policy was 
a confession of their faith. Dr. GREGG 
said that what Dr. Ward wanted was the 
provision of an organization, which 


implied central direction. The system of + 


medical services at present existing could 
hardly be called an erganization in that 
sense. He saw no particular value in this 
variation of wording. y 

Only one or two hands were held up in 
favour of the Kent amendment, and the 
original motion of the IAC. was 
adopted. 


Free Choice: Group Practice 


Dr. Greca next moved: “That free 
éhoice of doctor and patient should be 
an essential feature of any future 
service.” He said that if, when a prac- 
tice was transferred, no considerable body 
of the insured persons exercised their 
right of fresh choice but, remained on the 
list of the practice, ıt was no valid argu- 
ment that the principle of free choice was 
not appreciated. Many instances could 


be mentioned of insured persons who, , 


having given the newcomer to the prac- 
tice a chance, later transferred them- 
selves to another doctor. He hoped that 
the principle of free choice to the largest 
possible extent would be maintained in 
any kind of service which was set up. 
An amendment by Carmaithenshire to 
ingert the words “as far as practicable” 
and to delete the word “ essential” was 
lost, and the principal motion «was 
carried without, dissent. f 
Dr. Greco further moved: “That 
group practice in some form is deserving 
of favourable consideration.” This was 
a matter of difficulty, he said, because 
many people did not like certain forms 
of group practice and therefore opposed 
it altogether. The I.A.C. felt that the 
principle of group practice should be 
encouraged. Dr. JOHNSTON (Halifax) 
desired group practice to be on a volun- 
tary basis. If it was compulsory the next 
step would be compulsory health centres 
provided by the Government. At the 
Annual Representative Meeting there was 
an overwhelming vote against a State 
Medical Service and a vote in favour of 
group practice and of health centres. It 
did not seem to be realized that if the 
latter were provided by the Government 
the payer -of the piper would call the 
‘tune. Dr. C. F K Scorr (Willesden) 
spoke also in favour of a voluntary basis 
for’ group practice. 
The amendment to insert the word 
“voluntary” before “group practice” 


f Inclusion of Dependants apd Others 


Dr. Greca moved: “That provision 
should be made by the Government only 


ee AS N 
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for persons cofhpulsorily ‘insured under 
‚the N.H.I. Acts, the dependants of such 
persons, and others ‚of like ‘econgmic 
status,” whereupon came am amendment 
from West Suffolk to delete the word 
“only” and to add to the motion “and 
for the remainder of the population on a 
voluntary basis.” The mover, Dr. N. 
STEVENS, said it was difficult to see how 
a policy of positive health could be 
carried out unless the whole community 
was included. 

The West Suffolk amendment was lost, 
but another was moved by Halifax which 
had the effect, of limiting the provision to 
persons with a gross income of £250 or 
under. Dr. JOHNSTON said that by some 
astute engineering the Ministry had 
managed to raise the income level to 
£420, and Halifax felt that after the war, 
with a slump in wages, very few people 
might be above that range. Dr. GREGG 
said that they were all in sympathy with 
the idea behind the amendment, but it 
was extremely difficult to get a practical 
application of it. They had to accept the 
position as it stood. ' 

The Halifax amendmert was lost, and 
an amendment by Derbyshire introducing 
the date Jan. 1, 1942, in order to define 
more clearly the status of insured persons 
included, was lost also, Dr. GREGG ex- 
plaining that it was entirely a question of 
what was practicable. The motion that 
provision should be made for the com- 
pulsorily insured, their dependants, and 
others of like status was carried. 


D Health Centres 
Dr. GREGG moved approval of the 


general principle of health centres. He 
said that this was a detatable subject, 
and there were many forms of health 
centre they would probably object to. but 
to the principlo they ought not to be 
opposed. Dr. R. W. MCCONNEL (Bucks) 
moved an amendment to the effect that 
the establishment of health centres should 
not be by the Government, and that the 
Commission should be asked to explore 
the possibility of such centres being 
established by practitioners themselves. 
Dr. S. WAND supported the amendment. 
Future action of the Government, he 
said, might depend to a certain extent 
upon the ownership of the centres. 

The amendment was carried. Dr. 
JOHNSTON (Halifax) moved: “That the 
compulsory è establishment of health 
centres is undesirable as it tends to the 
establishment of a whole-time salaried 
Government medical service.” Dr. J. 
HALLAM (Stoke-on-Trent) felt that health 
centres were being pushed upon an un- 
willing profession by a small section of 
the Commission. ere should be no 
compulsion about the setting up of such 
centres, though no one could object to 
those who wanted to do so co-operating 
in their establishment at their own 


expense. ' : 
The . Halifax amendment also was 
carried. * ` 


The Conference, also agreed to the 
principie that all` practitioners should 
ave the right to take part in the service, 
that not enough information was avail- 
able to enable an opinion to be ex- 
pressed on the method of remunerating 
general practitioners under the Com- 
mission’s plan, and that’ the goodwill of 
practices was a proper commodity for 
urchase and sale. A further amendment 
y Leicestershire was carried, calling 
for adequate compensation to existing 
practitioners if a sale of practice was not 
deemed advisable or if any service 
adopted precluded the possibility of such 

\ 


fs 


. sale. Dr. A. H&sattoy, the mover. 


thought that the Commission .should be 
asked to consider the’ financial “fate of 


- practices should a State- Medical Service 


come into operatio&. He did not know 
on what ground many doctors based a 
feeling of optimism with regard to their 
practices in that event. A young man 
who had borrowed money to buy a prac- 


. tice which was confiscated might, if un- 


compensated, be left with a load of debt 
for the rest of his life. ; 

This amendment also was carried. 

_ Among other motions adopted was one 
in favour, of the co-ordination and inte- 
gration of health services on the basis 
of the plan broadly outlined in the 
interim repòrt, and another in favour of 
the immediate .post-war application of 
(1) the “two-way” extefision of insur- 
ance to include dependants and others of 
like economic status, and to provide con- 
sultant and specialist servioes, (2) the 
establishment of experimental co-opera- 
tive practice in some areas, and (3) the 
creation of regional hospitals councils 
with executive or advisory functions. 
Motions by Leeds and Buckinghamshire 
were also carried, the one urging the 
necessity for the removal of the control 
of sickness and additional benefits from 
approved societies should insurance be 
extended to dependants, and the other ex- 
pressing the view that the administration 
of national health benefits by approved 
societies should: be abolished in favour of 
some central body to ensure that the 
benefits were uniform. It was, further. 
the view of.’the Conference that if the 
scheme was extended to dependants, there 
should be adequate safeguards to prevent 
deterioration of the economic status of 
practitioners by an attempt to curtail the 
maximum numbers on lists or the capita- 
tion fee. 

A motion on which the voting was 
somewhat dubious, but which was said to 
be carried, declared that no major change 
involving the addition of 4 group of new 
entrants should be introduced into the 


National Health Insurance: service until- 


after the present emergency. The final 
motion was by Newcastle-upon-Tyne 
which urged a plebiscite of the medical 
rofession on the form of service desired 
in the pést-war development. Dr. : 
ANDERSON (Secretary) pointed out that to 
be of any service the plebiscite should 
include all doctors in the Forces, very 
many of whom would be difficult to 
reach. Moreover, there was the paper 
shortage to consider. He hoped that this 
motion would not be p ; i 

The motion was withdrawn on the 
understanding that the committee would 
take any step in this direction which 
appeared feasible. . 

Certain other motions remained on the 
agenda, but in view ofthe hour and the 
impending 'black-out the Conference 
agreed to the reference of all these to the 
LA.C. for consideration and report. 

p o 


The Ministry of Labour and National 
Service has recently given a decision on, the 
position of part-time -women doctors who 
are called for interview under the Registre- 
tion for Employment Order. It has now 
been decided that when the local officers of 
the Ministry ascertain that a woman prac- 
titioner is following her occupation part- 
time only, her case shell be referred to the 
appropriate Local Medical War Com- 
mittee. The Local Medical War Com- 
mittee will then have an opportunity to 
explore the possibility of allocating further 
work to the practitioner concerned. i 
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cuveRart MEDICAL COUNCIL 
: (Continued) T 


On the opening day of the winter session, 
briefly reported in ethese columns last 
week (Nov. 28, p. 68), the Council pro- 
ceeded, under the Temporary Provisions 
Order by which. no election of direct 
shall be <held® before 
December 31, 1943, to fill the vacancy 


among the direct representatives for Eng- 


land caused by the death of Sir Henry 


` Brackenbury. On the proposal of Dr. 
H. G. 


. G. Dain, seconded- by Col.' H. L. 
Tidy, Dr. E. A. Gregg, chairman of 
the London Panel Committee and of 
the, Insurance Acts Committee of the 
B.M.A., was appointed. e 

On the motion of the President, Prof. 
J. A. Nixon, Mr. Harold Collinson, and 
Sir William Fletcher Shaw were ap- 
pointed; respectively, inspectors of quali- 
fying examjnations in medicine, surgery, 
and midwit ery, under the Medical Act, 
1886. ` 

After deliberation in camera the Coun- 
cil restored the following names to 


the Medical Register: George Holman, 
‘Joseph Stenson Hooker, Andrew Thorn- 


ton, John Mackay Young, and Benjamin 
David Ling. ‘ 


DISCIPLINARY INQUIRIES 


The Council then began upon an un- 
usually large programme of disciplinary 
inquiries. Twenty-one practitioners were 
summoned to appear before the Council 
to answer certain charges, 7 of them on 
charges relating to certificates alleged to 
have been improperly, given for the pur- 
pose of enabling certain persons to evade 
military or other war service. 

A number of cases in which convic- 
tions of drunkenness or of being in charge 
of a car while under the influence of 
drink or of similar misdemeanours had 
been proved at a previous session, but in 
which judgment had. been postponed, 
were first considered. In all these cases 
the assurances and testimonials of the 
tespondent practitioners were accepted, 
and the Council did not see fit to instruct 
the Registrar to ‘erase the name. The 
cases. were’ those of Reuben Denny, 
registered as care of an address in 
Jermyn Street, Londga, Hugh Boyd 
Gillespie, registered as of Lampside, Glas- 
gow, Joseph Owen Kelly, registered as of 
Strathview, Lanark, Jerome Thaddeus 
O'Leary, ' registered as _of Tottenham, 
Daniel rope Purcell, registered as of 
Naas, Co. Kildare, ‘and Arthur Mervyn 
Rhydderch, registered as of Llandudno. 


Charges of False Certification 
On Noy. 25 and 26 the Council considered 
the case of Dr. Louis Aimée Newton, regis- 
tered as of Stanley Road, Teddington, 
against whom it was alleged that he had 
issued false or misleading certificates in three 


cases, stating that he had attended the men ` 


respectively ‘for six months, for ‘some 
months, and for seven years, and that two 


of them were subject to epileptiform attacks, - 


while thé third, he believed, had, commenc- 
ing disseminated sclerosis; whereas in fact, 
he had not attended these persons for the 
period stated or for the condition mentioned. 
The complainants were the’ Ministry’ of 
Labour and National Service, represented by 
Mr. Gerald Howard. The respondent was 
defended by Mr. G. D. Roberts, K.C., and 
MrT. K.-Eadie. The names of the persons 
to’ whom~the certificates were given ‘and all 
of‘whom appeared as ‘witnesses were not 
divulged. | ee ee 


1 


«Mi. Roberts .put in-a preliminary plea on 
behalf of Dr. Newton, th&t the allegations 
against the doctor involved a serious offence 


- agaipst the criminal law. There were many 


cases of “ infamous conduct,” he said, of 
which the courts could not take cognizance, 
but in the pfesent instance the charges were 
such that one would imagine .that, if the 
authorities ‘felt that sufficient evidence was 
available, they would have' instituted 
cnminal proceedings, in which they would 
have’ power to subpoena witnesses, which 
the Council did not possess. In four out of 
the five cases which appeared in the charge 
1t' was alleged that Dr. Newton had “ aided, 


abetted, counselled, or procured the said ° 


. . . to produce in himsélf an apparent dis- 
ability.” He thought it was a fair infer- 
ence, therefore, that the material available 
was considered insufficient to 4ustify the 
launching of criminal proceedings. 

The President pointed out that the Director 
of Public Prosecutions had a discretion to 
act or not to act on many other grounds. 
The case’ then proceeded. 
` In one of the cases, the witness, who was 
described as “I.J.," said that he was 27 
years of. age, the son of a butcher of whom 
Dr. Newton was a customer. He had been 
attended by Dr. Newton for minor com- 
plaints, but 
epilepsy or fainting attacks. In 1940, when 
his registration was imminent, he came into 
touch with a Miss Bentley—though he was 
not sure that that was her real name—who 
coached him in the simulation of epilepti- 
form convulsions, and took him to’ three 
doctors, whose names were mentioned. On 
one occasion while in his butcher's shop he 
“ shammed a fit ” in Dr. Newton’s presence, 
for which he was treated. In the interviews 
with the doctors “ Miss Bentley,” to whom 
he paid £200, did most of the talking; he 
himself, under instruction, appeared to be as 
drowsy and stupid as possible. Dr. Newton 
gave him a certificate in which, he stated 
that he had known him_for the past seven 
years, “ during which time he has suffered 
from epileptiform attacks. He mpmentarily 
loses consciousness and falls down... .” 

In cross-examination' a certificate by 
another doctor was put to him, stating that 
the man had been treated’ by him for 
epilepsy of idiopathic origin, and he believed 
him to have come of an epileptic family. 
This doctor had not actually seen him in a 
fit.- But a third doctor, to whom he was 
taken by Miss Bentley, saw him in feigned 
unconsciousness. This doctor wrote that he 
was told that the man had beeg unconscious 
for some ten minutes before: his arrival. He 
found that he had bitten his tongue, his 
pupils were fixed, and he showed other 
familiar signs. The witness agreed in 
further cross-examination that Dr. Newton, 
who had known him for several years as his 
medical attendant as well as his customer, 
had had no reason to suspect that there was 
anything ‘‘ fishy ” about him. He began to 
pretend to Dr. Newton that he was epileptic 
about three or four months before he was 
called before the medical board. 

A witness from the Ministry, of Labour » 
and National Service stated that on his first 
medical board, on the strength of the certi- 
ficates produced, this man was put in Grade 
IV. Afterwards, as a result of police in- 
quiries, he was rehoarded four months" later, 


“and placed in Grade II. The witness, I.J., 


recalled, stated ‘that on the occasion of his 
first medical board he never got out of the 
car which took him to the’ place of examina- 


“tion, but’ that the five’ doctors went into the 


car one by one and examined him there. 
_ Somewhat similar evidence was’ given in 
‘tthe other two cases. In those cases the 


‘x 


‘tice, and his professional 


had never sufféred from ` 


SUPPLEMENT TO THE 
BRITISH MEDICAL JOURNAL 


71 





“ friend’ or coach was a man, and again 


‘sums of £200 or £250 were mentioned. 


Defence e 

Dr. Newton, in evidence, stated that®he 
was 37 years of age and had practised at 
Teddingtgn for ten years. He had 3,000 
insurance patients and a large private prac- 
earnings for the 
last five years had been -over £3,000 a year. 
The first of the three persons, A. B., came to 
him’ complaining of fainting attacks, and he 
treated him with luminal. He agreed that 
according to the entries in his diaries the 
time which elapsed from when he first saw 
the man until he gave the certificate was 
exactly four months, whereas he had. said on 
the certificate that he had @ttended him for 
six months, and that he had been on luminal 
for five months, but he had written his certi- 
fleate from memory. This patient was intro- 
duced to hım by a Mr. Pell, an insurance 
agent, whom he had met socially and who 
told him that he had clients whom he would 
like him to see. He had no idea that A. B. 
had paid Mr. Pell £250; ‘all that he received 
was three sums of 5s. each. The second 
man, E. F., was also introduced to him by 
Mr. Pell, and he examined lum in Mr, Pell’s 
bedroom in a London hotel. He found him 
suffering from loss of vision due to some 
lack of convergence, he was very nervous, 
complained of tingling ın his legs, and had 
uncoordinated movements, and he thought 
the case was one of early disseminated 
sclerosis ; he sent him to, a consultant, who 
was also of that opinion. In the third case, 
I. J., he had known him for some years, but 
it was only in the early part of the war that 
he told him he was suffering from fainting 


, fits and had had them for years. He asked 


him why he did not tell him earlier, and the 
man said that he did not like to disclose it. 
He prescribed luminal and epanutin. He 
had no knowledge of Miss Bentley and had 
never seen her. 

Dr. Newton was closely cross-examined 
about the entres in his diaries; he admitted 
that he did not keep case-books. He said 
that he appreciated that the giving of a certi- 
ficate which was to be used for the purposes 
of a medical board was a serious matter, 
but at the tme—1940—it had not assumed 
the importance in his mind which it had 
since attained. Í 

Each of the three “ patients ” was re- 
called, and all of them stated that before e 
entering the Army they had driving licences 
and had signed the form stating that they 
had never suffered from fits or epilepsy. 

Mr. Roberts, in a closing speech, said that 
the testimony in each of the three cases was 
uncorroborated. He was sure that the 
Council ,would not draw an unfavourable 
conclusion because in the practice of this 
busy doctor his defence wag not supported 


' by entries in his diaries. Dr. Newton had 


been used, as the unconscious agent to 
further the designs of wicked men. The 
Council might be quite sure that the man 
who could deceive five doctors at the medical 
board would not leave anything undone to 
impress a doctor from whom he wanted to 
get a certificate. Some members of the 
Council’ might say, “ Well, it all seems very 
suspicious, and very likely Pell or Miss 
Bentley (if those were their names), if: they 
got £250, gave Dr. Newton his share of the 
‘swag.’ ” ‘It was easy to say that, but the 
Council could not proceed to erasure on the 
strength of such a suspicion without evidence’ 
upon which to base it. So far as E. F. was 
concerned, no great swindle was, practised 
by anybody. He was now only in Grade ITI, 
having been’ originally graded IV. As- for ° 
I. J.; this young swisdier admittedly staged 
j s 
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a fit in front of the doctor. If the doctor 


was in collusion with him, what need was. 


there to do that? He was told what to’ do 
by thi mysterious woman who flitted across 
thé scene, and clegrly neither of them relied 


on the doctor's dishonesty. ‘I. J. was a good” 


actor, for when he went to the medical board 
his condition appeared to be so deplorable 
that he was not asked to get out of the car. 
The Council should regard Dr.: Newton as 
having been deceived, and evidently he was 
not alone in that respect. 

After a session in camera, the President 
announced that the Council had found the 
complaint to have been proved, and directed 
the Registrar to erase Dr. Newton’s name 
from the Medical Register. 


\ 
Convictions for Misdemeanour 


The Council considered‘ the ‘case of Dr. 
Christopher Bastible, registered as of Wex- 
ford, against whom a convicuon in 1940 for 
being in charge of a motor car whilst under 
the influence-of drink had been fqund 
proved at the session of November, 1941. 


Dr. Bastible had then been put on probation’ 


tor one year, but on’ the case coming up 


for judgment at the present session a further, 


- conviction, in August lest at Guildford, was 
mentioned, when Dr. Bastible had pleaded 
guilty of being drunk and incapable, and, 

è on a later day, of driving a motor vehicle 
whilst disqualified. y 

The Council directed the Registrar to erase 
Dr. Bastible’s name. 
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Correspondence 
ee 


` The Night-work Rota 





Sm At the last A.R.M. meeting ii l 
o 


was my duty to propose, on behal 
„the City of London Division of the 
B.M.A., a resolution recommending 
Divisions to take the necessary steps to 
arrange for rotas for night work and for 
emergency work among practitioners. At 
the suggestion of Dr. Anderson. | agreed 
that the L.M.W.C.s be given this task in 
place of the Divisions, and the meeting 
passed the resolution accordingly. ‘ 
Rightly or wrongly, I felt that I could 
oot then say everything | wished to say, 
but I: was surprised that nobody else made 
any objection to the resolution as ıt 


° stood. And at a recent meeting of my 


own. Division, when’ this problem was 
discussed. any cfiticism. given when asked 


, for, was rejected with the assertion that 


i 


the scheme would be voluntary, and that 
those who did not like it-could stay out- 
side. That, it seemed to me, was no valid 
reply to valid criticism. and I now ask 


you, Sir, to give some publicity to at least : 


one voice. ‘ 

Presuming that a rota is formed of, 
say, seven practitioners. each responsible 
for one night in the week, the scheme ts 
superficially just, actually unjust. It 
favours him who through skill, luck. in- 
heritance, or sheer financial shrewdness 
has a large panel: it penalizes the man 
with the small panel. The retort is made 
that the small-panel man, doing more 
night work within the scheme than “he 
would do if stood outside. would gain 
financially. But that is not the point. For 
a few pounds a year—only half of which 
would be '-borne. by himself, the rest 
by ‘the Income Tax Commissioners and 
the’ small-pane!l practitioners—the large- 
pre practitioner would have practically 

e ralf his day (the night half) fiee from all 
onsibility, and paid» for it several 
es more than the small-parel man ıs 

paid! When it was suggested that this 


` 


a 6 X ® ' 


would be rectified by equality of sacrifice 
—the one doing, say, two nights’ duty to 
one of the other, or, say, three nights to 
two—there was no fesponse: s$ 
Co-operation sat still, her tengue in her 
cheek. 

Since I have mentioned pane] practice 
it is not altogether irrelevant to refer to 
the objection the Insurance Committees 
made—and niay still make, for all I know 
—ta the calling up of men with large 
panel lists; The man with a large panel 
was “protected” by his committee: he 
was free to stay at home, his practice 
undisturbed, nay increased by additions 
from the “smaller ” man’s panel ; for the 
“small” man had no protection: he 
went. ss 

Surely, the minds that devised the im- 
posing framework of the national insur- 
ance system, with its regulations and its 
clauses, its array of certificates of many 
colours, and its pedantic arraignment of 
many a doctor for infringement of the 
letter but -not the spirit.,could have de- 
vised a more equitable scheme! Verily, 
to him that hath much. much shall be 
given, but from him that hath little, that 
little shall be taken.—l am, etc., 

London, E.8. CHARLES SCHIFF. 
i EES 





B.M.A. AT WORK 
Fuel for Consulting Rooms 


1 
The B.M.A.~has drawn the attention of the 
Ministry of Fuel and Power to the special 
needs of doctors engaged in private practice 
for fuel to heat consulting and waiting 
rooms. The Ministry has replied that the 
supply position is so regulated that most 
essential requirements are met, and that 
although the maximum quantities which tnay 
be supplied, in general, are specified by the 
Ministry, the local fuel overseers have 
authority to grant licences for additional 
quantities whenever this is justified by 
special circumstances. If, however, `the, 
overseer should make an . unreasonable 
decision the applicant, may appeal to the 
regional coal officer, who has power to vary 
the overseer’s ruling. It is hoped that this 
will be an adequate safeguard.’ but the 
Secretary of the BM A. will be glad to give 
any assistance possible to doctors who, 


_ having had occasion to appeal, are dissatis- 


fied with the result. a 








The Pane Conference 'on the opening 
day of the meeting unanimously ane 
that a congratulatory message should ' be 
sent to the D’rector of Medical Services, 
8th Army. The following, 1s the text o 
the message sent and of the reply which 
has just been recetved: - 


Telegram to Duector of Medical Services, 
G.H Q., Middle East 

Annual Conference of Panel Committees 
representing all insurance practitioners in 
Great Britain assembled in British Medical 
Association House, London, expresses pro- 
found admiration and pride at the part 
played by the medical services in the Battle 
of Egypt and wishes Director-General and 
officers and men serving under him good 
fortune and continued prosperity in the 
future —ANDERSON, Secretary. 


- Reply from Director of Medical Services, 
. Middle East, 

Grateful your wire from members of 
Panel Conference expressing admiration and 
prde at part played by medical services an 
or your good wishes for future. Your 
message will. be conveyed to all ranks in 
forward area and in base, who shared equally 
in results obtained. Ht will be highly appre- 
ciated—TomLinson, Director, ed. 
vices, Mideast. 


+ 
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B.M.A.: Meetings ofgBranchel find Divisions 
5 NORTH OF-ENGLAND® BRANCH 4 
At a meeting of the North of .England 
Branch, held jointly, with_ the Newcastle- 
upon-Tyne and Northern Counties Medical 
Soci at Newcastle-lpon-Tyne on Nov. 5, 
with . F. W. Grant in the chair, Dr. 
CHARLOTTE AUERBACH gave an address on 
“The Contribution of Genetics to Medi- 
cine.” After referring to the high incidence 
of hereditary factors in disease, Dr. Auer- 
bach discussed in some detail the eral 
mode of transmission of incidence of familial 
disease in the descendants of parents with 
hereditary taints. The geneticist should 
attempt to assess the relative importance of 
heredity and environment in each specific 
case, in order that he might be in a position 
to assist ın preventing transmission of the 
diseases by gipeesting environmental changes 
to avoid predisposing factors. The lecture 
was preceded a a series of demonstrations 
by Dr. W. H. Dicxrson, Dr. H. J. SLADE, 
and Mr. NorMaNn HODGSON. i ; 


B.M.A.: Branch and Division Meetings 
. to bé Held 

Giascow, AND West oF ScofLaND Brance.—At 
Institution of Engineers and Shipbuilders m Sdote 
land, 39, Elmbank Crescent. Glasgow, Wed , Dec. 
9, 330 pm, Prof ,J. M. Mackintosh: Housing and 
Medicine. 

Pertu BraNcu.—At Perth Royal Infirmary, Fri., 
Dec. 11, 320 p.m, Dr W T Munro. The Spread 
of the Tubercle Bacillus on Infection, and Its Rela- 
tion to Disease in the Adult All membets of 
HM Forces in area are mvited to attend. 
—_—— 


t 
WEEKLY POSIGRADUATE' DIARY 

Bursu PostaraDuareR MEDICAL SCHOOL, Ducane 
Road, W.—Daily, 10 a.m to 4 p.m, Medical 
Clinics, Surgical Clinics and Operations, Obstetric 
and Gynaecological Clinics and Operations Daty, 
1.30 p.m, Post-mortems Mon, 10 am, Course 
on War Surgery of the Chest begins; 10 am., 
Ear, Nose, and Throat Chnic. Tues, 10 am, 
. Paediatric Clinic ; 11 a m, Gynaccological Clinic ; 
~ 2pm, Gentto-uinary Chime Wed., 11 30am, 
Medical Con erence; 2 pm., Water Halance, by 
Dr J’ Avery-Jones, Thurs, 2 p.m, Dermatolog- 
cal Clink ; 215 p m., X-ray Demonstration on the 
Urmoary Tract by Dr. E J. E. Topham _ Fri., 
1215 pm., Surgical Conference ; 2 pm, Gynac- 

cological Con‘erence, 2 pm., Sterility 
FEeLLowsilp oF MEDICINE, 1, Wimpole Street, W. 
—London Chest Hospital: Mon, 10 am, and 
Fi, 230pm,MRC-.P course in chest diseases. 
West End Hospual for Nervous Diseases * Tucas. 
and Fn, 2.30 p.m, M.R C.” course in neuro- 
logy London Homoeopathic Hospital: Wed 
afternoon, clinica] surgery instruction (muted to 


ix) National Hospual for Diseases of the 
Heart. Tues and Wed., 10 am., Out-patient 
` Clinics 1 p * 


DIARY OF SOCIETIES & LECTURES 
Roya, Sofiery oF eMEDICINE—Twes., 230 pm. 
Section. ofe Therapeutics and Pharmacology. 
Wed., 230 pm Seuon of Proctology. Fr, 
215 pm. Chimical Seton à 
Crapwick Trust.—At Royal Society of Tropical 
Medicine and Hygiene, 26, Portland Place, W, 
Tues, 230 pm Dr W N East: 
tiation, Prevenuon. and Treatment of Anti-social 

Behaviour Disorders A 

Menica SocteTy oF LONDON, 11, Chandos Street, 
w —Mon, 4 pm Lioyd . Roberts Lecture on 
“ Human Progress and Biological Theory” by 
Prof F. Wood Jones, F R.S. , 

Royal NATIONAL TiuroaT, Nose aND Ear HosPIT. 
Gray's Inn Road, WC —Fn., 4pm. Mr C. 
Gill-Carey: Emergencies ın Nose, Throat, and 


Ear Surgery. a 
EE 


` 


e 
BIRTHS, MARRIAGES, & DEATHS 
The charge for inserting announcements under this 
head ts 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach.the Adver- 
tisement Manager not later than first past. Monday 
morning to ensure insertion im the current iusye 


MARRIAGE’ © | 
Eatin—Hotpen —On Nov. 14, 1942.’at St. George’s 


Parish Church, Stockport, Douglas Eglin, BSc, 

MB, ChB, of Leeds, to Betty Holden, 

L.RC.P., M.R.C.S., of Westhoughton. 
DEATH z 


Cuistotm —Missing, believed krled, as a result of 
enemy action at sca, Wulham Chisholm, M.B, 
Ch.B, beloved husband of Fanny B. Chishoim 
(née Magkintosh), MD, D.P H., County Health 
Dept.,- Perth, and son. of Mr. A. Chisholm, 
Caledon, Findhorn, Scotland Deeply igiretted. 
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GENERAL MEDICAL COUNCIL 
, pane ae 
! EN ontinue 


¢ 


Alleged Improper Certification: A Charge - 
i With 


drawn 

The Council conšidered the case of John 
Dwyer, registered as of Mitchestown, Co. 
Cork, against ‘whom it was alleged that 
he had giveh tWo certificates for use for 
administrative purposes under the National 
Service (Armed-Forces) Acts in the case of 
a serving soklier stating that the man had 
been -under his eare for gastric trouble for 
about a month and was unfit to travel, 
whereas in fact he had not seen or examined 
‘the man until nearly the end of the period 
mentioned. Mr. Oswald Hempson, solicitor, 
who appeared for Dr. Dwyer, successfully 
submitted that there was no case to answer, 
for the simple reason that the man to whom 
the : certificates had been given had never 
been identified. The President said that the 
legal assessor agreed with Mr. Hempson’s 
contention, and the Council decided that the 
charge should be withdrawn. ° 


Alleged Ald in Evasion of Service: 
Case Dismissed 


The Council on Nov. 24 and 25 considered 
the case of Ali Ahmed Hoda, registered as 
of Walthamstow, M.B., B.S., 1920, Univer- 
sity of Bombay, against whom the Ministry 
of Labour and National Service brought the 
complaint that in five cases he had given to 
‘men liable for Army service certificates 
stating’ that they” were suffering from 
epilepsy, which were untrue, misleading, or 
improper, that he fiad conspired . with them 
and other persons to enable them-to evade 
their liabilities under the National Service 
(Armed Forces) Act, and that in four of the 
cases he had aided, abetted, counselled, or 
procured the man to, produce in himself an 
apparent disability. “Mr, Gerald, Howard 
appeared for the comphainants and Mr. 
Sandlands, K.C., for the- respondent. The 
names of the men to whom: the certificates 
were given, were not mentioned. They were 
described as A. B., C. D., E. F., G. H., and 
I.J. When the case came for hearing, the 
‘charge relating to A. B. was dropped in the 
absence of the witness. 

Mr. Howard, in opening ‘the case “With 
regard to C.D; said that this man had never 
in his life suffered from epilepsy or bad any 
fits.’ Dr. Hoda was his family doctor and 
therefore ought to have’ known his state of 
health. Just before he’was due to be regis- 
tered under the National Service Act he 
went to Dr. Hoda_and asked him to give 
hime certificate. Dr. Hoda certified that 
“ he is in-my opinion suffering from epilepsy. 
He has been under my care for the same 
for the last about ten years. . .~.” > Armed 
with that certificate C. D. went before the 
medical board and was: put in Grade IV. 
Two months later he was re-boarded and put 
in Grade I. These occurrences took place in 
the middle of 1940, and Dr. Hoda had 
stated that all his records up to 1941 had 
been sent to salvage ‘before any question 

was raised as to these cases. 
C. D., in evidence, said that he was 28, 
ae that “Dr. Hoda had ‘attended ehim since 
14. He had never had epilepsy, but 
=a had occagional, famiting Go to 


ana k 


which he paid no great attention. When he 
, mentioned this to Dr. Hoda the latter told 
, him he should see a consultant, and he went 


! with Dr. Hoda to see Dr. L. R. Yealland, 


after which Df. Hoda gave him the certifi- 
cate. He was now in the Army, but graded 
II on account of scoliosis. 

Dr. Hoda, in the witness box, said that he 
had 2,550 insurance patients and 600 or 800 
private patients He first saw C.D. for 
these fainting fits ten years ago, and gave 
him phenobarbitone tablets and a bromide 
mixture. In his opinion he was suffering 
from epilepsy, and Dr. Yealland’ supported 
that view. 

The following passage - ‘occurred in Dr. 
Hoda’s cross-examination : 7 

Pe yoù keep any case notes?—None at 
all, 

ae about anybody?—Not about any- 


Do you not find yourself in a little diffi- 
culty? Supposing one of your patients 
developed symptoms which you thought 


required a. specialist's advice, it is a little 
difficult without notes to tell the jalist 
about it?—The patient remembers the case 


to a certain extent. 

Are you content for the-specialist to have 
no professional assistance?—If you do not 
remember you ask the patient for his signs 
and and eymptoms over again and put it to the 


sei ou keep a record of medicine you 
‘have given to your patients?—-No record. 

Can you ‘produce documen evidence-of 
the medicine. you gave to .C. D.?—None 
whatsoever. 

If your diaries had been preserved the 
IN have contained no mention of C. D. 
—No. 

' He agreed that it would be true to say that 
unless a doctor actually saw a person in a 
fit he had to rely largely on what he was 
told. He had never seen C. D. in a fit, and 
stated that on the certificate. At the time 
' he had 10 or 12 eprleptics among his 
patients, about half of whom were liàblë to 
military service. Presently it came to his 

~ knowledge that some people had been 
questioned by the ‘police about shamming 
epilepsy, and he .thereupon ggve no more 
certificates of the kind, but advised any who 
asked for them to go to the medical board 
and tell their own story. Asked for the 
reason why he sént these people to different 
consultants, he- said that sometimes the 
patient. wished for a particular consultant, 


though this did not apply in the case of 


te ` addressing the Council .on behalf of 
Dr. Hoda, Mr. Sandlands said that the 
charge rested on the uncorroborated evidence 
-of a man who had desired to escape military 
service. It was no corroboration to say that 
he was afterwards graded I,' for that might 
equally. be. the case on the supposition that 
Dr. Hoda had made an honest-mistake, for 
which,. of course, he would not have to 
appear. before the Council. There was not 
a tittle of evidence of.conspiracy. If there 
was any substance in these charges why did 
not the police. prosecute Dr. Hoda at the 
time instead of, 24 years later, asking the 
Council to do‘their work for them? EA 
Mr. Howard said that C. D, was a man 
who to his own knowledge, hàd never had . 
epilepsy, ` and .was never told by his doctor 
that ho had, yet, when the time came for 
him.to go before a medical board, he got 


a a from Dr. Hoda that he was 
suffering: from that condition and had been 
treated by him for ten years. 

It was hefe stated that the man E. F. was 
enot available as a witness and the charge in 
respect to him was withdrawn. 

G. H. gave. evidence that ge was 38 years 
of*age, and had never had a fit. He did not 
mind going ifito the Army, but a *telative 
was anxious that he should be exempted 
He asked Dr. Hoda for a certificate This 
was giyen in a sealed envelope, and he did 
not see it at the time, but it stated that he 
had been treated by him for petit mal for 
the last two years. He had never heard 
epilepsy mentioned in connexion with him- 
self, but he thought he had heard Dr. Hoda 
mention petit mal on_one occasion. He was 
put in Grade IV,:but fater, i in consequence of 
a statement he made to the police, ‘he was 
re-graded I, and now, owing to varicose 
veins, he was in Grade II. 

Mr. Howard agreed: that in the case af 
G.H. the symptoms he described might 
Possibly be taken for petit mal, and that a 
prima facie case against the doctor had not 
been made out, and this charge was with- 
drawn, ; 
The fast witness was J.J. aged 29, to 
whom Dr. Hoda gave a certificate stating 
that he was suffering from grand mal and - 
had-been under his care for some consider- 
able time. He said that he had a fit nine 
or ten years ago and was attended by Dr 
Hoda, who bad been his family doctor for 
18 years. Since then he had fainted “ on 
and off,” bút had had no recurrence of that 
* type of fit. In February or March, 1940, 
he met a man named Lipschitz, whom he 
introduced to Dr. Hoda as his uncle, and 
under Lipschitz’s coaching he exaggerated 
his symptoms to give Dr. Hoda the impres- 
sion that he had had a recurrence of his fit. 


' He gave money to a third party to give to 


Lipschitz. 

At the conclusion of this witness's 
evidence Mr. Sandlands submitted that there 
was no case ta answer. 

The-Council found that*the charges rela- 
ting to C. D. and I. J. had not been proved 
to its satisfaction, and as the charges relating 
to A.B. E.F., and G. H. had been with- 

~ drawn, the case against Dr. Hoda was dis- 


` 


Charges of Misleading Certification 


The General Medical Council devoted 
more than two days to the hearing of a 
complaint against Arthur Carr, registered as 
of Brick Lane, London, E.1, against whom it 
was alleged that in eight cases he had given 
untrue, misleading, or improper certificates 
in order to enable men to evade military 
service. Dr. Carr was defended “by Mr. A 
Pereira, counsel, instructed by Le Brasseur 
and Oakley, solicitors, on behalf of the 
London and Counties Medical Protection 
Society. 

Mr. Gerald Howard, counsel for the com- 
plainants, the Ministry of Labour and 
National Service, said that the eight tases 
covered the period October, 1939, to May, 
-1940. In three cases the men who received 
the certificates were put iti touch with Dr.e 
Carr by a woman known to them as 
Brown, who was sccompanied by an older 
woman passing as her mother.” In ‘four 
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others they were put in touch by a man 
called Pomeroy, who was said to hold some 
posi@ion in premises in the same street as 
tRat in which Dr Carr practised, and in the 
other case the intermediary was a man 
unknown. He was instructed that in Miss 
Brown’s cases sums of £300, £350, and 300 
guineas were paid to Miss Brown; in three 
of Pomeroy’s cases £150 was paid, and in the 
fourth £130, and in the case of the man 
unknown £50. In every case the recipient of 
the certificate was said to have shammed 
symptoms of epilepsy before Dr. Carr, and 
the basis’of the case against him was this, 
that whereas it might be possible for a° 
doctor with the best intentions to be deceived 
once or even tWice, these cases showed sach 
a_systematic course of conduct that it was 
impossible to believe that Dr Carr could 
have ‘been deceived in them all This Was 
reinforced by certain significant circum- 
stances. A number of these persons came 
from districts remote from Dr. Carr’s prac- 
tice—from North and North-West and Cen- 
tral London. There were converging upon 
Dr. Carr’s surgery through devious channels 
during this period people from widely 
separated districts amd people who, he 


. thought without exception, were coming to 


see Dr. Carr for the first time. Another 


* significant point was that in the majority of 


these cases the men were sent to specialists, 
most of them to different specialists What 
‚might be called a trade was carned on in 
the provision of certificates to enable people 
to evade their obligations. If Dr, Carr had 
exercised the most elementary caution, if he 
had made the most perfunctory inquiries, he 
must have come to the conclusion that 
something was being done which was 


‘patently wrong. In no case of the eight had ' 


the person concerned ever suffered from 
_ epilepsy in any form. 

The evidence of the eight witnesses was 
then taken. They testified that they had 
attempted to evade military service by 
simulating epilepsy, 
they had been put in Grade IV by the Army 
medical board, and on re-examination had 
been put in Grdde I or II. 

In defence of Dr. Carr, who gave evidence 
on his own behalf, it was stated that he gave 
the certificates only after a very: careful 
examination of the various persons and of 
their histories. In most or all of the cases 


e he sent the persons to a specialist, and it 


was only after he received the specialist’s 
report that his gertificate was given. Asked 
why he chose so many different specialists, 
he replied that it was to the interest of the 
general practitioner to cultivate a number of 
specialists because this'facilitated the admis- 
sion of his- patients to hospitals. His certi- 
ficates were supported by the reports of the 
specialists The statements which he set out 
were statements of fact, and if the persons 
concerned, being liable for service, showed 
the certificate to a medical board, it was no 
responsibility of his. His certificates were 
given bona fide, and he had no idea that the 
persons had not been suffering from the 
complaints described. 

The President pointed out that in ‘this 
series of certificates Dr. Carr in every case 
had given the family history as a matter of 
fact. 

Mr. Pereira on behalf of Dr Carr called 
three of the specialists to each of whom 
one of the cases had been referred by Dr. 
Cars. Dr. Bellingham Smith testified that he _ 


_ had seen one of these patients and was told 


his story,by the relatrves who accompanied 
him, They gave him a clear history of 
® epilepsy, and the picture was a very complete 
o. On examination "one could get very 
little from the “ patient,” who paiti no atten- 
‘ tion to anything said to him. His deduction 
was that he was mentally deficient. If it was 


P © o P 


with the result that , 


T 


acting, it was tery good acting. -He came 
to the conclusion that the case must be 
“labelled idiopathic epylepsy in,a mentally 
deficient youth. He agreed that’ it was easy 
for a doctor to be deceived because the 
diagnosis of epilepsy was usually based on 
the patient’s statements. He had no idea 
‘that the bringing of the case to him had any- 
thing to do with an application with regard 
to military service, and ke would certainly 
have declined to give any form of certificate 
for anyone claiming epilepsy if he thought it 
was to be used to escape service. i ‘ 

Dr. Purdon Martin described his examina- 


tion of another patient and the history of ' 


the case given to him by the man accom- 
panying him, and said that as a result he 
came to the conclusion that it was a case of 
long-standing epilepsy with a good deal of 
mental deterioration. It did not cross his 
mind, considering the patient’s apparent 
mental state, that special care was necessary 
in view of the fact that the man was going 
before a medical board. It would be in- 
correct to describe the patient, as Dr. Carr 
had done in his certificate, as being under 
his (Dr. Martin’s) care. f 

Dr. Pearse Willams, the consultant who 
saw another of the patients, said that he had 
received a letter from Dr. Carr about him 
and obtained a history of the case from the 
man accompanying him, who was stated to 
be his brother. As a result, he had no doubt 
at the time about the condition of the 
patient. He would not consider it proper 
for his name and part of the letter he had 

_ written to Dr. Carr to be used by Dr. Carr 

in a certificate for the medical board, and 
as a consultant he would not consider that 
the patient was under his care. 

Mr. Howard, in his speech on behalf of 
the complainants, submitted that the striking 
difference between the. position of Dr. Carr 
and that of the consultants mentioned in the 
case was that whereas Dr. Carr knew that 
he was required to give a certificate for the 
purpose of a medical board, the consultants 


were noteijn that position at all, and they’ 


were fortified by the information which Dr. 
Carr had given them 

The Council found that the facts had been 
proved and ordered the erasure of Dr. Carr’s 
name from the Register. 


the Council considered the case of 
William Lyle Paterson, registered as of W. 


Granton Road, Edinburgh, who was alleged ` 


to have improperly certified to the military 
authorities tMat a soldier’s wife was in such 
a state of health that the soldier ought to be 
kept near home On a second charge Dr 
Paterson was alleged to have attended a 
patient when so far under the influence of 
drink as to be incapable of properly carry- 
ing out his duties. Dr. Paterson was not 
present nor was he represented. A state- 
ment was read from the soldier’s wife in 
question to the effect that Dr. Paterson used 
to’ be her doctor but had not attended her 
for over a year Dr. Paterson’s statement 
was that he visited the woman last May at 
the request of her husband, when he found 
her ın a highly nervous condition. On the 
second charge a statutory declaration was 
made’ by a neighbour of the patient con- 
cerned to the effect that Dr. Paterson was 
drunk when he attended the case. Evidence 
was piven by a member of the Edinburgh 
City Police as to the condition of Dr. 
Paterson when -he found him in a public 
house after his attendance on the case in 
question; he formed the opinion that he 
was very much under the influence of drink. 
Dr. Paterson denied this completely, and he 
alleged antagonism on the part ofa certain 
clique towards him. 

The Council found the facts proved and. 
directed Dr. Paterson’s name to be erased. 


The last of the ternficąte cases was that 
of Michael Murphy, registered as of Under- 
cliffe Lane, Bradford, who, while in practice 
at St. Mary Cray, wis alleged to have given 
a certificate stating®*that a police constable 
in the City of London Police War Reserve 
was suffering from -gastro-enteritis and 
unable, to follow his occupation, when in 
‘fact he did not make any proper pro- 
fessional inquiries before certifying. It was 
stated that the police constable was away 
from his duties under this certificate for a 
fortnight, but that on certain days during 
that time (Christmas) he was acting as a 
chorister at St. Pauls Cathedral. © Mr. 
Oswald Hempson, who appeared for Dr. 
Murphy, said that he signed the certificate 
in good. faith, If a patient, despite the 
orders ef his doctor and the conditions 
attached to the certificate, disregarded those 
conditions the doctor was surely not respon- 
sible for this breach.of conduct. He put in 
a statement from the patient? to the effect 
that although ill he mandged to go to the 
cathedral and attend evensong and then 
returned home. 

The Council found the facts alleged 
against Dr. Murpby not proved to its satis- 
faction. 


T 








WEEKLY POSTGRADUATE DIARY 


BRITISH POSTGRADUATE MEDICAL SCHOOL, Ducane 
Road, W—Daly, 10 am to 4 pm., Medi 
Clinics, Surgical Clinics and Operations, Ob- 
stetric and Gynaecological Clinica and Operations 
Daly, 1.30 p.m, Post-mortems, Mon., 2 pm., 
Ear, Nose, and Throat Cilmc Tues., 10 am, 
Pacdiatric Clinic ; 11 a m., Gynaecological Clinic ; 
2pm, Genuto-urinary Clntc. Wed., 11.30 am, 
Medical Conference ;'2 pm, Meningococcal In- 
fection, by Lieut -Col. Dickson. Thurs, 2 pan, 
Dermatological Clinic ; 2.15 pm, Zor Demon- 

The .Bılıary Tract, by EJE 
Topham Fri, 1215 p.m, sari Conference ; 

Conference ; 2pm, 
Sterility Clinic, z . ’ 

FELLOWwsuHIP OF MEDIcINE, 1, Wimpole Street, W — 
London Chest Hospital: Mon., 10 a.m, and Fri, 
230 pm. MR.CP course in chest diseases 
West End Hospital for Nervous Diseases > Tuc 
and Fra, 230 pm., MRCP. course in neuro- 
logy London Homoeopathic Hosmtal> Wed. 
afternoon, Clinical surgery instruction (limited to 
mx) Naslonal Hospual for Diseases of the Heart : 
Tues and Wed, 10 am., Out-patient clinica, 


DIARY OF SOCIETIES & LECTURES 

RoyaL Socrery oF MeEpicInE—Wed, 215 p.m 
Section of Comparative Medicine. Thurs, 3 30 
pm Secnon of Neurology. 7 

BIOCHEMICRE So —At King’s College, Strand, 
WC., Sate (Dec. 19), 2 pm. Communications 
and Demonstrations 

PADDINGTON MEDICAL SocreTy.—At St Mary’s 
Hospital, W. Tues, 2.30 pm. Dr J Whitby: 
Neurosis in General Practice during the Second 
and Third Years of the Present War 





BIRTHS, MARRIAGES, & DEATHS 


BIRTHS 
GaLLeEY —On Nov 28, 1942, ın London, the wife 
of Archibald H. Galley, M.B., B S., D A., a son 
Jones —On Thursday, Nov 26, 1942, at Adimgton 
+ Hall, Cheshire, to Jean, wife oF A. Norman Jones, 
FR C.S., a son 
Sutton.—Nov 3, 1942, at Ripley, Surrey. to 
Catherine, wife of Philp Sutton, M B., BS 
RAF.VR., of Great Yarmouth and Sidcup, 
a daughter (Anne Frances) 


MARRIAGES 

edu TOWE —On Dec 1, 1942, at Gnoll Road 
Congregational Chapel, Neath, Surgeon Lieut 
Donald C. Brown, R.N V.R., only son of the late 
Mr and Mrs C. A Brown of Caerleon, to Dr 
Gweneth Howell, eldext daughter of Mr. and Mrs 
D. J. Howell, Bryn-y-Wawr, Seven Sisters 

MaxTIN—Muspratr.—On Oct 23, 1942, at St. Mary 
the ‘Virgn’s Church, Davyhulme, Manchester, 
Captain Robert Anthony Martm, R AMC., 
son of Mr. and Mrs Robert Hall Martin of 
Irlam, to’ Joan Emerald, daughter of Mr. 
Mrs Henry Muspratt of Davyhulme 

WakREN—Baxnrs.—On Nov 28, 1942, Harold Brian 
Seymour Warren, Lieut., R.A MLC, to Josephine 
Barnes, PM., F.R.CS, M.R.C O.G. 


Ports- 
BS, 


DEATH 
FARNCOMBE.—On Dec. 1, 1942, at the. Roy 
mouth Hospital, Harry Farncombe, M S 
aged 65 ycars, after a %hort ilincss. - 
‘ 
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INSURANCE PRACTITIONERS’ 
REMUNERATION ` 
CASE FOR WARTIME INCREASE TO BE 
PRESSED . 


A meeting of the Insurance Acts Com- 
mittee, which now consists of only 3 
short of 50 members, was held at B.M.A. 
House on December 3. Dr. E. A. Gregg 
was re-elected “ghairman for the session. 


. The principal business was the considera- 


> = 


tion of the many resolutions of the recent 
Panel Conference following’ the refusal 
of the Minister of Health to grant a war- 
time increase ın remuneration to ingur- 
ance practitioners. It will be recalled 
that the Conference passed a; resolution’ 
instructing the committee to press for th 

reconsideration of the case by the Minis- 
ter, and authorized it, in the event of 
further refusal, to take any action which ‘ 
it considered necessary, even to the extent 
of recommending practitioners to with- 
draw from the service. Following this 
decision a large number of motions and 
amendments were referred to the com- 
mittee as offering possible methods of 
carrying out the instruction, and one of 
the tasks of the committee was to go 
carefully through these resolutions and 
decide which of them were for immediate 
adoption and which might be adopted in 
certain contingencies or not at ‘all. : 


The Beveridge Report 

A question which also arose’ in the 
course of the committee’s discussions was 
the Beveridge report, which is likely.to 
make the pace in the discussions concern- 
ing medical services for some months to 
come. The secretary of the committee 
(Dr. Hill) stated that Sir, Wilffam was 
not concerned in his report with the de- 
tailed organization of medical services, 
despite the inclusion within his compre- 
hensive social ‘security proposals of 
medical services covering the entire &m- 
munity. But the question of the, organ- 
ization of medical services would now 
arise. In view of this, and also of the 
fact that the Minister, when receiving a 


deputation from the committee, men- ’ 


tioned that he was awaiting the Beveridge 
réport and gave that as a reason for-de- 
ferring any immediate action, the report 
was referred to the Executive Committee 
with a view to some recommendations - 
being brought up at the~next meeting of ' 
the full committee. There was also ree 
mitted to the Executive for consideration 
the body of resolutions adopted’ by the 
recent Conference which concerned -the 
interim report of the. Medical Planning’ 
Commission. f ` 
An End to Sectionalism 

In considering the new approach ro 
the Minister the chairman oF the com- 
mittee said that he had felt for some time 
that there was a weakness in the presenta- 
tion of their case inasmuch ag it was 
presented on behalf of a. section wf the 
profesgon. They would’ go with greater 
force fo the Ministry'if they spoke—as 

: à ; 


indeed they could—for the whole profes- 
sion, which was concerned to see that 
Proper conditions were ensured to every 
section of it. He suggested that the next 
approach be made not by the Insurance 
Acts, Committee as such, but by the 
Council of the British Medical Associa- 


tion, and that any outstanding people in 


medicine who were not members of the 
Association should be invited. It was 
the whole profession who should speak 
on such'a matter as this. He wanted io 


get rid of the ‘adjective “panel” or’ 


“ insurance ” 
“ practitioner.” 

This view met with the approval of 
the ‘committee, and Dr. Gregg was 
authorized to bring it before the Council 
of the Association. E 


k Post-war Bonds 
After a long discussion of various 
alternatives, the committee agreed on a 


as qualifying the term 


course of action which may be set out. 


generally as follows: to go again to the 
Minister with the weight behind them of 
the vote of the Panel Conference as in- 
dicative of the temper of the men carry- 
ing out the service. and ask for a recon- 
sideration of the case for a wartime in- 
créase on the main ground. of the shift 
of insurance risk which operated greatly 
to the disadvantage of the doctor. On 
this question and related que$tions re- 
garding the increased work and obliga- 
tions and- harassment*of the practitioner 
now as compared with’ the pre-war period 
the. committee would be prepared to 
accept arbitration should the Minister 
offer it. In view, however, of the atti- 
tude taken by the Minister on the former 
approach, that it was against the policy 
of the Government in wartime to grant 
such increases, the committee agreed that 
they should urge that if refognition of 
extra services and responsibilities could 
not be granted in the form of. an im- 
mediate addition to the fee, it should be 
granted in: the form of-bonds redeemable 
after the war. The Government had 
adopted the principle of deferred pay 
and post-war credits in other spheres, and 
this seemed to be a proper field for its 
application. : 


The committee’ also considered other. 


matters which might be brought to the 
attention of the Minister, including the 
case of practitioners who ,were excep- 
tionally hardly hit because they practised 
in coastal or evacuation ateas, where 
they had to remain to afford’ necessary 
medical service for the residtie of the 
population. A ‘further point to be 
brought to the attention of the Minister 
was the great increase in the amount of 
minor illness among the insured popula- 


‘tion, due to the stress of war conditions 


and particularly to the disregard of the 
optimum number of working hours and 
to night work. ` . 

' The committee dealt with a large 
volume of other business arising from the 
Annual Conference. 


` © NATIONAL INSURANCE DEFENCE TRUST 


`< As Trustees of the Fund the committee 
- cdnsidered the expression of opinion on 


the part of fhe Conference that the De- 
fence Fund, now standing at about a 
quarter of a million, should have its 
“ceiling ”, raised to one million pounds, 
It was also urged in some quarters of the 
committee that in addition to providing 


for the eventualities which were in mind — 


when the Fund was originated, its income 
might be used to promote the return of 
a medical Member of Parliament who 
would devote himself particularly to 


- questions in connexion with the insurance 


medical service. Some discussion took 
place as to whether the new target should 
-be half a million or a million, but the 
Trustees decided on the larger figure. 
They agreed not to récommend an jin- 
creased rate of deduction, the new con- 
tributions to be made at’the rate hitherto 
obtaining. Panel Committees will be 
circularized concerning their enlarged 
quota. 

The Trustees also considered the ques- 
tion of the grants which are made from 
the Fund to facilitate the retirement of 
practitioners against whom, owing to age 
or infirmity, some complaint has arisen 
or is likely to arise. There has been a 


- tendency for these grants to have a charit- 


able purpose instead of the purpose which 
the Trustees had originally in mind, and 
there are, of course, medical benevolent 
funds from which necessitous cases can 
be hetped. It was agreed by the Trustees 
to make no further awards of this kind 
and to recommend to the Conference to 
rescind the resolution of 1938 approving 
allocations from the Fund for the finan- 
çial assistance of such practitioners, but 
it was expressly laid do that this will 
affect only new applications, not cases in 
which grants are already being paid. 

aa 


The British Medical Students Association 
—at one time a faculty subcommittee of the 
National Union of Students and representa- 
tive of only two London medical schools 
besides provincial ones, but now an indepen- 
dent organization which speaks for medical 
students throughout the country—held its 
inaugural meeting at B.M.A. House, London. 
Amendments to the constitution and the 
forms of agreement with B.M.A. and N U.S., 
through which the association hopes to keep 
in touch with the medical profession and the 
general body of students, occupied the first 
session. At the second a committee was 
elected to complete the memoranda on re- 
form of the medical curriculum, which had 
been requested by the Medical Planning 
Commission, and on certain’ specific aspects 
of the curriculum, which had been asked “for 
by the Minister'of Health. Discussion fol- 
lowed on the proposed shortening of the 
curriculum, and then the meeting turned to 
the subject of student health, a subcommit 
being appointed to discuss this problem wi 
the N.U.S Y Among otMer matters was the 
position of womat in medicine. 
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TSE B.M.A. AND PUBLIC 
° HEALTH 


Compensation fer Medical Officers on ç 


Civil Defence 

The Public Health Committee’ of the 
B.M.A. met on November 18, when a 
number of new members were introduced. 
The committee consists of 20’ members 
including 2 nominated by the Society of 
Medical Officers of Health. Professor 
R. M. F. Picken was again unanimously 
re-elected to the chair. The agenda com- 
prised 26 closely typed pages of foolscap. 

A matter which was considered at 
length was thg¢ compensation of public 
health medical officers for injuries sub- 
tained while on A.RP. duties. The 
Association has for some time been cop- 
cerned over the position of officers who 
are whole-time members of the local 
authority staffs and are injured in the 
course of their civil defence duties in cir- 


„„ cumstances which are not the direct result 


of enemy action or other warlike opera- 
tions. These officers technically .are not 
persons who become members of a civil 
defence organization ‘maintained by the 
local authority and whose civil defence 
e duties arise solely out of such member- 
ship; they are regular local authority 
employees who are regarded as not 
generally eligible for compensation on 

o higher scale because any injury aris- 
ing out of the performance of their 
duties is liable to be dealt with from the 
point of view of their permanent employ- 
ment under the local authority. 

On the other hand, it has been repre- 
sented to the Ministry of Home Security 
that medical officers of local authorities 
have in many cases been nominated to 
cary out civil defence duties by- virtue 

` of their position. At first the supervisory 
officers were not expected to go out on 


dangerous occasions, but in practice it .: 


was found impossible in many cases for 
them not to do so. The medical officer 
of health who suffers injury other than 
a “war injury” in his civil defence 
duties might have to suffer a total or 
permanent loss of income, for he is ex- 


. cluded from the scope of the Workmen’s 


Compensation Act, and he receives no 
pension if his service is of less than 10 


e years’ duration, nor is there provision for 


compensating his widow or dependants 
should he be lilled in the performance 
of civil defence duties. 

The Association, in its correspondence 
with the Ministry, has maintained the 
obvious principle that there is a distinc- 
tion between a medical officer of health 
employed on his normal cetime duties 
and. the same officer holding a key posi- 
tion in civil defence in wartime. It 
seems impossible, however, to bring this 
home to Whitehall, and these men who 
have to take unusual risks in connexion 
with their new duties are left to the 
mercies of their councils should injury be 
incurred. No doubt in many cases those 
mercies would be tender, but not all 
councils can be depended on to take a 
generous view. $ ` ; 

The Public Health Committee agreed 
that the Ministry should be asked for a 
specific reply to the question whether, if 
a local authority expected its officers and 


for the same thing applies to town clerks 
and borpugh engineers and county sur- 
veyors—to go out and take special risks, 


administrators in supervisory positions— 
AS 


-” = 


they could be included in the enrolment 
et the civil defence services, which would 
entitle them to kompensati on the 
higher scale. It was also agreed to get 
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in touch with ¢he National Assperation 
of Local Government Officers. 


Wartime Increases in Remuneratitn 


, The question of asking for a wartime 
increase on behalf of members of the 
public health service was discussed. It 
was mentioned that the Society of Medi- 
cal Officers of Health had collected 
resolutions and observations from its 
branches and groups, and that its council 
after considering these reports had de- 


- cided that no demand for the revision 


of salaries should be made at the present 
time, but that any war bonus awarded to 
the staffs of local authorities should be 
extended to all medical officers, whole- 
time or part-time. The Public Health 
Committee concurred in this view so far 
as whole-time medical officers were con- 


‘cerned, but with regard to part-time 


officers it had before it a question from 
the Medical Women’s Federation whether 
the sessional fee of one and a half guineas 
was now adequate for work in public 
health clinics, and a resolution of the 
Annual Representative Meeting asking 
Council to consider whether a new scale 
of minimum fees should be laid down for 
all part-time work for public authorities, 
Government Departments, and societies. 
About a year ago local authorities were 


‘circularized’ on the subject of increases 


of salary for part-time officers, with 
moderate success in the case of part-time 
D.M.O.s, but less success in the case, of 
others. 

The committee’s recommendation was 
that appropriate quarters be approached 
with a view to an increase of 20% on 
fees for public health medical work paid 
on a sessional or case’ basis. 


Supplementary Pensioners and Public 
Assistance Medical Service 


The honorary secretary of one of the 
Divisionseof the B.M.A. wrote that he 
was receiving sal ee from doctors 
about a new pr ure whereby officials 
of the Assistance Board visited people to 
investigate their need for supplemen 
pensions, and if the pension was granted, 
told them that they were entitled to the 
free service of a doctor, and this was 
followed by a card from the public 
assistance’ committee giving them the 
name of the doctor of the district. The 
Ministry of Health had been asked 
whether a local authority was acting pro- 
perly.in allowing a relieving officer auto- 
matically to place the names of supple- 
mentary pensioners on the medical relief 
list, to which it replied that it was for 


the county council to decide what in- > 


vestigation, if any, was necessary into 
each individual application for inclusion 
in the list, but the council might properly 
decide that no further investigation than 
that already made by the officers of the 
Assistance Board was necessary. + 

It was stated in the committee that it 
was clear that these 
to this service if'they did not come 
within the medical benefit of the Insur- 
ance Acts. The legal issue had been 
raised as to whether it was proper for 
an authority to’ allow relieving officers to 
enter names on the list without specific 
sanction, and counsel’s opinion was that 
in each case the application must be con- 
sidered by the appropriate committee of 
the council. But this obviously would 
not preclude the relieving officer from 
placing the name on the list for im- 
mediate attention and afterwards getting 
his action approved by his committee. 


_Mittees of the Council. 


eople were entitled ' 





-— 


e 
To undermine the Act or dttempt in any 
way to conceal its provisions was. quite 
,out of the question: But if there was a 
substantial increaseein the amount of 
work falling on public assistance medical 
officers the Association should by all 
means support an application for a 


‘corresponding increase of remuneration. 


These ‘views 


were endorsed by the 
committee. 





GENERAL MEDICAL COUNCIL 
(Conclusion) 
Education Inquiries 

The recent session of the General 
Medical Gpuncil was almost entirely 
occupied with disciplinary ‘business, but 
Dr. H. L. Try stated thateat the-previous 
session two subcommittees were ap- 
pointed, one, under the chairmanship of 
Dr. Brocklehurst, to consideg an inquiry 
from the Departmental Committee on 


- Curriculum and Examinations, and the 


other, under the chairmanship of Sir 
Farquhar Buzzard, to consider an inquiry 
from the Interdepartmental Committee on 
Medical ‘Schools, generally known as 
the Goodenough Committee. Both Dr. 
Brocklehurst and Sir Farquhar Buzzard 
had prepared memorandums on these 
subjects which, after consultation with 
their subcommittees, were placed before . 
the Education and Examination Com- 
They had now 
been redrafted as evidence to be sub- 
mitted. On the suggestion of the PRESI- 
DENT, the consideration of the memoran- 
dum for the Goodenough Committee 
was postponed ‘until the next meeting of 
the Council. 7 i 


‘ DISCIPLINARY INQUIRIES (concluded) 


Alleged Professional Relationship in 
= ‘Adultery 

The Council considered the case of 
William Faulkner Valentine Simpson, regis- 
tered care of an address in Parliament Street, 
London, who had been summoned on the 
charge that he had committed adultery with 
one Mary Purvis, of which adultery he had 
been found guilty by decree of the Divorce 
Court in a case in which he was the 
resporident, and that he was in professional 
relations’ with Miss Purvis at all material ` 
times. Dr. Simpson did not attend nor was 
‘he represented. 

The Council’s solicitor, Mr. Winterbotham. 
put in certain documents, including the death 

ificate of the father of Miss Purvis, 

which showed that Dr. Simpson was medical 
attendant (that was in 1926), and a certifi- 
cate relating to treatment, dated 1927, which 
was said to refer to Miss Purvis, but which 
Dr. Simpson in a Jetter stated to refer to her 
mother. Four pocket diaries for the years 
1934 onwards were also put in, containing 
entries of the name of Purvis. Mrs. Dorothy 
Simpson, in evidence, declared that Miss 
Purvis, who was co-respondent in the divorce 
action against her husband, was always her 
Ifusband’s patient Dr., Simpson wrote 
denying that he ever had relations with Miss 
Purvis while he was her medical attendant 
He had not attended her professionally for 
over seven years previous to the matters 
alleged in his wife’s petition. F 

The Council found that the facts alleged 
against Dr. Simpson had not been proved to 
its satisfaction. ` l 


Misdemeanours 


Hugh McNicholl, registered as of High 
Road, Mottingham, S.E., was summoned on 


the ch of having been convicted in 1939 
at Woolwich of dnving a motor cag whilst 
under the influence of drink, and m 1942 
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at the London Sessions of a similar offence. 

: The convictions were proved, but judgment 
was postponed for twelve months. ': 

' The Council also gonsidered the case of 
John’ Gerard Cunningham, registered as of 
Cro: len, Co. who was sum- 
moned on the charge that he had been con- 
victed in 1938 of being in charge of a motor 


_ «Correspondence 
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eMilk Distribution - 
Sin,—At,a meeting of the executive 

committe¢ of the Croydon Division of the 

B.M.A. the question of milk supplies was 


vehicle whilst under the influence of drink, fully discussed. Concern was felt at the 


and-in 1941, when he was a lieutenant in the 


extraordinarily large quantities òf milk 


R.A.M.C., had been found guilty by a‘ that are obtamable for nursing mothers 


. court martial of being drunk on active and children under 1 


service*and sentericed to be dismissed from 
H.M. Service. Mr. Oswald Hempson, ‘de- 
fending on 
Union, urged the youth of His client—he 


ear in the form of 
fresh mulk, dried milk, and proprietary 
foods purchased at chemists, the total 


of the Medical Defence quantity obtained in á large number of 2 


cases being far in excess of peacetime 


was under thirty years of age—and’the fact purchases. Itis not desired to curtail the 


that when the Army offence was committed 

he was stationed at a detached post several 

miles away fram the: megs, and, unwisely, 

on going to a dance he had a number of 

* drinks. Testimonials to the excellence’ of his 
work were put in. ` : 

The Council did not see fit to direct the 


official allowance for such persons, but 
it should not be possible to obtain the 
full official allowancé in fresh milk, dried ' 
milk, and proprietary milk foods. . 

If the excessive amount of milk con- 
sumed in many of the homes of persons 
with young children Were ofaaly con- 


Registrar to erase Dr. Cunningham’s name. trolled, it would afford a sufficient saving 


The sitting of the Council lasted for 
five full days. Three cases were post- 


; poned to a subsequent session, which’ it 
\ 
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understood, will be 


held in the early 
part of next year. a coe 
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‘  FORTIETH LIST. ‘ 


Amount previously acknowledged—£47,442 1s. 34: 
and £100 34% Conversion -Stock and £40 3% 
. Defence Bonds 


A Individual Subscriptions f , 
£18 1%. 6d.—Dr B F Boyce, British Columbia. 
£10..—Dr G R Rickert Sherborne Dr D. M. 

Wılkınsan, Tewkesbury naton), 
£5 Sa. Lt-Col A. H. D. ‘Smith, R AM.C. Grd 


donation) 
G. J Hars, Sherb ; Dr. H. G. 
zi ie Dr. B. 8 


Kettle, Mr A Martm 
Leake, Dr. M L Saul, Beckenham (2nd 
donation); Dr S Wigoder, Leeds (2nd donation) 
£2.—Dr. D. S. Ogilvie, Sherborne 
£1 1s.—Major, W. Happer, IMS, 
Happer (14th donation); Dr. J D. McKellar, 
~ Yetminster; Mr. J S Whittmgdalc, Sherborne. 
£1.—Surg Lt P. D. MacLellai, R.N.V.R. 
£75 138. 6d.—Ltncoln Drviston—per Mr. G A. 
Bagot Walters (amount alrcady sent £213 1s. 6d.): 


of milk to help meet the great hardshi 
to persons over the age of 70™ Althou 
consideration should be shown to those 
on whom will fall the task of maintaining 
the country in the future, such considera- 
tion should not entail hardship on those 
who have performed the same task in the 
past.—We ‘are, etc., ° 1G s 

5 P Dororuay Day, 


S. ALEC FORBES, 


Croydon. Hon. Secretary. « 


. Planning and Action 

Sir,—I am writing to ask whether you 
know how fast—or how slowly—the 
B.M.A. is making its plans for the medi- 
cal service of the future. It is, of course, 
obvious that the fully planned State ser- 
vice that is to come cannot immediately 
pe put into operation, since buildings for 
health centres and the like have to give 
way for the present to war factories; 
man- and woman-power is notnow, avail- 
able fof the administrative staffing. That 


and Mrs, we realize, But the Beveridge report 


has poured oil on to a-fire that has so 
far only. glowed, and it seems to me that 
events will move very fast. Does the 
B.M.A. realize the need for acting 


Dr. H C Barlow, £5 God POEN g Di: M quickly? Has it made any plans which 

Chatterton, ; " , i i 

Dr. T. H Cresswell, £2 Gnd donation) ; Dr. W. F. on be put into operation rie and 

Stell, £1 1a (2nd donation); Dr. L H H Boys, Which can be used as a basis for the com- 

a 1i as as agro 3 Fae Fh ba ae! + plete post-war reconstruction? Does the 
e de or, ri e . e 

Blaute foo (and donation): Dr. J w. B-M.A. realize—and doctoes generally— 


McKeeters, £2 28.; Dr S. Wray, £5 5s (nd dona- 
tion); Dr. C. E. Droop, £10 10s (2nd donation) ; 
: Sommers, £1 1s. (2nd donation); 

Lowe, : 


donation) ; 
Mr G. A Bagot Walters, £21 (3rd donation) 
£50.—Hon. Staff of Roya! Hants County Hospital, 
Winchester—per Dr. K. Robertson (amount already 
sent £512 Os. Id). A 
£43 12s. 6d. ($195.00).—Canadlan Medical 
' Associanon (amount alrcady sent £1,362 11s. 7d.) : 
British Colurhbia and Saskatchewan Divmons 
` £21.—Hereford Divinon—per Dr’. 8. 
(amount already sent £117 8s.): Dr M 


N. Corry 
n. 


Malcomgp 
£10 13s.—Mcmbers of Llanelly Medical Board— to arts. 


per Dr Rhys Paton (amount already sent £26 13s). 
£5 5s.—Membera of {Windsor and District Medi- 
cal Society—per Mr Vaughan Payne. 


£2 2s.—Per Col Dunne (East Herts_ Division) “principles are at stake. 


(amount already sent £204 8s: 1d): Dr. M. 
_ Murray (nd donation). 


y Local Medical and Panel Committees 


£15 15s.—Birkenhead (2nd 'donation) 
£10.—Devon County. « 


Total—£47,756 18s./9d and £100 34% Conversion 
' Stock and £40 3% Defence Bonds 
Cheques, payhble to ‘the Medical’ War Relief 
Fund, should be sent to Dr.‘G. €. Anderson, 
Honorary Treasurer of the Fund, British Medical 
Ca. t £ ie 


G. 


the urgent need that we, the medical pro- 
fession, must run any new scheme if it 
is to be a success? Do they realize that 
unless we pull together we shall be in 
the, nature of a burnt offering to other 
more organized interests? i 

I have read many -articles and letters 
in the Journal, which is suppòsed to’ 
represent us, but I have never yet read 
anything that has been in the nature of 
a trumpet call to the profession as a 
whole: a call to wake us up, to rouse us 
from our apathy and self-interest: a call 

ft is still a peaceful rather 
sleepy, paper in times when things are 
beginning to move fast, when great 
Is there no one 
among us who: will come up to the 
measure of these times and quicken the 
spirit that I am sure is in us? 

We cannot, I am'‘sure, compromise this 
time. Weare being driven by the war 
against a wall from which we can either 
fight our way out to something: great or 
else we go under and become’ panel 


doctors, run by Civil servants. uld 
anything be worse?—I am, ete., 
Ledbury. GEOFFREY 


G. AREY. 


+ 
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BRITISH MEDICAL ASSOCL#TION 
Radiologists Group Committee @ 


The following have beenselected members of 
the Radiologists Group Committee of the 
B.M.A. efor the three years 1942-5: Dr 
M. H. Jupe (London, W.1),.Dr. R. Boulton 
Myles (Worthing), Dr. Ralston Paterson 
(Manchester), Dr. R. E. Roberts (Liverpool), 
Dr. S. Cochrane Shanks (London, W.1), and 
Dr. C. G. Teall (Birmingham) 


Meetings of Branches and Divisions ' 
NORTH OF ENGLAND BRANCH 


Meetings of the North of England Branch 
were held jointly with thẹ Newcastle and 
Northern Counties Medica] Society at New- 
castle-upon-Tyne on Oct. 15, 22, and 29, 
At the first, at which Dr. Mona Mac- 
NAUGHTON took the chair, Prof. J. R. 
LEARMONTH gave an address on “The 
Diagnosis and Treatment of Peripheral 
Vascular Disease.” At the second, when Dr. 
T. S. BLaikLocx presided, Prof. E, FARQUHAR 
Murray spoke on “ The Present-day Atti- 
tude towards Certain Gynaecological 
Problems.” Discuşsing treatment of carcl- 
noma of the uterine cervix, Prof. Murray 
said that while in the Majority of cases 
radium therapy was more satisfactory fo» 
general use he had performed a Wertheim 
hysterectomy after radium application in a 
few carly cases, and, in his considered 
opinion, this materially. improved the 
prognosis. On Oct. 29, with Dr. P. V. 
chair, Dr. J. A. CAARLES 
gave an address on “ New Fields in Pre- 
ventive Medicine.” Dr. Charles described 
pulmonary tuberculosis, diabetes, and pre- 
maturity as three fields: in which preventive 
medicine sought to establish new interests 
and to foster new endeavours. The common 
purpose was the same in each case—namely, 
to prolong human life and combine in- 
creased length of days with happy and 
useful occupation. Sweeping changes were 
necessary to ensure that early diagnosis and 


- prompt and effective treatment of the tuber- 


culous person became the rule, and that, in 
the quiescent stage, a diminished strength 
was employed to good purpose without 
detrimerit to the patient. Efforts should be 
made to extend the days of the diabetic to 
their full normal expectation of usefulness 
and activity; and for premature babies, for 
whom a whole lifetime depended upon the” 
doctor’s efforts, the free services of con- 
sulting paediatricians supported by specially 
trained’ nursing teams with proper hospital 
facilities should be made ‘available. 

Before each lecture there were demonstra- 
tions of clinical cases by Mr. JOHN GILMOUR, 
Mr. G. F. RowsorHam, Dr. GEORGE 
Davipson, Dr. A. G. Ocitviz, Mr. W 
Grant Waucm, Mr. Srawart FAG 
Mr. J. S. Arxip, Mr. A. MacRag, Dr. E. F 
Dawson-Wa.ker, Dr. G. Hurrewi, and Dr. 
Tan E. McCracken. 


, The North of England Branch held meetings 
jomtly with the Newcastle-upon-Tyne and 
Northern Counties Medical Society on Nov 
12 and 19. Dr. B. B. Nosle presided at the 
former, when Prof. J. Le F. Burrow gave 
an address on “ Problems of Minor Medical 
Illness: Diagnosis and Treatment.” He 
defined fibrositis as a non-supparative in- 
flammatory condition of connective tissue, 
which might be either general or local in 
distribution. Discùssing treatment he empha- 

i that, while massage and movement 
were beneficial in cerfain cases, complete 
rest, enforced when secessasy By splinting, 
was essential in acuie He referred. t8 


the ee of loal ions of glu 
saline-ndyocain solun into areas con“ 
taining nodules. 
` E Z 
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The lecture was preceded 'by demonstra- 


tions 


Dr. C. N. ArmstRroNa,. Di. A. A. 


McIntTosH NıcoL, and Mr JoHN BRUMWELL. 

At @the second meeting Dr. Mona 
MÅcnauauron togk the chair, and Prof 
F. C. Pysus spoke on “ Recent Advances in 
Before the lecture there 


Cancer Research.” 


were demonstrations by Prof. F. J. NATTRASS 
and Dr. WILLIAM HUNTER. 


Representative in Representative Body, and e 


` SOUTHERN BRANCH: ISLE OF WIGHT 


DIVISION 
At te annual general meeting of the Isle 
of Wight ‘Division the following officers were 
jelected for the ensuing ‘year: . Chairman, 


` Honorary Treasurer, Dr. H. S. Howie Wood. 
Vice-Chairman, Dr. I Dockray. Honorary 
Secretary, Dr. Balfour. 
Mr. O’DonocHue paid a ffibute to the 
work done for the Division: as honoragy 
secretary and for the AssOciation by Dr 
Howr Woop, and the latter, in occupying 
the chair, thanked Mr. O’Donoghue for his 
good work during his year of office. 
ææ A meeting of the division, to which all 
practitioners and the island nursing pro- 
- fession had been invited, was held at 
Newport, with Dr. Howe 


the chair. 


Woop in 


Surgeon Rear-Admiral Ceci. 


P. G. WAKELEY gave an interesting lecture, 
ern slides, on “ Head 


eillustrated by lant 


Injuries, with Special Reference to War 
Conditions.” 








H.M.Forces Appointments 








ROYAL NAVY 


Surg Cmdr A J. Tozer has been placed on the 
retired list with the rank of Surg Capt 


Surg. Lieut (Emergency) N. S. 
Surg. Lieut -Cmdr (Emergency) 
Surg Licut D Martyn has 


the Emergency List 


ROYAL NAVAL VOLUNTEER RESERVE 

E E Henderson has been re-cntered as Surg 
Lieut -Cmdr. > 

Acting Suse Lieut -Cmdrs P. de B Turtle and 
J L Holgate to be Surg Lieut -Cmdrs 

Prob Temp Surg Luts. M Wickham, L. P 
Davies, W. M. Wilson, J Alexander, G Krafft, 
P. Greenstreet, M Watkins, J R Tiller, and A H 
Staples to be Temp. Surg Licuts R 


ARMY 


The following Consultants, War Subs Lieut -Cols 
(Temp Cols.), have been granted the local rank of 
Brig: G Masne, H L Marriott 

Lieut -Col A Hendry, R.AMC (ret), has 
reverted to the renk of Major at his own request 


wiulst employed during the present emergency 


probation) 
McQuaid 


mission On accoun 
rank 


Hepburn to be 
been transferred to 


x 


e 
ROYAL ARMY MEDICAL CORPS 


Lieut Col W. E. Adam,-MC, has retired on 
retired pay on account of 11l-health 
Temporary Commissions —War Subs Capts 
E. R D  Eastman-Nagle and A Cathcart have 
telingiushed ther commussions and are granted the 
rank of Major. 
Short Service Commissions —To be Lieuts (on 


P.J C. Burton and J F N C Ward- 


REGULAR ARMY- RESERVE OF OFFICERS 


The following Cols , having attained the age limit 
of liability to recall, have ceased to belona to the 
Reserve of Officers P. J Hanafin, D S.O., late 
RAMC, and R. P. Lews, DSO., late R.A.MC 


RoYaL Army MEDICAL Corps 


Capt H Mitchell to be Bevet Major under the 
provisions of Artucle 168, Royal Warrant for Pay 
and Promotion, 1940 


TERRITORIAL ARMY, RAMC. 
Capt J W = Keighicy has relinquished his com- 


p of ill-health and ,retams his 


TERRITORIAL! ARMY Reserve OF OFFICERS, R A M C 


Major F D Marsh, MC, has ceased to belong 
to the TARO. on account of ill-health 


LAND FORÇES. EMERGENCY COMMISSIONS 


Rova 


Po Subs Capts I 
P T Northover > 
møæsions on account 
the rank of Capt 


Y MEDICAL Cor 


PS 


relinquished, ther com- 


ill-health and 


bre -granted 


Capt. A: Phom. pas Teaned. his. comnis: 
Lieut. I. angs relingu: cgmmussion 
on appointment to a commusston in the SA M.C. 


Licuts. I. T. F. Wiley, B. W. Smith, R. K. ` 
Nandlal, C Seager, and H Barron have gelin- 


„àuished ther commissions on accognt of ill-health 
and retain them rank. 

ACF Section—2nd; Lieut B*,G T. Etmes, 
from General List, to be Lieut 

To be Lieuts - C. B. Dansie, C FL Lee, G.L 
Mark, S Anderson, G F. Barnes, J. R , FP. BL 
Beaver, J R J Beddard, P Bruce-Lockhart, W. G. 
Cheyne. T. W. Conlin,. J. W. Cnchton, W. G. 
Dangerfield, M_ Dean, K C. S. Edwards, D T. R. 
Evans; D M Forster, W D Frew, F. R Glover, 
T C. Gray, W. Home, J. L. S James, J H. Jones, 


B Kettle, 


D Lenihan, J. Lewis, S. Ludion, 


A Manté, R G Mathers, J W Miller, L. A. 
Murray, J. J. Mackenzie, A. O. McClay, J. M H 


McMurray, D. H Nelson, C. W O'Donoghue, 
W D. Ouver, F H. Packer, R. B. Parker, V P. 


Poonoosahy, D. Potunger, N Prasad, R- V. Read, 


J Rad, S. R. Reynolds, W Richmond, W A^ 


Royds, E J Rubra, O Sookias, R. G. Sprenger, 
G. G Taylor, E. G. Thomas, W R. Thrower, 
E. Tompson, R H Walker, A. W. Wilkinson, 

`J C. F. L. Wilamson, C Wilson, M H Wright, 


J J Sumner, 


S Canter, H Gruneberg, J J. 


McEnuery, B H Prke, C. I. Tuckett, T. William- 
son, M.C, R. F. Antonio, H. Bentley,,D. E 
Botmll, V R. Bruce, M. P. Chakko-George, J P 
Childs, N _ Ciarey, J D. Dillon, W. Dodd, PG 
Duff, H. Gavurm, W. W Gerrard, A R Graham, 
3 Green, H Gremson, D. H. C Harland, S 
Harman, Hot, Heillewell, N Hext, M S Howe, 
D. R Hughes, R S Hynd, R. H. Kipping, B. N. 
Klukvin, P. H N Matthews, J. V Morris, L G 
Morrison, J. M.. Munden, J. Murphy, H. MacNeill, 
M C. Macqueen, A P. Nicolle, L G. Norman, 
Parry, F W. Pote, G. F. Purves, T'R F 
Raw, T. B. L Roberts, I. C ‘Robertson, G. A. 
Robinson, J. Schorstein, J. A. Seymour-Jones, G. L 
Shatwell, J Silver, C. F Stott, J. Tait, J Travers, 
E. A. Turner, P. R. Walsh, A R Wiliams, H. F. 
Wuson, P M Wood, R D B Whght, J. H. 


TE 


Acton, A 


Dansie, J. A 


A Allgon, G J Ambrose, R M H 
Annog, J R. Ballantyne, J C. Ballantyne A. S G. 
Binnie R S E. Brewerton, H J. Brooks, E. A. 
Broomhead, D. L. C Burden, L E. Burkeman, 
T E Cleghorn, R B. Crail, F- K. Crittenden, B° 


L. Davies, P T. Davies, T. Dean, 


P J R Deller, I K. A Dorman, D. Douglas, 


J. 
D 
H. A 

T 
T 
Es 
P 


Hearle, F. 


F B. Edeson, F. F Edmonds, `E Emanuel, 
W Evans, E G. Evans, P. Farr, W F Felton, 


- W. Forbes, J ẹU Forbes, E. L Fothergi'l, 
Furnival, 


H J Glanville, C. A.. Glass, 


E. W Goodier, W W Gooddy, R G Graham, 


reenwood, R. M. Griffiths, G N Grose, 


L. M _ Hartley, N H Harwood-Yarred, H N 
cber, A. C M. Hobson, T. D S. 


Holliday, R “A. B Jaffray, G T James, H James, 
B S Jarvis, J S Johnson, F.W H Kent,S C 
Lewsen, K T Lockhart, G. M Lunn, J. S 


McGregor, 


Mason, J 


Ogky, 


TP 


M 


J. MacLeod, W. Mallinson, P. de R 


. Matheson, E. J Mitchell, M. J 
Mitchell, J. F Monk, A T Moorhouse, M F. 
Moses, F W Nash, R. T. Nicholas, D J. 
O'Callaghan, P O'Connell, ’A E O'Donnell, R 
M. J. O'Toole, P G L. Pary, H C. 
Pierce, J, M Quinlan, B. C. E Richardson, J T 
“Robmson, F. W Æ. Rutter, T Skekh, M. Slade, 
D Slovick, C. J. C. Smith, F. G. Stoddart, W. S. 
Suffern, W. G Taaffe, P. W. Tait, A E. Thomas, 


Tizard 


» K. R Todd, H. J. Towle, C. 


Verity, W. H S Wallace, R Warnecke, H. B. S 
Warren, J K. G. Webb, R H. Wekh, K. G. 
Westcombe, P Weyman. J H „S. Whyte, J. W. 
Wilson, G. A right, W_E Yeates, F. B Zwink, 
T. C. R. Ar 
J M. Cribb, J A Dowds, M. Eynine, H. Edwards, 
S L Freeman, J. A. Irwin, P. G S. Johnson, 
A.R. Kagan, W M, Kirkby, J M. Ledingham, 
J McCallum, P. D A Macdonald, J G McGill, 
W H H Mervale, W. H. Myers, C A. B. 
Murphy, J M Newton, J H Peacock, H. P. 
Player, J .K. Pugh, M Shoham. T L. H Shore, 
J W. Stephens, D. I. Stirk, R. Taylor, A. Venner, 
J. A. Ward, R. S Abrabam, S Allison, F 
‘ Appleton, R Aspinwall, J H. Bentley, B. A.'S 
Bhalla, J S Cason, F J. Cockersole, K S. 
Crawford. H W F. Croft, F R. Dennison, A. B 


Fieldsend, A. 


. A. F. Beaton, H. V. Cockburn, 


B. Gibton H Gray, W. G. 


Harrington, R. K Hay, J. Hothersall, S Howard, 
H. E Hutchison, E. W Jones, C Kelly, J Kelly, 
E P. Kempsey, G C. Kennedy, E O Lawton, 
M A. Lecuucr, H Lee, J Lees, A F. Maguire, 
K. J. Mann, R H. Marun, J E Masterson, T S 
Maw, D C Muin, P_ McCauley, A A. McKirdy. 
I. G. McMenemy. S C MacMillan, J H. Redding, 
C MacD. Ross, D A. Saunders, S~ Sharman, F. B. 
Shevlin, J. W. Smith, W_ M. Smith, J B Stewart, 
J. R Stuart, H D Thompson, R. V. Tracy- 
Forster, H H: Watts, H. Q. O.'Whecier - 


N 


y 


WOMEN’S FORCES 
EsPLoyop WITH THE R A,M C. 


“War Subs Sen Cmdr J K S Ince from ATS, 
to bo M O. with the rank of Lieut. 

The following M.O s bavo. been granted com- 
mussions in the rank of Lieut : ‘Alce D. Findlay, 
T Spim, A S Torrance, Dor: Ascough, Joyce E Brooks, Lian M Chant, 
Eleanor Davics-Jones, Esther T. Ewing. Isobel L. 
Glasgow, Marlon Harrison, Inez Hewitt, Joan D K. 
Hilditch, Margaret W. Hughes, Irene, M. V. King, 


` z zP 
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Margaret P Rhodes, Patricia M Simson, Margaret 
S Smith, J, Wa . Helen M .D. Fox, 


Kathleen M Horton-Willams, Sffeila Latta, Irene E. 
Howorth, Eileen M D. Knox, Jean M. T. Lawrie, 
Ruth Lockie, Maud P. Mencues, Moira Murray, 
Pearl Penrith, Rachel E. “V Spencer, Margaret C 
Tait; Mona M. McF. ehomson, Elizabeth A. B. 
White, Gladys L Young. . 


ROYAL AIR FORCE 


Squad. Ldrs (temp) H Bannerman and R. H 
Winfield, A F.C., to be War Subs, Squad. Ldrs 

Squad. Ldr. R V. Wight has relinquished his 
commussion on account of ill-health and retains his 

Wing Cmdr. P M. Keane retains the rank of 
Group Capt. on reverting to the retired Bst. 

The following M.Os (relauve rank of Flying 
Officer) to be War Subs Fil. Licuts.: S M C 
Murray. E. Ry M Wuson, J. MacL. Mackay, M. 
Robertsco, B S. Gordon, C. Hughes, M E G. 
Sherwell, R M. Taylor, and D. Smith 

TJ. 3 to be Flying Officer (short service) 
and seccnded to St Mary's Hospital, London 

Miss WW N..K: Jagger (relauve rank of Flying 
Oce bas resigned her commision on account of 

t 


RESERVE OF AIR FORCE OFFICERS 


Squad. Ldr (temp) E A Rice tọbe War Subs. 
Squad Ldr 


AUXILIARY Air F8rce 


Fl. Licut R. H Vartan has resigned bis com- 
mussion and retains his rank. 


R3YAL Ain FORCE VOLUNTEER RESERVE 

Fl Leut. R W B- Ellis has been granted the 
rank of War Subs Squad Lar.’ 

Flying Officers P A Maughan, F S Jackson, 
M. J. O'Donnell, G. Hale, J G Burgess, N. W 
Horne, 4 M Foxe, P.C S Unwin, A M Mar, 
H D. White, W. A. Johnson, J D Anderson, 
D. L Henderson, O. T. Brown, H E W. Harden- 
berg. D J. Howell, N J. Burnand, J. F. Marun, 
W T. Ross, A G. Forbes, C. M Saure, ‘J.'McA 
McArthur, D Perkins, J A. Bailey, D W Bracey, 
A McM Graham, A Manch, J. N. N Robinson, 
H Avery, H. V. M Elwell, G C Rae, W. D 
Arthur, I Tarlo, I. B. Millar, W. N. Maclay, 
J. A B. Thomas, D S Foster, and P S Norris 
to be War Subs. Fl ~Liecuts. 

Flying Officer H. Avery bas relinquished his com- 
mission on account of ill-health and retains his 
rank ` 7 

Flying Officer T. K Haran has resigned his 
commussicn 


RAF.V R. DENTAL BRANCH 


J. C Smith, MB, ChB, to be Flying Officer 
(Emergeccy) 


INDIAN MEDICAL SERVICE ` 
EMERGENCY COMMISSIONS 
To be Lieuts (on probation): Helen M Herbert, 
Jean M. R. M Johnson, Eugene N Pearlman, 
Nora ki Wol, Gwendolen M. Higgins, and Edith 
mi 5 








APPOINTMENTS 
Taipxa, KeaC., FRRCSEd,* fulltme Surgeon, 
Peterbcrough and ict Memorial Hospital 





BIRTHS, MARRIAGES, & DEATHS 


Le charge for inserting announcements under this 
ead 1s 1€s 6d. This amount should be forwarded 
wuh the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
mormng fo ensure insertion in the current issue 


‘ s BIRTH 
BamN.—At Johnstone House, Belfast, on Nov. 30, 
to Major A J. Bain, RAMC, and Mrs Bain, 
a son 
MARRIAGE 


BIRNIE—VAaLENTINE —At the Church of Scotland, 
Crown Court, London, on Dec 12, 1942, by the 
ev J Moffett, BA, Flying Officer Willam 
mac, MB, ChB, RAF.YV.R, second son of 
the late Mr Wulam Brne and Mrs. Birnie, 
Peterhead, Aberdeenshire, to Assistant Section 
Officer Emma Irene Valentine, W.A A F., second 
daughter of Mr and Mrs. A S Valentne,, 18, 
Queen's Road, Barnet, Herts. 


; DEATH caer) 

CrawForr:—On Dec 9, 1942, at 45, Mount Park 
Road. Lt-Cof D. G Crawford, I.M S. (ret.), 
aged 85. > 








The Home Secretary announces that Dr 
R. M. Geldart of Worthing’ and Dr. B. J. 
Barnett f Birmingham are no longer 
authorizéd persons for the purposes of the 
Dangerous Drugs Regulations, i ¢ , 
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‘FREE CHOICE OF DOCTOR AND 
Ta CERTIFICATION’ | z 
BY 


' B: BUCKLEY SHARP, MÉ MRCP, 


D.P.M. 


War accelerates. social evélution, and 
proposals for a national health service are 

eing freely cifculated. The various pro+ 
posers seem to be up against the problem 
of evolving a workable scheme’ in which 


‘there shallebe no direct money contract 


‘between patient and doctor but yet some 
degree of free choice of doctor by 
patient and of patient by doctor. What- 
ever lip service is paid to this principle, 
it cannot be achieved in practice. When- 


‘ever a service is taken over, organized, 


and paid for by scciety as a whole (the 


. State) the individuals lose their power 


to choose: - The report of the Medical 

Planning Commission envisages a group 
of doctors based on a health centre, each 
doctor accepting direct applications from 
_patients up to a certain number, and then 


“ closing his list. He may refuse to accept 


' in whom there is, or 


any person he does not desire to attend. 
The " also-rans ” on pom iy will have 
to take what they are gi 

To the majority of the public- to-day 
free chọice of doctor seems to mean little. 
Most panel’ patients from whom I in- 
quire the name of their. panel doctor do 
not know it, or, if they know it, as often 
as not when seeking attention are seen 
by some other doctor with whom ‘ they 
are unacquainted who is “ sitting ” at the 


surgery that day (presumably an assis-: 


fant or partner), and they make no bones 
about it. Well over "0e of sick „persons 

thought to be, 
something ` -seriously wrong attend a 


: hospital or clinic, and “ accept with com- 


' doctor .by patient and of 


placency, if nop with gratitude, the ser- 
vices of any doctor wbo chantes to turn 
up.” The tendency of doctors to form 
partnerships, often with several members, 
makes it often impossible even for private 


patients to be sure who will arrive when ~ 
thev send . for help urgently or in the- 


night. 
Analogy of the Education Service 
“There can be free choice in full measure 


only when ‘a direct contract: is made 


between doctor and patient without the 
intervention of a “ middle man ”-.such as 
a Government Department. By all means 
let this option continue with or without 
the . special facilities . of a ' provident 
scheme. Let _there ‘also be a national 
health service, including consultant aad 
hospital provision, to which all shall 
contribute, of which all may avail them- 


' selves” if they wish, and in which there 


is no-freedom of choice of individual 


patient by doctor. The doctor should be 
permitted ‘to elect from time to time.to 


: what extent he will participate, whether 


he is prepared to accept a full-quota on 
his list, only a proportion of the maxi- 
mum allocation, or none at ‘all. and 


should be remunerated pro rag. Every- 


‘& 


oe f 


Eu d 


a. 


individual - 


jn 


one, for example, contiibüfes to educa- 


tion, but not all are bound .to accept ` 


‘State education for their children. 

The next question is whether free 
choice of doctor is desirable and in the 
best interests of the public. The answer 
would seem to be “no” without certain 
safeguards. A strong argument can be 
adduced on the psychological side that 
the favourable outcome of illness de- 
pends much on faith and on the rapport 
between doctor and patient, and that a 
negative transference stultifies treatment. 
One must admit the truth of this in vary- 
ing degrees. But on the other side it 
must be recognized that thesqyestion of 
gain may play an important part in 
choice of doctor, and that society should 
be protected against being taken advan- 
tage' of and against waste by unjustified 
prolongation- .of invalidism. A letter 
signed “ A.B.” in, the Lancet of June 27, 
-1942 (p.:777)-says “it ‘is arguable that 
free choice of medical attendant and 
liberty to change him cannot possibly 
continue when? sooner or later, more 
generous sick pay becomes obtainable,” 
and the conflict of loyaltiese would im- 
pose too’ great a strain on the doctor in 
certification unless he were either a State 


-official or released from the task of 


certification. But this problem is not 
new and does not depend on possible 
increase in sick pay in the future; it has 
been with. us for years. a 


Gain Motif in Certification 


A corresporident in. the Lancet of 
November 22, 1941 (p. 649) outlined a 
hypothetical day in the life of a general 
practitioner in which he signed 35 
different kinds of certificate- (he did not 
pretend that this was. an exhaustive list). 
Of these a number enabled the applicant 
to obtain something in cash or in kind 
from his fellows or to escape. a distaste- 
ful ‘duty to gociety—e.g., (1) panel certi- 
ficates, including certain special benefits ; 
(2) certificates of total of partial in- 
capacity under the Workmen’s Compen- 
sation Act; (3) certificates for conva- 
lescent treatment wholly or partly at the 
public expense ; (4) certificates to obtain 
extra rationed food; (5) certificates of 
unfitness for fire-watching or factory 
work. The last two are a product of the 
war, ‘and it is noteworthy that the Govern- 
ment have thought fit to lay down in 
specific terms the circumstances in which 


certificates under (4) may be issued by 


medical practitioners. This is a great 
relief to the doctors, and the reason is 
obvious. But for these rules the milk 
and‘ egg rationing schemes ~would be 
wrecked by a flood of documents certi- 
fving that nearly everyone required addi- 
tional rations of these foodstuffs. It is 


also of interest that. where loss of civil . 
rights is concerned the. Law of Lunacy ' 


stipulates that an independent certificate < 
shall be given by a‘ vractitioner uncon- ' 
nected in business with the regular medi- 
cal attendant and deriving no’ benefit- by 
certification. 


the 


Doctors are but. human an 
fi and 


‘main, have their actions dete 
‘modified by motive 


* levels of consciousness from full con- 
sciousness to complete unawareness. 
When awareness 1s dims or absent a 
‘person is pgpne to attmbute his actions 
to motives that satisfy his conscience and 
save his face, and not to the prime under- 

lying motive that may be less respect- 
able. So long as the financial rewards 

of medicine are on the à la carte basis a 


,doctor has to satisfy his “clients” in. 
‘order to prosper or even to enjoy aw 


‘reasonable standard of existence. This 
‘applies to both private and panel prac- 
‘tice in any area where there is competi- 
‘tion, and there must be few, if any, 
where there is not. The professional 


‚attributes most likely to lead to wide® 


patronage and thus: prosperity are an air 
= omniscience comibined’ with a certain 
dogmatism, a sympathetic attitude to the 
patient and his complaints, and last, but 
‘not least, an uncritical readiness to issue 
‘certificates for the patient’s materia) 
benefit. 
' When issuing certificates of the kind 
‘referred to.a doctor is acting as custodian 
on behalf of the society in which ‘he 
lives, but is, at the samé time, in the 
improper position .of affecting his own 
interests by certifying or refusing to 
certify at the request of the patient. He 
‘ds like a judge who hag an interest in 
‘the result of a case which he is called 
‘upon to try. He will react to this situa- 
tion in one of two ways. Most com- 
‘monly his professional judgment will be 
subject to a conscious, partially conscious, 
or unconscious bias in favour of issuing 
.the certificate ; or, if he has an obses- 
sional ,over-conscientious personality, his 
professional judgment will be subject to 
‘a bias in the opposite direction. The 
' former. reaction is the more frequent. 
This mechanism is oftan observable in 
| questions of conflict over personal in- 
jury, the contestants being an individual 
on ‘the one hand, and society on the 
other as represented by another indi- 
vidual or group of individuals. Here 
doctors of more or less and often of 
‘approximately equal knowledge and 
‘ability will be found on opposite sides 
giving widely divergent- opinions on 


aetiology and prognosis, whereas if they. 


‘were in consultation over the same case 
in non-controversial circumstances the 
odds are that their views would vary very 
little. if at all. All this is very bad for 
the patient’s attitude towards himself and 
may create, agpravate, or perpetuate 
invalidism. 


Failure of a Social Experiment 


Although ,the present panel system is 
‘not blameless, the most outstanding 
‘examples of certification influenced by 
motive are seen in’ the applicatjon of the 
Workmen’s 


as have ovtherss 
Motive is complex, and acts at various 4 


Compensation, Act. Here 
incapacity, total Ta for an 
i 4 ` 
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= hospitals ds fit, by weekly certificates of 






# same time enhancing his local reputation 


® haridling of the situation (no doubt with 


e ever, while often adduced to make a case, 


e by patichts™~h 
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wares results: wpis it lasts, in mainten- NATIONAL EYE SERVICE: 
ancd.of-the worknian by society as repre- 
„senteg by his employers, and may result, OPHTHALMIC MEDICAL 


if p@sistent, in the receipt of a lump sum EXAMINATIONS í 
ut settlement by way of commutation g At the fifst meeting ‘ofe the newly 
of weekly payments. Certification in-f constituted Ophthalmic Gropp Commit- 
fluenced by motive is prone to appear onf tee of the B.M.A. on December 3 
both “sides—optuhism on the side of * Dr. O. G. Morgan of London was 
society as represented by the employer, elected chairman and Mr. George Black 
whose appointed referee is impelledeto of Leeds vice-chairman. The committee, 
satisfy, so far as possible, the employer, which now consists of 17 members and 
an ssimism on the side of the work- 4 observers, received a report on the 
„mak hose doctor is impelled to “do work of the National Ophthalmic Treat- 
*his best for his patient,” thereby at the nent Board for the past year. 

It carefully considered the analysis of 
the results of the recent questionary with 
regard to the fee for ophthalmic medical 
examination in the National Eye Service 
and the observations which a number of 
ophthalmic medical practitioners had 
included with their replies. The general 
feeling appeared to be that a good and 
strengthened National Eye Service should 
by all means be secured, but at the 
same tıme there was no desire to get 
higher fees from the poorer section of 
the co nity. The general principle 
at stake was regarded as of more 
importance than ‘the addition of a few 
shillings to the half-guinea fee. One 
member of the committee drew attention 
to what had been done in Eire, which, 
he suggested, might be a model here. 
There a National Health Insurance 
Society covered all insured persons. The 
opticians entered into an agreement not 
to publish any notice or advertisement 
to the effect that they had entered into 
an agreement with the society, and 
applicants for optical benefit were told 
that it was necessary for them to have 


as the right kind of doctor to go to.” 
Hence the Workmen’s Compensation Act 
has gained im title as a failed socgal _ 
experiment. Evidence ine support , of 
its failure is frequently forthcoming. 
McAusland (Journal, May 2, p. 566) 
blames many panel doctors for factory 
absenteeism on the ground that they dis- 
courage workers from resuming work, 
after they have been. discharged from 


acity to the effect that they are 
ih suffering from the effects of in- 
The responsibility that rests on 
the workman’s doctor and the regret- 
‘table results of his frequent faulty 


inca! 
“s 
jury.” 


what he consciously regards as the best 
‘ intentions) were well brought out in the 
“ Discussion on the Workmen’s Compen- 
sation Act as a Factor in Prolongin 
Invalidism ” held at the Royal Society o 
Medicine on May 5 last. | 

Jf free choice of doctor in whole or 
in partis preserved, the solution to the 
problem of this kind of certification 
appears to be that certificates upon which their eyes examined by an ophthalmic 
gain or loss depends shall only be issued surgeon and to obtain a prescription from 
by doctors who are entirely disinterested him before oing to the optician. 
and independent, and who possess a high er further discussion members of 
standard of knowledge and experience. the committee were reminded of the 
Such Tae ghee gohan extreme probability hat within i com- 

e for is aratively short time the Beveridge or 

adopted for dealg with scheduled n- 2 4 8 
dustrial ‘diseases. It will be contended, 
no doubt, that this proposal is the nega- 
tion of freedom, and that a person having 
the right to select his own medical atten- 
-dant shall also have the right to obtain 
certificates from the doctor “ who knows 
his case.” The term “freedom,” how- 


_bring about a large reorganization of the 

medical services of the country. This 
opened the question whether it was desir- 
able at the present stage to propose a 
change in the conditions attaching to the 
National Eye Service. '` In the shaping 
of things to come the ophthalmic surgeon 
would probably be in no different 
position from any other specialist in an 
all-embracing set of provisfons. In view 
of these cĦanges it might be sufficient 
to agree to such a modest increase on 
the existing fee as the 20% so generally 
taken in other connexions. So far as 
insured persons of the higher income 
range were concerned, few of these— 
excluding manual workers entitled to 
ophthalmic benefit notwithstanding their 
higher incomes—would come in during 
the next two years, by which time the 
-general reorganization might be well on 
its way. Non-insured persons with an 
income below £250 might continue to be 
treated at the existing fee, plus 20% if 
thought desirable, and non-insured over 
£250 might be treated ‚as private 
patients. 

It was agreed to postpone further con- 
sideration of this matter until the next 
meeting of the committee, members 
meanwhile to consult their constituents, 
and also to watch the intentions of Parlia- 
ment with regard to the Beveridge report. 

A subcommittee was appointed to con- 
sider and collate schemes for the im- 
provement of the National Eye Service 
with a view to the presentation of a set 


is not precise enough, to support an argu- 
ment.. It is axiomatic that in no social 
ystem <an complete freedom exist ; 
there can only be degrees of freedom. 
The freedom which we cherish is a 
limited right to do the work we select 
where we like, to enjoy ourselves in any 
innocuous way we like, and, above all, 
to think as we like and speak as we like 
provided that what we say is not treason- 
able, blasphemous, obscene; or likely to 
produce a breach of the peace. But 
where we have to depend on the help 
‘and support of society as a whole, and 
reciprocate in our turn in helping and 
supporting society, there cannot be in- 
dividual freedom. 








CERTIFICATES FOR PROPRIETARY 
PRODUCTS 


It has been brought to the notice of the 
B.M.A. that certain manufacturers of 
proprietary articles, including food 
products, are issuing prescription -forms 
for doctors to sign with a view to 
facilitatifg the purchase of thess articles 
should be appreciated 


a doctor is ¥nder no obligation to 


s make use of anygsuch form find is not of proposals to the Medical Planning 
expected to do sd. ` - Commission. 
. a 
a t / 
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some other far-reaching proposals might . 
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t. 
Eye Examination in Factories 
Some time ago a subcommittee was 
appointed jointly by the Grcup Com- 
mittee and the N.O.}B. pa eyesight 
testing of employee’ in, factories, ~ Thi 
subcommittee now brought forward a 
series of recommendations with a view 
to obtaining the names of eye specialists 
who might be willing to undertake this 
industria! work. It was fully realized, 
that not every doctor doing refraction 
work wenhld be willing, or indeed could _- 
make ite convenient, to do~this work, 
which, in the subcommittee’s view, should 
include nat only individual examinations 
but also agvice on all matters connected 
with vision problems at the factory. 
Neverthelegs, it was thought that a 
sufficient dumber might be interested. - 
One suggested way of pr, ing was to ; 
approach medical officers of health for 
the names of doctors doing eye work ~ 
in schools who might be willing to 
extend their activities to the factory. 
Other ways were also Suggested, and, 
although some doubt was expressed in 
the Group Committee as to whether 
sufficient ophthalmic surgeons could be 
found for the work, it was agreed to 
proceed on the general lines of the . 
recommendations, and the National 
Ophthalmic Treatment Board was re- 
quested to take such steps as are possible 
to institute this service. 
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H.M. Forces Appointments- 
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ROYAL NAVY 7 
H. F. Osmond to be Surg. Licut. ae 


Royal NAVAL VOLUNTEER RESERVE r 
Prob. Temp Surg Lients H T. Caler, R J.L.’ 
MacBean, K: G. Marshall J. M. Taylor, M. H W. `s 
Holloway, T. M. C Roberts, and J. P' H. Ogiivio 
to be Temp. Surg Lieuts 


. ROYAL ARMY MEDICAL CORPS ` ¢& 
Major T. H. Twigg to be Lieut.-Col. ie 


REGULAR ARMY RESERVE OF OFFICERS. “ 


Col. G. H Reichard, late RAMC, having 
attained the age uit of limbdity to recall, bas 
ceased to belong to the Reserve of Officers. G 


INDIAN MEDICAL SERVICE ‘ 

EMERGENCY COMMISSIONS : 

Licuts. @ probagypn) H M Herbert, M. K. ' 

Beattie, and eG. E Bnndiey to be Capts (on > 
probation) i 

To be Liceut.: N. N JYovetz-Tereshchenko. 


COLONIAL MEDICAL SERVICE 


The following appointments are announced: 
E. P K. Rushton, MB, ChB, Medical Officer, ., 
Sierra Leone; A. McK. Fleming, MC, M.B, BS., * 
Medical Officer, Kenya, C R C Rainsford, M D., % 
Senor Medial Officer Seychelles; R L. D 


Cyprus; T P Eddy, M.R CS., Medical Officer, 
Gambia; H S_ Evans, M R.C S., Medical Officer, `’ 
Grade 1, Fm; H B Hetherington, OBE, M.B, 7 
Director of Medical Services, British Guiana, 


B.M.A.: Diary of Central Meetings ’ 
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BIRTHS, MARRIAGES, & DEATHS A 


The charge`for inserting announcements under this È 
head ıs 10s. Gd. ‘This amount should be forwarded i 
with the notice, authenticated with the name and į 
address of the sender, and should reach the Adver- | 
tisement Manager not later than first post Monday ye 
mormang to ensure insertion in the current issue- 5 


DEATH , 3 x 
Macmrosng—On Nov. 23, 1942- at his residence; -. 
36, in Gardens, Belfast, Dr John | 
Macinfsh, O.B E., beloved husband Janet 7 
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